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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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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 a resident is transferred or discharged.

Level of Harm - Minimal harm
or potential for actual harm 37634

Residents Affected - Some Based on interview and record review, the facility failed to ensure 1 (Resident #1) of 1 sampled resident was
able to return to the facility following a hospitalization .

The findings are:

Review of an Admission Record indicated the facility admitted Resident #1 with a diagnosis of Autistic
Disorder.

Review of the Discharge Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of
02/09/2024 revealed Resident #1's cognitive skills for decision making were severely impaired according to
the Staff Assessment for Mental Status.

A review of a Care Plan with a target date of 11/29/2023 indicated Resident #1 and/or his family will receive
the support needed for successful transition into long term care.

A review of a Progress Note dated 02/09/2024 indicated Resident #1 was being transferred by ambulance to
a psychiatric unit for behaviors.

A review of a late entry note dated 02/12/2024 indicated The facility contacted the hospital and informed the
hospital that they would not be taking Resident #1 back into the facility.

On 6/05/24 at 11:31 AM, the Operational Manager indicated there was not a policy for permitting a resident
to return to the facility after hospitalization .

During an interview on 06/05/2024 at 11:32 AM, the Operational Manager indicated the facility had plans on
Resident #1 returning to the facility when he was discharged to the hospital. The Operational Manager
indicated that while Resident #1 was in the hospital the facility decided they could not take care of Resident
#1, and decided not to let him return to the facility on ce it was time for him to return.

During an interview on 06/05/2024 at 1:00 PM, Licensed Practical Nurse (LPN) #1 indicated she never saw
Resident #1 hit anyone. She indicated she didn't think anyone knew how to take care of him because he had
autism.

(continued on next page)

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
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F 0622 During an interview on 06/05/2024 at 1:24 PM, Certified Nursing Assistant (CNA) #2 indicated Resident #2
never harmed anyone, or himself.
Level of Harm - Minimal harm or
potential for actual harm During an interview on 06/05/2024 at 1:39 PM, the Administrator indicated the plan was to try to take
Resident #1 back the day he discharged to the hospital and try to find placement for him. She indicated
Residents Affected - Some within a few days after he went to the hospital, she continued to look for a placement for Resident #1.
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