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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

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**
 Based on interview and record review, the facility failed to notify the resident, resident's representative, and the Office of the State
Long-Term Care Ombudsman of the transfer or discharge and the reasons for the move in writing and in a
 language and manner they understood for 2 of 3 residents (Residents #1 and #3) reviewed for Discharge Rights, in that: 1.
 Resident #1's RP and the the Office of the State Long-Term Care Ombudsman were not notified in writing of the effective
 date of transfer or discharge for Resident #1, the reason for the transfer/discharge, the location to which the resident
 would be transferred, or the right of appeal. 2. Resident #3's RP and the the Office of the State Long-Term Care Ombudsman
 were not notified in writing of the effective date of transfer or discharge for Resident #3, the reason for the
 transfer/discharge, the location to which the resident would be transferred, or the right of appeal. This deficient
 practice could place residents who were transferred or discharged    to the hospital at risk of having their discharge
 rights violated. The findings were: 1. Record review of Resident #1's face sheet, dated 02/06/2020, revealed the resident
 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Record review of Resident #1's Admission MDS, dated
 [DATE], revealed the resident had a BIMS of 10, which indicated the resident was moderately cognitively impaired. Record
 review of Resident #1's nurse progress note, dated 02/06/2020 at 4:34 p.m., revealed the resident was sent to the hospital
 by EMS for evaluation after the resident assaulted his roommate and his roommate's wife. Record review of Resident #1's
 transfer form, dated 02/06/2020 sent with the resident to the hospital, revealed Resident #1 needed assistance with ADLs,
 was incontinent of bladder, had cognitive and visual impairments, was, becoming aggressive, and, increased confusion, and,
 cannot go home, becoming more dependent on care. During an interview with the Administrator on 03/04/2020 at 11:30 a.m. the
Administrator stated, He (Resident #1) hit her (Resident #2's spouse) in the face. Don't know if it was open or closed
 fist. He (Resident #1) grabbed (Resident #2's spouse) necklace and broke it. (Resident #1) then scratched (Resident #2) on
 the back of the neck. They were roommates for 2-3 weeks. (Resident #1) was here first. (Resident #1) had no history of
 hitting anyone, just some verbal aggression toward a prior roommate. After he (Resident #1) left us and went to the ED, we
 did not accept him (Resident #1) back because of the threat he (Resident #1) posed to residents. We don't have a locked
 unit. (The hospital) hospital called us twice. We told them we don't want (Resident #1) back. During an interview with
 Resident #1's RP on 03/04/2020 at 1:30 p.m., the resident's RP stated he was not informed in writing Resident #1 was being
 discharged    from the facility. Resident #1's RP further stated prior to this incident, all reports he had received were
 that both the facility and Resident #1, liked each other, and Resident #1 was happy at the facility. Resident #1's RP
 stated he had no contact with anyone from the facility after Resident #1 was transferred to the hospital. 2. Record review
 of Resident #3's face sheet, dated 03/05/2020, revealed the resident was admitted to the facility on [DATE] with [DIAGNOSES
REDACTED]. Record review of Resident #3's Quarterly MDS, dated [DATE], revealed the resident had a BIMS score of 5, which
 indicated the resident was severely cognitively impaired. Record review of Resident #3's Physician Discharge Note, dated
 12/14/2019, revealed the resident was transferred to the hospital and discharged    from the facility on 12/14/2019. During an
interview with Resident #3's RP on 03/04/2020 at 1:45 p.m., the resident's RP stated she was not informed Resident #3
 would not be returning to the facility after his discharge from the hospital. Resident #3's RP stated she was told, 2-3
 days, after Resident #3's admission to the hospital by the hospital social worker the resident, would not be welcomed back
 at this facility, and numerous calls to the facility by the hospital social worker were not returned. Resident #3's RP
 further stated she did not receive a written notification of the transfer. During an interview with the Administrator on
 03/04/2020 at 4:32 p.m., the Administrator confirmed the facility had not informed Resident #1, Resident #1's RP, Resident
 #3's RP, or the Ombudsman in writing of Resident #1's or Resident #3's discharge from the facility. The Administrator
 stated, I told Resident #1's RP over the phone. The facility did not provide a policy on notification of transfer or
 discharge or resident transfer and discharge rights.
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