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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to arrange transportation to an acute care hospital for
a scheduled stay prior to a surgical procedure, causing cancellation of the surgical procedure, for 1 of
3 residents reviewed for quality of care and administration/personnel (Resident B).Findings
include:During a telephone interview on 4/7/26 at 11:03 a.m., Resident B's resident representative
indicated the resident had moved to the facility in December 2025. He had a surgical procedure
scheduled to remove his bladder and divert his urinary function to be able to live without tubing
exiting his back for urine drainage. In October of 2025, the surgery had been scheduled to be
performed on 3/31/26. He was to be admitted to the acute care hospital on 3/29/26 to complete a
neurology assessment prior to the surgery on 3/31/26. The hospital had called her on 3/29/26 at 3:40
p.m. and indicated Resident B's bed was ready for him to be transported. She asked them to call the
facility so they could transport him. She had not called the facility to confirm, as she had stressed the
importance in prior conversations with the Director of Nursing (DON) and had been assured that
arrangements were in place. She received a call from the surgeon's office between 8:00 and 8:30 a.m.
on the morning of 3/30/26 and was told the resident was not at the hospital. She had clearly
communicated and confirmed with the DON regarding the need for Resident B to arrive on 3/29/26
and had stressed the importance of these procedures for Resident B. When she received the call the
morning of 3/30/26, she was told by the hospital that they had spoken to the DON and were told the
resident was not transferred on 3/29/26 and was preparing to leave the facility now. The hospital
staff had told the DON to wait until they confirmed his procedures would remain on the schedule. The
facility sent the resident to the hospital, and the resident was eventually returned to the facility due
to the procedures being cancelled because the pre-surgical consultation with the neurologist could
not be completed.A clinical record review for Resident B was completed on 4/7/26 at 10:14 a.m.
Diagnoses included chronic kidney disease, obstructive and reflux uropathy, artificial openings of the
urinary tract, and major depressive disorder.A significant change Minimum Data Set (MDS)
assessment, dated 3/17/26, indicated the resident was cognitively intact and was dependent on staff
for bathing, hygiene, dressing, and transfers. The resident had a urinary catheter.A current health care
plan, revised 3/23/26, indicated Resident B had a communication problem. Interventions included
allowing family support per resident's preference.A current health care plan, dated 1/1/26, indicated
Resident B had a suprapubic catheter related to obstructive uropathy. Interventions included
observing and document for pain or discomfort due to his catheter.A current health care plan, revised
3/23/26, included Resident B had impaired skin integrity and was at risk for altered skin integrity due
to drains to his back. Interventions included to provide appropriate off-loading mattress and to
encourage resident to turn and reposition.A nursing progress note, dated 3/30/26 at 9:31 a.m.,
indicated Resident B had been transported to an acute care hospital for admission for surgery
tomorrow.A nursing progress note, dated 3/30/26 at 4:38 p.m., indicated Resident B had returned to
the facility at this time. A neurology consultation was needed prior to surgery per urology.A review of
the facility scheduling log lacked indication of any appointments on 3/29/26.During an interview on
4/7/26 at 1:08 p.m., the DON indicated Resident B's surgery was scheduled for 3/31/26, and the
(continued on next page)
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hospital wanted him to be admitted on [DATE]. The hospital called on 3/29/26 and indicated the
resident's bed was ready. On 3/26/26, she spoke to the hospital's central scheduling and was clear
with them that the facility would not be able to transport without a specific time due to arrangements
for transport requiring a 24-48 hour notice. The hospital indicated they could not provide a specific
time and would contact the facility when a bed was ready. The DON indicated she told them the
resident had to be transported by stretcher and they would need to know a specific time. The nurse at
the hospital indicated she would put it in the notes. The hospital called the facility and spoke to LPN
4 on 3/29/26 and said his bed was ready. LPN 4 had told the hospital that the facility would not be
able to transport the resident 3/29/26, but that transportation had been set up for 3/30/26. The DON
indicated she had not known the neurology consultation had been set up on 3/29/26 and thought the
consultation was on 3/30/26 since his surgery was scheduled for 3/31/26. She had not realized he
needed to be at the hospital on 3/29/26. The Resident Representative had told her the surgeon
wanted Resident B to see neurology before surgery, and they would call when the bed's ready. She
continued to think it was on that 3/30/26 and had not clarified a day or date with the scheduler or
resident representative when speaking with them. She does not have a memory of the resident
representative saying anything about 3/29/26. The facility staff had called her on 3/29/26 at 11:45
p.m. and said no transport had picked up the resident and taken him to the hospital. The Surgery
Scheduler from the surgeon's office called on 3/30/26 at 8:29 a.m., and said, hey he's not here yet.
She indicated to her not to send the resident until she heard back from her. She called again at 12:03
p.m. and indicated the surgery had been cancelled.During an interview on 4/7/26 at 2:38 p.m., LPN 4
indicated she was unaware that Resident B was supposed to be going out to the hospital on 3/29/26.
There had been no entry in the scheduling log of any appointments for 3/29/26. The hospital had
called the facility the afternoon of 3/29/26 and indicated Resident B's room was ready and provided a
room number. She went to talk to Resident B, and he indicated, No, I'm going on Monday. She called
the hospital back and indicated the facility had not arranged transportation for 3/29/26. She was told
they would make a note and expect him on 3/30/26.During an interview on 4/7/26 at 3:20 p.m.,
Resident B indicated he was very upset about the whole situation. He had been dealing with the tubes
coming out of his back and was looking forward to not having to be so uncomfortable. He believed the
DON knew he was supposed to go to the hospital on 3/29/26 because his Resident Representative
had told him all the arrangements had been made. When he was transferred to the hospital on
3/30/26, he was put into a hospital bed and he was changed into a gown, his wounds were checked
and redressed and he was ready to go. The hospital staff then came in and told him the surgery had
been cancelled because he had not arrived on 3/29/26. He was very disappointed. He was then
transferred back to the facility. He blamed the DON for the cancellation and the need to reschedule his
procedure. He believed it may not be until August. After waiting from October 2025 to now and then
having to wait another lengthy time was so disappointing. The DON had not made the arrangements,
so he had to wait again. She had not even apologized to him.During a telephone interview on 4/8/26
at 9:36 a.m., the Surgery Scheduler from the surgeon's office indicated the admission date for
Resident B had been moved to 3/29/26 after determination that a neurological consultation would be
required prior to the surgical procedures. She had called the facility and the resident representative
on 3/13/26 and informed them of the change in admission date. She had spoken with the DON on
3/18/26 after receiving a call from her to confirm the resident's arrival time. She explained there was
no specific arrival time, but that the hospital would call and let the facility staff know when the bed
was ready. She confirmed with her that the resident needed to arrive on 3/29/26. She could not recall
what was said specifically. She had spoken with LPN 4 on 3/29/26 at around 4:00 p.m., and had
called the facility again at 11:30 p.m., requesting information on the resident's arrival time. She was
told that transport was picking the resident up on 3/30/26 at 9:00 a.m. She spoke with the DON on
3/30/26 around 8:30 a.m. and told her the procedure was cancelled. The DON had not indicated if the
resident had already left the facility. She called the DON again when transport had dropped Resident B
(continued on next page)
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off at the hospital and left. The DON indicated to her that she had called transport and cancelled the
pick-up. Transport had dropped him off at the hospital between 11:00 and 11:30 a.m. They returned to
the hospital to pick up Resident B at 1:42 p.m. to return to the facility. Resident B was to see the
neurologist first thing on 3/30/26. It had been made clear to the DON and the resident representative
that he needed to be admitted 48 hours prior to surgery because it could take 24 hours for neurology
to clear him for surgery.During an interview on 4/8/26 at 10:27 a.m., the DON indicated she had
received a call from the Surgery Scheduler from the surgeon's office at 8:30 a.m., who indicated not to
transport Resident B to the hospital. She had been in the waiting room for a family member's
appointment and sent a text to the facility not to send the resident out until further notice. She had
not called the facility. After the appointment, she went to the facility at 11:00 a.m. and found the
resident had been transferred out to the hospital. She realized at that time that her text message had
not gone through to the facility. The Surgical Scheduler called her again sometime after 12:00 p.m.
and indicated the surgery had been cancelled and would need to be rescheduled. She had since
learned the transport company can arrange quick transport for an extra fee. She had not been aware
this was an option and felt she had no way to arrange for transportation on 3/29/26 without a
specific time. She did not recall talking to the Surgical Scheduler on 3/18/26, but it probably had
happened because she had spoken to her several times. She does not recall being told the date of the
transport being changed to 3/29/26. She indicated after the resident returned, she had attempted to
speak with him and was asked to get out of his room. She had spoken to his resident representative
several times to inform her of status of getting his procedures re-scheduled. A current facility policy,
undated, titled, Resident Transportation, provided by the Administrator on 4/7/26 at 2:40 p.m.,
included the following: Policy: It is the policy of this facility to provide resident centered care that
meets the psychosocial, physical and emotional needs and concerns of the residents. The facility will
assist the resident in making transportation arrangements to and from the source of any needed
service, such as dental visits, or physician visits in the event the resident requires such
assistance.This citation relates to Intake 2972240.410 IAC (Indiana Administrative Code)
16.2-3.1-37(b)
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