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F 0661 Ensure necessary information is communicated to the resident, and receiving health care provider at the time
of a planned discharge.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44069

Residents Affected - Few Based on closed record review and interview, the facility failed to provide residents with discharge
summaries. This affected three (#110, #111, and #112) out of three residents reviewed for discharge. The
facility census was 100.

Findings include:

1. Review of the closed medical record for Resident #110 revealed an admitted [DATE] and a discharge date
of [DATE]. Diagnoses included disruption of internal operation surgical wound, acute metabolic acidosis,
severe sepsis with septic shock, type two diabetes mellitus with unspecified diabetic retinopathy without
macular edema, chronic obstructive pulmonary disease, atherosclerotic heart disease of native coronary
artery without angina pectoris, end stage renal disease, congestive heart failure, and major depressive
disorder.

Review of the admission Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #110 had
severely impaired cognition. Resident #110 was assessed to require partial to moderate assistance for
eating, oral hygiene, personal hygiene, and bed mobility, substantial to maximal assistance for bathing and
dressing, and was dependent for toileting.

Review of the discharge summary for Resident #110 dated 09/16/24 revealed it was completed on 09/19/24.

2. Review of the closed medical record for Resident #111 revealed an admitted [DATE] and a discharge date
of [DATE]. Diagnoses included hyperkalemia, end stage renal disease, noninfective gastroenteritis and
colitis, type one diabetes mellitus with hyperglycemia, atherosclerosis of coronary artery bypass graft(s)
without angina pectoris, fluid overload, heart failure, peripheral vascular disease, hypoglycemia, dependence
on renal dialysis, hypothyroidism, critical illness polyneuropathy, and anemia.

Review of the discharge MDS assessment dated [DATE] revealed Resident #111 was cognitively intact.
Resident #111 was assessed to be independent for eating, oral hygiene, toileting, bathing, dressing,
personal hygiene, bed mobility, and transfer.

Review of the discharge summary for Resident #111 dated 09/17/24 revealed it was incomplete.
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F 0661 3. Review of the closed medical record for Resident #112 revealed an admitted [DATE] and a discharge date
of [DATE]. Diagnoses included hemiplegia and hemiparesis following cerebral infarction affecting left

Level of Harm - Minimal harm or non-dominant side, morbid (severe) obesity due to excess calories, type two diabetes mellitus with

potential for actual harm hyperglycemia, angina pectoris, atherosclerotic heart disease of native coronary artery with other forms of
angina pectoris, conversion disorder with seizures or convulsions, iron deficiency anemia, Tourette's

Residents Affected - Few disorder, mixed hyperlipidemia, other stimulant dependence, other specified behavioral and emotional

disorders with onset usually occurring in childhood and adolescence, hypomagnesemia, homelessness,
major depressive disorder, psychophysiologic insomnia, occlusion and stenosis of bilateral carotid arteries,
viral cardiomyopathy, restless legs syndrome, generalized anxiety disorder, and syncope and collapse.

Review of the admission MDS assessment dated [DATE] revealed Resident #112 had moderately impaired
cognition. Resident #112 was assessed to require setup assistance for oral hygiene, personal hygiene, bed
mobility, and transfer, supervision for toileting, bathing, and dressing, and was independent for eating.

Review of the discharge summary for Resident #112 dated 09/16/24 revealed it was completed on 09/23/24.

Interview on 09/24/24 at 2:33 P.M. with the Administrator verified the discharge summaries were incomplete
or completed after the resident discharged from the facility.

This deficiency represents non-compliance investigated under Master Complaint Number OH00158112.
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