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300.3300d)

Involuntary transfer or discharge of a resident
from a facility shall be preceded by the discussion
required under subsection (j} of this Section and
by a minimum written notice of 21 days, except in
one of the following instances:

This requirement was not met as evidenced by:

Based on interview and record review the facility
involuntarily discharged 4 of 4 residents (R1, R4,
RS and R6} in the sample of 14 without advance
notice or discussion with the residents or their
representatives.

1. R1's clinical record under Medication Report
dated 4/18/2017 says R1 was sent to an acute
care facility for a psychological evaluation and

was not allowed to return to the facility.
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6/6/2017 at 3:30pm, Z5 was interviewed. Z5 said
the facility called him 4/18/2017 and told him R1
was transferred to the hospital for a psychological
evaluation. Z5 called the facility back a couple of
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days later and staff told him that R1 would not be
accepted back in the facility. Z5 said no one
before had told him anything about involuntarily
discharging R1. Social Service did talk to him
about finding a facility with less supervision which
he did not understand why. No one said they
were trying to involuntarily discharge R1.

2. R4's clinical record under Medication Report
dated 4/1/2017 says R4 was sent to an acute
care facility for a psychological evaluation and
was not allowed to return to the facility.

Z4 (R4's Guardian) was mailed an Involuntary
Discharge Notice postmarked 4/3/2017.

6/4/2017 at 8am, Z4 was interviewed. Z4 said the
facility called and told her R4 was transferred to
the hospital. The Social Worker at the hospital
told her the facility did not want R4 back. Z4
received a letter days later.

3. R5's clinical record under Medication Report
dated 4/1/2017 says R4 was sent to an acute
care facility for a psychological evaluation and
was not allowed to return to the facility.

Z5 (R4's Parent) was mailed an Involuntary
Discharge Notice postmarked 4/3/2017.

4. According to Progress note dated 6/9/2016 at
2:45pm in R6's clinical record, a Code Pink was
announced. R6 had become physically combative
against staff. A Crisis Preventive Intervention
(CP1) technique had to be used to restrain R6.
911 was called. The Police were called. R6 was
petitioned out for a psychological evaluation on
an emergency basis. R6 was given an Involuntary
Discharge Notice 6/9/2016. No documentation
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was presented by the facility to show R6 was
returned to the facility for the 30 day advance
notice of involuntary discharge.

The facility's Involuntary Discharge Policy under
Notification says residents are to be notified 30
days in advance of involuntary discharge.
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