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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to: 1) Document the reason for resident discharges in the 
medical record for 3 long-term Residents (#'s 1, 6, and 9), out of 3 resident's reviewed. Specifically, the three 
residents were discharged without any documentation that showed the residents' welfare and the residents' 
needs could not be met in the facility; and 2) Document sufficient preparation and orientation to residents 
and/or resident representatives to ensure safe and orderly discharge from the facility for 3 long-term 
Residents (#'s 1, 6, and 9), out of 3 resident's reviewed. This failed practice resulted in inappropriate 
discharges and displaced these residents from a familiar environment that had been their home for years 
and placed them at risk for the undue stress of an unfamiliar environment and unknown staff, which could 
affect their overall health and well-being. Findings:Resident #1 Record review on 7/29/25 revealed Resident 
#1 was admitted to the facility on 5/2010 with diagnoses that included anoxic brain damage (brain injury that 
occurs when the brain is deprived of oxygen), persistent vegetative state (a chronic disorder in which an 
individual with severe brain damage appears to be awake but shows no evidence of awareness of their 
surroundings), and chronic respiratory failure (not enough oxygen or too much carbon dioxide in the body). 
Further review revealed Resident #1 had a tracheostomy (a surgical procedure that creates an opening in 
the front of the neck into the trachea to facilitate breathing) and was non-communicative. Review of Resident 
#1's Post-Transfer Notice of Facility-Initiated Transfer, dated 6/10/25, revealed: . This letter serves as written 
documentation that you were transferred from Polaris Extended Care [PEC] to Polaris Transitional Care 
[PTC] on June 3, 2025. Although you agreed to the transfer March 7, 2025, it was initiated by the facility, and 
therefore we are required to issue this notice . Reason for Transfer: This transfer was made to support 
continuity of care within our organization [and] access to more appropriate services . Further review revealed 
no identification of what the more appropriate services were at PTC that was not available at PEC. Review of 
Resident #1's Social Services Note, dated 3/7/25, revealed: LCSW [licensed clinical social worker] spoke 
with resident's guardian, [Office of Public Advocacy, OPA, Guardian #3] via phone regarding option to move 
resident from PEC to PTC to provide 24/7 nursing care for resident's tracheostomy needs. [OPA Guardian 
#3] verbalized consent for resident to move from PEC to PTC. Aforementioned relayed to the care team for 
coordination of care. Review of Resident #1's physician orders revealed an order, dated 6/3/25, May 
discharge to Polaris Transitional Care Center, which was 88 days after it was discussed with the guardian. 
Review of Resident #1's Discharge Summary and Post-Discharge Plan of Care, dated 6/3/25, revealed: 
Recapitulation of Resident's Stay: Reason for admission: Custodial/Long-Term Care Services. Treatment 
Provided: Other. Explain Other: Resident was here at Polaris Extended Care as a long term resident. 
Progress (include any complications): No recent complications noted. Resident's health status has been 
stable. Reason for discharge: Other . Explain: Resident is moving to sister Facility, Polaris Transitional Care . 
Further review revealed no documentation identifying the reason for Resident #1's discharge. Review of 
Resident #1's medical record, on 7/29/25, revealed no assessment that indicated what needs could not be 
met at PEC. Further review revealed no nursing note to indicate any concerns of needs not being met, or any 
change in status that indicated the resident's health and wellbeing was affected by any needs not being met 
prior to the transfer to PTC. Further review revealed no physician/provider note that reflected the bases for 
the transfer, specific resident needs that could not be met, facility attempts to meet the resident's needs, or 
services available at the receiving facility to meet the resident's needs. Discharge Planning Record review on 
7/29/25 for Residents #1 revealed no documentation of a resident-centered discharge planning process, that 
involved the residents and resident representatives, for orientation to the new facility or preparation of this 
transition to another facility. Resident #6 Record review on 7/29/25 revealed Resident #6 was admitted to the 
facility on [DATE] with diagnoses that included hemiplegia and hemiparesis following cerebral infarction 
affecting left non-dominant side (weakness or paralysis of the left side of the body following a stroke) and 
chronic respiratory failure. Further review revealed Resident #6 had a tracheostomy and was 
non-communicative. Review of Resident #6's Post-Transfer Notice of Facility-Initiated Transfer, dated 
6/10/25, revealed: . This letter serves as written documentation that you were transferred from Polaris 
Extended Care [PEC] to Polaris Transitional Care [PTC] on June 3, 2025. Although you agreed to the 
transfer March 10, 2025, it was initiated by the facility, and therefore we are required to issue this notice . 
Reason for Transfer: This transfer was made to support continuity of care within our organization [and] 
access to more appropriate services . Further review revealed no identification of what the more appropriate 
services were at PTC that was not available at PEC. Review of Resident #6's Social Services Note, dated 
3/7/25, revealed: LCSW attempted phone contact with resident's daughters/co-guardians . regarding option 
to move resident from PEC to PTC to provide 24/7 nursing care for resident's tracheostomy needs. No 
answer . Review of Resident #6's Social Services Note, dated 3/10/25, revealed: LCSW spoke with 
resident's daughter/guardian . and discussed option of resident admitting to PTC for 24/7 nursing care of 
resident's tracheostomy. [daughter] verbalized consent for move to PTC. Aforementioned relayed to PEC 
admissions team for coordination of care. Review of Resident #6's physician orders revealed an order, dated 
6/3/25, May discharge to Polaris Transitional Care Center, which was 85 days after it was discussed with the 
guardian. Review of Resident #6's Discharge Summary and Post-Discharge Plan of Care, dated 6/3/25, 
revealed: Recapitulation of Resident's Stay: Reason for admission: Custodial/Long-Term Care Services. 
Treatment Provided: Other. Explain Other: Resident was here at Polaris Extended Care as a long term 
resident. Progress (include any complications): Resident is not on rehab. Reason for discharge: Other . 
Explain: Resident is moving to Polaris Transitional Care, a sister facility . Further review revealed no 
identification for the reason to discharge Resident #6, what services could not be met, or what PTC services 
would be provided that were not available at PEC. Review of Resident #6's medical record, on 7/29/25, 
revealed no assessment that indicated what needs could not be met at PEC. Further review revealed no 
nursing note to indicate any concerns of needs not being met, or any change in status that indicated the 
resident's health and wellbeing was affected by any needs not being met prior to the transfer to PTC. Further 
review revealed no physician/provider note that reflected the bases for the transfer, specific resident needs 
that could not be met, facility attempts to meet the resident's needs, or services available at the receiving 
facility to meet the resident's needs. Discharge Planning Record review on 7/29/25 for Residents #6 revealed 
no documentation of a resident-centered discharge planning process, that involved the residents and 
resident representatives, for orientation to the new facility or preparation of this transition to another facility. 
Resident #9 Record review Resident #9 was admitted to the facility on [DATE] with diagnoses that included 
hemiplegia and hemiparesis following cerebral infarction affecting left non-dominant side and chronic 
respiratory failure. Further review revealed Resident #9 had a tracheostomy and was non-communicative. 
Review of Resident #9's Post-Transfer Notice of Facility-Initiated Transfer, dated 6/10/25, revealed: . This 
letter serves as written documentation that you were transferred from Polaris Extended Care [PEC] to Polaris 
Transitional Care [PTC] on June 3, 2025. Although you agreed to the transfer March 7, 2025, it was initiated 
by the facility, and therefore we are required to issue this notice . Reason for Transfer: This transfer was 
made to support continuity of care within our organization [and] access to more appropriate services . 
Further review revealed no identification of what the more appropriate services were at PTC that was not 
available at PEC. Review of Resident #9's Social Services Note, dated 3/7/25, revealed: LCSW spoke with 
resident's health care agent . regarding for resident to move from PEC to PTC to receive 24/7 nursing care 
for his tracheostomy needs. [health care agent] verbalized consent for resident to move from PEC to PTC. 
LCSW attempted to discuss possible room move with resident. Resident was unable to verbally or 
nonverbally communicate with LCSW during SW [social worker] visit. All aforementioned relayed to the care 
team for coordination of care. Further review of Resident #9's medical record revealed a physician's order, 
dated 4/3/25, Transfer to Polaris Transitional Care 4/3/25, which was 27 days after it was discussed with the 
guardian (and not accurately documented in the transfer notice). Review of Resident #9's medical record 
revealed no Discharge Summary and Post-Discharge Plan of Care was available for review. During an 
interview on 7/29/25 at 12:58 PM, the Director of Community Liaison stated a Discharge Summary and 
Post-Discharge Plan of Care assessment could not be located in Resident #9's medical record. Review of 
Resident #9's medical record, on 7/29/25, revealed no assessment that indicated what needs could not be 
met at PEC. Further review revealed no nursing note to indicate any concerns of needs not being met, or any 
change in status that indicated the resident's health and wellbeing was affected by any needs not being met 
prior to the transfer to PTC. Further review revealed no physician/provider note reflecting the bases for the 
transfer, specific resident needs that could not be met, facility attempts to meet the resident's needs, or 
services available at the receiving facility to meet the resident's needs. Discharge Planning Record review on 
7/29/25 for Residents #9 revealed no documentation of a resident-centered discharge planning process, that 
involved the residents and resident representatives, for orientation to the new facility or preparation of this 
transition to another facility. Facility Decision to Transfer Residents During an interview on 7/29/25 at 10:30 
AM, the Administrator stated that PEC was a skilled nursing facility, and within staffing parameters, any 
resident could be accepted into the facility, except for residents with ventilators, extreme bariatric 
(overweight) needs, acute substance abuse, or who required one-on-one care at time of admission. The 
Administrator stated there was no limit to admission length. The Administrator further stated that PTC was 
also a skilled nursing facility and had the same exceptions with accepting residents. However, PTC had 
some bariatric rooms available. The Administrator stated the average length of stay at PTC was 100 days 
and depending on the level of care needed, the facility would look for alternative placements, if continued 
care was required. The Administrator stated there were some residents who were admitted for long-term 
stays. When asked if both long-term care facilities offered 24/7 nursing care, the Administrator stated, yes. 
The Administrator stated that PTC offered a different staffing scenario than the cottage-style environment of 
PEC. She further stated, PEC limited and/or delayed staff's help availability because they were separated in 
the cottages. Staff would have to walk over to another cottage if help was needed, where the halls of PTC 
made it possible to have a more immediate availability of staff help, if it was needed. During an interview on 
7/29/25 at 10:30 AM, when asked how it was decided to move Residents #1, #6, and #9 from PEC to PTC, 
the Director of Community Liaison stated the previous Administrator decided to move the residents with 
tracheostomies due to staffing concerns to offer more consistent care. When asked if there was any 
indication that appropriate care was being affected or disrupted due to these staffing concerns prior to the 
transfer of these three residents with tracheostomies, the Director of Community Liaison stated, no there was 
no proof care was not being provided. During an interview on 7/29/25 at 10:30 AM, the Assistant Director 
stated because PEC was having staffing concerns, there were times that cottages were split between nurses 
causing one nurse to cover more than one cottage. This caused nurses to have to leave their assigned 
cottage and go to another cottage for a time to care for other residents. The decision to move the residents 
with tracheostomies to PTC was for more consistent nursing availability. During an interview on 7/29/25 at 
10:45 PM, Regional Representative (RR) #3 stated when he consulted with the previous Administrator about 
staffing concerns, they identified that the residents with tracheostomies were more medically acute and 
required more care. Splitting cottages due to staffing issues at PEC prompted discussion on how to provide 
for these more medically acute residents on a more consistent basis. RR #3 stated during these discussions, 
there was an idea to possibly move the more medically acute residents into one cottage for a higher level of 
care and staff that cottage accordingly, with two Certified Nursing Assistants (CNAs) and one Licensed 
Nurse (LN). He further stated, that was just an idea and was never attempted. RR #3 stated the facility's 
decision to move the residents with tracheostomies was based on a mitigation plan, to avoid any potential 
adverse reactions due to staffing concerns because of a potential risk of not being able to meet their needs. 
When asked if there was any indication that appropriate care was being affected or disrupted due to these 
staffing concerns prior to the transfer of these three residents with tracheostomies, RR #3 stated there was 
no indication that their care was not being provided. RR #3 stated the needs were being met but there was a 
potential for risk of adverse reactions and that was why they were transferred. During an interview on 7/29/25 
at 2:25 PM, the Medical Director (MD) stated the Administrator's decision to move the residents with 
tracheostomies was to organize things better and get these residents all in one place for more consistent 
care. The MD stated it was the Administrator's decision, and he was not provided with the opportunity to 
have an input on the decision. When asked if there was any indication that appropriate care was being 
affected or disrupted prior to the transfer of these three residents with tracheostomies, the MD stated he had 
not heard of any concerns with care not being provided at PEC. Facility Assessments PEC Assessment 
Review of Polaris Extended Care Facility Assessment, dated 2025, revealed: 1. Facility Capacity and 
Census: - Capacity: Our facility is licensed to provide care for 96 residents. The actual maximum number of 
residents allowable may be less at times to accommodate for safety resident care needs. - Resident 
Population Profile: . We accept residents with or residents that may develop the following common diseases, 
conditions, physical and cognitive disabilities, or combination conditions that may require complex medical 
care and management . Conditions that are not able to be cared for or services that cannot be provided are 
identified as Exception in the sections below . Common Diseases and Conditions . Nervous System . altered 
mental status . traumatic or anoxic brain injury . hemiparesis/hemiplegia . Respiratory System . Acute and 
chronic respiratory failure . tracheostomy . Exception: new tracheostomy; ventilators . - Acuity: Our facility 
reviews our residents' acuity levels to understand potential implications regarding the intensity and 
complexity of care and services needed . Our facility assessment includes an evaluation of the overall 
number of facility staff needed to ensure enough qualified staff are available to meet each resident's needs 
as identified through resident assessments and care plans . 2. Services and Care We Offer Based on 
Residents' Needs: . Respiratory Treatments . Tracheostomy care . - Resident Support/Care Needs: Our 
facility cares or many different residents with various types of care needs. The list below identifies the most 
common or frequently provided services in these general categories . Activities of Daily Living; Mobility and 
Fall/Fall with Injury Prevention; Bowel/Bladder; Skin Integrity; Mental Health and Behavior; Medications; Pain 
Management; Infection Prevention and Control; Management of Medical Conditions; Other Special Care 
Needs . tracheostomy care . Nutrition; Provided Person Centered/Directed Care including 
Psycho/Social/Spiritual Support . 3. Facility Resources Needed: Day to Day and During Emergencies: - 
Facility Description: Our facility is a 116,460 square foot nursing facility consisting of 8 cottages, 8 
courtyards, and common's building . - Facility Staff: . Below is a list of staff identified as needed to care for 
our resident population and provide services as full-time, part-time, or PRN [as needed] employees in the 
facility unless indicated as remote, a community partner, or contracted through an outside entity, or a 
community partner . Nursing . Certified Nursing Assistant; Hospitality Aide; Registered Nurse; Licensed 
Practical Nurse [LPN] . Therapy Services: Director of Therapy; Assistant Director of Therapy; Occupational 
Therapy . Physical Therapy . Speech Language Pathologist; Wellness Aides . Medical, Physician, and 
Advanced Roles . Medical Director (contracted); Attending Physician (contracted); Nurse Practitioner 
(contracted) . Pulmonologist (community partner) . PTC Assessment Review of Polaris Transitional Care 
Facility Assessment, dated 2025, revealed there were no additional services that were provided, which PEC 
did not offer. The facility assessment capabilities were identical in each facility. Quality Assurance and 
Performance Improvement (QAPI) Oversight During an interview on 7/29/25 at 10:30 AM, the Director of 
Community Liaison stated that the staffing concerns were being discussed in QAPI, and this prompted the 
discussion to move the residents with tracheostomies. Review of the facility's QAPI meeting PowerPoint 
presentations, dated 3/2025 and 6/2025, revealed no documentation of meeting minutes were associated, to 
indicate what was discussed concerning what was presented. Further review revealed on the PowerPoint 
presentations, dated 5/2025 and 6/2025, revealed an Area of Focus that documented: Acuity: Acuity-based 
room changes to ensure the safest, most effective care environment for all residents, supporting clinical 
needs & promoting quality outcomes. There was no documentation provided by the facility, or that could be 
found in the medical records, to show these room changes were attempted for more effective care, to 
attempt to meet their needs, prior to the transfer of the residents with tracheostomies. During an interview on 
7/29/25 at 3:00 PM, the Administrator stated the QAPI meeting PowerPoint presentations reflected data 
collected from different departments of the facility for each meeting held. The Administrator stated there were 
copies of the PowerPoint presentations that were shown during the meetings. However, there were no 
meeting minutes that reflected what the facility was going to do with the data presented in the presentations. 
When asked to present any documentation from Leadership which documented any planning for staffing 
concerns, Leadership presented a QAPI Follow-Up Summary: Acuity Management - Trach [Tracheostomy] 
Resident Transfers from PEC to PTC, dated 3/28/25, which revealed: - . During recent QAPI discussions, it 
was noted that Polaris Extended Care (PEC) continues to experience challenges related to staffing 
coverage, particularly due to its cottage-style layout, which limits nursing accessibility across units. While 
PEC is fully equipped to provide skilled nursing care, the physical separation of its cottages contributes to 
increased strain on staff, especially when managing residents with complex respiratory needs such as 
tracheostomies. Polaris Transitional Care (PTC), by contrast, has a connected-unit layout that allows for 
easier nurse access, cross-coverage, and resource sharing. With stabilized staffing levels at PTC, there is an 
opportunity they are medically stable and meet appropriate criteria. - .Assessment: PEC currently houses 
several trach residents who require intermittent skilled respiratory care but are otherwise clinically stable. 
The physical layout of PEC creates delays in nurse response and limits efficiency in managing high-acuity 
residents during staffing shortages. PTC has available capacity, stable staffing, and physical infrastructure 
more suited for prompt clinical response and skilled oversight of trach residents. - .Recommendation: - 
Identify Candidates: Conduct a focused review of all PEC residents with tracheostomies to determine clinical 
stability and potential for safe transition. - Obtain Consent: Contact resident's families and/or legal guardians 
to obtain informed consent for transfer, ensuring transparency and inclusion in care decisions. - Clinical 
Approval: Ensure clinical approval from PTC nursing leadership prior to any transfer to verify unit readiness, 
appropriateness of placement, and to ensure safe handoff. - Coordinate Transfer: Collaborate with therapy, 
providers, social services, and the admission team to plan and document transfers appropriately. - Care Plan 
Updates: Revised care plans, respiratory protocols, and nursing assignments to reflect updates resident 
location and needs. - Reevaluation Plan: Reevaluate each resident's potential return to PEC if/when staffing 
rations stabilize and that setting and based on ongoing assessment of individual care needs and appropriate 
placement. During an interview on 7/29/25 at 3:50 PM, the Assistant Director stated this QAPI Follow-Up 
Summary, dated 3/28/25, was the only additional documentation leadership could find regarding the planning 
of staffing for the decision to transfer Residents #1, #6, and #9. Review of resident medical records and 
facility-provided documentation, on 7/29/25, revealed the following discrepancies with the a QAPI Follow-Up 
Summary: Acuity Management - Trach [Tracheostomy] Resident Transfers from PEC to PTC, dated 3/28/25, 
presented: 1. Identify Candidates: A focused review of all PEC residents with tracheostomies to determine 
clinical stability and potential for safe transition was not presented by the facility or found in the medical 
records. 2. Obtain consent: Consent for transferring the residents was obtained from guardians on 3/7/25 
and 3/10/25, 18 days prior to the 3/28/25 Follow-Up summary was created. 3. Clinical Approval: This Ensure 
clinical approval from PTC nursing leadership prior to any transfer to verify unit readiness, appropriateness of 
placement, and to ensure safe handoff was not presented by the facility or found in the medical record. 4. 
Coordinate Transfer: The Collaborate with therapy, providers, social services, and the admission team to 
plan and document transfers appropriately was not presented by the facility or found in the medical records. 
5. Care Plan Updates: Review of both facility's care plans and respiratory protocols revealed the following: 
Resident #1 PEC Review of the PEC physician orders revealed the following orders for tracheostomy care, 
date 3/1/25: - Provide trach [tracheostomy] care [every] shift.- Trach Care: Change trach ties daily. Every day 
shift for per protocol.- Trach Care: Check trach placement every 2 hours.- Trach Care: Trach suctioning PRN 
[as needed].- Trach Care: Change trach every 6 weeks.- Trach care: Take pulse TID [three times a day]. 
Review of the PEC physician orders revealed the following orders for tracheostomy care, date 3/3/25: - 03 
Treatment: O2: O2 via [by] trach mask only. Apply PRN to keep O2 [oxygen] Sat [oxygen saturation - how 
much oxygen is in the blood] greater than 90%. Use 2 LPM [liters per minute]; may increase to 4 LPM if 
needed.- Treatment: Change Trach tubing every 2 weeks. Frequency: Duration: x 14 days. Review of 
Resident #1's PEC care plan, which was initiated on 2/20/25 with a next review date of 8/11/25, revealed 
there was a focus problem for Potential for alteration in respiratory function. Has tracheostomy r/t [related to] 
impaired breathing mechanics, anoxic brain damage, persistent vegetative state, chronic respiratory failure 
and had interventions of: - Administer oxygen as ordered;- Assess for [signs and symptoms] of hypoxia [low 
levels of oxygen in the body tissues]: altered level of consciousness, irritability, listlessness [having little or no 
interest in anything], cyanosis [bluish discoloration of the skin, lips, or nails due to a lack of oxygen in the 
blood];- Keep extra trach tube and obturator [an olive-tipped curved rod that is used to guide the outer trach 
cannula and prevent scraping of the tracheal walls while the tube is being inserted] at bedside. If tube is 
coughed out, notify RT [Respiratory Therapy] immediately. If tube cannot be reinserted, monitor for signs of 
respiratory distress. Use pediatric mask over stoma to ventilate. Elevate HOB [head of bed] 45 degrees and 
stay with resident - obtain medical help immediately;- Maintain spare trach at the bedside;- 
Monitor/document respiratory rate, depth and quality. Check and document [every] shift as ordered;- 
Monitor/document/report to MD PRN any [signs and symptoms] of: upper respiratory infection, pneumonia, 
atelectasis [collapse of a lung or part of a lung], decreased cardiac output [where the heart is unable to pump 
enough blood to meet the body's needs], pneumothorax [collapsed lung], SIADH [Syndrome of Inappropriate 
Antidiuretic Hormone - a condition characterized by the excessive secretion of antidiuretic hormone (ADH). 
Symptoms include confusion, seizures, and muscle cramps], decreased renal perfusion [low urine output], 
increased intracranial pressure [pressure that builds up inside the skull], hepatic congestion [diffuse venous 
congestion within the liver];- Tracheostomy care; and- Use Enhanced Barrier Precautions [a set of infection 
control practices designed to reduce the transmission of multi-drug resistant organisms (MDROs)]. PTC 
Review of the PTC physician orders revealed the following orders for tracheostomy care, date 6/3/25: - 
Provide trach care every shift.- Trach Care: Change trach ties daily and as needed.- Trach Care: Check 
trach placement every 2 hours.- Trach Care: Trach suctioning as needed.- Take pulse oximetry [O2 sats] 
every shift for trach care.- Use tracheostomy pad on back of neck every shift for wound prophylaxis 
[prevention].- Trach care info: Type: Bivona, Size: I.D. = 7.0- Treatment: O2: O2 via trach mask only. Apply 
PRN to keep O2 sat greater than 90%. Use 2 LPM. May increase to 4 LPM if needed. 6/4/25:- Trach care: 
Change trach every 6 weeks. (Type: Bivona Size: I.D. = 7.0). 6/5/25:- Humidified mist [moistened oxygen] to 
tracheostomy. Change tubing and chamber kit, trach mask, mask interface adapter and filter every month. 
Review of the PTC care plan, which was initiated on 6/3/25 with a next review date of 9/1/25, revealed there 
was a focus problem Has Tracheostomy [related to] late effects anoxic brain injury and had interventions of: - 
Administer oxygen as ordered;- Assess for [signs and symptoms] of hypoxia: altered level of consciousness, 
irritability, listlessness, cyanosis;- Ensure that trach ties are secured at all times;- Give humidified oxygen as 
prescribed;- Keep extra trach tube and obturator at bedside. If tube is coughed out, notify RT immediately. If 
tube cannot be reinserted, monitor for signs of respiratory distress. Use pediatric mask over stoma to 
ventilate. Elevate HOB [head of bed] 45 degrees and stay with resident - obtain medical help immediately;- 
Maintain spare trach at the bedside;- Monitor for changes in respiratory rate or depth. Observe/document for 
use of accessory muscles. Notify MD of significant changes;- Monitor/document for restlessness, agitation, 
confusion, increased heart rate (Tachycardia), and bradycardia [slow heart rate];- Monitor/document 
respiratory rate, depth, and quality. Check and document [every] shift/as ordered;- Monitor/document/report 
to MD PRN any [signs and symptoms] of: upper respiratory infection, pneumonia, atelectasis, decreased 
cardiac output, pneumothorax, SIADH, decreased renal perfusion, increased intracranial pressure, hepatic 
congestion;- Provide good oral care daily and PRN;- Reassure resident to decrease anxiety;- Suction as 
necessary;- Tracheostomy care;- Use Enhanced Barrier Precautions; and- Use standard precautions. Assist 
with coughing as needed. Further review of Resident #1's PTC care plan revealed no complex respiratory 
care needs, or intermittent skilled respiratory care, as documented on the QAPI Follow-Up summary 
provided by the facility, that was not being provided at PEC. Resident #6 PEC Review of the PEC physician 
orders revealed the following orders for tracheostomy care, date 2/26/25: - Trach Care; Routine trach care 
with suctioning per policy every shift. Every 8 hours and as needed.- Trach care: Check trach placement 
every 2 hours. Review of the PEC physician orders revealed the following orders for tracheostomy care, date 
2/27/25: - Trach care: Change trach ties daily every shift.- Treatment: Change trach every 6 weeks.- Trach 
care: Take Pulse OX TID.- O2: Supplemental oxygen 2 LPM via trach, humidified[.] Frequency: O2 PRN for 
SOB, history of stroke, trach dependent, chronic respirator to maintain SPO2 above 92% and for SOB, 
Dyspnea.- Treatment: Change trach tubing every 2 weeks.- Treatment: Change [trach] inner cannula two 
times a day.- Trach care; Monitor aerosol waterbag [a container with a valve that allows water to be released 
for humidification] every shift; change [ever] 2 weeks (label with initials [and] sate opened). Review of 
Resident #6's PEC care plan, which was initiated on 1/24/25 with a next review date of 10/7/25, revealed 
there was a focus problem At risk for altered breathing pattern and Had Tracheostomy [related to] Impaired 
breathing mechanics. Other contributing factors may include [diagnosis] of CVA [Cerebrovascular Accident - 
stroke] with hemiplegia, Chronic Respiratory failure with interventions of: - Administer oxygen as ordered;- 
Assess for [signs and symptoms] of hypoxia: altered level of consciousness, irritability, listlessness, 
cyanosis;- Keep extra trach tube and obturator at bedside. If tube is coughed out, notify RT immediately. If 
tube cannot be reinserted, monitor for signs of respiratory distress. Use pediatric mask over stoma to 
ventilate. Elevate HOB [head of bed] 45 degrees and stay with resident - obtain medical help immediately;- 
Keep head of bed elevated above 30 degrees unless providing care or resident request;- Maintain spare 
trach at the bedside;- Monitor/document respiratory rate or depth. Observe/document for use of accessory 
muscles. Notify MD or significant changes.- Monitor/document/report to MD PRN any [signs and symptoms] 
of: upper respiratory infection, pneumonia, atelectasis, decreased cardiac output, pneumothorax, SIADH, 
decreased renal perfusion, increased intracranial pressure, hepatic congestion;- Provide good oral care daily 
and PRN;- Trach care as ordered; and- Use Enhanced Barrier Precautions. PTC Review of the PTC 
physician orders revealed the following orders for tracheostomy care, date 6/3/25: - Trach care: Routine 
trach care with suctioning every shift.- Trach care: Change trach ties daily every day shift for per facility 
policy.- Tr[TRUNCATED]
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to: 1) Provide a written notice of transfer/discharge, by the 
facility, at least 30 days before the resident was transferred or discharged for 3 Residents (#'s 1, 6 and 9), 
out of 3 residents reviewed for transfer/discharge; and 2) Ensure the contents of the notice of 
transfer/discharge followed regulation requirements. These failed practices denied the resident and/or 
resident representative appeal rights information that include: 1) The name, address (mailing and email), and 
telephone number of the entity which receives such requests; 2) Information on how to obtain an appeal form 
and assistance in completing the form and submitting the appeal hearing request; 3) The name, address 
(mailing and email) of the State Long-Term Care Ombudsman; and 4) the mailing and email address of the 
Alaska Disability Law Center responsible for the protection and advocacy of individuals with a mental 
disorders. Not providing all required information within the required timeframe violated the resident's right to 
appeal prior to the transfer/discharge if so desired. Findings:30-Day Timeline Requirement Resident #1 
Record review on 7/29/25 revealed Resident #1 was admitted to the facility May 2010 with diagnoses that 
included anoxic brain damage (brain injury that occurs when the brain is deprived of oxygen), persistent 
vegetative state (a chronic disorder in which an individual with severe brain damage appears to be awake 
but shows no evidence of awareness of their surroundings), and chronic respiratory failure (not enough 
oxygen or too much carbon dioxide in the body). Further review revealed Resident #1 had a tracheostomy (a 
surgical procedure that creates an opening in the front of the neck into the trachea to facilitate breathing) and 
was non-communicative. Review of Resident #1's Post-Transfer Notice of Facility-Initiated Transfer, dated 
6/10/25, revealed: . This letter serves as written documentation that you were transferred from Polaris 
Extended Care [PEC] to Polaris Transitional Care [PTC] on June 3, 2025. Although you agreed to the 
transfer March 7, 2025, it was initiated by the facility, and therefore we are required to issue this notice . 
While this letter is being provided after the transfer occurred, we are issuing it now to ensure accurate 
documentation and communication with you and the Long-Term Care Ombudsman. Reason for Transfer: 
This transfer was made to support continuity of care within our organization [and] access to more appropriate 
services. Your Rights: You retain the right to: Appeal the transfer decision. Contact the Long-Term Care 
Ombudsman (907-334-4480) or Alaska Disability Law Center (907-565-1002) for advocacy or concerns. We 
apologize for the delay in issuing this formal notice and remain committed to ensuring your rights and 
well-being are respected at every step of your care . Review of Resident #1's Social Services Note, dated 
3/7/25, revealed: LCSW [licensed clinical social worker] spoke with resident's guardian, [Office of Public 
Advocacy, OPA, Guardian #3] via phone regarding option to move resident from PEC to PTC to provide 24/7 
nursing care for resident's tracheostomy needs. [OPA Guardian #3] verbalized consent for resident to move 
from PEC to PTC. Aforementioned relayed to the care team for coordination of care. Review of Resident #1's 
physician orders revealed an order, dated 6/3/25, May discharge to Polaris Transitional Care Center, which 
was 88 days after it was discussed with the guardian. Resident #6 Record review on 7/29/25 revealed 
Resident #6 was admitted to the facility on [DATE] with diagnoses that included hemiplegia and hemiparesis 
following cerebral infarction affecting left non-dominant side (weakness or paralysis of the left side of the 
body following a stroke) and chronic respiratory failure. Further review revealed Resident #6 had a 
tracheostomy and was non-communicative. Review of Resident #6's Post-Transfer Notice of Facility-Initiated 
Transfer, dated 6/10/25, revealed: . This letter serves as written documentation that you were transferred 
from Polaris Extended Care [PEC] to Polaris Transitional Care [PTC] on June 3, 2025. Although you agreed 
to the transfer March 10, 2025, it was initiated by the facility, and therefore we are required to issue this 
notice . While this letter is being provided after the transfer occurred, we are issuing it now to ensure 
accurate documentation and communication with you and the Long-Term Care Ombudsman. Reason for 
Transfer: This transfer was made to support continuity of care within our organization [and] access to more 
appropriate services. Your Rights: You retain the right to: Appeal the transfer decision. Contact the 
Long-Term Care Ombudsman (907-334-4480) or Alaska Disability Law Center (907-565-1002) for advocacy 
or concerns. We apologize for the delay in issuing this formal notice and remain committed to ensuring your 
rights and well-being are respected at every step of your care . Review of Resident #6's Social Services 
Note, dated 3/7/25, revealed: LCSW attempted phone contact with resident's daughters/co-guardians . 
regarding option to move resident from PEC to PTC to provide 24/7 nursing care for resident's tracheostomy 
needs. No answer . Review of Resident #6's Social Services Note, dated 3/10/25, revealed: LCSW spoke 
with resident's daughter/guardian . and discussed option of resident admitting to PTC for 24/7 nursing care of 
resident's tracheostomy. [daughter] verbalized consent for move to PTC. Aforementioned relayed to PEC 
admissions team for coordination of care. Review of Resident #6's physician orders revealed an order, dated 
6/3/25, May discharge to Polaris Transitional Care Center, which was 85 days after it was discussed with the 
guardian. Resident #9 Record review Resident #9 was admitted to the facility on [DATE] with diagnoses that 
included hemiplegia and hemiparesis following cerebral infarction affecting left non-dominant side and 
chronic respiratory failure. Further review revealed Resident #9 had a tracheostomy and was 
non-communicative. Review of Resident #9's Post-Transfer Notice of Facility-Initiated Transfer, dated 
6/10/25, revealed: . This letter serves as written documentation that you were transferred from Polaris 
Extended Care [PEC] to Polaris Transitional Care [PTC] on June 3, 2025. Although you agreed to the 
transfer March 7, 2025, it was initiated by the facility, and therefore we are required to issue this notice . 
While this letter is being provided after the transfer occurred, we are issuing it now to ensure accurate 
documentation and communication with you and the Long-Term Care Ombudsman. Reason for Transfer: 
This transfer was made to support continuity of care within our organization [and] access to more appropriate 
services. Your Rights: You retain the right to: Appeal the transfer decision. Contact the Long-Term Care 
Ombudsman (907-334-4480) or Alaska Disability Law Center (907-565-1002) for advocacy or concerns. We 
apologize for the delay in issuing this formal notice and remain committed to ensuring your rights and 
well-being are respected at every step of your care . Review of Resident #9's Social Services Note, dated 
3/7/25, revealed: LCSW spoke with resident's health care agent . regarding for resident to move from PEC to 
PTC to receive 24/7 nursing care for his tracheostomy needs. [health care agent] verbalized consent for 
resident to move from PEC to PTC. LCSW attempted to discuss possible room move with resident. Resident 
was unable to verbally or nonverbally communicate with LCSW during SW [social worker] visit. All 
aforementioned relayed to the care team for coordination of care. Further review of Resident #9's medical 
record revealed a physician's order, dated 4/3/25, Transfer to Polaris Transitional Care 4/3/25, which was 27 
days after it was discussed with the guardian (and not accurately documented in the transfer notice). Notice 
to The Long-Term Care Ombudsman Review of the Notification of Facility-Initiated Transfer Between 
Campuses letters, dated 6/10/25 and sent to the Long-Term Care Ombudsman's office, revealed: We are 
writing to notify you of a recent facility-initiated transfer involving [Resident #'s 1, 6, and 9 had a separate 
letter with the exact same verbiage]. The transfer occurred between two licensed units within our 
organization - Polaris Extended Care and Polaris Transitional Care . We acknowledge that per CMS 
regulations, a 30-day written notice is required for facility-initiated discharges and transfers. In this instance, 
that process was not completed in advance of the move. We recognize this oversight and want to affirm our 
commitment to adhering to all CMS and state requirements moving forward, including the timely issuance of 
proper notifications . Facility Correction During an interview on 7/29/25 at 10:45 AM, Regional 
Representative #3 stated that after Resident #'s 1, 6, and 9 were transferred to Polaris Transitional Care, 
facility leadership became aware that the 30-day notice to the residents and/or resident representatives did 
not get completed. On 6/10/25, notification letters were sent to the resident representatives and the State of 
Alaska Long-Term Care Ombudsman office was made aware of the oversight. Regional Representative #3 
further stated that the previous facility Administrator was re-educated on the proper notification requirements 
so the oversight would not happen again. During an interview on 7/29/25 at 3:50 PM, when asked what the 
date of the Administrator's re-education was, the Director of Community Liaison stated it was completed on 
6/10/25. Review of the facility policy Resident Rights and Responsibilities, revised on 4/2025, revealed: . The 
facility will inform the resident of their rights and responsibilities in a language that is both clear and 
understandable to the resident . Review of the facility-provided Nursing Home Residents' Rights, a hand-out 
that was in the facility's admission packet and undated, revealed: Residents of nursing homes have rights 
that are guaranteed by the federal Nursing Home Reform Law. The law requires nursing homes to ‘promote 
and protect the rights of each resident' . Rights During Discharge/Transfer: Right to appeal the proposed 
transfer or discharge and not be discharged while an appeal is pending. Receive 30-day written notice of 
discharge or transfer that includes: the reason; the effective date; the location going to; appeal rights and 
process for filing an appeal; and the name and contact information for the long-term care ombudsman . 
Review of the facility policy Criteria for Transfer and Discharge, revised on 4/2025, revealed: . When the 
Facility transfers or discharges a resident, the Facility shall ensure that the transfer or discharge is 
documented in the resident's medical record . Procedure .Prior to transfer or discharge, the Facility shall 
notify the resident and the resident's representative of the transfer or discharge and the reason for the 
transfer or discharge in writing in a language and manner they understand. The facility shall send a copy of 
the notice to the State Long-Term Care Ombudsman. The notice shall be made at least 30 days before the 
resident is transferred or discharged or as soon as practicable before the transfer or discharge when: The 
safety or health of individuals in the facility would be endangered; the resident's health improves to allow a 
more immediate transfer or discharge; An immediate transfer or discharge is required by the resident's 
urgent needs; or A resident has not resided in the facility for 30 days. Content of Transfer/Discharge Notice 
Record review on 7/29/25 revealed the Post-Transfer Notice of Facility-Initiated Transfer, dated 6/10/25 and 
sent to Resident #'s 1, 6, and 9 and their representatives, failed to include: 1) The name, address (mailing 
and email), and telephone number of the entity which receives such requests; 2) Information on how to 
obtain an appeal form and assistance in completing the form and submitting the appeal hearing request; 3) 
The name, address (mailing and email) of the State Long-Term Care Ombudsman; and 4) the mailing and 
email address of the Alaska Disability Law Center responsible for the protection and advocacy of individuals 
with a mental disorders. Review of the facility policy Criteria for Transfer and Discharge, revised 5/2025, 
revealed: . Prior to the transfer or discharge, the Facility shall notify the resident and the resident's 
representative of the transfer or discharge and the reason for the transfer or discharge in a language and 
manner they understand . The notice shall include the following: The reason for the transfer or discharge; 
The effective date of transfer or discharge; The location to which the resident is transferred or discharged ; a 
statement of the resident's appeal rights, including the name, address (mailing and email), and entity which 
receives the requests; Information on how to obtain an appeal form and assistance in completing and 
submitting this hearing request; Name, address (mailing and email) and telephone number of the Office of 
the State Long-Term Care Ombudsman; Provide the agency name, address (mailing and email) for residents 
with special needs (e.g., agency for protection/advocacy for individuals with intellectual and developmental 
disabilities or agency for protection/advocacy for individuals with mental disorders or related disabilities) .
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