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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46941

Based on document review and interview the facility failed to ensure a written notification of transfer was sent 
to the office of the Ombudsman for long term care for 2 of 2 residents (R1, R13) with the potential to affect all 
residents transferred to the hospital. 

Findings include:

R1's face sheet dated 7/24/24 listed the following diagnoses: chronic respiratory failure with hypoxia (long 
term breathing issues with low blood oxygen), chronic obstructive pulmonary disease (long term narrowing of 
the breathing passages), diabetes, obesity, congestive heart failure (the heart was unable to pump 
efficiently), dysphagia (difficulty swallowing), atrial fibrillation (top two chamber of the heart beat erratically), 
coronary artery disease (narrowing of the veins/arteries in the heart), dependence on supplemental oxygen, 
obstructive sleep apnea (stops breathing for spells of time while sleeping), and peripheral vascular disease 
(the body struggles to return blood from its extremities). 

Progress notes indicated R1 was hospitalized twice on the following dates:

4/10/24 through 4/12/24

5/14/24 through 5/28/24 and went to the emergency department of 6/5/24, and 

R1's medical record lacked evidence a written notification of transfer was sent to the Ombudsman for long 
term care. 

R13's face sheet dated 7/24/2024, listed the following diagnoses: hypertension (high blood pressure), 
unspecified dislocation of right hip (right hip our of hip socket), restless leg syndrome (restless legs), 
presence of right artificial joint (surgical joint replacement) and major depressive disorder (Feeling sad).

Progress notes indicated R13 went to an emergency department on 4/29/24 and was hospitalized on [DATE].

R13's medical record lacked evidence a written notification of transfer was sent to the ombudsman for long 
term care. 
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Facility provided document, referred to as, Hospital Transfer List, indicated list of resident transfers over the 
last six months, and included R1 and R13.

During an interview on 7/23/24 at 1:06 p.m., director of nursing (DON) stated the facility transfer list 
document included the residents R1 and R13. DON stated she did not believe the ombudsman had been 
notified of R1 and R13's transfer to the hospital and she was reviewing the facility policy. 

During an interview on 7/23/24 at 2:04 p.m., DON stated the notice of transfer to ombudsman for R1 and 
R13 had not been done but should have 

During an interview on 7/23/24 at 2:25 p.m., licenses social worker (LSW) stated she had not notified the 
ombudsman for the transfer and hospitalization of R1 and R13. LSW stated the transfers should have been 
sent to the ombudsman upon review of the facility policy. 

Facility provided document, titled, Transfer and Discharge from the facility indicated, copies of notices for 
emergency transfer must also be sent to the ombudsman, and can be done monthly. 
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