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F 0774 Help the resident with transportation to and from laboratory services outside of the facility.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36331
or potential for actual harm
Based on interview and record review, the facility failed to ensure transportation was arranged on 2/11/2025,
Residents Affected - Few for 1 of 4 residents, Resident 1, who had a follow up appointment with the Surgeon regarding the Jackson
Pratt (a surgical suction drain that gently draws fluid from a wound to help recover after surgery) drain.

This failure had the potential to affect the care the resident need post (after) operation, and placed the
resident at risk for complications, like infections.

Findings:

During a review of Resident 1's Admission Record, the Admission Record indicated Resident 1 was admitted
to the facility on [DATE], with diagnoses including encounter for surgical aftercare following surgery on the
digestive system ( the organs that take in food and liquids and break them down into substances that the
body can use for energy, growth, and tissue repair), left bundle branch block (blockage or disruption of
electrical impulses that causes heart to beat) and acute on chronic systolic heart failure (a sudden worsening
of heart failure symptoms in a person who already has a history of systolic heart failure).

During a review of Resident 1's Minimum Data Set (MDS -a resident assessment tool) dated 1/23/2025, the
MDSindicated Resident 1 had clear speech, the ability to express ideas and wants, and clear understanding.
The MDS indicated Resident 1 required partial/moderate assistance (helper does less than half the effort)
with personal hygiene and upper body dressing, and supervision/touching (helper provides verbal cues or
touching) assistance with eating.

During a review of Resident 1's physician order dated 2/6/2025, the physician's order indicated follow up
appointment with the Surgeon regarding the Jackson Pratt drain on 2/11/2025 at 11a.m.

During a review of Resident 1's progress note dated 2/6/2025 at 3:11 p.m., the progress notes indicated the
surgeon's office called the facility with Resident 1's appointment date for 2/11/2025 at 11 a.m. The progress
notes indicated the Social Service Designee (SSD) was made aware for transportation arrangement.

During a review of the SSD's 2/2025 calendar, the calendar did not indicate the requested transportation
arrangement for Resident 1's Surgeon's appointment.

(continued on next page)
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F 0774 During a review of Resident 1's progress note dated 2/11/2025 at 12:12 p.m., the progress notes indicated
Resident 1 was not able to go to the Surgeon'sappointment due to transportation difficulty. The progress

Level of Harm - Minimal harm or notes indicated, the appointment for the removal of the Jackson Pratt drainage system was rescheduled to

potential for actual harm 2/14/2024 at 10 a.m.,

Residents Affected - Few During an interview on 4/2/2025 at 1:30 p.m. with the Social Service Assistant (SSA), the SSA stated her

duties included arranging transportation for Resident 1's doctor appointment. The SSA stated she could not
recall arranging transportation for Resident 1 and was unable to provide documentation indicating
transportation was arranged. The SSA stated Resident 1 could feel unhappy for not able to follow up with his
doctor of his health status.

During a review of the facility's policy and procedure (P&P) titled, Social Services Assistant, undated, the
P&P indicated the Social Services Assistant assists in the transportation needs of the residents.
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