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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** 41057

Residents Affected - Few Based on interviews and record review the facility failed to ensure that when the facility anticipated
discharge, a resident must have a discharge summary that included, but was not limited to, the following: A
recapitulation of the resident's stay that included, but was not limited to, diagnoses, course of
illness/treatment or therapy, and pertinent lab, radiology, and consultation results for 1 of 3 residents
reviewed for discharge summary (Resident #48).

The facility did not furnish a completed and physician signed Discharge Summary at the time of discharge for
Resident #48.

These failures could place discharged residents at risk for a lack of continued care and services.
Findings included:

Record review of a face sheet printed 09/11/24 indicated Resident #48 was a [AGE] year-old male admitted
[DATE]. His diagnoses included diabetes mellitus type 2 (chronic condition that affects the way the body
processes blood sugar), respiratory failure (inadequate gas exchange by the respiratory system), kidney
failure (a condition in which the kidneys lose the ability to remove waste and balance fluids), chronic
obstructive pulmonary disease (a group of lung diseases that block airflow and make it difficult to breathe)
and hypertension (elevated/high blood pressure). The face sheet also indicated he was discharged home on
06/22/24.

Record review of Resident #48's discharge MDS dated [DATE] indicated this was a planned discharge, to
home/community and Resident #48 was cognitively intact with a BIMS score of 15.

Record review of Resident #48's discharge summary with an effective date of 06/24/24 opened by the
medical records personnel, indicated Resident #48 went home but did not include a discharge date ,
discharge disposition, rehabilitation potential, admission diagnosis, discharge diagnosis, summary of care,
prognosis or nursing documentation and no physician signature or date. The discharge summary did include
therapy documentation, activity documentation, dietary documentation, and social service documentation.

Record review of Resident #48's progress note dated 06/22/2024 indicated he was discharged home with
medication, oxygen and set up of a company to provide oxygen and was completed by the ADON.
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F 0661 During an interview on 09/11/24 at 12:07 p.m., the ADON said she wrote the discharge note, educated the
resident and family on medication, oxygen and provided the medication list and appointments for Resident

Level of Harm - Minimal harm or #48 on discharge. She said when Resident #48 discharged floor nurses did not complete the discharge

potential for actual harm summary. She said that was before the change in management companies. The ADON said she was not

responsible for completing the discharge summary for Resident #48.
Residents Affected - Few
During an interview on 09/11/24 at 12:10 p.m., the DON said at the time of Resident #48's discharge on
6/22/24 she was on vacation and RN A was responsible for ensuring discharge summaries were completed
and signed by the physician. She said at that time the policy was the medical records person, was
responsible for opening the discharge summary in the computer system and notify the IDT (interdisciplinary
team) of a discharge and the IDT were responsible for completing their sections and then physician came in
and signed the discharge summary in the system within 20 days. She said as of 07/01/24 they had a change
in management and the staff and physicians were unable to access the old computer system. The DON said
Resident #48 should have had a completed discharge summary, she said all residents discharged home
should have a discharge summary completed. She said the IDT was responsible for ensuring the discharge
summary was completed. The DON said the risk for the resident with a discharge summary not completed
and signed by the physician was potential improper education or instruction given to the resident at the time
of discharge and a potential delay in care or treatment. The DON said her expectation was she would be
trained next week on the requirements of discharge summaries.

Attempted phone interview with RN A on 09/11/24 at 12:20 p.m., with no return call or answer.

Attempted phone interview with medical records person on 09/11/24 at 12:24 p.m., with no return call or
answer.

During an interview on 09/11/24 at 12:30 p.m., the Administrator said the DON was now responsible for
completing the discharge summary and ensuring the physician signed it. She said the ADON would now be
her back up to ensure the discharge summary was completed and signed by the physician. She said the
DON and ADON would be educated on the completion and signature by physician for discharge summaries
this week. She said Resident #48 should have had a discharge summary completed and they were
completing a 100% audit of all discharges for June 2024. She said there was a change in management on
07/01/24 and the staff were unable to access the previous records. She said the resident risk of a discharged
resident with an incomplete discharge summary not signed by the physician was a Resident may not receive
continued proper care. She said her expectation was all discharge summaries be completed timely.

Record review of a facility policy titled, Discharge Summary/ Discharge Plan effective before 7/1/24 dated
2015 indicated 1. The entire discharge summary will be completed with each resident that discharges
regardless of where they discharge to, or if they expire in house. For electronic discharge summaries, once
completed, the DC summary will be printed on blue paper, a white copy made to be placed in the medical
record and the original will be sent out for physician's signature. The white copy will remain in place until the
signed original returns.
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F 0661 Record review of a facility policy effective after 07/01/24 titled, Discharge Summary/ Discharge Plan dated
2015 indicated1. The entire discharge summary will be completed with each resident that discharges

Level of Harm - Minimal harm or regardless of where they discharge to, or if they expire in house. For electronic discharge summaries, once

potential for actual harm completed, the DC summary will be printed on blue paper, a white copy made to be placed in the medical
record and the original will be sent out for physician's signature. The white copy will remain in place until the

Residents Affected - Few signed original returns.
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F 0801

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the food
and nutrition service, including a qualified dietician.

33460

Based on interview and record review, the facility failed to employ sufficient staff with appropriate
competencies and skill sets to carry out the functions of the food and nutrition service for 1 of 1 facility
kitchen reviewed for food and nutrition services.

The facility failed to designate a person to serve as the dietary manager who met the required qualifications.
The facility designated Dietary Supervisor did not have a dietary manager's certification or any other
qualifying credentials.

This failure could place residents at risk for the spread of foodborne iliness and residents not having their
nutritional needs met.

The findings included:

During an interview on 09/9/24 at 8:30 a.m., the DM said she had taken her food handler test, however had
not been sent to classes for certified dietary manager. She said the company had talked about sending her
for certification classes but did not send her to classes. She said she had worked as the Dietary Manager for
almost a year.

During an interview on 09/11/24 at 10:00 a.m., the Administrator said she had tried to send the DM to
become certified and the class was canceled. She said the next class would be in February 2025. The
Administrator said she was trying to help the DM become certified.

During an interview on 09/11/24 at 12:30 p.m., the HR staff said the DM was not certified and thought she
had been hired as the DM about a year ago was rehired by their new managing company. The HR staff said
the Administrator had tried to send the DM to class and said the class was canceled.

Record review of an email addressed to the Administrator dated 09/11/24 indicated the dietary manager
class would be February 22, 2025.

Record review of a list provided by HR staff dated 09/11/24 indicated the DM was hired on 04/22/21, then
promoted to DM on 09/15/23. The HR staff said the Administrator had tried to send the DM to class and said
the class was canceled.

Record review of training indicated the dietary manager had completed a food handler for DM and had 8
hours of training dated 09/10/23.

Record review of the undated job description indicated Clinical Dietary Manager The following is a
non-exhaustive criteria that relates to the job of clinical dietary manager, and it is consistent with the
business needs of the facility. These are legitimate measure of the qualifications, and are related to the
functions that are essential to the job of a Clinical Dietary Manager.

Base Knowledge: Must obtain and maintain Certified Dietary Manager (CDM), Certified Food Protection
Professional (CFPP) credential from ANFP (Association of Nutrition and Foodservice Professionals).
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F 0908 Keep all essential equipment working safely.

Level of Harm - Minimal harm or 33460
potential for actual harm
Based on observation, interview, and record review, the facility failed to maintain all mechanical, electrical,
Residents Affected - Many and patient care equipment in safe operating condition for 1 of 1 kitchen reviewed for essential equipment.

The facility did not ensure the gas stove, and the convection ovens were in safe operating condition.
This failure could place the residents at risk of a fire and not receiving their meals in a timely manner.
Findings included:

During an observation and interview on 09/09/24 at 7:50 a.m., [NAME] A turned on the burners on the stove.
2 of 6 burners did not light using their pilot lights and she picked up a long lighter and lit pilot. She turned the
burners on and the burners lit. She said occasionally the pilot lights go out and we must light the pilots . She
said the DM knew about the pilot lights going out.

During an interview on 09/10/24 at 2:00 p.m., the Administrator said the portable AC in the kitchen might
have blown out the pilot lights, but she would have the maintenance supervisor to check on the pilot lights.

During an interview on 09/11/24 at 12:55 p.m. the DM said the pilot lights would have to be lit occasionally
for the last month, but her staff knew to watch for the pilot lights and to light if needed. She said the pilot
lights going out might have been related to the portable AC units.

During an interview on 09/11/24 at 1:00 p.m., the Maintenance Supervisor said he would go to the kitchen
and clean the pilot lights. He said the staff had not reported the pilot lights not being lit. He said the
equipment should be in good working order and if not, the burner might not work as required. The
maintenance supervisor said some pilot lights will leak small amounts of gas, and some do not, he said he
was new and was unsure what type of pilots were on the stove. He said he would check the burners.

Record review of the Preventive Maintenance dated March 2003 indicated The facility will ensure that a
comprehensive preventive maintenance program is in place for essential operating equipment.
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