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Village at St Edward Nrsg Care 3131 Smith Rd
Fairlawn, OH 44333

F 0623

Level of Harm - Potential for 
minimal 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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43061

Based on record review and staff interview, the facility failed to ensure the State Ombudsman was notified of 
resident discharges. This affected one resident (Resident #4) of two residents reviewed for discharge and 
had the potential to affect all 76 residents in the facility.

Findings revealed:

Resident #4's medical record revealed the resident was admitted to the facility on [DATE]. Diagnoses 
included hereditary spastic paraplegia (inherited leg weakness), osteoporosis, joint derangements, major 
depressive disorder, mild cognitive impairment, dysphagia, abnormal involuntary movements, secondary 
scoliosis, malnutrition, cerebral infarction, chronic osteomyelitis, and multiple sclerosis.

Review of progress notes revealed Resident #4's cognition was impaired. Further review found the Resident 
had been discharged to the hospital on 06/08/24 for sepsis and urinary tract infection (UTI), 06/17/24 for UTI, 
07/08/24 for UTI, and 10/22/24 for aspiration pneumonia.

Review of discharge notifications to the Ombudsman revealed the facility did not send notifications for 
January, February, May, June, August, September, October, and November of 2024. Resident #4 was not 
on the list of discharge notifications sent to the Ombudsman for July 2024.

Interview on 12/10/24 at 1:20 P.M. with Licensed Social Worker (LSW) #348 confirmed Resident #4 was not 
on the discharge list for July 2024. 

Interview on 12/10/24 at 1:47 P.M. with the Administrator confirmed Resident #4 was not on the discharge 
lists for her 6/8/24, 6/27/24, 7/8/24 and 12/22/24 discharges to the hospital.

Interview on 12/10/24 at 3:04 PM with LSW #348 confirmed she only sent discharge lists to the Ombudsman 
for the months of March, April, and July 2024. Stated she had been with the facility since May 2023 and 
started doing the discharge lists in March 2024. Stated she just missed the other months.

Review of facility policy titled Transfer/Discharge Notification, undated, asserted a copy of all resident 
discharge notices will be sent to the Office of the State Long Term Care Ombudsman that includes the 
reason for the transfer/discharge.
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