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reported to the agency as required by 42 C.F.R.
s. 483.13(c) and to the department as required by
chapters 39 and 415,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure an allegation of was
reported within the two-hour time frame
requirement, for one resident (#1) of three
residents reviewed for

Findings included:

Review of the facility's policy "Prevention of
Resident , Neglect, Mistreatment or
Misappropriation of Property" dated

showed "Reporting/Documentation
Requirements: If the event that causes the
allegation involve or results in serious
podily injury, the event must be reported
immediately, but no later than 2 hours after the
allegation is made. Upon suspecting y

1. The allegation refated to Resident#1
was reported promptly upon notification to
Administrator/ Coordinater and
within 2-hour timeframe. CNA was
i i upon

of allegation by Director of Nursing.
Resident #1 received appropriate
interventions, including emotional support
and follow-up assessments. Resident #1
remained at her behavioral baseline, in no
mental anguish, and participating in her
normal activities.
2. Administrator/Designee interviewed alt
alert and oriented residents on Staff D
CNA's assignment were inferviewed on

and all not alert and oriented
residents had skin assessments
completed to observe for any possible
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An plaint survey for
numbers 2024016462 and 2025003110 was
conducted on at Golfview Nursing
Center LLC. Deficiencies were found at the time
of survey.
Complaint number 2025003110 had a deficiency
cited at N917.
N 917, 400.147(8), FS Report | Neglect, & No17
§8=D
8) , neglect, or | must be

neglector | of a resident, the foliowing signs of . No other residents were
procedure is to be followed: affected. Administrator/Designee
1. immediately notify: conducted staff interviews on to
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a. Administrator identify any possible concerns. No
. Director of Nursing concerns identified. A comprehensive
c. FL Only- Florida Hotline review of all incidents over the last 90
1-800-96- days was completed by Director of
d. Center Risk Manager." Nursing/Designee fo identify any potential
un-reported allegations. No new findings
Review of a Psych note for Resident #1 dated were identified.
showed Resident #1 disclosed "the CNA 3. Administrator/Designee educated all
[Certified Nursing Assistant] grabbed my arm staffon , Neglect, and
{pointing to her left ) and wouldn't let go. Misappropriation Reporting Policies and
{Resident #1] then points at the _onher Procedures and completed
on her left . There is a third on her Post-Test. All education and post-tests
jeft , and when asked her if that was were completed by or prior {o
related to the incident, she first says no and then their next scheduled shift.
quickly said yes." Administrator/Designee to educate alf new
hires on Policies and Procedures
Review of a Change of Condition dated and post-test completed during new-hire
showed " Situation: 1, Sustained x 3 ortentation. DON/Designee completed
{left x 2 and feft x 1)- combative written coaching with Staff F, Weekend
with CNA - hitting and calling her names. This Superviser and Staff H, RN to ensure
started on: . Under A 2. Resident/Patient moving forward reporting process
Evaluation on Behavior Evaluation, 7. Physicat is followed. Administrator implemented
aggression was check marked. random interviews with residents,
staff, and families to be conducted by
Aninterview was conducted on at 10:20 different members of the interdisciplinary
a.m. with Staff D, Certified Nursing Assistant Tearn weekly x 3 months to ensure no
{CNA). Staff D, CNA stated she recalled the svents go un-reported.
incident between herself and Resident #1 which Administrator/Designee will review
oceurred on . Staff D, CNA stated interviews daily to ine if
Resident #1 had her call fight on, so she stopped any concerns need to be reported.
in Resident #1's room, during which she asked 4. ini Designee will plets
for her wheelchair to be moved away from in front daily audits of alt incident reports x4
of her television. Staff D, CNA said, " informed weeks then 3x a week audits for 3 months
Resident #1 that | would be in to assist her with or until substantial compliance is
her morning ADL (activities of daily living) care achieved. Non-compliance in the reporting
next, after | finished assisting another resident process will result in corrective fraining
whose care was already in progress.” Staff D, and disciplinary actions, Resuits of audits
CNA stated when she went to Resident #1 will be taken to monthly QAP x3 months
and started to assist with her morning ADL, or until substantial compliance is
"Resident #1 reached out and grabbed a handful achieved.
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of my shirt with the left and was hitting me
with her right . Staff D, CNA stated that she
"immediately began screaming for help” and
asked her "to stop hitting me.” Staff D, CNA
stated, she grabbed her arm to her from
hitting her, as she tried to pult herseif from her
grasp. Staff D, CNA stated Staff B, CNA, was the
first person who came in to help, but by that time
she had gotten away and moved herself away
from the resident's reach. Staff D, CNA said, "the
second person who came in to help was Staff £,
Registered Nurse (RN) and observed Resident
#1 who was calling me a "Nigger Bitch" and
shaking ber fist at me stating, " am going to ki
them.” Staff D, CNA stated she got suspended
during the investigation. Staff D, CNA stated
when there is an allegation of staff are
required to report it immediately.

Review of the Admission Record showed
Resident #1 was admitted to the facility on
with diagnoses that included

due to occlusion or of smail
IR communication s
in other classified elsewhere, adult
and

Review of Resident #1's care plan revised on

, showed, "Focus- The resident has
self-neglect behaviors related to refusing care.
Refusing ADL care. The goal showed, "The
resident will have no evidence of behavioral
concerns (Racist Comments) by review date.”
Interventions included: . and meet the
residents’ needs, explain all procedures 1o the
resident before starting and allow the resident {(X
minutes) to adjust to change, if reasonable,
discuss the resident’s behavior. Explain/reinforce
why behavior is inappropriate andfor
unacceptable fo the resident.”
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Review of the facility's Incident Log showed an
entry for Resident #1 under skin |
incidents dated at 10:30 a.m.

Review of the Reportable dated with the
Nursing Home Administrator (NHA) showed the
facility reported an allegation of between
Resident #1 and Staff D CNA on at 4:30
p.m. The reportable showed the time the staff
became aware of the allegation of was.
10:30 a.m.

An interview was attempted with Resident #1 on
at 10:30 a.m. Resident #1 stated she
could not recall any incidents that occurred on

An interview was conducted on at 10:42
am. with Resident #1's roommate who stated
there was an incident that occurred between
Resident #1 and Staff D, CNA, but she did not
see anything because the curtain was pulled. This
resident stated she was in the room at the time of
the incident, and heard Staff D, CNA yelling for
help and teting Resident #1, "don't hit me.”

During an interview on at 10:26 am.
Staff B, CNA confirmed she was present during
the day of the incident and heard Staff D, CNA
screaming out for help. Staff B, CNA stated she
ran down the hall to find where the yelling was
coming from. She stated by the time she
discovered where the yelling was coming from,
she opened Resident #1's door and saw Staff D,
CNA, standing at the of Resident #1's bed.

During an interview on at 3:02 p.m. Staff
F, Registered Nurse (RN) stated on .
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Staff D, CNA came fo her about 10:30 a.m. and
stated Resident #1 was combative and had
grabbed her and hit her. Staff F, RN stated she
went directly to Resident #1 and completed
assessments, notified the doctor and the family
immediately, Staff F, RN stated she advised Staff
D, CNA to write out a witness statement. Staff F,
RN stated she notified the weekend nurse
supervisor, Staff H LPN about the incident,

During an interview on at 3:20 p.m. Staff
H License Practical Nurse (LPN) Weekend
Nursing Supervisor (WNS) stated she was
notified by Staff F, RN Resident #1 had received
a during care the moming of

Staff H, LPN stated sometimes do
happen with care and didn't think anything of it.
Staff H, LPN, stated later in the afternoon she
interviewed Resident #1 and staff about how
Resident #1 got the . Staff H, LPN,
stated Residert #1 stated Staff D, CNA had
“grabbed my tightly during care and
caused the . Staff H, LPN stated
Resident #1 had two on her and
then third on her . Staff H, LPN
stated once Resident #1 alleged , she
started the reporting process. Staff H, LPN
stated the allegation was not reported
immediately because she was not fold details of
the allegation and had not investigated
herself.

During an interview on at 3:30 p.m. the
Director of Nursing (DON) stated she received a
call on around 2:30 p.m. and was
informed Resident #1 had on her

and arm. The DON stated she immediately catied
Staff H, LPN and told her to go interview Resident
#1 and get witness statements. The DON stated
that she would have been expected to have been
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notified about the incident when it occurred
around 10:30 am. on and not four hours
later.

An interview was conducted on at 1:30
p.m. with the NHA. The NHA stated the DON
reported the incident o her around 2:30 p.m. on

, stating Resident #1 had and
that a CNA had reporied Resident #1 was
combative with the staff. The NHA stated Staff H,
LPN assessed the resident and found Resident
#1 had on her . She stated Staff
D, CNA was suspended pending investigation
and the police and DCF {Department of Children
and Services) were notified. The NHA stated
Staff D, CNA's witness statement showed
Resident #1 had grabbed the CNA and was
hitting her. The NHA stated her findings did not
find where Staff D, CNA intentionally set out to
hurt Resident #1 as she was frying to get away
from Resident #1 who was hitting her. The NHA
stated the incident occurred on at 10:30
a.m. and was not reported until at 4:30
p.m. because she was not informed of the
allegation until a little after 2:00 p.m. The NHA
stated Staff should have notified the DON and her
earlier when the incident ocourred. The NHA
confirmed the allegation of was reported 4
hours after the incident.

Review of the facility's education and
in-service training showed the following in-service
dated , Presenter: The Director of
Nursing {DON} , "Topic: . Neglect and

, [Theft - it is the policy of the center
that each resident has the right to be free from
verbal, , physical and mental H
corporal punishment; involuntary H
mistreatment of any kind, . | and
misappropriation of property. In addition, each

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
55222 B WING 03/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3636 10TH AVE N
GOLFVIEW NURSING CENTER
SAINT PETERSBURG, FL. 33713
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N-917 Continued From page 5 N917

AHCA Form 3020-0001

STATE FORM

swistt

1 continuation shoet 6 of 7




PRINTED: 04/15/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
55222 B WING 03/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3636 10THAVE N
GOLFVIEW NURSING CENTER
SAINT PETERSBURG, FL. 33713
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N-917; Continued From page 6 N917

resident will also be protected from those
practices and omissions, which left unchecked,
could lead to . Further, each resident will be
always treated with respect and dignity. The
Center will foster an environment that recognizes
the worth and uniqueness of all individuals with
regards to person-centered care and to promote
respect and set standards of care, Residents will
not be subjectto by anyone, including but
not limited to Center staff, other residents,
consultants, volunteer staff, contract staff, family
members, friends and others.”

1: Definitions of

2: Types of
34 witnessed or expressed report to
coordinator immediately.

4: Facility has a 2 our window to report the
ailegation

5 if is reported all staff must complete a
witness statement

6: Resident to Resident aitercation also

under guidelines

7: Ensure that the affected and all surroundings’
residents are safe

8: Theft- definition

9: Misappropriation- definition

10: For any risk, please contact DON.

Class Hil.
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NITIAL COMMENTS

An unannounced complaint survey for complaint
numbers 2024016462 and 2025003110 was
conducted on at Golfview Nursing
Center LLC. The facility was not in compliance
with Code for Federal Regulations (CFR), Part
483, Requirements for Long-Term care Facilities.

Complaint number 2024016462 had a deficiency
cited at F626 and F624

Complaint number 2025003110 had a deficiency
cited at F609.

Reporting of Alleged Violations

CFR(s}: 483.12(b)}5)YD(AXBX}c)H1)(4)

§483.12(c} In response 1o allegations of .
neglect, |, , or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving , neglect, | or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the aliegation involve or resultin
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve

and do not result in serious bodily injury, to
the administrator of the facility and fo other
officials {including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12{c}(4) Report the results of alt
investigations to the administrator or his or her

F 000

F 809

LABORATORY DIRECTOR'S OR PROY JER

Electronically Signed

(X6} DATE
12025

Any deficiency statement ending with an asterisk (") denotes a deficiency whioh the institution may be excused from correcting providing it s determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or ot a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the faciity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the facility
failed to ensure an allegation of was
reported within the two-hour time frame
requirement, for one resident (#1) of three
residents reviewed for

Findings included:

Review of a Psych note for Resident #1 dated

showed Resident #1 disclosed "the CNA
{Certified Nursing Assistant] grabbed my arm
{pointing to her left ) and wouldn't tet go.
{Resident #1] then points at the _onher

on her left . There is a third on her
left , and when asked her if that was
related fo the incident, she first says no and then
quickly said yes.”

Review of a Change of Condition dated

showed " Situation: 1. Sustained x 3

{left x 2 and left x 1}- combative
with CNA - hitting and calling her names. This
started on: " Under A 2. Resident/Patient
Evaluation on Behavior Evaluation, 7. Physical
aggression was check marked.

An interview was conducted on at 10:20
a.m. with Staff D, Certified Nursing Assistant
{CNA). Staff D, CNA stated she recalled the
incident between herself and Resident #1 which
ocourred on . Staff D, CNA stated

1. The allegation related to Resident#1
was reported promptly upon notification to
Administrator/ Coordinator and
within 2-hour timeframe. CNA was

E i upon noti

of allegation by Director of Nursing.
Resident #1 received appropriate
interventions, including emotionat support
and follow-up assessments. Resident #1
remained at her behavioral baseline, in no
mental anguish, and participating in her
normal activities.
2. Administrator/Designee interviewed all
alert and oriented residents on Staff D
CNA's assignment were interviewed on

and ali not alert and oriented
residents had skin assessments
completed to observe for any possible
signs of . No other residents were
affected. Administrator/Designee
conducted staff interviews on to
identify any possible concerns. No
concerns identified. A comprehensive
review of all incidents over the last 90
days was completed by Director of
Nursing/Designee fo identify any potential
un-reported allegations. No new findings
were identified.
3. Administrator/Designee educated all
staffon . Neglect, and
Misappropriation Reporting Policies and
Procedures and completed
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Resident #1 had her call fight on, so she stopped
in Resident #1's room, during which she asked
for her wheelchair to be moved away from in front
of her television. Staff D, CNA said, " informed
Resident #1 that | would be in to assist her with
her morning ADL (activities of daily living) care
next, after | finished assisting another resident
whose care was already in progress.” Staff D,
CNA stated when she went o Resident #1
and started to assist with her morning ADL,
"Resident #1 reached out and grabbed a handfut
of my shirt with the left and was hitting me
with her right " Staff D, CNA stated that she
“immediately began screaming for help” and
asked her "o stop hitting me.” Staff D, CNA
stated, she grabbed her arm to her from
hitting her, as she tried to pult herself from her
grasp. Staff D, CNA stated Staff B, CNA, was the
first person who came in to help, but by that time
she had gotten away and moved herself away
from the resident's reach. Staff D, CNA said, the
second person who came in to help was Staff F,
Registered Nurse (RN) and observed Resident
#1 who was "calling me a [racial expletive] and
shaking her fist at me stating, | am going to kilt
them.” Staff D, CNA stated she got suspended
during the investigation. Staff D, CNA stated
when there is an allegation of staff are
required to report it immediately,

Review of the Admission Record showed
Resident #1 was admitted to the facility on
with diagnoses that included
due to occlusion or
- communication s
classified elsewhere, aduit
and

of small

in other

Review of Resident #1's care plan revised on

Post-Test, All education and post-tests
were completed by o prior to
their next scheduled shift.
Administrator/Designee to educate all new
hires on Policies and Procedures
and post-test completed during new-hire
orientation. DON/Designee completed
written coaching with Staff F, Weekend
Supervisor and Staff H, RN to ensure
moving forward reporting process
is followed. Administrator implemented
random interviews with residents,
staff, and families to be conducted by
different members of the interdisciplinary
Team weekly x 3 months to ensure no
svents go un-reported.
Administrator/Designee will review
completed interviews daily to determine if
any concerns need to be reported.

4. Administrator/Designee will complete
daily audits of ail incident reports x4
weeks then 3x a week audits for 3 months
or until substantial compliance is
achieved. Non-compliance in the reporting
process will result in corrective training
and disciplinary actions. Resuits of audits
will be taken to monthly QAPI x3 months
or until substantial compliance is
achieved.
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. showed, "Focus- The resident has
self-negiect behaviors related to refusing care.
Refusing ADL care. The goal showed, "The
resident will have no evidence of behavioral
concemns (Racist Comments) by review date.”
Interventions included: " , and meet the
residents’ needs, explain all procedures 1o the
resident before starting and allow the resident (X
minutes) to adjust to change, if reasonable,
discuss the resident's behavior. Explain/reinforce
why behavior is inappropriate andfor
unacceptable {o the resident.”

Review of the reportable tog with the Nursing

Home Administrator (NHA) dated

showed the facility reported an allegation of
between Resident #1 and Staff D, CNA on

at 4:30 p.m. The reportable showed the

date and time the staff became aware of the

allegation of was on at 10:30

am

An interview was attempted with Resident #1 on
at 10:30 a.m. Resident #1 stated she
could not recall any incidents that occurred on

An interview was conducted on at 10:42
a.m. with Resident #1's roommate who stated
there was an incident that occurred between
Resident #1 and Staff D, CNA, but she did not
see anything because the curtain was pulled. This
resident stated she was in the room at the time of
the incident, and heard Staff D, CNA yelling for
help and telling Resident #1, "don't hit me."

During an interview on at 10:26 a.m.
Staff B, CNA confirmed she was present during

F 609
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the day of the incident and heard Staff D, CNA
screaming out for help. Staff B, CNA stated she
ran down the hall o find where the yelling was
coming from. She stated by the time she
discovered where the yelling was coming from,
she opened Resident #1's door and saw Staff D,
CNA, standing at the of Resident #1's bed.

During an interview on at 3:02 p.m. Staff
F, Registered Nurse (RN) stated on .
Staff D, CNA came to her about 10:30 a.m. an
stated Resident #1 was combative and had
grabbed her and hit her. Staff F, RN stated she
went directly to Resident #1 and completed
assessments, notified the doctor and the family
immediately. Staff F, RN stated she advised Staff
D, CNA to write out a witness statement. Staff F,
RN stated she nofified the weekend nurse
supervisor, Staff H, LPN about the incident.

During an interview on at 3:20 p.m. Staff
H, License Practical Nurse (LPNYWeekend
Nursing Supervisor (WNS) stated she was
notified by Staff F, RN Resident #1 had received
a during care the morning of

Staff H, LPN stated sometimes do
happen with care and didn't think anything of it.
Staff H, LPN, stated later in the afternoon she
interviewed Resident #1 and staff about how

Resident #1 got the . Staff H, LPN,
stated Resident #1 stated Staff D, CNA had
"grabbed my tightly during care and
caused the ". Staff H, LPN stated
Resident #1 had two on her and
then third on her . Staff H, LPN
stated once Resident #1 alleged . she
started the reporting process. Staff H, LPN
stated the aftegation was not reported

immediately because she was not told details of
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the allegation and had not investigated
herself.

During an interview on at 3:30 p.m. the
Director of Nursing (DON) stated she received a
call on around 2:30 p.m. and was
informed Resident #1 had on her

and arm. The DON stated she immediately called
Staff H, LPN and toid her to go interview Resident
#1 and get witness statements. The DON stated
that she would have been expected to have been
notified about the incident when it occurred

around 10:30 a.m. on and not four hours
later.
An interview was conducted on at 1:30

p.m. with the NHA, The NHA stated the DON
repotted the incident to her around 2:30 p.m. on
, stating Resident #1 had and
that a CNA had reported Resident #1 was
combative with the staff. The NHA stated Staff H,
LPN assessed the resident and found Resident
#1 had on her - 8he stated Staff
D, CNA was suspended pending investigation
and the police and DCF {Department of Children
and Services) were notified. The NHA stated
Staff D, CNA's witness statement showed
Resident #1 had grabbed the CNA and was
hitting her. The NHA stated her findings did not
find where Staff D, CNA intentionally set out to
hurt Resident #1 as she was trying to get away
from Resident #1 who was hitting her. The NHA
stated the incident occurred on at 10:30
a.m. and was not reported until at 4:30
p.m. because she was not informed of the
allegation until a little after 2:00 p.m. The NHA
stated Staff should have notified the DON and her
earlier when the incident occurred. The NHA
confirmed the allegation of was reported 4
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Continued From page 6
hours after the incident.

Review of the facility's education and
in-service training showed the following in-service
dated , Presenter: The Director of
Nursing {DON} , "Topic: . Neglect and

, ITheft - it is the policy of the center
that each resident has the right to be free from
verbal, , physical and mental H
corporal punishment; involuntary H
mistreatment of any kind, | and
misappropriation of property. in addition, each
resident will also be protected from those
practices and omissions, which left unchecked,
could fead to . Further, each resident wilt be
always treated with respect and dignity. The
Center will foster an environment that recognizes
the worth and uniqueness of all individuals with
regards to person-centered care and to promote
respect and set standards of care, Residents will
niot be subject to by anyone, including but
not limited to Center staff, other residents,
consultants, volunteer staff, contract staff, family
members, friends and others.”
1: Definitions of
2: Types of
3 witnessed or expressed report to

ceordinafor immediately.

4: Facility has a 2 our window to report the
allegation
5 if is reported all staff must complete a
witness statement
6: Resident to Resident altercation also
under guidelines
7: Ensure that the affected and all surroundings’
residents are safe
8: Theft- definition
9: Misappropriation- definition
10: For any risk, please contact DON.

F 609
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Continued From page 7

Review of the facility's policy "Prevention of
Resident , Neglect, Mistreatment or
Misappropriation of Property” dated

showed "Reporting/Documentation
Requirements: If the event that causes the
allegation involve or results in serious
bodily injury, the event must be reported
immediately, but no later than 2 hours after the
ailegation is made. Upon suspecting s
neglector | of a resident, the following
procedure is to be followed:

1. immediately notify:

a.  Administrator

b.  Director of Nursing

c. FL Only- Florida Hotline 1-800-

d.  Center Risk Manager”
Preparation for Safe/Orderly Transfer/Dschrg
CFR(s): 483.15(c)(7)

§483.15(c){(7) Orientation for transfer or
discharge.

Afacility must provide and document sufficient
preparation and orientation o residents to ensure
safe and orderly transfer or discharge from the
facility. This orientation must be provided in a
form and manner that the resident can
understand.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to ensure a safe and orderly discharge from
the facility for one resident (#2) of two residents
reviewed for transfer and discharge rights.

Findings included:

F 609

F 624

1. Resident #2 was discharged to the
hospital under a due to
endangering herself or others on

. Resident #2 did not retumn to
the facility.
2. Administrator/designee reviewed alf
discharges in the last 3 months to ensure
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discharge preferences were followed, bed
Review of Resident #2's Admission Care Plan hold agreements were completed, and
dated showed the following focus and Nursing Home Transfer and DC Notice
intervention areas, Resident #2, "wishes to return forms were completed.
into the community when medically cleared.” 3. Administrator/Designee educated
The goaf showed, "The resident will be able to licensed nurses and Social Services
i i required i Director to ensure Discharge policies and
post-discharge and services required to meet the procedures are followed.
needs before discharge.” interventions included Administrator/Designee will conduct daily
1o establish a pre-discharge plan with the audits to ensure residents Discharge Care
i i pi ive/caregivers and Plan was folowed, bed hold and Nursing
evaluate progress and revise the plan frequently, Home Transfer & DC Forms are
and to evaluaie the resident’s motivation to return completed accurately x4 weeks and then
o the community. 3x weekly for 3 months or unti substantiat
comptiance is achieved.
Review of Resident #2's medical record revealed 4. Administrator/Designee to report aff
the resident's discharge plan was not evajuated audit findings to monthly QAP meetings x
and her wish to return to the community when 3 months or until substantial compliance
medically cleared was not honored. Resident #2's is achieved.

involuntary hospital transfer was rescinded on

and the facility did not document any
attempts to ensure a safe and orderly transfer.
Resident #2 remained in the hospital awaiting an
appropriate discharge location for an additionat
17 days. Review of record showed Resident #2's
bed hold agreement was not honored and there
was no documentation related to the cause.

Review of a social services progress note dated
showed, "Spoke with the patient's
{family member] regarding discharge planning.
The family member stated the patient will
discharge home with [them]. The family member
was also educated on safe discharges, all
questions and concerns were answered.”

Review of Resident #2's Admission Record
showed an admission date of with
diagnoses included but not limited to, Post
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Stress { ), Conversion

(a mental health condition where
s .  distress manifests aa physical
symptoms that cannot be explained by a medical
condition) with or N
unspecified, toleft and
periocular area and Encounter for general
.. examination requested by authority.

Review of a Bed-Hold Agreement for Resident #2
dated showed, " {family member name],
the representative of [Resident #2] hereby
request that the facility hold his/her bed space
while he/she is absent from the facility. |
understand that | will be responsible for payment
of the basic per diem rate. | understand the basic
per diem rate is $261 per day, for maximum
number of 8 days. The agreement signed by Staff
F, RN showed "wants bed hold per [family
member]. Further review of Resident #2's record
did not show documentation rescinding the
agreement,

Review of the Nursing Home Transfer and
Discharge Notice for Resident #2 dated

revealed an incomplete document without
signatures from the resident, resident
representative and physician. The only signature
was for Staff F, RN, signing on behalf of the
NHA/designee, revealing "Your needs cannot be
met at this facility,” The brief explanation showed
. "involuntary hospitalization]".

Review of Resident #2's Preadmission Screening
and Resident Review (PASRR) Levet Il
Determination Summary Report dated

initiated at a local hospital showed
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Resident#2 hada, | evaluation
completed on after status post an
involuntary hospitalization for worsening agitation
and behavioral outbursts. The review showed on
, Resident was deemed not necessary
for the need for acute inpatient, , care
and recommendations were made for
rehabilitative services of a lesser intensity than
specialized services added to the patient's
Comprehensive Person-Centered Nursing Care
Plan to include: | | medication
management, individuat .. if cognition
permits and supportive counseling.

Review of Resident #2's physician order review
report dated showed orders for | |
and, , . services as needed, effective

Review of a minimum data set (MDS) for
Resident #2 dated showed the resident
was unable to complete a

) assessment. The mental
assessment revealed the resident had a memery
problem and was moderately | - decisions
poor, cues and supervision required.

Review of an . ., evaluation
and plan of treatment note, certified period

- showed, transition/discharge plan
was for "patient to return to ALF {Assisted Living
Facility). Under reason for ... the
assessment surmmary showed a goalto, " ...
facilitate independence with ADLs (activities of
daily living) in order to facilitate ability to live in an
environment with least amount of supervision and
assistance, be able to return to prior level of
fiving, facilitate follow- through with techniques
and strategies and facilitate safe transition fo next

F 624
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ievel of care.” Under N , barriers likely
to impact discharge to next level showed, "None
noted".

Review of Resident #2's | | evaluation
note dated showed the following:
"Patientisa = female with history of
. typs, .

. . ,and being
seenby, | | forinitial, |
evaluation. She was recently admitted to the
hospital for with change in
behavior, throwing herself on the floor and
banging her with aggressive behavior. She

was placed under an involuntary hospitalization.
She was treated for acute , |, and once
stabilized was admitted to [name of facility}
nursing center on for continuance of
care. During evaluation, patient was pleasant and

.\ throughout the interview. ...She
denies any current or ,
plan, or intent .., Patient's nurse reports that she
has been compliant with her medications this
moming thus far and staff has not observed her
withany, features including

. , seff-dialogue, and

paranoia.”

Review of Resident #2's Medication
Administration Record (MAR) for the month of

showed the resident was
compliant with her medication with no entries for
the resident refusing her medications.

On at 2:05 p.m., a telephone interview
was conducted with Staff L, Case Manager at the
local hospital where Resident #2 was admitted.
Staff L stated Resident #2 was admitted on
through the emergency department
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condary fo an i izati
ted by the facility. Staff L read from the
resident's medical record and stated, "the
resident was seen by the emergency department
physician and noted with no behaviors." Staff L
stated the resident was seen by, |, .
services via telehealth on at 946 am.
and deemed okay to return to the facility. Staff L.
stated the involuntary hospitalization was
rescinded. Staff L stated while in the emergency
department, the resident was noted with no
behavior issues. Staff L stated, according to the
resident's hospital medical record, a call was
placed to the facility's administrator on
at 10:00 a.m. informing her the
italization was 2 and the
resident was good to discharge to her
facility. Staff L reading the medical records stated,
the NHA stated the resident was not welcomed
after assaulting her nurse and throwing
furniture. Staff L stated there were numerous
attempts o contact the facility but return calls
were never received. Staff L stated Resident #2
was eventually discharged 1o another local fong
term nursing home facility on

On at 5:20 p.m., an interview was
conducted with Staff £, RN. Staff E, RN stated
she had a resident currently with aggressive
behaviors and was assigned 1:1 supervision.
Staff E, RN stated this other resident was
aggressive towards staff and would into
other residents’ rooms, Staff E confirmed the
facility had other residents with aggressive
behaviors, including refusing injections
and were not placed under involuntary
hospitalizations, Staff E stated residents with
such behaviors are placed on 1:1 supervision and
are followed closely by psych.
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Review of Resident #2's | evaluation
note dated showed the following,
"[Resident #2 said "l feel and . ldo

not know why. | want to get out of here and live
with my {family member]" .... Under patients
strengths, the assessment showed, can benefit
from structured care.

Review of Resident #2's | | evaluation
note dated signed at 8:48 a.m. by the
L. provider showed a treatment plan with
recommendations as follows:
5. Nursing staff is to monitor patient for changes
in and behavior and contact, Lf
patient begins to exhibit any signs of .

., or behaviors, Nursing staff was adwsed
0 continue to document behaviors appropriately.
6. Case was discussed today with nursing staff
who will assist with implementing the plan of care.
7. Goals of treatment include: remission of

and e

usmg lowest effective dose of medication,
minimizing SE {side effects) and promptly
detecting and Lany, |
medication compllcatlcns.
8. Gradual dose reduction is not recommended at
this time as patient's baseline behavior is stilt
being determined and she is noted with agitation
and breakthrough symptoms. Gradual dose
reduction is likely fo cause a decompensation in
patient's mental status.
9. Follow -up in 1 fo 2 weeks or sooner if needed.

On at 1:28 p.m., an interview was
conducted with the Nursing Home Administrator
{NHA). The NHA stated in general the AHCA
{Agency for Health Care Administration) transfer
form is provided to a resident or the family/ POA
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{power of attorney). She stated if they are not
present, they obtain consent via phone. She
stated if they were to discharge a resident, a 30 -
day discharge notice is issued. The NHA stated,
we have all parties sign discharge paperwork
usually for those that are getting discharged,
including transfer fo hospital. The NHA stated if @
bed was available they would return to whatever
bed is available. She stated they try to pack up
their belongings and fry to keep in touch with the
hospital and hopefully the resident can go to
the same bed upon returning.

Review of an undated facility policy and
procedure titled, "Admission, Transfer and
Discharge. - Notice requirements before
Transfer/Discharge” showed an intent statement:
It is the policy of the facility to notify the resident
and or their legal guardian of the transfer and or
discharge before the fransfer or discharge occurs
in accordance with state and Federal regulations.
The procedure showed: 2. The facility wilt provide
sufficient preparation and orientation to residents
to ensure safe and orderly transfer and or
discharge from the facility. 3. If the information in
the notice changes prior to effecting the transfer
or discharge, the facility will update the recipients
of the notice as soon as practicable once the
updated information becomes available.
Permitting Residents to Return to Facility
CFR(s): 483.15(e)(1)(2)

§483.15(e)(1) Permitting residents fo return to
facility.

A facifity must establish and follow a written policy
on permitting residents to return to the facility
after they are hospitalized or placed on
therapeutic leave, The policy must provide for the

F 624

F 626
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following.

(i) A resident, whose hospitalization or therapeutic
leave exceeds the bed-hold period under the
State plan, returns to the facility to their previous
room if avallable or immediately upon the first
availability of a bed in a semi-private room if the
resident-

{A} Requires the services provided by the facility;
and

{8} Is eligible for Medicare skilled nursing facility
services or Medicaid

nursing facifity services.

{if) i the facility that determines that a resident
who was transferred with an expectation of
returning to the facility, cannot return to the
facility, the facifity must comply with the
requirements of paragraph (¢} as they apply to
discharges.

§483.15(e){2) Readmission {o a composite
distinct part. When the facility to which a resident
returns is a composite distinct part (as defined in
§ 483.5), the resident must be permitted to return
t0 an available bed in the | jocation of the
composite distinct part in which he or she resided
previousty. If a bed is not available in that location
at the time of return, the resident must be given
the option fo return to that location upon the first
availability of a bed there.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility
failed to permit readmission from the hospital for
one resident (#2} of two residents reviewed for
transfer and discharge rights.

Findings included:
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1. Resident #2 was discharged to the
hospital on due to being a
danger to herseff and others. NHA spoke
to hospital on and requested
additional testing and a true |
evaluation be completed and then did not
hear from the hospital after.
Resident #2 was admitted to another
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Review of the facility's policy and procedure titled,
"Admission, Transfer and Discharge- Transfer
and Discharge Requirements” showed an intent
statement: It is the policy of the facility to ensure
residents are freated equally regarding transfer,
discharge, and the provision of services,
regardless of their payment source in accordance
with state and federal regulations.

On at 2:05 p.m., a telephone interview
was conducted with Staff L, Case Manager at the
iocal hospital where Resident #2 was admitted.
Staff L stated Resident #2 was admitted on
through the emergency department
secondary to an involuntary hospitatization
initiated by the facility. Staff L read from the
resident's medical record and slated, "the
resident was seen by the emergency department
physician and noted with no behaviors.” Staff L
stated the resident was seen by | .
services via telehealth on at 946 am.
and deemed okay to return to the facility. Staff L
stated the involuntary hospitalization was
rescinded. Staff L. stated while in the emergency
department, the resident was noted with no
behavior issues. Staff L stated, according to the
resident's hospital medical record, a call was
placed fo the facility's administrator on
&t 10:00 a.m. informing her the
luntary italization was resch and the
resident was good to discharge to her
facifity. Staff L. reading the medical records stated,
the NHA stated the resident was not welcomed
after assaulting her nurse and throwing
fumiture. Staff L stated there were numerous
attempts to contact the facility but return calls
were never received. Staff L stated Resident #2
was eventually discharged to another local fong
term nursing home facility on

Skilled Nursing Facility in the area.

2. Administrator/Designee reviewed all
transfers to the hospital for the last 3
months. No other residents identified as
not being permitted to return,

3. Administrator/Designee educated all
licensed nurses and Social Services
Director on Discharge Policies and
Procedures. Administrator/Desighee to
conduct daily audits on all facility transfers
x4 weeks and then 3 x weekly or until
substantial compliance is achieved fo
ensure resident preferences to retumn to
the facility are upheld.

4. Administrator/Designee to bring alf
audits to monthly QAP meetings x 3
months or until substantial compliance is
achieved.
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Review of Resident #2's Admission Record
showed an admission date of with
diagnoses included but not limited fo,
{ 3 Conversion
(a mental health condition where
. . distress manifests as physical
symp(oms that cannot be explained by a medical
condition) with or
unspecified, toleft | and
periocular area and Encounter for general
.. examination requested by authority.
Review of Resident #2's Preadmission Screening
and Resident Review (PASRR]) Level Il
Determination Summary Report dated
initiated at a locat hospital showed
Resident#2 hada, evaluation
completed on after status post an
involuntary hospitalization for worsening agitation
and behavioral outbursts. The review showed on
, Resident was deemed not necessary
for the need for acute inpatient, |, care
and recommendations were made for
rehabilitative services of a lesser intensity than
specialized services added fo the patient's
Comprehensive Person-Centered Nursing Care
Plan to include: | | medication
management, individuat , , if cognition
permits and supportive counseling.

Review of Resident #2's physician order review
report dated showed orders for |
and .. services as needed, effective

Review of a minimum data set (MDS) for
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Continued From page 18
Residertt #2 dated showed the resident
was unable to complete a

{ ) assessment. The mental
assessment revealed the resident had a memory
problem and was moderately | - decisions
poor, cues and supervision required.

Review of Resident #2's Admission Care Plan
dated showed the following focus and
intervention areas, Resident #2 is placed under
an involuntary hospitalization. interventions
included allowing the resident to make decisions
about treatment regime, fo provide a sense of
control, educate the resident to voice out feelings
of harming self and others/ and
encourage as much participation/interaction by
the resident as possible during care activities, A
second focus in the same care plan showed
Resident #2, "wishes to return into the
community when medically cleared.” The goal
showed, "The resident will be able to

i it required
post-discharge and services required to meet the
needs before discharge.”" interventions included
o establish a pre-discharge plan with the

p and
evaluate progress and revise the plan frequently,
and to evaluate the resident's motivation to return
1o the community,

Review of Resident #2's, evaluation
note dated showed the following:
"Patientisa female with history of
. type, o

. . , and being
seenby, | , forinitial |
evaluation. She was recently admitted to the
hospital for with change in
behavior, throwing herself on the floor and

F 626
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Continued From page 19
banging her with aggressive behavior, She
was placed under an involuntary hospitalization.
She was treated for acute , |, and once
stabilized was admitted to [name of facifity}
nursing center on for continuance of
care. During evaluation, patient was pleasant and

.\ throughout the interview. ...She
denies any current or .
plan, or intent ... Patient's nurse reports that she
has been compliant with her medications this
morning thus far and staff has not observed her
with any | features including

. self-dialogue, and

paranoia.”

Review of Resident #2's Medication
Administration Record (MAR) for the month of

showed the resident was
compliant with her medication with no entries for
the resident refusing her medications.

Review of Resident #2's progress note dated
at 12:47 p.m. by Staff F, Registered
Nurse (RN) showed, Resident is physically
aggressive towards nursing staff, hit nurse in the
despite giving as needed

. which was given at 11:45 a.m. due to
resident yelling, "l want to get out of here” and
being agitated and knocked over table on
smoking patio, punching walls, and threw a
remote control, was not redirectable and is likely
to further injure staff and other residents. The
involuntary hospitalization was ated by the
.. provider after speaking with the
resident on phone/video. Police and emergency
medical transport were called, and the resident
was taken to a local hospital, "Farmily member
agreed to hold bed.”

F 626
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Continued From page 20

Review of the Nursing Home Transfer and
Discharge Notice for Resident #2 dated

revealed an incomplete document without
signatures from the resident, resident
representative and physician. The only signature
was for Staff F, RN, signing on behalf of the
NHA/designee, revealing "Your needs cannot be
et in this facility.” The brief expanation showed,
“linvoluntary hospitalization]".

Review of a Bed-Hold Agreement for Resident #2
dated showed, " {family member name],
the representative of [Resident #2] hereby
request that the facility hold hisfher bed space
while hefshe is absent from the facility. |
understand that | will be responsible for payment
of the basic per diem rate. | understand the basic
per diem rate is $261 per day, for maximum
number of 8 days. The agreement signed by Staff
F, RN showed "wants bed hold per [family
member]. Further review of Resident #2's record.
did not show documentation rescinding the
agreement.

On at 5:20 p.m,, an interview was
conducted with Staff E, RN. Staff E, RN stated
she had a resident currently with aggressive
behaviors and was assigned 1:1 supervision.
Staff E, RN stated this other resident was
aggressive towards staff and would into
other residents' rooms. Staff E confirmed the
facility had other residents with aggressive
behaviors, including refusing injections
and were not placed under involuntary
hospitalizations. Staff E stated residents with
such behaviors are placed on 1:1 supervision and
are followed closely by psych.

On at 1:28 p.m., an interview was

F 626
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conducted with the Nursing Home Administrator
{NHA). The NHA stated Resident #2 was placed
under an involuntary hospitalization on

for escalating behavior both
physically and verbally towards the staff. The
NHA stated she received a phone call on the
morning of from the local hospital
stating the resident's involuntary hospitalization
had been rescinded and could return to their
facility. The NHA stated she had tried to
communicate her concern for the resident's short
stay at the hospital and wondered how the
resident could be better in less than twenty-four
hours, The NHA stated she spoke to a case
manager but could not recall who she spoke to
but stated it was someone in the emergency
department because the resident was still in the
emergency department. The NHA stated she did
not receive any further calls from the hospital,
and she assumed Resident #2 went with her
family member. The NHA stated she could not
confirm i she had reached out to the resident's
family member. The NHA stated she had asked
the hospital.for evidence to prove the resident
was safe o return and as far as she could recall,
the hospital. never calfled her
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