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OR LSC IDENTIFYING INFORMATION)

F 0623

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0625

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide timely notification to theresident, and if applicable to theresident

representative and ombudsman, beforetransfer or discharge, including appeal rights.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to obtain signatures acknowledging receipt of the facility's

Notice of Transfer or Discharge paperwork prior to discharge or transfer from the facility for four of six sampled

residents (Resident 1, 2, 3, and 4). This failure had the potential for residents or the residents' representative to be

unaware of the reason for discharge or transfer, the location where the resident was being transferred, appeal rights and
arrangements for post discharge care. Findings: During a concurrent interview and record review, on 7/14/20, at 11:52 AM,
with the Admissions Coordinator (AC), the Director of Nurses (DON) and the Interim Director of Nurses (IDOM), the Discharge
Summary indicated Resident 1 was admitted to the facility on [DATE], and was transferred to the hospital on [DATE], for a

hip surgery. DON confirmed there was no signature verifying Resident 1 received a copy of the Notice of Transfer or
Discharge. During a concurrent interview and record review on 8/11/20, at 2:30 PM, with the Medical Records Director (MRD),
MRD reviewed three residents' records who had been transferred to the hospital (Resident 2, Resident 3, and Resident 4).

MRD stated Resident 2 was transferred to the hospital on [DATE], and there was no resident signature verifying Resident 2
received a copy of the Notice of Transfer or Discharge. Resident 3 was transferred to the hospital on [DATE], there was no
signature verifying receipt of the Notice of Transfer or Discharge. Resident 4 was transferred to the hospital on [DATE],

and there was no signature verifying Resident 4 received a copy of the Notice of Transfer or Discharge. MRD verified there
was no resident signatures on the Notice of Transfer or Discharge. During areview of the facility's policy and procedure

(P&P) titled, Discharge/Transfer of the Resident, reviewed 8/29/16, the P& P indicated, PURPOSE: To provide safe departure
from the facility.Discharge summary and post discharge plan of care form(s). (For discharge to home, lower levels of care)

Not of transfer or discharge.Discharge: 1. Explain discharge procedure and reason to resident and give copy of Transfer &
Discharge notice as required.6 Complete a discharge summary and post discharge plan of care form. b. Include instructions

for post discharge care and explain to the resident and/or representative. c. Have resident and/or representative or person responsible
for care sign discharge summary and post discharge care form. d. Give copy of form to the resident and/or

representative or person(s) responsible for care. e. Place signed original of form in the medical record. Transfer: 3.
Iixplaindtransfer and reason to the resident and/or representative and give copy of signed transfer or discharge notice to

the resident.

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.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to provide written information to one of four sampled residents
(Resident 1) upon admission and prior to transfer regarding the facility's bed-hold (holding aresident's bed while the
resident is absent for therapeutic leave or hospitalization ). This failure had the potential for the residents and/or
responsible party to be unaware of the residents rights to return to the facility. Findings: During a concurrent interview

and record review, on 7/14/20, at 11:52 AM, with the Admissions Coordinator (AC) and the Director of Nurses (DON), the
Discharge Summary indicated Resident 1 was admitted to the facility on [DATE], and transferred to the hospital on [DATE],
for ahip surgery. DON stated, There was no bed hold provided for this resident because (insurer) does not pay for it. DON
did not know if Resident 1 or family were offered an opportunity to pay privately to hold the bed upon discharge from the
hospital. AC was unable to locate any documentation in the medical record regarding bed hold/reserve bed information
provided for Resident 1. Both DON and AC verified Resident 1 should have been made aware of the bed hold policy at
admission and prior to transfer and the facility should have documented this information in the medical record. During a
review of the facility's policy and procedure (P& P) titled , Discharge/Transfer of the Resident, reviewed 8/29/16,

indicated, .Bed hold forms. PROCEDURE: Transfer 4. Explain and give copy of Bed hold form to the resident and/or
representative .Documentation Guidelines Documentation may include: whether or not resident wishes to have bed held.
Complete Bed hold notification form per facility procedure. Signature and title on all forms. Keep acopy of al forms
completed and place in resident's medical record.

Safeguard resident-identifiable information and/or maintain medical records on each

resident that arein accor dance with accepted professional standards.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to maintain a complete medical records for one (Resident 1) of

five sampled residents. This failure had the potential to result in inaccuracy in the resident's medical records. Findings: During an
interview and record review on 8/11/20, at 2:30 PM, with the Medical Records Director (MRD), MRD verified

Resident 1's Notice of Transfer or Discharge, was unsigned prior to discharge to the hospital on [DATE]. MRD was informed

the facility faxed another copy of Resident 1's Notice of Transfer or Discharge on 8/7/20, and the Notice of Transfer or

Discharge had Resident 1'sinitials on it, but no date. MRD stated, That's odd. | filled this out, probably the next day

(7/10/20) because there wasn't one filled out by the nurse. And now, there are the initials but no date it was signed.

During an interview on 8/11/20, at 2:53 PM, with the Interim Director of Nurses (IDON), the IDON stated he remembered

Resident 1 had not signed the facility's Notice of Transfer or Discharge when it was reviewed on 7/14/20. IDON was made

aware acopy of this Notice of Transfer or Discharge, dated 7/9/20, was faxed to the Department's office on 8/7/20, by MRD. IDON
verified Resident 1's Notice of Transfer or Discharge now had her initials on it, but no date it had been signed. IDON stated there was
a miscommunication regarding the facility's paperwork and he would check with medical records. IDON

stated, It is an incomplete medical record when there is no date documented on paperwork. During a concurrent interview and review
on 8/12/20, at 11:51 AM, with the IDON, the IDON stated the Medical Records Assistant (MRA) had (Resident 1) sign

the notice after she returned from the hospital. IDON verified there was no date of the late-added initials.
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