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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide timely notification to the resident, and if applicable to the resident
 representative and ombudsman, before transfer or discharge, including appeal rights.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Complaint #  (AR 551) was substantiated, all or in part, with these findings: Based on record review and interview, the
 facility failed to ensure a resident / resident representative was notified in advance of a planned discharge, in order to
 prepare the resident with ample time to make other living arrangements for 1 (Resident #2) of 3 sampled residents who were
 hospitalized  . This failed practice had the potential to affect 5 residents who were hospitalized   during the month of
 April 2020 according to the discharge list given by the Administrator on 5/21/2020. The findings are: Resident # 2 had
 [DIAGNOSES REDACTED]. The Discharge Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 4/9/2020
documented
 the resident was moderately impaired cognition; and required extensive to total assistance in activities of daily living
 (ADL) self-performance skills. a. Nurses' Progress Notes dated 4/9/2020 documented, .Called to resident's room at 8:20 am,
 nurse found resident was unresponsive, but breathing. Noted [MEDICAL CONDITION] type activity. At 8:22 am EMS (Emergency
 Medical Service) was notified. Bp (blood pressure) 86/40, HR (heart rate) 76, T 89.4, R12. Pupils remains unresponsive at
 8:25 am. Resident was transported to the hospital at 8:35 am. APN (Advanced Practice Nurse) and sister notified of
 transfer. b. Nurses' Progress Notes dated 5/7/2020 documented, Resident remains in hospital. c. On 6/4/2020 at 9:52 a.m.,
 the resident's Power of Attorney (POA) was notified and she stated, She was not notified that the facility planned to
 discharge the resident. The POA was asked did you receive a letter of notification that the resident would not be able to
 come back to the facility? She stated, No. He had to stay in the hospital an additional 2-3 weeks, because no one would
 take him. We finally found a home in (another state) that would take him. He was discharged    from the hospital to that
 facility on 5/20/20. d. On 6/8/2020 at 11:57 a.m., the Administrator was asked if they had accepted the resident back? She
 stated, No. The Administrator was asked if they had sent a letter to POA that they were discharging the resident. She
 stated, No. Because he had a sitter, he was on IV (Intravenous) medication ([MEDICATION NAME]), had a feeding tube, and a
 large [DIAGNOSES REDACTED] hernia, and we felt we could not meet the resident's care needs, due to increase in level of
 care now.
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