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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide timely notification to the resident, and if applicable to the resident representative and ombudsman, 
before transfer or discharge, including appeal rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44294

Based on interview and record review, the facility failed to:

1). Provide a written notice of discharge to one of three sampled residents (Resident 1).

2). Provide a copy of the notice of discharge to the Office of the State Long-Term Care Ombudsman (Patient 
Advocate), for one of three sampled residents (Resident 1).

These failures resulted in the resident not knowing the facility where he was going and unaware of his appeal 
rights.

This failure also resulted in the Ombudsman not aware of the resident ' s discharge to another facility.

Findings:

During a review of Resident 1 ' s Admission Record, the Admission Record indicated Resident 1 was 
originally admitted to the facility on [DATE] and was readmitted on [DATE]. Resident 1 ' s diagnoses included 
morbid (severe) obesity and schizophrenia (chronic mental illness that affects how people think, feel, and 
behave)

During a review of Resident 1 ' s History and Physical (H&P), dated 12/11/2024, the H&P indicated Resident 
1 had the capacity to understand and make decisions.

During a review of Resident 1 ' s Minimum Data Set ([MDS], a standardized assessment and care screening 
tool), dated 12/17/24, the MDS indicated Resident 1 was able to understand and be understood by others. 
The MDS indicated Resident 1 required set up assistance with eating, and supervision with oral hygiene, 
toileting hygiene, shower, dressing, and putting on/taking off footwear and maximal assistance with personal 
hygiene.

During an interview on 1/24/2025 at 12:57 p.m. with the Ombudsman, the Ombudsman stated the facility did 
not provide the Ombudsman a copy of the Notice of Discharge when Resident 1 was discharged to a 
different facility (lower level of care) on 12/6/2024.
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During an interview on 1/24/2025 at 1:12 p.m. with Resident 1, Resident 1 stated the Social Services 
Director (SSD) told him (Resident 1) he was going to go another facility for lower level of care. Resident 1 
stated he was not given any documents to sign regarding his discharge.

During a telephone interview on 1/27/2025 at 11:46 a.m. with the Assistant Director of Nursing (ADON), the 
ADON stated Resident 1 ' s Notice of Proposed Transferred/ Discharge was not completed.

During a telephone interview on 1/28/2025 at 2:26 p.m. with the SSD, the SSD stated the Notice of Proposed 
Transfer/ Discharge was not done. The SSD stated the Notice of Proposed Transfer/ Discharge would have 
provided Resident 1 the reasons of the discharge and provided him the information on how to appeal the 
discharge. The SSD stated the facility did not send a copy of the Notice of Proposed Transfer/ Discharge to 
the Ombudsman.

During a review of the facility ' s policy and procedure (P&P) titled, Transfer or Discharge Notice, dated 
3/2021, the P&P indicated a copy of the notice should be sent to the Office of the State Long-Term Care 
Ombudsman at the same time the notice of transfer or discharge was provided to the resident and 
representative.
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