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E 000 | Initial Comments E 000

An unannounced Emergency Preparedness
survey was conducted 9/19/2023 through
9/21/2023. The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities. No
emergency preparedness complaints were
investigated during the survey.

The census in this 128 certified bed facility was
106 at the time of the survey. The survey sample
consisted of 35 current resident reviews and five
closed record reviews.

F 000 | INITIAL COMMENTS F 000

An unannounced Medicare/Medicaid standard
survey was conducted 9/19/23 through 9/21/23.
Significant corrections are required for
compliance with the following 42 CFR Part 483
Federal Long Term Care requirements. One
complaint was investigated during the survey
(VA00059236-substantiated with deficiency).
The Life Safety Code survey/report will follow.

The census in this 128 certified bed facility was
106 at the time of the survey. The survey sample
consisted of 35 current resident reviews and five
closed record reviews.

F 557 | Respect, Dignity/Right to have Prsnl Property F 557 11/3/23
SS=D | CFR(s): 483.10(e)(2)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(2) The right to retain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 10/16/2023

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 these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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upon the rights or health and safety of other
residents.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, it was determined the
facility staff failed to ensure residents dignity for
one of 40 residents in the survey sample,
Resident #120.

The findings include:

The facility staff failed to ensure a resident's
dignity for Resident #120 as his urinary catheter
bag had no privacy covering during observations
on 9/19/23 at 1:45 PM, 9/20/23 8:10 AM and
9/20/23 at 4:15 PM.

Resident #120 was admitted to the facility on
9/12/23 with diagnoses that included but were not
limited to, BPH (benign prostatic hypertrophy).

A review of the baseline care plan dated 9/14/23,
which revealed, "FOCUS: The resident has
Indwelling Catheter:

history of BPH. INTERVENTIONS: The resident
has 16 FR/10cc Position catheter bag and tubing
below

the level of the bladder and away from entrance
room door. Dignity bag to cover drainage bag
content.

On 9/19/23 at 1:45 PM, 9/20/23 8:10 AM and
9/20/23 at 4:15 PM, Resident #120 was observed
in their room and the uncovered urinary drainage
bag, which contained urine in it, was visible from
doorway.

On 9/20/23 at 8:10 AM an interview was

This plan of correction is respectfully
submitted and is an affirmation that
corrections to the areas cited have¢ been
made and the facility is in compliance with
participation requirements.

1. Resident #120 has had their urinary
catheter bag covered to ensure residents
dignity.

2. An audit has been performed on all
residents who have a urinary catheter
bag. Any residents found to not have their
urinary catheter bag covered has been
corrected.

3. The Director of Nursing/Designee will
reeducate CNAs, LPNs, and RNs on the
importance of ensuring urinary catheter
bags are covered to maintain residents'
dignity. This education will include, but not
be limited to, how to cover a urinary
catheter bag and how to help the resident
to keep their urinary catheter bag covered.

4. The Director of Nursing/Designee will
perform an audit to ensure all residents
who have urinary catheter bag has a
privacy covering weekly for 4 weeks and
then monthly for 2 months. The Director
of Nursing/Designee will identify any
issues, patterns or trends and report to
the Quality Assurance and Performance
Improvement Committee at least
quarterly.
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conducted with RN (registered nurse) #2. When
asked if a urinary catheter bag has no privacy
covering, is the resident's dignity being
maintained, RN #2 stated, no, it is not.

On 9/21/23 at 9:15 AM an interview was
conducted with LPN (licensed practical nurse) #3.
Asked if a resident's dignity is maintained if their
urinary bag has no privacy covering, LPN #3
state, no, their dignity is not maintained.

On 9/21/23 at 1:20 PM, ASM (administrative staff
member) #1, the administrator, ASM #2, the
director of nursing and ASM #4, the regional
nurse consultant was made aware of the findings.

A review of the facility's "Dignity" policy revealed,
"Each resident shall be cared for in a manner that
promotes and enhances his or her sense of
well-being, level of satisfaction with life, and
feelings of self-worth and self-esteem.
Demeaning practices and standards of care that
compromise dignity is prohibited. Staff are
expected to promote dignity and assist residents;
for example: helping the resident to keep urinary
catheter bags covered."

No further information was provided prior to exit.
F 580 | Notify of Changes (Injury/Decline/Room, etc.)
SS=E | CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring

F 557

F 580

5. The date of compliance is: 11/3/23

11/3/23
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physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(i) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to

F 580
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room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facility staff failed
to notify the physician of a significant change in
condition and/or a need to alter treatment in a
timely manner for two of 40 residents in the
survey sample, Residents #106 and #96.

The findings include:

1. For Resident #106 (R106), the facility staff
failed to notify the physician of a pressure injuries
in a timely manner.

A physical therapy evaluation dated 5/19/23
documented R106 presented with unstageable
bilateral heel pressure areas (injuries) (1).
Further review of R106's clinical record failed to
reveal the physician was notified of the pressure
injuries until 6/2/23. A physician note dated
6/2/23 documented, "SKIN: (Name) indicated that
patient has dark area on both heels. Wound care
team to follow. Warm and dry. No induration,
nodules, or discoloration..."

On 9/20/23 at 9:37 a.m., an interview was
conducted with LPN (licensed practical nurse) #3.
LPN #3 stated nurses should notify the physician
and obtain treatment orders when a resident is
admitted with pressure injuries and when a
resident develops pressure injuries.

On 9/21/23 at 11:28 a.m., an interview was
conducted with OSM (other staff member) #7
(R106's physical therapist). OSM #7 stated he
reported R106's pressure injuries to the nursing

This plan of correction is respectfully
submitted, and it is an affirmation that
corrections to the areas cited have¢ been
made and the facility is in compliance with
participation requirements.

1. Residents #106 and #96 no longer
reside at the facility.

2. An audit has been performed on all
residents who have a pressure injury to
ensure timely notification to the physician
was completed. A MAR to Cart audit has
been completed for all current medication
carts. Any physician notifications for
resident pressure injuries and medications
not available have now been made and
are documented.

3. The Director of Nursing/Designee will
reeducate LPNs, and RNs on the
importance of notifying the physician of a
significant change in condition and/or
need to alter treatment in a timely
manner. This education will include, but
not limited to notifying the physician of a
pressure injury in a timely manner and
notifying the physician if 3 consecutive
doses of a vital medication are not
available.

4. The Director of Nursing/Designee will
perform an audit on 25% of residents
weekly for 4 weeks and then monthly for 2
months to ensure timely notification of
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staff on 5/19/23.

On 9/21/23 at 1:28 p.m., ASM (administrative
staff member) #1 (the administrator) and ASM #2
(the director of nursing) were made aware of the
above concern.

The facility policy titled, "Pressure Injury
Prevention And Management" documented, "3.
Observations of new pressure ulcer/injury will be:
a. Reported to the physician/practitioner for
further evaluation and treatment.”

Reference:

(1) "A pressure injury is localized damage to the
skin and underlying soft tissue usually over a
bony prominence or related to a medical or other
device. The injury can present as intact skin or an
open ulcer and may be painful. The injury occurs
as a result of intense and/or prolonged pressure
or pressure in combination with shear...
Unstageable Pressure Injury: Obscured
full-thickness skin and tissue loss.

Full-thickness skin and tissue loss in which the
extent of tissue damage within the ulcer cannot
be confirmed because it is obscured by slough or
eschar (dead tissue)..." This information was
obtained from the website:
https://cdn.ymaws.com/npiap.com/resource/resm
gr/online_store/npiap_pressure_injury_stages.pdf

2. For Resident #96 (R96), the facility staff failed
to notify the physician when the medication
Nubeqa (1) was not available for administration
on multiple dates in August 2023.

A review of R96's clinical record revealed a
physician's order dated 8/24/23 for Nubega 300
mg (milligrams)- two tablets by mouth two times a

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 580 | Continued From page 5 F 580

resident pressure injuries and resident
medications that are not available for
administration. The Director of
Nursing/Designee will identify any issues,
patterns or trends and report to the
Quality Assurance and Performance
Improvement Committee at least
quarterly.

5. The date of compliance is: 11/3/23
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day for prostate cancer. A review of R96's August
2023 MAR (medication administration record)
revealed the same physician's order for Nubeqa.
On 8/26/23 (a.m. and p.m. doses), 8/27/23 (a.m.
and p.m. doses), 8/28/23 (p.m. dose), 8/29/23
(p.m. dose), 8/30/23 (p.m. dose) and 8/31/23
(a.m. dose), the the code, "9=0Other / See Nurse
Notes." Nurses' notes dated 8/26/23 documented,
"Will administer when med arrive from pharmacy"
and "Medication out of stock, resident made
aware, will continue to monitor" was documented
on the MAR.

Nurses' notes dated 8/27/23 had documented,
"Will administer when med arrive from pharmacy"
and "Awaiting delivery from pharmacy." A nurse's
note dated 8/28/23 had documented, "Medication
not in stock, reorder on 8/24/23." A nurse's note
dated 8/29/23 had documented, "Medication
reordered as currently unavailable [sic]." A
nurse's note dated 8/30/23 had documented, "On
order from pharmacy." A nurse's note dated
8/31/23 had documented, "Will administer when
med arrive from pharmacy." Further review of
nurses' notes and the August 2023 MAR failed to
reveal documentation that Nubeqga was
administered to R96 on the above dates, and
failed to reveal the physician was notified until
9/1/23.

On 9/21/23 at 9:16 a.m., an interview was
conducted with LPN (licensed practical nurse) #3.
LPN #3 stated that if a medication is not available
for administration, the nurses are supposed to
notify the doctor and see what he recommends.
LPN #3 stated this should be done each time a
medication is not available, and this should be
documented in the clinical record.
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On 9/21/23 at 1:28 p.m., ASM (administrative
staff member) #1 (the administrator) and ASM #2
(the director of nursing) were made aware of the
above concern.

The facility pharmacy policy titled, "General
Guidelines for Medication Administration"
documented, "If 3 consecutive doses, or in
accordance with facility policy, of a vital
medication are withheld, refused, or not available,
the physician is notified. Nursing documents the
notification and physician response."

Reference:

(1) "Darolutamide (Nubega) is used to treat
certain types of prostate cancer...Do not stop
taking darolutamide without talking to your
doctor." This information was obtained from the
website:
https://medlineplus.gov/druginfo/meds/a619045.h
tml

F 623 | Notice Requirements Before Transfer/Discharge F 623 11/3/23
SS=D | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: D4XK11 Facility ID: VA0154 If continuation sheet Page 8 of 154



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/20/2023
FORM APPROVED
OMB NO. 0938-0391

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
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completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
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Based on staff interview, clinical record review
and facility document review, it was determined
the facility staff failed to provide evidence that
written RP (responsible party) and ombudsman
notification was provided when three of 40
residents in the survey sample were transferred
to the hospital, Residents #49, Resident #33, and
Resident #11.

The findings include:

1. The facility staff failed to evidence provision of
required written notification was provided to the
RP (responsible party) and ombudsman at the
time of discharge for Resident #49. Resident #49
was transferred to the hospital on 7/19/23.

Resident #49 was admitted to the facility on
5/9/23 with diagnosis that included but were not
limited to: diabetes, congestive heart failure,
COPD (chronic obstructive pulmonary disease)
and acute respiratory failure. Resident #

A review of Resident #49's eINTERACT
(interventions to reduce acute care transfer) form
dated 7/19/23 revealed, "COPD, shortness of
breath. Sent to hospital."

An interview was conducted on 9/20/23 at 2:30
PM with LPN (licensed practical nurse) #2. When
asked who provides written notification to the RP
and ombudsman, LPN #2 stated, "We call the
family, but social services sends them something
| believe. They also contact the ombudsman."

An interview was conducted on 9/21/23 at 9:48

This plan of correction is respectfully
submitted and it is an affirmation that
corrections to the areas cited have¢ been
made and the facility is in compliance with
participation requirements.

1. The facility has provided written
notification for hospital transfer to the
Responsible Parties and Ombudsman for
Residents #49, #33 and #11.

2. An audit has been performed on all
residents who have been transferred to
the hospital in the last 30 days to ensure
written notification has been provided to
the Responsible Parties and
Ombudsman. Any residents found to have
not had written notification sent to their
Responsible Parties and Ombudsman
have been completed.

3. The Administrator/Designee will
reeducate Social Services Director on the
importance of providing written notification
to Responsible Parties and Ombudsman
when residents are transferred to the
hospital.

4. The Administrator/Designee will
perform an audit on all residents
transferred to the hospital weekly for 4
weeks and then monthly for 2 months to
ensure written notification has been
provided to Responsible Parties and
Ombudsman of the transfer. The
Administrator/Designee will identify any
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483.70(1).
This REQUIREMENT is not met as evidenced
by:
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AM with OSM (other staff member) #4, the
director of social services. When asked who
provides written RP and ombudsman notification,
OSM #4 stated, "The complete list of discharges
every month is sent to the ombudsman and she
takes the list and reviews it. | keep a binder of
the original list. | mail it to the resident's house or
give it to the resident if they are responsible. |
have not found a blank copy of the notice of
discharge form that | can use. Date of transfer,
where and why they were sent out and date of
form are mailed out to the RP."

On 9/21/23 at 1:20 PM, ASM (administrative staff
member) #1, the administrator, ASM #2, the
director of nursing and ASM #4, the regional
nurse consultant was made aware of the findings.

A review of the facility's "Facility Initiated Transfer
or Discharge" policy revealed "Before a facility
transfers or discharges a resident, the facility will
notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
written notice will include the following: The
reason for transfer or discharge; The effective
date of transfer or discharge; The location to
which the resident is transferred or discharged;
address (mailing and email), and telephone
number of the entity which receives such
requests; and information on how to obtain an
appeal form and assistance in completing the
form and submitting the appeal hearing request;
The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman; For nursing
facility residents with intellectual and
developmental disabilities or related disabilities,

issues, patterns or trends and report to
the Quality Assurance and Performance
Improvement Committee at least
quarterly.

5. The date of compliance is: 11/3/23
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the mailing and email address and telephone
number of the agency responsible for the
protection and advocacy of individuals with
developmental disabilities and the facility will
send a copy of the notice to a representative of
the Office of the State Long-Term Care
Ombudsman. The copy of the notice to the
ombudsman will be sent at the same time notice
is provided to the resident and resident
representative. Copies of notices for emergency
transfers will be sent to the ombudsman, but they
may be sent when practicable, such as in a list of
residents on a monthly basis.

No further information was provided prior to

2. For Resident #33 (R33), the facility staff failed
to provide evidence that written notification of
transfer was provided to the resident and/or
responsible party, or the long-term care
ombudsman for a facility-initiated transfer on
7/29/2023.

A review of R33's clinical record revealed the
following progress notes:

-"7/29/2023 07:52 (7:52 a.m.) N.O. (new order)
received to send resident to ED (emergency
department) r/t (related to) r (right) femur fx
(fracture)."

- "8/2/2023 15:30 (3:30 p.m.) Note Text: Readmit
to facility from Acute Care Hospital for repair and
treatment of right hip fracture. Surgical procedure
was performed to right hip, dressing dry and
intact, no bleeding..."

Further review of the clinical record failed to
reveal evidence that written notification of transfer
was provided to the resident and/or responsible
party or the long-term care ombudsman for the
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transfer on 7/29/2023.

On 9/20/2023 at approximately 4:00 p.m., a
request was made to ASM (administrative staff
member) #1, the administrator for evidence of
written notification of transfer provided to the
resident and/or responsible party and the
long-term care ombudsman for the transfer on
7/29/2023 for R33.

On 9/21/2023 at approximately 8:00 a.m., ASM
#1 stated that they did not have any evidence of
written notification of transfer provided to the
resident and/or responsible party and the
long-term care ombudsman for the transfer on
7/29/2023 for R33.

On 9/20/2023 at 2:23 p.m., an interview was
conducted with LPN (licensed practical nurse) #2.
LPN #2 stated that the nursing staff did not
provide any written notification of transfer to the
resident or the responsible party when they went
to the hospital. She stated that they notified the
family by telephone of the transfer and was not
sure who was responsible for ombudsman
notification.

On 9/21/2023 at 9:07 a.m., an interview was
conducted with LPN #3. LPN #3 stated that the
nursing staff made a phone call to the family
when the resident was transferred to the hospital
but did not send a written notification of transfer.
She stated that she thought that the social worker
sent the written notification of transfer and the
ombudsman notification of transfer.

On 9/21/2023 at 9:48 a.m., an interview was
conducted with OSM (other staff member) #4, the
director of social services. OSM #4 stated that
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they were new to the facility and the process they
followed was to send a list of discharges to the
ombudsman by email and they had been doing
this since they started at the facility. She stated
that they had been unable to find some notices
from the former social worker but it looked like
they were sending them monthly. She stated that
she had been unable to find any written notices of
transfer. She stated that at their former job they
kept a binder with the copies of the notice of
discharge or transfer and mailed them to the
home addresses but they had been unable to find
an original of the notice of discharge or transfer
that the facility used.

On 9/21/2023 at approximately 1:40 p.m., ASM
#1, the administrator, ASM #2, the director of
nursing and ASM #4, the regional nurse
consultant were made aware of the concern.

No further information was provided prior to exit.

3. For Resident #11 (R11), the facility staff failed
to provide evidence that written notification of
transfer was provided to the resident and/or
responsible party for facility-initiated transfers on
6/11/2023 and 6/27/2023.

A review of R11's clinical record revealed the
following progress notes:

- "6/11/2023 08:50 (8:50 a.m.) Note Text: EMS
(emergency medical services) arrived on site, Pt
(patient) being transported to hospital, unknown
which hospital atm (at this moment)."

- "6/14/2023 17:58 (5:58 p.m.) Admit Info: (R11)
was admitted from Acute hospital via Stretcher for
Seizures. Per Resident/Family the patient was
admitted for: Seizures; Long Term Placement..."
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- "6/27/2023 16:32 (4:32 p.m.) ... At 11:10 nurse
came to me stating resident having a seizure.
Nurse entered the room and resident laying on
left side with full body shaking. Activity lasted for
8 mins. Resident not verbally responsive after the
seizure with abnormal breathing. Sats (oxygen
saturation) 88% on room air. Non-rebreather
added. Resident sent to ER (emergency room)
for full code status. (Name of provider), Hospice,
and family notified."

- "7/4/2023 19:17 (7:17 p.m.) Admit Info: (R11)
was admitted from Acute hospital via Stretcher for
seizures activity. Per Resident/Family the patient
was admitted for Long Term Placement..."

Further review of the clinical record failed to
reveal evidence that written notification of transfer
was provided to the resident and/or responsible
party for the transfer on 6/11/2023 and 6/27/2023.

On 9/20/2023 at approximately 4:00 p.m., a
request was made to ASM (administrative staff
member) #1, the administrator for evidence that
written notification of transfer was provided to the
resident and/or responsible party for the transfer
on 6/11/2023 and 6/27/2023 for R11.

On 9/21/2023 at approximately 8:00 a.m., ASM
#1 stated that they did not have any evidence that
written notification of transfer was provided to the
resident and/or responsible party for the transfer
on 6/11/2023 and 6/27/2023 for R11.

On 9/20/2023 at 2:23 p.m., an interview was
conducted with LPN (licensed practical nurse) #2.
LPN #2 stated that the nursing staff did not
provide any written notification of transfer to the
resident or the responsible party when they went
to the hospital. She stated that they notified the
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family by telephone of the transfer.

On 9/21/2023 at 9:07 a.m., an interview was
conducted with LPN #3. LPN #3 stated that the
nursing staff made a phone call to the family
when the resident was transferred to the hospital
but did not send a written notification of transfer.
She stated that she thought that the social worker
sent the written notification of transfer.

On 9/21/2023 at 9:48 a.m., an interview was
conducted with OSM (other staff member) #4, the
director of social services. OSM #4 stated that
she had been unable to find any written notices of
transfer. She stated that at their former job they
kept a binder with the copies of the notice of
discharge or transfer and mailed them to the
home addresses but they had been unable to find
an original of the notice of discharge or transfer
that the facility used.

On 9/21/2023 at approximately 1:40 p.m., ASM
#1, the administrator, ASM #2, the director of
nursing and ASM #4, the regional nurse
consultant were made aware of the concern.

No further information was provided prior to exit.
Notice of Bed Hold Policy Before/Upon Trnsfr
CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

F 623

F 625
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