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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to promote independence and autonomy with 
toileting by neglecting to utilize an available room with a functioning toilet for 1 (R40) of 3 residents reviewed 
for reasonable accommodation of needs/preferences in a sample of 46. Findings include:R40's admission 
Record documented an admission date to the facility on 7/7/25 and included diagnoses of Alzheimer's 
disease, dementia, anxiety disorder, and cognitive communication deficit. R40's Minimum Data Set (MDS) 
dated [DATE] documented a Brief Interview for Mental Status (BIMS) score of 99, indicating the BIMS 
assessment was unable to be completed. On 9/22/25 at 4:00 PM, V36 (Family Member) stated the bathroom 
in R40's room did not work from the time she was admitted there in early July of 2025. V36 stated R40 was 
able to take herself to the bathroom when she needed to go, but since the restroom was out of order in her 
room she would get confused and urinate in odd places. V36 stated she had urinated in laundry baskets, in 
the floor, and in trashcans while residing in that room. V36 stated since being moved to another room with a 
properly functioning toilet she has not gotten any reports of R40 urinating in inappropriate places. On 9/24/25 
at 4:28 PM, V20 (Certified Nursing Assistant/CNA) stated R40 previously resided on South Hall. R40's 
previous room was observed on this date and time to be empty, but the attached [NAME] and Jill bathroom 
was observed to have the door closed with a locked padlock in place. This bathroom was shared with the 
room next to R40's, which was also empty on this date and time. V20 stated when R40 resided in this room, 
she would at times use the communal bathrooms down the hallway, but she would get lost or confused trying 
to find them and staff would have to show her to the communal bathroom. Surveyors noted two communal 
bathrooms on the South Hall that each had a shower stall and toilet/sink. On 9/25/25 at 9:49 AM, V2 
(Director of Nursing) stated the residents that previously resided in the room next to R40's, where the shared 
bathroom was located, were dependent on staff for transfers and care, so they did not independently get up 
to use that restroom. In addition, R40's roommate was also dependent for care and didn't independently use 
that restroom. V2 stated R40 could get up to use the restroom but when that toilet stopped working and 
when R40 got covid, V2 talked to R40's family about using a bedside commode so she could remain close to 
the nurse's station and V2 said family was agreeable to that. V2 stated she did not have any knowledge of 
R40 being incontinent in inappropriate places. V2 stated she didn't think about moving the resident to a room 
with a working bathroom because she wanted to keep R40 close to the nurse's station. V2 stated R40 was in 
the room with a nonfunctioning toilet from admission until she was moved recently. Progress note dated 
9/16/25 at 11:02 AM, documents Contacted (Name of family) informed that (R40) is being moved to North 
Hall (room number). She only asked that all her belongings be moved with her. No other concerns. On 
9/25/25 at 9:43 AM, the shared restroom attached to R40's previous room was observed to have a clogged 
toilet. V6 (Maintenance Director) stated the bathroom toilet wasn't working and thinks it had not been 
functional since sometime in July due to a previous resident stuffing paper towels down it. V6 stated he plans 
to have the plumbing company look at it when they come to address the plumbing issues in the kitchen. On 
9/25/25 at 12:09 PM, V20 (CNA) stated when she started working at this facility, which was in the beginning 
of August of 2025, R40 already had a bedside commode in her room. V20 stated R40 would get confused 
because she couldn't use the bathroom in her room and would urinate in the floor. V20 stated R40 urinated 
in the corner of her room one time and R40 used her wig to mop it up. V20 stated R40's bathroom was 
locked due to not functioning properly from the time she started working at this facility until R40 was moved 
to a different room. V20 stated since R40 was moved to a different room with a working bathroom she uses 
the bathroom in her room without any issues and has not urinated or defecated in the floor. On 9/25/25 at 
12:13 PM, V26 (CNA) stated R40 was admitted to the room with the nonfunctioning toilet when she first 
came to the facility. V26 stated R40 had a bedside commode in her room because the bathroom in her room 
was not functioning properly, and the door was padlocked so R40 could not get into it. V26 said R40's room 
was connected to the room next door via a shared bathroom. V26 stated the bathroom door on R40's side 
was locked so she could not enter it from there, but it was not locked on the adjoining side so it could be 
entered from that room. V26 stated at one point, R40 got confused trying to find a bathroom so she went to 
the room next to hers that shared the adjoining bathroom, went into the bathroom and defecated and 
urinated onto a plastic cover that was covering the toilet due to it not being operational. V26 stated R40 also 
defecated in her closet at one point. V26 stated since R40 has been moved to the North Hall with a properly 
functioning bathroom, R40 is using her bathroom properly and has not urinated or defecated on the floor or 
in a closet. R40's Progress Note dated 8/12/25 at 7:42 PM documented under Required Daily Note: Resident 
(R40) compliant with meds today. Up ambulating and redirected back to her w/c (wheelchair). Memory deficit 
keeps her from complying at time. Incontinent of stool and deficated [sic] in her closet this afternoon. Area 
cleaned. Appetite remains poor and fluid intake is encouraged. POC (Plan of Care) continues. R40's 
Progress Note dated 8/31/25 at 6:15 PM documented under Required Daily Note: Resident up ambulating 
independently and redirected numerous times to her w/c . Vision is poor and is unable to determine distance 
and objects until they are up close. Appetite is good today. Fluids encouraged. Assisted to the bathroom as 
she gets lost finding it and unable to see where she is going. No s/sx (signs or symptoms) of pain or 
discomfort. She has been continent of B&B (Bowel and Bladder) today. No signs of distress noted. Assisted 
with all adls (activities of daily living). POC (Plan of Care) continues. R40's Progress Note dated 9/12/25 at 
12:55 PM documented under Required Daily Note: Resident is alert and confused. Redirected multiple times 
today from other residents rooms. Noted resident pilfering through others belongings. Redirected back to her 
room for snacks. Was incontinent of urine x 1 on the floor. Poor eyesight and needs assist with toileting as 
she does not always see the toilet. No signs of pain. BG (Blood Glucose) readings wnl (within normal limits). 
Staff continues to redirect as needed. Staff assist with all adls (activities of daily living). POC (Plan of Care) 
continues. On 9/22/25 at 10:00 AM, V1 (Former Administrator) stated she wasn't aware of R40 urinating in 
the floor and not being able to find the bathroom in the hallway. V1 stated R40 should have probably been 
moved to a room with a properly functioning bathroom. V1 stated there were other open rooms that had a 
properly functioning toilet that she could have been moved to.
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Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is prepared for a 
safe transfer/discharge.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to develop individualized discharge plans that 
incorporated input and preferences from the resident, resident representative, and the interdisciplinary team 
to ensure safe and orderly transfer/discharge planning for 13 (R13, R14, R17, R18, R21, R22, R23, R24, 
R25, R27, R28, R30, and R31) of 27 residents reviewed for transfer and discharge in the sample of 46. This 
failure resulted in R27 and R30 experiencing feelings of upset/worry, sadness, or distress and would cause a 
reasonable person to feel the same emotions when given the news of having to relocate to another facility on 
very short notice. Findings include:On 9/15/25 at 1:35PM, V1 (Former Administrator) provided a list of 
residents still in the facility and stated there were still 19 in house as of this date/time. V1 said they have 
provided the IDPH (Illinois Department of Public Health) regional office a list of those residents that have 
been discharged to date and plan to send weekly updates. V1 said the list includes resident names, the 
location they were transferred to and the date/time they left. V1 stated the facility has plumbing issues that 
need addressed and the kitchen will need to have 3 feet of concrete dug up in order to replace old cast iron 
plumbing that has collapsed. V1 stated other areas of the facility's physical environment need remodeled as 
well, such as paint and flooring in some areas and they also plan to do those repairs while the kitchen 
plumbing is being replaced. V1 stated it's her understanding the facility owner plans to reopen the facility 
after repairs are complete and residents can return after completion. V1 stated the residents that have 
transferred out thus far have all gone to other homes owned by (name of facility's corporation) but they were 
given choices of where they wanted to go. V1 admitted that the facility did not provide written notices, 
however no residents were forced to go somewhere they did not want to go and all that have transferred 
agreed with their new placement. V1 stated the closure is temporary and not an emergency but these repairs 
do need to be done soon, and residents need to go to other facilities for them to complete the repairs. On 
9/15/25 at 2:45 PM, V4 (Ombudsman) stated that he can't remember which day, either late Thursday 
afternoon (9/11/25) or early Friday morning (9/12/25) that residents were being transferred out of the facility. 
V4 said V1 (Former Administrator) told him there were plumbing issues that needed fixed, and it would take 
about 2 months. V4 said that he told V1 that residents need to be given a choice about where they go and 
V1 stated they were giving them choices. V4 was asked if the facility provided him notice of the resident 
transfers or temporary closure, and V4 stated no, the facility did not contact him. V4 stated he got word from 
someone at Adult Protective Services that the facility was transferring people out when they called to inquire 
about a bed opening, so they called V4 to see if he was aware and he was not. V4 stated he was concerned 
the facility may not be following proper procedures for transfers/closure or providing the required notices and 
discharge planning for safe/orderly transfers. On 9/16/25 at 9:31 AM, V1 stated the residents were given a 
choice of corporate sister facilities first, then if they didn't want that they gave options of other facilities that 
are close. 1. R27's admission Record documented an admission date to the facility of 8/6/25 and included 
diagnoses of anxiety disorder and depression. This document lists R27 as her own responsible party, with a 
daughter listed as an emergency contact. R27's Minimum Data Set (MDS) dated [DATE] documented a Brief 
Interview for Mental Status (BIMS) score of 14, indicating R27 is cognitively intact. R27's Care Plan included 
a Focus area of R27 at times presents with moderate sign/symptoms of anxiety, initiated on 8/13/25 with an 
intervention of encouraging R27 to talk about anything that may be on her mind, speak in a calm voice and 
actively listen and offer assistance by asking if there's something staff can do to help. Another Focus Area 
documents R27 at times demonstrates mood distress d/t (due to) depression, initiated on 8/13/25, with 
interventions to aid R27 in decreasing of hopelessness by including her with decision making, provide 
positive feedback, encourage expression of feelings, especially related to area of life outside of R27's control 
and communicate care, empathy, sensitivity and compassion for the resident and what she is going through. 
R27 also has a Focus area documenting she is alert and oriented x (times) 3 and is able to make needs 
known without difficulty, with an intervention to communicate with family/caregivers regarding 
capabilities/needs. R27 has a Focus area that she intends to be short term and return to community with 
support services after receiving therapy 6/8 months with an intervention that SSD (Social Service Director) 
will provide/assist R27 with information and/or applying for community resources/support services. R27's 
Care Plan did not include any updates or revisions to indicate planning for transfer or discharge, including a 
plan for therapy services, to another facility had occurred. A discharge MDS documented R27 was 
discharged from the facility on 8/31/25 for a short-term hospital stay. R27's Progress Notes include the 
following entries:9/3/25 at 3:13PM documented the facility received report from the hospital that R27 would 
be returning.9/3/25 at 6:01PM documented R27 arrived at the facility.9/4/25 at 10:49AM, labeled a Social 
Service Note, documented V1 (Former Administrator) contacted (R27's) daughter to discuss sending a 
referral to a sister facility due to this facility not currently receiving payment for medicaid/medicare. She was 
agreeable to the transfer and would like her to return to this facility when possible.9/5/25 at 10:26AM 
documented Resident left facility with bus driver from (name of sister facility located approximately 20 miles 
east of original facility). All meds (medications) and belongings sent with driver. Narcotics sent with signed 
acknowledgement. Report called to nurse on duty at (sister facility). Review of R27's progress notes and 
medical record show no reproducible evidence of an Interdisciplinary Team (IDT) meeting to discuss 
transfer/discharge options. The medical record does not include evidence of facility staff having any direct 
conversation or discussion with R27 regarding her preferences or options of available locations for transfer. 
R27's Receiving Facility admission Record documented an admission date to the receiving sister facility 
(approximately 20 miles east of the original facility) on 9/5/25 and listed R27 as her own responsible party. 
On 9/16/25 at 4:30 PM, R27 was observed in the new/receiving sister facility and was alert and oriented to 
person, place and time. R27 stated when she was at the original facility, about a week or more ago, she had 
to be sent out to the hospital and was supposed to go back to that facility after being discharged from the 
hospital. R27 said she discharged from the hospital on Wednesday (9/3/25) or Thursday (9/4/25) and went 
back to that facility for a day or so but on Friday (9/5/25) staff there told her she couldn't stay because they 
couldn't take any new admissions, so she had to come here (to the sister facility). R27 said she came here to 
the new facility on the same day she was told about not being able to stay at the previous facility. R27's 
facial expression/emotional affect while discussing these events appeared distressed. When this surveyor 
asked how R27 felt about the news that she would have to move, R27 stated that she felt very rushed and 
felt really anxious about the move because it happened so fast. R27 stated that she is ok now that she is 
here but was stressed at the time. When asked if R27 was given any other reason for her transfer, such as 
plumbing issues or building repairs, she stated there was no explanation as to why she had to leave except 
they couldn't take admissions, and she was considered a new admission since she had been sent out to the 
hospital. This surveyor again clarified that R27 did not come straight to the sister facility from the hospital and 
R27 stated no, she went to the original facility from the hospital, spent one or two nights there, then came 
here Friday (9/5/25). R27 stated she didn't want to go to another facility and just wants to get therapy and go 
back to her home and she didn't know if she was going to get therapy here. On 9/17/25 at 10:20 AM, R27 
was observed in her wheelchair in the foyer area of the facility close to the nurse's station visibly upset and 
crying about wanting to get therapy here and be able to go home. R27 also voiced being upset about the 
pants she was wearing, stating they were not hers. R27 stated she doesn't have all her clothes here and that 
she had new clothes and doesn't know where they are. V15 (Receiving/Sister Facility Administrator) was 
kneeling by R27 and consoling her, offering reassurance that she would go check on her therapy and will 
help make sure they locate any clothes she may be missing. 2. R30's admission Record documented an 
admission date to the facility of 7/24/24 and included diagnoses of anxiety disorder and depression. R30's 
admission Record lists himself as responsible party with V17 (Family Member) listed as POA (Power of 
Attorney)/Healthcare Surrogate. R30's MDS dated [DATE] documented a BIMS score of 10, indicating R30 
has moderate cognitive impairment. R30's Care Plan documented a Focus area that R30 wishes to return 
home when strong enough with an intervention that the facility will provide therapies needed as well as good 
nutrition designed to promote health and healing in order to help R30 meet his goals to go home. R30's Care 
Plan did not include any updates or revisions to indicate planning for transfer or discharge to another facility 
had occurred. R30 also had a Focus area documenting he is alert and oriented x (times) 3 with some 
confusion; he is able to make needs known without difficulty, with interventions to communicate with 
him/family/caregivers regrading resident's capabilities and needs and to discuss concerns about confusion, 
disease process, NH (nursing home) placement with him/family/caregivers. The medical record did not 
include evidence of facility staff having any direct conversation or discussion with R30 regarding his 
preferences or options of available locations for transfer. R30's Care Plan did not include any updates or 
revisions to indicate the interdisciplinary team did any planning for transfer or discharge to another facility. 
R30's Receiving Facility admission Record documented an admission date of 9/11/25 to the receiving/sister 
facility (approximately 20 miles east of the original facility). R30's Progress Note dated 9/10/25 at 11:44AM 
and authored by V5 (Social Service Director/SSD) documented R30 sitting in his room spouse (name) was 
there visiting. Spoke with the both of them no concerns. After visit spouse did come and talk to SSD 
informing that R30 is thinking/wanting to d/c (discharge) back home but stated that she is not able to care for 
him on her own and their home is not set up where he'd be able to manage getting around in his w/c 
(wheelchair). R30's Progress Note dated 9/11/25 at 1:37PM authored by V1 (Former Administrator) 
documented V17 (Family Member) was contacted by this administrator to discuss the need to move 
residents to another facility temporarily to complete the need extensive sewer repairs within the facility. 
Choices of available facilities within the geographical area were offered. V17 chose (name of sister facility 
approximately 20 miles east of original facility). Resident was notified of the move. Psychosocial needs met. 
No emotional distress noted. R30's Progress Note dated 9/11/25 at 6:04PM documented resident left facility 
via facility transportation will (sic) all current medications and belongings. All questions and concerns were 
addressed before leaving facility. On 9/16/25 at 4:20 PM, R30 was observed in the receiving/sister facility 
where he was recently transferred. When asked if R30 was recently transferred here, R30 said yes, he was. 
When asked if R30 received much notice prior to moving & he raised his voice and stated NO! They didn't 
tell me anything! R30 said the facility told him in the morning on Thursday (9/11/25) and moved him out that 
same day and he was not happy about it. R30 stated he was ok with being at the new facility now but was 
not happy about the short notice or having to move. R30 said he thought he had to move due to building 
repairs. On 9/17/25 at 2:35 PM, when this surveyor asked V17 (R30's Family Member) about R30's transfer 
to the sister facility approximately 20 miles away from the original facility, V17 stated I was so darn mad .I 
was there visiting him on Wednesday (9/10/25) and they didn't say anything about it. V17 said then on 
Thursday (9/11/25), she was notified by phone they would be transferring R30 to (name of sister facility). V17 
did not remember being given a reason for the transfer, but said she maybe heard the maintenance man say 
something about gas lines being an issue at some point. V17 said there was no meeting held, or discharge 
planning discussed and no one at the facility went over any options with her. V17 said no one mentioned 
offering to make a referral to the other facility located in the same town (owned by a different corporation). 
V17 said she would have liked that option because she was able to visit R30 every Wednesday, Saturday 
and Sunday at the other facility because she lived close. V17 stated now she won't be able to visit R30 very 
often because she doesn't drive and would catch rides with family and friends, but the facility they transferred 
him to is a lot farther away. V17 stated at the time, R30 was really upset about moving. 3. R31's admission 
Record documented an admission date to the facility of 01/15/25 and included a diagnosis of unspecified 
dementia. This admission Record listed V18 (Family Member) as R31's responsible party/emergency contact 
#1. Other contacts listed included R31's granddaughter. R31's MDS dated [DATE] documented a BIMS 
score of 99, indicating R31 was unable to complete the interview. R31's Care Plan included a Focus area of 
R31 will be long term care with an intervention of making it as much of a home like atmosphere as possible 
to make sure she is comfortable and well taken care of, initiated on 1/15/25. The Care Plan did not include 
any updates or revisions to indicate planning for transfer or discharge to another facility had occurred. R31's 
Progress Notes included an entry on 9/12/25 at 10:25AM by V3 (Assistant Director of Nursing/ADON) that 
documented (granddaughter) was contacted to discuss the need to move residents to another facility in order 
to complete the needed extensive sewer repairs within the facility. Choices of available facilities within the 
geographical area were offered. (Name of granddaughter) chose (name of sister facility approximately 20 
miles south of current facility). Resident was notified of the move. Psychosocial needs met. No emotional 
distress noted. The next progress note entry was dated 9/12/25 at 12:20PM, authored by V3 and 
documented (V2/Director of Nursing-DON) contacted V18 (Family Member) to discuss the need to move 
residents to another facility temporarily in order to complete the needed extensive repairs within the facility. 
Choices of available facilities within the geographical area were offered. V18 chose (name of sister facility 20 
miles east of current facility). Resident was notified of the move. Psychosocial needs met. No emotional 
distress noted. R31's Progress note dated 9/15/25 at 3:09PM documented R31 left the facility via facility 
transportation all belongings sent along with medications, all concerns and questions addressed before 
departing. On 9/17/25 at 2:45 PM, when asked about R31's transfer and if she received any notice, V18 
(Family Member) stated it was real short notice. V18 couldn't remember when but thought maybe the facility 
called to tell her on Wednesday (9/10/25) or Thursday (9/11/25) and then they moved her mom on Monday 
(9/15/25). V18 said they told her there was something going on with the building and residents needed to 
transfer. V18 said they first told her R31 would go to (name of sister facility approximately 20 miles south of 
current facility) but V18 said she told them absolutely not and denied that location, stating she didn't want her 
there. V18 then stated she told them she would just bring R31 home if they send her there, so they offered to 
transfer R31 to (another sister facility approximately 20 miles east of current location). V18 stated there was 
no discharge plan of care discussed, and they only mentioned transferring her mother to other facilities 
(owned by this corporation's name). R31 said they did not offer to make a referral to the other facility that is 
in the same town (different corporation). V18 said she lives in the town where R31 was and so do a lot of her 
family members so they were able to visit frequently, but with R31 being moved to (new town location) it will 
make it more difficult for everyone to visit. V18 said her mother has dementia but moving her so quickly like 
this would have upset her or made her anxious because she needs to be around family. On 9/30 at 3:25PM, 
V3 (ADON) stated she first called R31's granddaughter due to not being able to reach V18 because they 
needed a new contact number for V18. Once they got a hold of V18, she said she wanted R31 to go to 
(sister facility 20 miles east of facility), not (the sister facility 20 miles south). 4. R18's admission Record 
documented an admission date to the facility of 9/26/2024 and lists R18 as her own responsible party. There 
are several contacts listed with two being listed as emergency contacts. One emergency contact is identified 
as next of kin/cousin and the other is listed as a friend. Another person is listed as other with no relationship 
identified. R18's MDS dated [DATE] documented a BIMS score of 99, indicating R18 was unable to complete 
the interview. R18's Care Plan includes a focus area of R18 would like to return to the ALF (assisted living 
facility) she was at once she is strong enough to discharge. At this time, (R18) will be here for long term care. 
The goal documents R18 and her representative will meet with the social worker and nurse quarterly to 
review and update any changes to R18's plans for discharge. The intervention documented to arrange a 
meeting with the family/significant other to discuss what services might be needed and what services are 
available. Review costs, especially those not covered by insurance. Encourage family to express any 
concerns they have well in advance of the tentative discharge date once it is decided R18 is ready for 
discharge. There are no corresponding dates documented to show when this focus area was initiated nor 
any dates to show updates or revisions to indicate planning for transfer or discharge to another facility had 
occurred. R18's Receiving Facility admission Record documents R18 as her own Responsible Party, with the 
same contacts listed as described above. This admission Record lists an admission date to the receiving 
facility of 9/12/25. R18's progress notes dated 9/12/25 at 10:57AM authored by V3 (ADON) documented the 
person listed as Other on R18's admission Record was contacted to discuss the need to move residents to 
another facility temporarily in order to complete the needed extensive sewer repairs within the facility. 
Choices of available facilities within the geographical area were offered. The note further stated the person 
listed as other chose (name of sister facility approximately 20 miles east of original facility) for R18. Resident 
was notified of the move. Psychosocial needs met. No emotional distress noted. The next progress note 
entry was on 9/12/25 at 1:50PM noting Resident left facility via facility transportation will (sic) all current 
medications and belongings. All questions and concerns were addressed before leaving facility. On 9/30 at 
3:25PM, V3 (ADON) was questioned as to why she called R18's contact listed as other to discuss options for 
R18's transfer as opposed to the friend or cousin listed. V3 stated, she would have just gone down the list of 
contacts in order and if the first person didn't answer, she called the second. V3 was asked if she knew what 
R18's relationship was to the person listed as other and V3 said she wasn't sure who that person was to 
R18. On 9/16/25 at 11:15 AM, R18 was observed in her new/receiving facility and stated she wanted to go 
back home. R18 did not remember the reason for coming to this facility and said she just was told she was 
coming here. When this surveyor asked about the current facility and her move here, R18 said she felt a little 
pressured and told this surveyor It's too big here, I want to go back home. 5. R28's admission Record 
documented an admission date to the facility of 12/21/22 and lists V16 (Family Member/Power of 
Attorney-POA) as her responsible party. R28's MDS dated [DATE] documented a BIMS score of 99, 
indicating R28 was unable to complete the interview. R28's Care Plan included a Focus area of R28 doesn't 
have plans for discharge at this time and will reside at the facility for long term care, with a goal of R28 and 
her representative will meet with the social worker and nurse quarterly to review and update any changes to 
R28's plans for discharge, and a corresponding intervention of, as necessary, meet with the 
resident/representative on a regular basis to discuss discharge plans. Provide the resident with an 
opportunity to express any thoughts or feelings. Address concerns as they arise. There are no corresponding 
dates documented to show when this focus area was initiated nor any dates to show updates or revisions to 
indicate any planning for transfer or discharge to another facility had occurred. R28's Progress Notes have 
an entry dated 9/11/25 at 2:31PM by V1 (Former Administrator) documenting V16 (Family Member/POA) 
was contacted by this administrator to discuss the need to move residents to another facility temporarily in 
order to complete the needed extensive sewer repairs within the facility. Choices of available facilities. V16 
chose (name of sister facility approximately 20 miles east of current location). Resident was notified of the 
move. Psychosocial needs met. No emotional distress noted. The next entry on 9/11/25 at 6:03PM 
documented resident left facility via facility transportation will (sic) all current medications and belongings. All 
questions and concerns were addressed before leaving facility. On 9/17/25 at 1:50 PM, V16 (Family 
Member/POA) stated he is R28's POA but he also has a sister (R29) still at the facility and his brother is her 
POA. V16 stated both he and his brother are local to the facility and were able to visit frequently. V16 said 
R28's transfer to (sister facility approximately 20 miles east of this facility) was a giant inconvenience for 
everyone and they had very, very short notice. V16 said he thinks the facility called him Thursday 9/11/25 
and said his mother was being transferred that day. V16 said he wasn't given a 30-day written notice or 
discharge plan for his mother. V16 said he thinks the staff at the facility were given short notice too and he 
felt bad for them. V16 said options weren't discussed with him regarding different places his mother could go, 
they only mentioned (name of sister facility approximately 20 miles east of this facility) but out of the other 
facility locations owned by the corporation, that would have been his choice anyway. V16 said on Monday 
9/15/25, they had a very long meeting at the facility about the transfers. In attendance were him, his brother, 
his sister (R29) and V1 (Former Administrator). V16 said V1 told them the building needed repairs, and they 
can't have anyone in there during that time, so corporate told them they needed to get everyone out and 
repairs would take about 2-3 months to resolve. V16 said they were told deep cleaning and painting would 
also be done along with the repairs. V16 said his sister (R29) was not happy about having to transfer, saying 
she's very upset about it because V16 takes care of R29's dog at his home, so he comes to get R29 often to 
take her home to visit with her dog. V16 said the facility was saying there weren't any more rooms at the 
facility where his mother went, and R29 didn't want to go to their other facilities they suggested because they 
were far/not in convenient locations and she wouldn't be able to visit her dog as often, so now he and his 
brother are trying to find R29 somewhere closer to go, maybe an assisted living in the same town, if they can 
figure out the payment. V16 said the facility keeps saying they are going to move everyone back, but who 
knows. If so, V16 will be insistent that they bring R28 back. V16 said his mother has dementia but she has 
always been a pretty accommodating person so the move probably wouldn't have bothered her too much. 6. 
R23's admission Record documented an admission date of 7/29/25 and included diagnoses of unspecified 
dementia and bipolar disorder. This admission Record lists V32 (Family Member) as R23's responsible 
party/guardian. R23's MDS dated [DATE] documented a BIMS score of 15, indicating R23 is cognitively 
intact. R23's Care plan included a Focus area of resident does not have discharge plans. (V32) reported R23 
will be a LTC (long term care) resident. The goal listed documents family will keep SSD informed of any 
changes with discharge potential or plans and the intervention listed states SSD will assist resident/family 
with information and support services as requested. There are no corresponding dates documented to show 
when this focus area was initiated nor any dates to show updates or revisions to indicate any planning for 
transfer or discharge to another facility had occurred. R23's Progress Notes include the following entries:On 
9/11/25 at 7:43AM authored by V1 documented R23's POA (V32) was contacted by the DON to discuss the 
need to move residents to another facility temporarily in order to complete the needed extensive sewer 
repairs within the facility. Choices of available facilities within the geographical area were offered. (V32) 
chose (name of sister facility approximately 20 miles east of current location). R23 was notified of the move. 
Psychosocial needs were met. No emotional distress noted. The next entry is dated 9/11/25 at 8:20AM by V2 
(DON) and documents resident and family notified of transfer to (name of sister facility approximately 20 
miles east of current location) and agreeable for transfer, MD (medical doctor) notified and is agreeable with 
transfer. The next entry is dated 9/11/25 at 11:08AM and documents resident is to transfer to (name of sister 
facility approximately 20 miles east of current location), report called. Resident is to transport with family. On 
9/11/25 at 11:25AM, V2 documented resident belongings and medications were sent with family for 
transportation, all questions and concerns were addressed prior to leaving, resident was in good spirits when 
leaving facility. On 9/11/25 at 11:34AM, resident has left the facility transported by his daughter. On 9/16/25 
at 4:00 PM, R23 was observed in his wheelchair in the new facility. When asked how his move here went 
and if he had much notice, R23 stated he barely got any notice at all before having to leave the other facility 
and didn't receive anything in writing. R23 said he was told he needed to leave the same day they shipped 
him out. R23 said they packed up his bags and put them in the van to come here. R23 said they told him it 
was because of plumbing issues. R23 said choices of places to go weren't given to him, they just told him he 
was coming here. R23 said if he had been asked about where he would want to go, he might have wanted to 
look at (name of facility in another town/different corporation) because that's where he grew up, but he is ok 
being here now. 7. R25's admission Record documents admission to the facility on 5/31/25 and included 
diagnoses of schizoaffective disorder and depression. R25's admission Record also documents she has a 
POA. R25's MDS dated [DATE] documented a BIMS score of 06, indicating severe cognitive impairment. 
R25's Care Plan includes a Focus area documenting she will display signs/symptoms of depression/anxiety 
with an intervention of encourage her to express her feelings. R25's Care Plan also has a Focus area 
documenting she has impaired cognitive function and impaired thought processes; she is able to make most 
needs known without difficulty at this time, with corresponding interventions of communicate with the 
resident/family/caregivers regarding resident capabilities and needs, discuss concerns about confusion, 
disease process, NH placement with the resident/family/caregivers, and keep her routine consistent and try 
to provide consistent caregivers as much as possible in order to decrease confusion. Review of the entire 
Care Plan revealed no Focus area for transfer/discharge and no dates of initiation on the focus areas or 
interventions. R25's Progress Notes include an entry by V1 (Former Administrator) dated 9/11/25 at 5:15PM 
documenting that R25's POA was contacted by this administrator to discuss the need to move residents to 
another facility temporarily in order to complete the needed extensive sewer repairs within the facility. 
Choices of available facilities within the geographical area were offered. R25's POA chose (name of sister 
facility approximately 20 miles east of current location). Resident was notified of the move. Psychosocial 
needs met. No emotional distress noted. A Progress Note entry on 9/12/25 at 1:59PM documents R25 left 
the facility via facility transportation will (sic) all current medications and belongings. All questions and 
concerns were addressed before leaving the facility. On 9/16/25 at 4:15 PM, R25 was observed in the dining 
room of the new facility. R25 appeared alert to person and was able to recall being transferred to this new 
facility. When asked about her move, R25 stated she was just verbally told she was moving the same day 
she left and didn't get a 30-day notice or anything in writing. R25 stated they packed my bags and away we 
went. R25 said they told her it was because the building needed work, but no one told her it was an 
emergency. R25 said she doesn't remember having any kind of meeting for discharge planning. 8. R24's 
admission Record documented admission to the facility on 2/23/22 and included diagnoses of generalized 
anxiety disorder and unspecified intellectual disabilities. This admission Record also lists V30 (Family 
Member) as R24's guardian/responsible party. R24's MDS dated [DATE] documented a BIMS score of 2, 
indicating severe cognitive impairment. R24's Care Plan includes a Focus area of R24 doesn't have plans for 
discharge and will reside at the facility for long term care, with an intervention documenting as necessary, 
meet with the resident/representative on a regular basis to discuss discharge plans. Provide the resident with 
an opportunity to express any thoughts or feelings. Address concerns as they arise. This focus area and 
intervention were initiated on 3/18/25 with no updates or revisions to indicate the interdisciplinary team did 
any planning for transfer or discharge to another facility. Another Focus area initiated on 3/9/22 documents 
R24 has impaired cognitive function and impaired thought processes r/t (related to) dx (diagnosis) MR 
(mental retardation) with interventions of discuss concerns about confusion, disease process, NH placement 
with the resident/family/caregivers, R24 needs assistance with all decision making, and keep his routine 
consistent to try and provide consistent caregivers as much as possible in order to decrease confusion. 
R24's Progress Notes include an entry on Sunday 9/14/25 at 9:00AM authored by V31 (MDS/Care Plan 
Coordinator) documenting spoke with POA (V30) and discussed the need to move residents to another 
facility temporarily in order to complete the needed extensive sewer repairs within the facility. Choices of 
available facilities
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide residents and/or their representatives timely written 
notification of the reason for transfer out of the facility and failed provide notice to the Ombudsman of 
resident transfers for 9 (R21, R22, R23, R24, R25, R27, R28, R30, R31) of 9 residents reviewed for 
discharge process in the sample of 45. On 9/15/25 at 1:35PM, V1 (Former Administrator) provided a list of 
residents still in the facility and stated there were still 19 in house as of this date/time. V1 said they have 
provided the IDPH (Illinois Department of Public Health) regional office a list of those residents that have 
been discharged to date and plan to send weekly updates. V1 said the list includes resident names, the 
location they were transferred to and the date/time they left. V1 stated the facility has plumbing issues that 
need addressed and the kitchen will need to have 3 feet of concrete dug up in order to replace old cast iron 
plumbing that has collapsed. V1 stated other areas of the facility's physical environment need remodeled as 
well, such as paint and flooring in some areas and they also plan to do those repairs while the kitchen 
plumbing is being replaced. V1 stated it's her understanding the facility owner plans to reopen the facility 
after repairs are complete and residents can return after completion. V1 stated the residents that have 
transferred out thus far have all gone to other homes owned by (name of facility's corporation) but admitted 
that the facility did not provide written notices. V1 stated the facility closure is temporary and not an 
emergency but these repairs do need to be done soon, and residents need to go to other facilities for them to 
complete the repairs.On 9/15/25 at 2:45 PM, V4 (Ombudsman) stated that he can't remember which day, 
either late Thursday afternoon (9/11/25) or early Friday morning (9/12/25) that residents were being 
transferred out of the facility. V4 said V1 (Former Administrator) told him there were plumbing issues that 
needed fixed, and it would take about 2 months. V4 said that he told V1 that residents need to be given a 
choice about where they go and V1 stated they were giving them choices. V4 was asked if the facility 
provided him notice of the resident transfers or temporary closure, and V4 stated no, the facility did not 
contact him. V4 stated he got word from someone at Adult Protective Services that the facility was 
transferring people out when they called to inquire about a bed opening, so they called V4 to see if he was 
aware and he was not. V4 stated he was concerned the facility may not be following proper procedures for 
transfers/closure or providing the required notices and discharge planning for safe/orderly transfers. V4 
confirmed he has not received any written notice of residents being transferred out. 1. R27's admission 
Record documented an admission date to the facility of 8/6/25 and included diagnoses of anxiety disorder 
and depression. This document lists R27 as her own responsible party, with a daughter listed as an 
emergency contact. R27's Minimum Data Set (MDS) dated [DATE] documented a Brief Interview for Mental 
Status (BIMS) score of 14, indicating R27 is cognitively intact. A discharge MDS documented R27 was 
discharged from the facility on 8/31/25 for a short-term hospital stay. R27's Progress Note on 9/4/25 at 
10:49AM, labeled a Social Service Note, documented V1 (Former Administrator) contacted (R27's) daughter 
to discuss sending a referral to a sister facility due to this facility not currently receiving payment for 
medicaid/medicare. She was agreeable to the transfer and would like her to return to this facility when 
possible. On 9/5/25 at 10:26AM documented Resident left facility with bus driver from (name of sister facility 
located approximately 20 miles east of original facility). All meds (medications) and belongings sent with 
driver.Report called to nurse on duty at (sister facility). The medical record does not include evidence of 
facility staff having any direct conversation or discussion with R27 regarding her preferences or options of 
available locations for transfer, nor any evidence that a 30-day written notice of transfer was provided to R27. 
R27's Receiving Facility admission Record documented an admission date to the receiving sister facility 
(approximately 20 miles east of the original facility) on 9/5/25 and also listed R27 as her own responsible 
party. On 9/16/25 at 4:30 PM, R27 was observed in the new/receiving sister facility and was alert and 
oriented to person, place and time. R27 stated when she was at the original facility, about a week or more 
ago, she had to be sent out to the hospital and was supposed to go back to that facility after being 
discharged from the hospital. R27 said she discharged from the hospital on Wednesday (9/3/25) or Thursday 
(9/4/25) and went back to the facility for a day or so but on Friday (9/5/25) staff there told her she couldn't 
stay there because they couldn't take any new admissions, so she had to come here (to the sister facility). 
R27 said she came here to the new facility on the same day she was told about not being able to stay at the 
previous facility. When asked if R27 was given any other reason for her transfer, such as plumbing issues or 
building repairs, she stated there was no explanation as to why she had to leave except they couldn't take 
admissions, and she was considered a new admission since she had been sent out to the hospital. This 
surveyor again clarified that R27 did not come straight to the sister facility from the hospital and R27 stated 
no, she went to the original facility from the hospital, spent one or two nights there, then came here Friday 
(9/5/25). R27 stated she didn't want to go to another facility and just wants to get therapy and go back to her 
home and she didn't know if she was going to get therapy here. R27 stated she did not receive any written 
notice with a reason for transfer and did not receive a 30 notice at all. 2. R30's admission Record 
documented an admission date to the facility of 7/24/24 and included diagnoses of anxiety disorder and 
depression. R30's admission Record lists himself as responsible party with V17 (Family Member) listed as 
POA (Power of Attorney)/Healthcare Surrogate. R30's MDS dated [DATE] documented a BIMS score of 10, 
indicating R30 has moderate cognitive impairment. R30's Receiving Facility admission Record documented 
an admission date of 9/11/25 to the receiving/sister facility (approximately 20 miles east of the original 
facility). R30's Progress Note dated 9/10/25 at 11:44AM and authored by V5 (Social Service Director/SSD) 
documented R30 sitting in his room spouse (name) was there visiting. Spoke with the both of them no 
concerns. After visit spouse did come and talk to SSD informing that R30 is thinking/wanting to d/c 
(discharge) back home but stated that she is not able to care for him on her own and their home is not set up 
where he'd be able to manage getting around in his w/c (wheelchair). R30's Progress Note dated 9/11/25 at 
1:37PM authored by V1 (Former Administrator) documented V17 (Family Member) was contacted by this 
administrator to discuss the need to move residents to another facility temporarily in order to complete the 
need extensive sewer repairs within the facility. Choices of available facilities within the geographical area 
were offered. V17 chose (name of sister facility approximately 20 miles east of original facility). Resident was 
notified of the move. Psychosocial needs met. No emotional distress noted. R30's Progress Note dated 
9/11/25 at 6:04PM documented resident left facility via facility transportation will (sic) all current medications 
and belongings. All questions and concerns were addressed before leaving facility.On 9/16/25 at 4:20 PM, 
R30 was observed in the receiving/sister facility where he was recently transferred. When asked if R30 was 
recently transferred here, R30 said yes, he was. When asked if R30 received much notice prior to moving & 
he raised his voice and stated NO! They didn't tell me anything! R30 said the facility told him in the morning 
on Thursday (9/11/25) and moved him out that same day and he was not happy about it. R30 stated he was 
ok with being at the new facility now but was not happy about the short notice or having to move. R30 said 
he thought he had to move due to building repairs and when asked if he received a 30 day notice in writing 
prior to transfer, R30 said No!. On 9/17/25 at 2:35 PM, when this surveyor asked V17 (R30's Family 
Member) about R30's transfer to the sister facility approximately 20 miles away from the original facility, V17 
stated I was so darn mad .I was there visiting him on Wednesday (9/10/25) and they didn't say anything 
about it. V17 said then on Thursday (9/11/25), she was notified by phone they would be transferring R30 to 
(name of sister facility). V17 did not remember being given a reason for the transfer, but said she maybe 
heard the maintenance man say something about gas lines being an issue at some point. V17 said there 
was no meeting held, or discharge planning discussed and no one at the facility went over any options with 
her. V17 said no one mentioned offering to make a referral to the other facility located in the same town 
(owned by a different corporation). V17 said she would have liked that option because she was able to visit 
R30 every Wednesday, Saturday and Sunday at the other facility because she lived close. V17 stated now 
she won't be able to visit R30 very often because she doesn't drive and would catch rides with family and 
friends, but the facility they transferred him to is a lot farther away. V17 stated at the time, R30 was really 
upset about moving. V17 confirmed she did not receive a 30 day written notice prior to transfer. 3. R31's 
admission Record documented an admission date to the facility of 01/15/25 and included a diagnosis of 
unspecified dementia. This admission Record listed V18 (Family Member) as R31's responsible 
party/emergency contact #1. Other contacts listed included R31's granddaughter. R31's MDS dated [DATE] 
documented a BIMS score of 99, indicating R31 was unable to complete the interview. R31's Progress Notes 
included an entry on 9/12/25 at 10:25AM by V3 (Assistant Director of Nursing/ADON) that documented 
(granddaughter) was contacted to discuss the need to move residents to another facility in order to complete 
the needed extensive sewer repairs within the facility. Choices of available facilities within the geographical 
area were offered. (Name of granddaughter) chose (name of sister facility approximately 20 miles south of 
current facility). Resident was notified of the move. Psychosocial needs met. No emotional distress noted. 
The next progress note entry was dated 9/12/25 at 12:20PM, authored by V3 and documented (V2/Director 
of Nursing-DON) contacted V18 (Family Member) to discuss the need to move residents to another facility 
temporarily in order to complete the needed extensive repairs within the facility. Choices of available facilities 
within the geographical area were offered. V18 chose (name of sister facility 20 miles east of current facility). 
Resident was notified of the move. Psychosocial needs met. No emotional distress noted. R31's Progress 
note dated 9/15/25 at 3:09PM documented R31 left the facility via facility transportation all belongings sent 
along with medications, all concerns and questions addressed before departing. R31's medical record did 
not include evidence that a 30-day written notice of transfer was provided to R31 or V18.On 9/17/25 at 2:45 
PM, when asked about R31's transfer and if she received any notice, V18 (Family Member) stated it was real 
short notice. V18 couldn't remember when but thought maybe the facility called to tell her on Wednesday 
(9/10/25) or Thursday (9/11/25) and then they moved her mom on Monday (9/15/25). V18 said they told her 
there was something going on with the building and residents needed to transfer. V18 said they first told her 
R31 would go to (name of sister facility approximately 20 miles south of current facility) but V18 said she told 
them absolutely not and denied that location, stating she didn't want her there. V18 then stated she told them 
she would just bring R31 home if they send her there, so they offered to transfer R31 to (another sister 
facility approximately 20 miles east of current location). V18 stated there was no discharge plan of care 
discussed, and they only mentioned transferring her mother to other facilities (owned by this corporation's 
name). R31 said they did not offer to make a referral to the other facility that is in the same town (different 
corporation). V18 said she lives in the town where R31 was and so do a lot of her family members so they 
were able to visit frequently, but with R31 being moved to (new town location) it will make it more difficult for 
everyone to visit. V18 said her mother has dementia but moving her so quickly like this would have upset her 
or made her anxious because she needs to be around family. V18 confirmed she did not receive any written 
notice from the facility prior to transferring R31. 4. R28's admission Record documented an admission date 
to the facility of 12/21/22 and lists V16 (Family Member/Power of Attorney-POA) as her responsible party. 
R28's MDS dated [DATE] documented a BIMS score of 99, indicating R28 was unable to complete the 
interview.R28's Progress Notes have an entry dated 9/11/25 at 2:31PM by V1 (Former Administrator) 
documenting V16 (Family Member/POA) was contacted by this administrator to discuss the need to move 
residents to another facility temporarily in order to complete the needed extensive sewer repairs within the 
facility. Choices of available facilities. V16 chose (name of sister facility approximately 20 miles east of 
current location). Resident was notified of the move. Psychosocial needs met. No emotional distress noted. 
The next entry on 9/11/25 at 6:03PM documented resident left facility via facility transportation will (sic) all 
current medications and belongings. All questions and concerns were addressed before leaving facility.R28's 
medical record did not include evidence that a 30-day written notice of transfer was provided to V16.On 
9/17/25 at 1:50 PM, V16 (Family Member/POA) stated he is R28's POA. V16 said R28's transfer to (sister 
facility approximately 20 miles east of this facility) was a giant inconvenience for everyone and they had very, 
very short notice. V16 said he thinks the facility called him Thursday 9/11/25 and said his mother was being 
transferred that day. V16 said he wasn't given a 30-day written notice or discharge plan for his mother. V16 
said he thinks the staff at the facility were given short notice too and he felt bad for them. V16 said on 
Monday 9/15/25, there was a very long meeting at the facility and V1 told them the building needed repairs, 
and they can't have anyone in there during that time, so corporate told them they needed to get everyone out 
and repairs would take about 2-3 months to resolve. V16 said they were told deep cleaning and painting 
would also be done along with the repairs. 5. R23's admission Record documented an admission date of 
7/29/25 and included diagnoses of unspecified dementia and bipolar disorder. This admission Record lists 
V32 (Family Member) as R23's responsible party/guardian. R23's MDS dated [DATE] documented a BIMS 
score of 15, indicating R23 is cognitively intact. R23's Progress Notes include the following entries:On 
9/11/25 at 7:43AM authored by V1 documented R23's POA (V32) was contacted by the DON (Director of 
Nursing) to discuss the need to move residents to another facility temporarily in order to complete the 
needed extensive sewer repairs within the facility. Choices of available facilities within the geographical area 
were offered. (V32) chose (name of sister facility approximately 20 miles east of current location). R23 was 
notified of the move. Psychosocial needs were met. No emotional distress noted. The next entry is dated 
9/11/25 at 8:20AM by V2 (DON) and documents resident and family notified of transfer to (name of sister 
facility approximately 20 miles east of current location) and agreeable for transfer, MD (medical doctor) 
notified and is agreeable with transfer. The next entry is dated 9/11/25 at 11:08AM and documents resident 
is to transfer to (name of sister facility approximately 20 miles east of current location), report called.Resident 
is to transport with family. On 9/11/25 at 11:25AM, V2 documented resident belongings and medications 
were sent with family for transportation, all questions and concerns were addressed prior to leaving, resident 
was in good spirits when leaving facility. On 9/11/25 at 11:34AM, resident has left the facility transported by 
his daughter. R23's medical record shows no reproducible evidence that a 30-day written notice was 
provided to R23 or V32. On 9/16/25 at 4:00 PM, R23 was observed in his wheelchair in the new facility. 
When asked how his move here went and if he had much notice, R23 stated he barely got any notice at all 
before having to leave the other facility and he didn't receive anything in writing. R23 said he was told he 
needed to leave the same day they shipped him out. R23 said they packed up his bags and put them in the 
van to come here. R23 said they told him it was because of plumbing issues. 6. R25's admission Record 
documents admission to the facility on 5/31/25 and included diagnoses of schizoaffective disorder and 
depression. R25's admission Record also documents she has a POA. R25's MDS dated [DATE] documented 
a BIMS score of 06, indicating severe cognitive impairment. R25's Progress Notes include an entry by V1 
(Former Administrator) dated 9/11/25 at 5:15PM documenting that R25's POA was contacted by this 
administrator to discuss the need to move residents to another facility temporarily in order to complete the 
needed extensive sewer repairs within the facility. Choices of available facilities within the geographical area 
were offered. R25's POA chose (name of sister facility approximately 20 miles east of current location). 
Resident was notified of the move. Psychosocial needs met. No emotional distress noted. A Progress Note 
entry on 9/12/25 at 1:59PM documents R25 left the facility via facility transportation will (sic) all current 
medications and belongings. All questions and concerns were addressed before leaving the facility. R25's 
medical record shows no reproducible evidence that a 30-day written notice was provided to R25 or her 
POA. On 9/16/25 at 4:15 PM, R25 was observed in the dining room of the new facility. R25 appeared alert to 
person and was able to recall being transferred to this new facility. When asked about her move, R25 stated 
she was just verbally told she was moving the same day she left and didn't get a 30-day notice or anything in 
writing. R25 stated they packed my bags and away we went. R25 said they told her it was because the 
building needed work, but no one told her it was an emergency. R25 said she doesn't remember having any 
kind of meeting for discharge planning. 7. R24's admission Record documented admission to the facility on 
2/23/22 and included diagnoses of generalized anxiety disorder and unspecified intellectual disabilities. This 
admission Record also lists V30 (Family Member) as R24's guardian/responsible party. R24's MDS dated 
[DATE] documented a BIMS score of 2, indicating severe cognitive impairment. R24's Progress Notes 
include an entry on Sunday 9/14/25 at 9:00AM authored by V31 (MDS/Care Plan Coordinator) documenting 
spoke with POA (V30) and discussed the need to move residents to another facility temporarily in order to 
complete the needed extensive sewer repairs within the facility. Choices of available facilities within the 
geographical area were offered. V30 agreeable to move R24 to either (two towns names listed) facility. 
Informed him that (name of town approximately 20 miles northeast of current facility) does not have an 
available bed at this time. He is agreeable to move him to (name of town approximately 20 miles east). 
Would like to be called so he can follow and learn where facility is located. The next entry documents on 
9/14/25 at 9:15AM, out of facility with (V30) to church services. A progress note entry dated 9/15/25 at 
3:04PM documented R24 left facility via facility transportation all belongings sent along with medications, all 
concerns and questions addressed before departing. R24's medical record did not include evidence that a 
30-day written notice of transfer was provided to V30.On 9/17/25 at 10:27AM, R24 was in his room up in his 
wheelchair at the new facility visiting with V30. V30 stated R24 was at the previous facility for about 3.5 years 
and V30 visited him 3 times per week there. V30 said he only lives about a mile from that facility. V30 stated 
he thought maybe last Thursday 9/11/25 or Friday 9/12/25, someone mentioned R24 would need to move 
because they needed to remodel the facility and fix the sewer system. V30 said he was told it could take 3 
months, then his assumption was that R24 could return there once repairs were finished. V30 said R24 came 
to this current facility on Monday 9/15/25. V30 said he didn't receive much notice and definitely didn't receive 
anything in writing. 8. R21's admission Record documented an admission to the facility on 4/25/25 and lists 
herself as her responsible party, along with two emergency contacts. V34 (Family Member) is listed as 
Emergency Contact #1. R21's MDS dated [DATE] documented a BIMS score of 15, indicating R21 is 
cognitively intact. R21's Progress Notes include an entry by V2 (DON) on 9/11/25 at 2:22PM documenting 
R21's POA, (V34) was contacted by facility administrator to discuss the need to move residents to another 
facility temporarily in order to complete the needed extensive sewer repairs within the facility. Choices of 
available facilities within the geographical area were offered. V34 chose (sister facility located approximately 
20 miles east of this facility). Resident was notified of the move. Psychosocial needs met. No emotional 
distress noted. The next progress note entry on 9/11/25 at 3:30PM by V2 (DON) documented Resident left 
facility via facility transportation with all current medications and belongings. All questions and concerns were 
addressed before leaving facility. R21's medical record did not include evidence that a 30-day written notice 
of transfer was provided to R21.On 9/16/25 at 12:00 PM, R21 was in bed in her room at the new facility 
where she was transferred. R21 was alert and oriented to person, place and time and confirmed that she is 
her own responsible party. When asked about the transfer here, R21 stated she was transferred out the 
same day she was told she needed to move on 9/11/25. R21 said she wasn't given any written notice prior to 
transfer, she was just told her the reason residents needed to transfer was due to repairs needing done at 
the facility and it was her understanding that she could go back there when repairs are done. 9. R22's 
admission Record documented an admission to the facility on 6/9/25 and included a diagnosis of depression. 
R22's admission Record lists herself as responsible party with two family members listed as emergency 
contacts/POA's. R22's MDS dated [DATE] documented a BIMS score of 13, indicating R22 is cognitively 
intact. R22's Progress Notes included an entry dated 9/9/25 at 11:22AM by V5 (SSD) documenting: 
Submitted via email referral to (sister facility approximately 20 miles east of this facility) per Family/DON 
request, with confirmation. On 9/10/25 at 11:51AM by V2 (DON): (Name of sister facility approximately 20 
miles east of this facility) accepted resident, resident will be transferred Saturday (9/13/25) 2pm from (this 
facility) to (sister facility) after scheduled dialysis with (local dialysis provider). On 9/10/25 at 1:48PM by V3 
(ADON): Resident notified of acceptance to (sister facility). Resident agreeable to transfer. POA also notified 
and agreeable to transfer. Transfer set for Saturday 2pm. Nurse on duty notified. On 9/13/25 at 3:01PM: 
Resident transferred to (sister facility) via (sister facility) bus with CNA's (Certified Nurse Assistant).R22's 
medical record did not include evidence that a 30-day written notice of transfer was provided to R22 or family 
members.On 9/16/25 at 12:15 PM, R22 was observed in her room in bed at the new facility. R22 was 
interviewable and stated she arrived to this facility recently and thinks she was given maybe a week's notice 
but she didn't receive anything in writing. R22 stated she is her own responsible party. R22 said she was told 
she needed to transfer because the facility needed to work on the water pipes. R22 said she understood that 
she would be able to go back when the repairs are finished. On 9/17/25 at 11:06 AM, V13 (Chief Executive 
Officer) stated a month or two ago the Local Health Department shut down the facility's kitchen. V13 said 
they considered doing an emergency closure at that time but didn't want to do that to the residents. V13 said 
they couldn't find anything in the regulations stating they were doing anything wrong with transferring 
residents out to other facilities. V13 thought they were doing what was right with the temporary relocation. 
V13 said (name of plumbing company) stated it could be catastrophic if the cast iron plumbing collapsed. 
V13 then stated a different plumbing company (name of company) did the most recent repair work but they 
need to do a full facility evaluation once the residents are out of the building to see the scope of what they 
are dealing with. V13 said there are 19 residents still in house at this time. V13 said the plan is not to 
permanently close the facility and to let residents return once repairs are complete. When discussing 
concerns of the rushed nature of the moves, V13 stated, so what you are saying is we basically should have 
done this as an emergency evacuation. On 9/30/25 at 3:25PM, V3 (ADON) stated she can't remember the 
exact day, but thinks V1 told staff that the residents needed to transfer out of the facility due to repairs during 
a morning meeting maybe a few days to a week before she started making calls to families. V3 said that 
making the calls was more of the last thing they did before transferring residents out.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure a resident's bed was in the lowest position and the fall 
mat was in place on the floor next to the bed for 1 (R42) of 3 residents reviewed for falls in a sample of 46. 
This failure resulted in R42 falling out of a high bed with no floor mat beside the bed and sustaining multiple 
dark purple contusions to her face, neck, wrist, hand, and forearm, swelling to her eye, eyebrow and 
forehead area, along with skin tears to the right forearm and left hand. This past non-compliance occurred 
between 9/1/25 and 9/1/25. Findings include: This past non-compliance occurred between 9/1/25 and 9/1/25.
Findings include:R42's admission Record documented an admission date of 1/5/22 and a discharge date of 
9/3/25 and included diagnoses of dementia, cognitive communication deficit, weakness, unsteadiness on 
feet, chronic pain, and low back pain.R42's Minimum Data Set, dated [DATE] documented a Brief Interview 
of Mental Status (BIMS) of 99, indicating the BIMS assessment was unable to be completed. R42's Care 
Plan documents R42 is a fall risk with interventions including in part, bed alarm while in bed, floor mat next to 
bed and R42 needs a safe environment with even floors free from spills and/or clutter, adequate glare-free 
light, a working and reachable call light, the bed in low position at night, handrails on walls, personal items 
within reach.R42's progress note dated 9/1/25 at 1:20 AM documented Roommate yelled for staff to come 
into the room. Upon entering the room, (R42) was noted lying on the floor beside her bed, face down. Three 
staff assisted (R42) to turn over onto another blanket and she was then lifted back onto the bed. (R42) 
stated, I rolled out of the bed and landed on my face. (R42) had a 4cm (centimeter) straight skin tear on her 
right forearm that was cleansed and closed with steri strips. (R42) had a 6cm by 2cm skin tear on her left 
hand that was cleansed and closed with steri strips. (R42) had a contusion on each side of her forehead, 
larger on right side. Neuro (neurological) checks were initiated. (R42) is alert and able to communicate with 
staff. Pupils are equal and reactive to light. Tongue is midline.R42's progress note dated 9/1/25 at 4:29 AM 
documents Fall mat placed beside bed. Staff reminded to lower bed to lowest position when leaving the room.
R42's progress note dated 9/1/2025 at 3:17 PM documents in part R42's right eye is swollen following her fall.
R42's Risk Management document dated 9/1/2025 at 1:00 AM documents under Nursing Description: 
Roommate called out for staff. Entering the room, (R42) was noted laying facedown on the floor beside her 
bed. Under Description of Action Taken: This nurse was joined by two CNA's (Certified Nursing Assistants) 
and (R42) was rolled onto her back onto another blanket and lifted back into bed. She (R42) was assessed 
for injury. Staff to insure [sic] that bed is in it's [sic] lowest position when leaving the room. Mat placed beside 
bed.On 9/23/25 at 1:14 PM, V22 (Family/POA) stated she received a call from V28 (License Practical 
Nurse/LPN), the nurse that was working when R42 fell, stating R42 had fallen out of bed. V22 stated she 
was told the bed was left in the high position and there was no fall mat beside the bed so R42 had fallen 
directly on the floor, face first, out of a high bed. V22 stated R42 was not taken to the hospital. V22 stated 
V28 told her R42 wasn't that bad but she looks pretty banged up and did not ask her if she wanted R42 sent 
to the hospital for evaluation. V22 stated R42's roommate saw her fall and yelled for help. V22 stated they 
moved R42 to a different facility after this fall because she needed to get her out of that facility before they 
killed her. V22 stated R42 has been less alert and has not acted right since the fall and had some pain in her 
face and head after the fall for several days. V22 provided photographic evidence of R42 after her fall. V22 
confirmed that the time stamp on each photo is correct. V22 stated the photos taken on 9/1/25 were taken at 
(name of facility) and the photos taken on 9/4/25 were taken at the facility R42 was transferred to after her 
fall. On 9/24/25 at 9:54 AM, V29 (CNA) stated she was working the night R42 fell out of bed. V29 stated she 
found R42 laying on the floor beside her bed. V29 stated the bed R42 fell out of was too high, it wasn't in the 
low position. V29 stated she was the only CNA working on that hallway at the time and she must have 
forgotten to put her bed back down to the low position after providing care. V29 stated the fall mat was not 
beside the bed, it was pushed under the bed. V29 stated she was very overwhelmed at that time because 
she was the only CNA on that hallway. V29 stated she was educated on lowering the bed when she is 
finished with care and putting the fall mat in place.On 9/25/25 at 9:25 AM, V28 (LPN) stated she was sitting 
at the nurse's station when a CNA came and got her saying R42 had fallen out of her bed. V2 stated when 
she entered the room R42 was laying directly on floor beside the bed and the bed was in a position that was 
close to the highest position. V28 stated she doesn't remember where the fall mat was, but it wasn't beside 
the bed because R42 fell directly beside her bed and landed on the floor. V28 stated she educated all the 
CNA's on night shift and all the incoming day shift CNA's to put the bed back in the lowest position and to 
have the fall mat in place beside R42's bed. V28 stated she did not hear a bed alarm. V28 stated she was in 
hearing distance of her bed alarm, stated she was about 20 to 30 feet away. V28 stated after the fall, R42 
had contusions on both sides of her forehead. V28 stated she notified V22 (Family Member/POA) and a 
couple hours later she notified the doctor. V28 said V22 told her to see how R42 is doing later to decide if 
she needed to be sent to the hospital. V28 stated R42 was alert and communicating after the fall and her 
neurological checks were within normal range.On 9/24/25 at 3:17 PM, V19 (Medical Director) stated he was 
notified via confidential messaging system at 9:00 AM on 9/1/25 that R42 had rolled out of bed and the family 
requested she was not sent to the emergency room so R42 was not sent to the hospital. R42 was unable to 
be observed due to no longer being a resident at the facility, however photographic evidence dated 9/1/25 
show dark purple contusions noted to the top of R42's right hand, wrist, and forearm. There were also 
Purple/blue contusions to the left side of R42's forehead with a scratch through the middle. R42's right eye 
had different shades of purple all around it and it was swollen shut. The swelling around R42's eye also went 
up into her eyebrow and forehead above the right eye. There was also some dried blood noted to her left 
temple area and on her nose. R42 also had a cut above her right eyebrow. Photographic evidence dated 
9/4/25 shows R42 had different shades of contusions to her entire forehead with a cut on her right eyebrow, 
2 more cuts above her left eyebrow, and one cut on the lateral side of her left eyebrow near her temporal 
area. R42's right eye had dark purple around it and some dark purple running down below here right eye 
onto her cheek. R42's right eyelid was dark purple with dark purple contusions around the right eye and 
running down onto her right cheek. R42 also had dark purple contusions going down from her right cheek 
down the right side of her neck. R42's right eyebrow was also swollen.On 9/22/25 at 10:00 AM, V1 (Former 
Administrator) stated R42's bed should have been lowered when care was finished before the staff left the 
room and the fall mat should have been on the floor beside R42's bed.A facility policy titled Fall Management 
dated 2019 documents under Standards: 3. Safety interventions will be implemented for each resident 
identified at risk using a standard protocol. Prior to the survey date, the facility took the following actions to 
correct the deficient practice:V1 (Former Administrator) held a Quality Assurance and Performance 
Improvement meeting during the interdisciplinary morning meeting on 9/1/25 documenting the following 
corrective measures: 1. Corrective actions will be accomplished for those residents found to be affected by 
the deficient practice: Ensure all fall interventions are in place for R42.2. How will you identify other residents 
having the potential to be affected by the same deficient practice: All residents at risk of falling have the 
potential to be affected by this deficient practice.3. What measures will be put into place or what systemic 
changes will you make to ensure that the deficient practice does not recur: Facility nurse immediately 
educated staff on duty to ensure fall interventions are in place for R42, including fall mats and bed in lowest 
position. Facility immediately conducted a fall investigation with risk management and R42's care plan was 
updated. Inservice documentation noted staff education was completed on 9/1/25. 4. How will you monitor 
the corrective actions to ensure the deficient practice will not recur i.e., what quality assurance program will 
be put into place: Administrator, Director of Nursing, and or designees will do random observations of fall 
interventions in place a minimum of 5 times per week for 4 weeks. Results of the observations will be 
discussed in the Quarterly Quality Assurance meeting times 2 with educational needs discussed as needed 
by the Facility Administrator/Director of Nursing or designee.
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