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Accura Healthcare of North Platte 2900 West E Street
North Platte, NE 69101

F 0623

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.

Based on record review and interview, the facility failed to provide a written notice of discharge as required to 
1 (Resident 112) of 1 sampled resident or their representative. The facility census was 56.

Findings Are:

A record review of Resident 112's Progress Notes revealed that on 3/2/25, Resident 112 was sent by the 
facility to the emergency department due to adverse behaviors toward another resident. Resident 112 was 
admitted to the hospital due to delirium and hypoxia. 

Further review of Resident 112's Progress Notes revealed that on 3/3/25, the facility notified Resident 112's 
child that the facility would not be admitting the resident back to the facility from the hospital due to the 
potential for putting other residents in harm's way. The notes revealed Resident 112's child voiced 
understanding and declined a bed hold.

A record review of Resident 112's electronic medical records revealed no evidence that a written notice of 
discharge had been given to the resident or the resident representative.

An interview on 4/1/25 at 3:10 PM with the SSD confirmed that a written notice of discharge had not been 
provided to Resident 112 or their representative.
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