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F 0623

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

37620

Based on record review and staff interview, the facility failed to provide the resident or the resident's 
representative a written notice of transfer for 5 of 5 sampled residents (Resident #3, #5, #10, #23, and #28) 
transferred to the hospital. Failure to provide a written copy of the transfer notice does not allow the resident 
and/or their representative to make an informed decision regarding their rights.

Findings include: 

Review of Resident #3, #5, #10, #23, and #28's medical records occurred on all days of survey and identified 
the following hospital transfers:

* Resident #3: 10/27/23 and 05/07/24. 

* Resident #5: 08/04/23. 

* Resident #10: 04/05/24 and 04/26/24. 

* Resident #23: 05/03/24. 

* Resident #28: 04/29/24. 

The above residents' medical records lacked evidence the facility provided the resident and/or representative 
with a written transfer notice.

During an interview on 06/18/24 at 2:13 p.m., an administrative staff member (#1) stated the facility does not 
have a Hospital Transfer policy.

During an interview on 06/18/24 at 5:15 p.m., an administrative staff member (#1) confirmed the facility failed 
to complete a hospital transfer for the residents.
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F 0625

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Notify the resident or the resident’s representative in writing how long the nursing home will hold the 
resident’s bed in cases of transfer to a hospital or therapeutic leave.

13101

Based on record review, review of facility policy, and staff interview, the facility failed to provide a bed hold 
notice upon transfer to the hospital for 5 of 5 sampled residents (Resident #3, #5, #10, #23, and #28) 
transferred to the hospital. Failure to provide a bed hold notice does not allow residents or their legal 
representatives to make informed choices regarding their readmission rights. 

Findings include:

Review of the facility policy titled Bed Hold occurred on 06/19/24. This policy, dated 04/17/24, stated, It is the 
policy of this facility to provide written information to the resident and/or the resident representative regarding 
bed hold policies prior to transferring a resident to the hospital .

Review of Resident #3, #5, #10, #23, and #28's medical records occurred on all days of survey and identified 
the following hospital transfers:

* Resident #3: 10/27/23 and 05/07/24.

* Resident #5: 08/04/23.

* Resident #10: 04/05/24 and 04/26/24.

* Resident #23: 05/03/24.

* Resident #28: 04/29/24. 

The above residents' medical records lacked evidence the facility provided the resident and/or representative 
with a written bed hold notice.

During an interview on 06/18/24 at 5:15 p.m., an administrative staff member (#1) stated they were unable to 
find written bed hold notices for the residents.
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F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37620

Based on record review, review of facility policy, and staff interview, the facility failed to review and revise the 
care plan for 1 of 12 sampled residents (Resident #3). Failure to review and revise the care plan limited 
staff's ability to communicate needs, ensure continuity of care, and may negatively impact the care provided 
to the resident. 

Findings include:

Review of the facility policy titled Comprehensive Care Plans occurred on 06/19/24. This policy, dated 
11/08/22, stated, . The comprehensive care plan will be reviewed and revised by the interdisciplinary team 
after each comprehensive and quarterly MDS [Minimum Data Set] assessment.

Review of Resident #3's medical record occurred on all days of survey. A progress note, dated 04/07/24 at 
11:04 a m., stated, Foley Cath [catheter] removed at 5 a.m. A quarterly MDS, dated [DATE], identified no 
Foley catheter, maximum assist required for transfers, not toileted, and no ambulation attempted. 

The current care plan identified Resident #3 had a Foley catheter and ambulated independently. 

During an interview on 06/19/24 at 5:01 p.m., an administrative staff member (#1) confirmed the facility failed 
to update Resident #3's care plan regarding removal of the Foley catheter and ambulation status.
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