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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36395
or potential for actual harm
Based on interview and record review, the facility failed to obtain the discharge order from the primary
Residents Affected - Few physician in accordance with professional standard of practice for one of three sampled residents (Resident
1). For Resident 1 the facility failed to:

1.0btain discharge order from Resident 1's primary physician before discharging Resident 1 on 1/23/25.
The facility entered a telephone order from the primary physician on 1/22/25 that Resident 1 was for
discharge home on 1/23/25. However, the primary physician did not give the discharge order.

2.Ensure accurate entry in Resident 1 ' s Progress Note on 1/21/25 at 9:01 pm that an order was obtained to
discharge Resident 1 home on 1/23/25. The entry did not indicate which physician gave the discharge order.

These deficient practices resulted in inaccurate record for Resident 1 and falsification of physician orders.
Findings:

During a review of the Admission Order indicated the facility admitted Resident 1 on 12/26/24 with diagnoses
including after care following surgery, unsteadiness on feet and generalized muscle weakness.

During a review of the Minimum Data Set (MDS, a resident assessment tool) dated 1/1/25 indicated Resident
1 was cognitively intact. Resident 1 was dependent (helper does all the effort) with putting on/taking off
footwear, substantial assistance (helper does more than half the effort) with lower body dressing and toileting
hygiene, supervision with oral/personal hygiene, upper body dressing and independent with eating.

During a review of Resident 1's Case Manager Note dated 1/21/25 at 9:01 p.m., indicated obtained order
for last cover date (LCD, final day where a provider will pay for the facility stay) of 1/22/24 and to discharge
Resident 1 home on 1/23/25.

During a review of Resident 1's primary physician telephone order dated 1/22/25 at 2:07 p.m., entered by
licensed vocational nurse (LVN) 1 indicated the primary physician gave order to discharge Resident 1 home
on 1/23/25.
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During a review of Resident 1 ' s primary physician telephone order dated 1/22/25 at 5:39 pm., entered by
registered nurse supervisor (RNS) 1 indicated an order to discharge Resident 1 home on 1/23/25.

During a review of the Nurses Notes dated 1/23/25 at 12:48 p.m., indicated Resident 1 was discharged home
on 1/23/25 at 12:15 p.m. The Notes indicated Resident 1 ' s primary physician was aware.

During a review of the Primary Physician Progress Note dated 1/24/25 at 11:09 p.m. indicated Resident 1
was discharged on [DATE]. The Note indicated the primary physician nor the primary physician ' s team did
not give discharge orders for Resident 1.

During a concurrent interview and record review on 2/11/25 at 11:16 a.m., Resident 1 ' s case manager note
dated 1/21/25 and Physician Progress Note dated 1/24/25 were reviewed with the case manager (CM 1).
CM1 stated Resident 1 was given the last covered date notice on 1/22/25 and was discharged home on
1/23/25. The CM 1 stated Resident 1 's primary physician should be notified regarding the last covered date
and get an order for discharge. CM 1 stated Resident 1' s primary physician spoke to CM 1 and informed
the CM1 that the primary physician nor his team did not give an order to discharge Resident 1 on 1/23/25.
CM 1 stated Resident 1's discharge order was given on 1/22/25 but CM 1 did not know who gave the
discharge order.

During a concurrent interview and record review on 2/11/25 at 11:32 a.m., Resident 1 ' s physician telephone
order dated 1/22/25 was reviewed with the registered nurse supervisor (RNS 1). RNS 1 stated she entered a
telephone order on 1/22/25 to discharge Resident 1 on 1/23/25. RNS 1 stated she is not sure if Resident 1's
discharge order was clarified with Resident 1 ' s primary physician.

During an interview on 2/11/25 at 12:10 p.m., the director of nursing (DON) stated the physiatrist (a physician
who specializes in physical medicine and rehabilitation) wrote an order on 1/23/25 to discharge Resident 1
home on 1/23/25. The DON stated the primary physician should be informed of Resident 1's discharge. The
DON stated the nursing staff should have communicated with Resident 1 ' s primary physician.

During a telephone interview on 2/11/25 at 6:10 p.m., licensed vocational nurse (LVN 1) stated he did not
remember who gave the order to discharge Resident 1. LVN 1 stated | think the nursing supervisor told me
that the resident (Resident 1) was for discharge. LVN 1 stated he did not talk with Resident 1" s primary
physician.

During a telephone interview on 2/11/25 at 6:12 p.m., CM 2 stated he was unable to remember which
physician gave the order to discharge Resident 1 on 1/23/25. CM 2 stated even though Resident 1's
physiatrist gave an order for discharge, Resident 1' s primary physician should be notified to get the
discharge order. CM 2 stated Resident 1 ' s primary physician is the main decision maker for Resident 1's
care while at the facility.

During a review of the facility's policy and procedures (P&P) titled Transfer or Discharge, Preparing a
Resident reviewed on 10/10/24, the P&P indicated nursing services is responsible for obtaining orders for
discharge or transfer, as well as the recommended discharge services and equipment.
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