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Permit a resident to return to the nursing home after hospitalization or therapeutic leave that exceeds 
bed-hold policy.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32842

Based on interview and record review, the facility failed to accept a cognitively impaired resident back to the 
facility following a transfer to the hospital for evaluation and treatment and failed to adequately document the 
reason for his discharge from the facility in his record for 1 of 3 residents reviewed for appropriate discharge 
(Resident B).

Findings include:

A confidential statement indicated Resident B was admitted to the emergency department at (Name of 
Hospital) after he eloped from the facility into the community. The guardian and the hospital requested for the 
resident to return to the facility for placement upon discharge from the hospital. The facility refused to accept 
the resident back despite issuing a 30-day written notice of involuntary discharge to the guardian and without 
assisting with obtaining alternative placement as was required by the facility. The resident remained at the 
hospital without a medical need to be there and was at risk of experiencing homelessness with nowhere else 
to go. He had diagnoses of a traumatic brain injury and a seizure disorder with frequent seizures and was not 
to be unsupervised in the community. 

Resident B's record was reviewed on 3/21/24 at 11:45 a.m. Diagnoses included, but were not limited to, 
cognitive communication deficit, encephalopathy, epilepsy (seizures), traumatic brain injury, protein-calorie 
malnutrition, difficulty in walking, need for assistance with personal care, and muscle weakness.

The resident's record was reviewed for the reason for his transfer/discharge from the facility and there was 
no documentation from a physician or the facility for a permittable reason why he was permanently 
discharged from the facility. The resident's facesheet indicated he was discharged on [DATE] at 4:26 p.m., to 
(Name of hospital) for behavior problems. The documentation lacked specific information regarding the 
behavior problems.

The facility did not provide a copy of the 30-day discharge notice that was faxed to the resident's 
representative, nor was it found in the resident's record. 
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A document titled, Notice of Transfer or Discharge, dated 3/3/24, was included in the resident's transfer 
packet. The form indicated Resident B was transferred to other facility, which was (Name of hospital). The 
reason for the transfer or discharge indicated it was necessary to meet the resident's welfare and the facility 
was unable to meet the resident's needs. The document lacked specific information related to why the facility 
was unable to meet the resident's needs.

A document titled, Emergency Department [ED] Triage Notes, dated 3/3/24 at 5:50 p.m., indicated the 
resident was brought to the hospital from the extended care facility. The extended care facility indicated he 
had suicidal ideations and aggressive behavior. He had a history of a traumatic brain injury and he was not 
his own guardian. He denied suicidal or homicidal ideations for the Emergency Medical Services and the 
Registered Nurse. He had no aggressive behavior en route to the hospital or in the emergency room (ER). 
He presented to the hospital for a psychiatric evaluation. His past medical diagnoses included, but were not 
limited to, coma, intermittent explosive disorder, seizures, and traumatic brain injury. 

A hospital Social Worker's progress notes, dated 3/3/24 at 8:43 p.m., indicated she spoke to Resident B's 
court appointed guardian, who indicated he lived at the facility since he was released from the hospital on 
2/14/24. The Executive Director (ED) indicated earlier that day she chased the resident a mile down the road 
after he eloped from the facility. The ED indicated the facility was unable to keep him safe and he was a 
threat to other residents. The ED indicated she had faxed a 30-day eviction notice to the resident's court 
appointed Guardian's office on a Sunday night. The hospital Social Worker connected the ED from the 
facility and the resident's court appointed Guardian together to talk. The resident's Guardian indicated the 
facility would not accept him back. The Guardian indicated their legal office would not have received a fax on 
a Sunday night that the facility indicated they sent for the eviction of Resident B. The Guardian indicated the 
facility needed to provide a 30-day written notice for eviction from the facility. The facility would not accept 
the resident back that night. 

A hospital Social Worker's progress notes, dated 3/4/24 at 11:08 a.m., indicated she talked with the Facility 
Liaison, who informed her Resident B busted out a window in his room, escaped from the facility and ran to a 
gas station in town. The resident also had a metal rod in his hand and was threatening staff with it. When the 
hospital Social Worker asked her if the resident was able to return to the facility, the Liaison indicated she 
would need to follow back up with the facility administration. The hospital Social Worker was to follow back 
up with the Liaison that day after 10:30 a.m., rounds.

A hospital Social Worker's progress notes, dated 3/4/24 at 4:30 p.m., indicated the hospital Social Worker 
received a call from the Facility Liaison and they discussed report from the 10:30 a.m. rounds and no safety 
concerns with the resident were present. The Liaison indicated she was following up with the ED and she 
would contact the Social Worker by 3 p.m., that day with a decision. The Hospital Social Worker received a 
text message from the Facility Liaison indicating she was awaiting a response back from the facility ED, so 
she will follow back up with her in the a.m.

(continued on next page)

72155378

06/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

155378 03/22/2024

Signature Healthcare at Parkwood 1001 N Grant St
Lebanon, IN 46052

F 0626

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

A hospital Social Worker's progress notes, dated 3/5/24 at 4:14 p.m., indicated she had contacted the 
Facility Liaison, who indicated that the facility ED declined Resident B's return to the facility. The Facility 
Liaison inquired if the resident had any incidents at the hospital. The hospital Social Worker informed the 
Facility Liaison he was medically ready to discharge and he had only refused labs with no other behavior 
issues. The Facility Liaison indicated she would follow up with the facility ED and provide an update by 10:45 
a.m. The hospital Social Worker contacted the facility Liaison and informed her of the routine return referral, 
but no decision had been made as of yet. The hospital Social Worker submitted 81 silent referrals based on 
the hospitals zip code within a 20 mile radius. 

A hospital Social Worker's progress notes, dated 3/6/24 at 9:20 a.m., indicated the resident was denied 72 
out of 81 silent referrals. 

A hospital Social Worker's progress notes, dated 3/6/24 at 4:20 p.m., indicated the resident was denied 76 
out of 81 silent referrals. The Liaison texted the hospital Social Worker indicating Good afternoon!! Ok sorry 
they ae [sic] in denial of payment and can not take him back unfortunately. I apologize for the delay.

A document titled, History and Physical, dated 3/3/24 at 10:04 p.m., indicated Resident B was brought to the 
hospital after escaping from his extended care facility. He had a court appointed guardian. He did not like the 
conditions of the extended care facility he was living at, so he pulled a knife and demanded to be taken back 
to Indianapolis. Emergency services was called and he was brought to the hospital. The Social Worker 
assessed the resident. His original extended care facility will not accept him back, so the resident was 
admitted for placement. Assessment and plan: Homelessness requiring placement: Since the resident 
brandished a knife and escaped from his old extended care facility, the facility was not willing to take him 
back. He will require placement again. 

A document titled, ED Provider Notes, dated 3/3/24 at 11:17 p.m., indicated the resident was at the extended 
care facility, grabbed a knife and ran off in an attempt to get back to Indianapolis. At 8:28 p.m., the care 
facility at Lebanon would not take him back at that time. At 9:29 p.m., the resident was trying to leave the 
hospital, so he was chemically restrained for his and the staff's safety. The final diagnosis was aggressive 
behavior. 

During an interview on 3/21/24 at 1:15 p.m., the [NAME] President of Clinical Operations (VPCO), Executive 
Director (ED) and Director of Nursing (DON) were in attendance. The ED indicated the resident eloped from 
the facility with supervision of staff until he was returned to the facility. Staff remained within site of the 
resident the entire time he was walking in the community. There was a referral made to (Name of hospital) 
and the ambulance transported the resident to that hospital for an evaluation and treatment. She spoke with 
the resident's Guardian on that date (3/3/24) at approximately 10:30 p.m., indicating to the Guardian she was 
unable to take the resident back at that time because the facility was not able to meet his needs. When the 
VPOC, ED, and DON were informed there was no documentation in the progress notes indicating the 
resident had been transferred to the hospital or discharged , the VPOC indicated the information was 
documented on the change of condition form. When asked why the resident did not return to the facility when 
he was ready to be discharged from the hospital, the ED indicated the hospital never made a referral for the 
facility to take the resident back. The ED indicated as far as they knew he had been admitted to a traumatic 
brain injury center and was no longer at the hospital. 
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During an interview on 3/21/24 at 3:00 p.m., the ED, DON, and VPCO were in attendance. The VPCO 
indicated the facility should have been more descriptive about the incident of the resident exiting the building 
and the reason for the resident's transfer and discharge on the change of condition form.

During an interview on 3/22/24 at 3:17 p.m., the VPCO, ED, DON and Clinical Nurse Consultant were in 
attendance. The ED indicated they had received a referral from (Name of hospital) to accept the resident 
back, but they lost the referral because an inpatient psychiatry facility accepted him prior to them accepting 
him back to the facility. On 3/3/24, they transferred him to the hospital because he was a danger to himself 
and other residents. The ED indicated she faxed a 30-day notice to the Guardian on a Sunday night, after 
they realized the facility was unable to meet his needs. 

A current policy titled Facility Bed-hold dated 9/15/23, provided by the ED on 3/22/24 at 2:32 p.m., indicated 
POLICY STATEMENT: The Facility will notify the resident and/or resident representative of the facility's 
bed-hold policy at admission and anytime a resident is transferred to the hospital or goes out on therapeutic 
leave. The Facility will also notify the resident /and/or resident representative in writing of the reason for 
transfer/discharge to another legally responsible institutional or non-institutional setting and about the 
resident's right to appeal the transfer/discharge. GUIDELINE: 1. The facility's bed-hold policy will be 
discussed with the resident/and/or resident representative and the facility will provide written notice of the 
bed-hold policy: b. Before a resident's transfer to the hospital or for overnight therapeutic leave and included 
in the resident's transfer packet .The facility's Social Worker or Licensed Nurse will document verbal and 
written notification in the medical record. c. In an emergency, 'time of admission' or 'time of transfer' may 
mean up to 24 hours . 3. Regardless of payer source, the facility will impose and/or discontinue a bed-hold 
only with written notice from the resident/and/or resident representative 
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A current policy titled, Transfer/Discharge Notice dated 9/15/23, provided by the ED on 3/21/24 at 12:27 p.m.
, indicated .DEFINITIONS: Transfer and Discharge: Includes movement of a resident to a bed outside of the 
certified facility whether that bed is in the same physical plant or not. Transfer and discharge does not refer 
to movement of a resident to a bed within the same certified facility. Specifically, transfer refers to the 
movement of a resident from a bed in one certified facility to a bed in another certified facility where the 
resident expects to return to the original facility. Discharge refers to the movement of a resident from a bed in 
one certified facility to a bed in another certified facility or other location in the community, when return to the 
original facility is not expected. Emergent Transfers to Acute Care: Residents who are sent emergently to the 
hospital are considered facility-initiated transfers because the resident's return is generally expected. 
GUIDELINE: 1. The facility will permit each resident to remain in the facility, and not transfer or discharge the 
resident from the facility unless: a. The transfer or discharge is necessary for the resident's welfare and the 
resident's needs cannot be met in the facility .c. The safety of individuals in the facility is endangered due to 
the clinical or behavioral status of the resident .2. The facility should document the danger that failure to 
transfer, or discharge would pose in the medical record. DOCUMENTATION: 1. Documentation in the 
resident's medical record should include: a. The basis for the transfer b. The specific resident need(s) that 
cannot be met, the facility attempts to meet the resident need(s). 3. The physician should document in the 
medical record when transfer or discharge is necessary .FACILITY INITIATED DISCHARGE/TRANSFER: 1. 
The facility may decide to discharge/transfer a resident only for the reasons permitted under applicable 
federal and state law, which may include the following: Transferred/discharged for the sake of the resident's 
welfare and the resident's medical needs could not be met by the facility (Requires resident's physician 
documentation in the resident's medical record) . The safety of individuals in the facility would otherwise be 
endangered. (Requires a physician's documentation in the resident's medical record) .7. The facility will 
document the reason for the transfer or discharge in the clinical record .9. Resident transferred emergent to 
an acute care setting will be permitted to return to the facility unless the resident meets one of the criteria 
under which the facility can initiate discharge .EMERGENT TRANSFERS TO ACUTE CARE: 1. Resident 
who are sent emergently to the hospital are considered facility-initiated transfers because the resident's 
return is generally expected. 2. Residents who are sent to the emergency room , will be permitted to return to 
the facility unless the resident meets one of the criteria under which the facility can initiate discharge .4. In 
situations where the facility has decided to discharge the resident while the resident is still hospitalized , the 
facility will send a notice of discharge to the resident and/or resident representative and send a copy of the 
discharge notice to a representative of the Office of the State LTC [Long Term Care] Ombudsman. Notice to 
Ombudsman should occur at the same time the notice of discharge is provided to the resident and/or 
resident representative.
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Ensure each resident must receive and the facility must provide necessary behavioral health care and 
services.

32842

Based on interview and record review, the facility failed to follow up with Psychiatric services to get 
Psychiatric care prior to the resident eloping from the facility and failed to adequately document the 
elopement in the resident's record for 1 of 3 residents reviewed for Psychiatric services (Resident B).

Findings include:

A document titled, Intake Information, dated 3/7/24, provided by the Indiana Department of Health on 3/7/24, 
indicated Resident B was admitted to the emergency department at (Name of Hospital) after he eloped from 
the facility with supervision into the community. He was diagnosed with a traumatic brain injury and a seizure 
disorder with frequent seizures and cannot be unsupervised in the community. 

Resident B's record was reviewed on 3/21/24 at 11:45 a.m. Diagnoses included, but were not limited to, 
cognitive communication deficit, encephalopathy, epilepsy (seizures), traumatic brain injury, protein-calorie 
malnutrition, difficulty in walking, need for assistance with personal care, and muscle weakness.

A nurses note, dated 2/15/24 at 4:54 p.m., indicated Resident B was pacing up and down the hallways 
repetitively asking staff members to open the doors to let him out indicating he was getting out of the facility 
one way or another. He gathered his belongings from his room and started heading towards Maplewood exit 
double doors when RN 6 approached him. He became increasingly agitated indicating he was going to hurt 
anyone that came close to him and prevented him from going to Indianapolis. At one point the resident came 
toward RN 6 with closed fists asking if she was going to let him out of the facility. 911 was called and the 
police indicated they would come back if he hit a staff member or another resident. A new order was 
received for Haloperidol Injection (a medication used to calm an agitated person) one milliliter given in the 
right deltoid muscle. Social Services was to call Neuropsychiatry for a referral.

A social service progress note, dated 2/15/24 at 6:51 p.m., indicated he spoke with the resident's Guardian 
who was agreeable to an inpatient psychiatric treatment stay. A referral was sent to an inpatient psychiatric 
treatment hospital. The intake staff at (Name of inpatient psychiatric hospital) indicated the Psychiatrist had 
reviewed the resident's status and at that time, his admission was being declined due to he did not meet 
inpatient admission criteria. 

A nursing progress note, dated 2/16/24 at 4:12 p.m., indicated the resident had been anxious most of the 
day. a new order to start Lorazepam (a medication used to relieve anxiety) one milligram by mouth twice a 
day as needed. 

A social service progress note dated 3/2/24 at 4:09 p.m., indicated the resident approached the Social 
Service Director (SSD) and indicated he wanted to leave the facility. Upon updating the nursing staff 
regarding the resident's status, the nursing staff indicated the resident had been voicing wanting to leave the 
facility before he spoke to the SSD. 
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The resident had a care plan, dated 2/29/24, which indicated the resident had problems including a history of 
making false allegations, cursing at staff and others, being combative with staff, and exit seeking. The 
approaches included, but were not limited to, 2/16/24--Assist resident away from other residents as needed, 
2/16/24--observe behavior: verbal statements I'm leaving, packing belongings, following visitors closely as 
exiting or pushing on exit doors.

The resident had a care plan dated 2/29/24, which addressed the problem of the resident being at risk for 
elopement due to exit seeking behavior. The approaches included, but were not limited to, 2/16/24--Ensure 
resident was residing in the correct level of care. 

There was no documentation found in Resident B's record to indicate any other Psychiatric hospitals or 
Psychiatric services were contacted to evaluate and treat him for his exit seeking behaviors prior to his 
elopement from the facility on 3/3/24. 

During an interview on 3/21/24 at 1:15 p.m., the [NAME] President of Clinical Operations (VPCO), Executive 
Director (ED) and Director of Nursing (DON) were in attendance. The ED indicated the resident eloped from 
the facility with supervision of staff until he was returned to the facility. Staff remained within site of the 
resident the entire time he was walking in the community. There was a referral made to (Name of hospital) 
and the ambulance transported the resident to that hospital for an evaluation and treatment. The ED was 
asked if there were any other Psychiatric hospitals contacted to take Resident B or if the facility had 
Psychiatric services come into the facility to evaluate the resident when he was exit seeking and aggressive 
because there was no documentation in the resident's record regarding any further attempt to obtain 
Psychiatric services for the resident. The ED indicated she would have to check to verify if there were any 
other Psychiatric services offered to the resident or any other Psychiatric hospitals contacted. The VPCO 
indicated at the start of his exit seeking behaviors, the resident was placed on 15 minute checks and 
remained on them until he was transferred to the hospital on 3/7/24. 

During an interview on 3/22/24 at 3:17 p.m., the ED, DON, VPCO and Clinical Nurse Specialist were in 
attendance. The DON indicated because of Resident B's age, there were no Psychiatric service companies 
who would come to the facility to treat him. The facility was unable to get another Psychiatric hospital to 
admit him for an evaluation. The resident's medical physician was treating his exit seeking behaviors. The 
DON indicated there was no documentation in the resident's record to indicate the number of Psychiatric 
hospitals or Psychiatric service companies the Social Worker contacted trying to get services for him. 
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