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F 0622 Not transfer or discharge a resident without an adequate reason; and must provide

documentation and convey specific information when aresident istransferred or

Level of harm - Minimal discharged.

harm or potential for actual |[**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm Based on interview and record review, the facility failed to provide 9 (#s1, 4, 8, 9, 10, 11, 12, 13, and 14) of 22

sampled and supplemental residents with a Transfer or Discharge Notice prior to the residents leaving the facility.
Residents Affected - Some | Findingsinclude: 1. During an interview on 8/12/2020 at 4:07 p.m., resident #1 said the facility did not have him sign,
nor did they provide him with a Transfer or Discharge Notice, before he was transported to the hospital on [DATE] During an

interview on 8/13/2020 at 7:40 a.m., staff member A said he would check to see if a Transfer or Discharge Notice was given
to resident #1 prior to the resident being transported to the hospital on [DATE]. During an interview on 8/13/2020 at 8:56
am., staff member A said he had not found a Transfer or Discharge Notice for resident #1's most recent transport to the
hospital on [DATE]. Staff member A said, Unfortunately this happens sometimes and the nurse just doesn't get it done. 2.
During an interview on 8/12/2020 at 10:16 a.m., staff member F said the unit nurse was supposed to complete the Transfer or
Discharge Notice for aresident prior to the resident being transferred to the hospital or another facility. Staff member F said each unit
had discharge packets and the nurse was supposed to pull and complete it prior to aresident leaving the

facility for transfer to a hospital or another facility. Staff member F said the resident, if able, should sign the

Transfer or Discharge Notice. The staff member said if the resident was unable to sign the document, the resident's
representative or power of attorney should sign it as soon as possible. Review of the facility's discharged residents,

from 4/1/2020 to 8/11/2020, showed eight residents, #s4, 8, 9, 10, 11, 12, 13, and 14, had not received a Transfer or
Discharge Notice as required by the facility's policy. Review of the facility's policy, Transfer or Discharge Notice,

showed: 2. Under the following circumstances, the notice will be given as soon asiit is practicable but before the transfer or
discharge: f. An immediate transfer or discharge isrequired by the resident's urgent medical needs;

F 0625 Notify theresident or theresident'srepresentative in writing how long the nursing home

will hold theresident'sbed in cases of transfer to a hospital or therapeutic leave.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and record review, the facility failed to inform 1 (#1) of 7 sampled residents, in writing, of the
harm facility's Bed Hold Notice prior to the resident transferring to the hospital. Findings include: Resident #1 was
transferred, by ambulance, to the hospital on [DATE] for emergent care. During an interview with resident #1 on 8/12/2020
Residents Affected - Few at 4:07 p.m., he said the facility did not give him a Bed Hold notice before he was transferred to the hospital. Resident

#1 said he had been in the hospital for over amonth and still had not received a notice from the facility. During an
interview on 8/13/2020 at 7:40 am., staff member A said he thought the nurse failed to give resident #1 a Bed Hold Notice
prior to histransfer to the hospital. Staff member A said he would look again to see if he could find a Bed Hold Notice
for resident #1. During an interview on 8/12/2020 at 10:16 am., staff member F said the unit nurse was supposed to give
the Bed Hold Notice to the resident prior to the resident being transferred to the hospital or another facility. Staff
member F said each unit had discharge packets the nurse was supposed to pull and complete prior to aresident leaving the
facility for transfer to a hospital or another facility, and the Bed Hold Notice was in that packet. During an interview on 8/13/2020 at
8:56 am., staff member A said he did not find a Bed Hold Notice for resident #1 when he transferred to the
hospital on [DATE]. Review of the facility's policy Transfer or Discharge Notice included the following: 3. The resident
and/or representative (sponsor) will be notified in writing of the following information: . e. The facility bed-hold policy;
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is 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 not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
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