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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
closed medical record review, hospital record review, review of a facility investigation, review of the facility 
assessment, policy review, and interview, the facility failed to develop and implement an effective discharge 
planning process focusing on the safety and total care needs of Resident #23 to ensure the resident was 
discharged to a safe location with continuity of care post-discharge. This resulted in Immediate Jeopardy and 
the potential for serious life-threatening harm, injury, and/or death beginning on 08/12/25 when Resident 
#23, who had been admitted to the facility with a known diagnosis of alcohol abuse, was discharged from the 
facility without evidence the resident had a safe location in which to go. Following the resident's discharge, 
on 08/13/25 the facility was notified by an unidentified bystander that Resident #23 wanted the facility 
contacted and Assistant Director of Nursing (ADON) #341 informed the unknown caller Resident #23 would 
have to go to the emergency room. The resident was subsequently admitted to the hospital with diagnoses of 
suicidal ideation and malnutrition. On 09/11/25 at 1:21 P.M., Regional Director of Operations (RDO) #261, 
Licensed Nursing Home Administrator (LNHA) #271, Regional Nurse #264, and the Director of Nursing 
(DON) were notified Immediate Jeopardy began on 08/12/25 when Resident #23 was discharged from the 
facility without proper assessment, without evidence he had a safe location in which to discharge to and 
without evidence of coordination of care to ensure the resident's medical and psychosocial needs were met 
resulting in the resident being hospitalized for malnutrition and suicidal ideation. The Immediate Jeopardy 
was removed on 09/11/25 when the facility implemented the following corrective actions: Resident #23 exited 
the facility on 08/12/25 at 6:45 A.M. He did not return to the facility. On 09/11/25 at 9:00 A.M., LNHA #271 
and the DON were educated on the facility's discharge against medical advice (AMA) and leave of absence 
(LOA) policies. On 09/11/25 at 12:00 P.M., an audit was completed by LNHA #271 of current residents with 
plans to discharge to the community. The audit identified five residents (Residents #16, #42, #101, #114, and 
#122). All five resident's records were audited to ensure discharge planning was in progress and discharge 
plans were accurately recorded in each resident's record. On 09/11/25 at 3:30 P.M., Social Services Director 
(SSD) #312 and LNHA #271 were educated by Regional Director of Clinical Services (RDCS) #263 on 
ensuring support for residents' psychosocial well-being and providing assistance with discharge needs and 
requests. Additional education included SSD #312 will complete new admission care conferences within 72 
hours of admission which will include screening assessments such as the PHQ-9 depression screening tool. 
On 09/11/25, the DON provided education to the facility's interdisciplinary team (IDT) and licensed nurses on 
the facility's policies on discharge AMA and LOA policies. The IDT included LNHA #271, ADON #341, Unit 
Manager (UM) #347, UM #345, SSD #312, Business Office Manager (BOM) #267, Dietary Manager #269, 
Activity Director #270, Therapy Director #315, Housekeeping Supervisor #280, Maintenance Director #219, 
Central Supply Coordinator #205, and Medical Records Coordinator #273. Additionally, 20 Licensed 
Practical Nurses (LPN) and 11 Registered Nurses (RN) were educated. All education was completed on 
09/11/25 by 4:30 P.M. The facility held a Quality Assurance Performance Improvement (QAPI) meeting on 
09/11/25 which included completion of a root cause analysis of the event and development of a plan of 
correction. Participants included Medical Director #450, LNHA #271, DON, RDO #261, RDCS #263, and 
Regional Nurse #264. The QAPI plan was approved by Medical Director #450 and the IDT on 09/11/25 at 
4:30 P.M. On 09/11/25 at 4:45 P.M., Minimum Data Set (MDS) Nurse #343 completed an audit of in-house 
residents with the diagnosis or history of substance abuse or polysubstance abuse. The audit identified six 
in-house residents (Residents #3, #17, #58, #78, #89, and #120) with a substance abuse or polysubstance 
abuse history. On 09/11/25 at 5:00 P.M., the DON provided one-on-one education to Residents #3, #17, #58, 
#78, #89, and #120 on the facility's leave of absences policy. Ad hoc (not scheduled) education will be 
provided on an ongoing basis by RDCS #263 or Regional Nurse #264 for any staff member who is not 
correctly implementing the AMA and/or LOA policies on an as-needed basis. Beginning on 09/11/25, newly 
hired nurses will be trained on the facility's discharge AMA and LOA policies upon hire by the DON or 
designee. Beginning on 09/12/25, the DON or designee will provide education to agency staff nurses on the 
facility's discharge AMA and LOA procedures prior to the agency nurse being able to accept the assignment 
at the facility. Beginning the week of 09/15/25, LNHA #271 or designee will audit weekly discharges for a 
duration of four weeks to ensure documentation supports a safe discharge, including a discharge plan that 
meets the residents' behavioral and psychosocial needs. The results of ongoing audits will be reviewed by 
the facility's QAPI committee to determine if additional audits or education is needed. Beginning on 09/18/25 
at regularly scheduled Utilization Review (UR) meetings, LNHA #271 or designee will discuss upcoming 
resident discharges and safe discharge planning. The weekly UR meetings will be attended by LNHA #271, 
DON, Therapy Director #315, BOM #770 (start date 09/15/25), and MDS Nurse #343. Although the 
Immediate Jeopardy was removed on 09/11/25, the deficiency remained at a Severity Level II (no actual 
harm with potential for more than minimal harm that is not Immediate Jeopardy) as the facility is still in the 
process of implementing their corrective action plan and monitoring to ensure on-going compliance. Findings 
include:Review of the closed medical record for Resident #23 revealed the resident was admitted to the 
facility on [DATE] with diagnoses including chronic obstructive pulmonary disease (COPD), moderate 
protein-calorie malnutrition, anemia, alcohol abuse, hypertensive heart disease, adult failure to thrive, chronic 
viral hepatitis C, osteoarthritis, cutaneous abscess of right lower limb, and multiple myeloma. Emergency 
contacts included a female friend and the resident's sister. The medical record revealed Resident #23 was 
discharged on 08/13/25.An admission note dated 05/22/25 at 6:19 P.M. authored by Licensed Practical 
Nurse (LPN) #221 revealed Resident #23 was admitted to the facility from the hospital via medical transport. 
Review of the physician orders revealed Resident #23's scheduled medications included amlodipine 
(antihypertensive) 10 milligram (mg) daily, Vitamin D3 (supplement) 125 micrograms daily, Folic Acid 
(supplement) one mg daily, magnesium oxide (supplement) 400 mg daily, multivitamin with minerals 
(supplement) one tablet daily, thiamine (supplement) 100 mg daily, Vitamin E (supplement) one tablet daily, 
zinc (supplement) 220 mg daily, Acyclovir (antiviral) 400 mg twice a day, ascorbic acid (supplement) 500 mg 
twice a day, Gabapentin (for nerve pain) 500 mg twice a day and 300 mg once a day, senna (laxative) 8.6 
mg twice a day, and melatonin (for insomnia) three mg at bedtime.A plan of care dated 05/22/25 revealed 
Resident #23 was at risk for falls related to weakness, limited mobility, and COPD. Interventions included 
educating and encouraging Resident #23 to use the ramp when going off a curb, to call for assistance before 
transferring, and food/fluids and personal care items within reach.An order dated 05/22/25 at 8:47 A.M., 
given by Certified Nurse Practitioner (CNP) #425, revealed Resident #23 could go on leave of absence 
(LOA) without supervision. CNP #425 was aware the resident was not signing out when he went on LOA, but 
the resident was alert and oriented. No care plan was initiated at the time the order was received to ensure 
the residents' safety when leaving on LOA.The 5-day Medicare Minimum Data Set (MDS) assessment dated 
[DATE] revealed Resident #23 was cognitively intact, had no documented behavior and required supervision 
or touching assistance for ambulating. The MDS also revealed Resident #23 had a venous/arterial ulcer.A 
nursing note dated 06/06/25 at 7:42 A.M. authored by Nursing Supervisor #311 revealed Resident #23 was 
found outside in his wheelchair wheeling himself down the road in front of the facility. Resident #23 stated he 
was going to buy beer. Record review revealed no new interventions were initiated at this time to ensure the 
resident's safety when leaving on LOA.A nursing note dated 06/14/25 at 3:57 A.M. revealed around 3:30 A.M.
, Resident #23 called the facility and stated he was at a lady friend's house and would return in the morning. 
Resident #23 refused to give the address of where he was staying. The DON was notified of the phone call. 
Record review revealed no new interventions were initiated at this time to ensure the resident's safety when 
leaving on LOA.A nursing note dated 06/14/25 at 10:31 A.M. revealed the outgoing nurse gave report that 
Resident #23 went on a LOA the previous day and did not return. Resident #23 called on 06/14/25 around 
10:15 A.M. and stated he was stalked on [NAME] Road (no clarification was provided regarding what the 
resident meant by stalked) at the bus stop and needed someone to pick him up. An activity person 
(unidentified) went to pick Resident #23 up. Record review revealed no new interventions were initiated at 
this time to ensure the resident's safety when leaving on LOA.A nursing note dated 06/22/25 at 10:30 A.M. 
revealed Resident #23 was not in his room during morning medication administration. The outgoing nurse 
did not give report on Resident #23 and stated she took over the shift at 4:00 A.M. The police arrived at the 
facility around 10:30 A.M. and stated Resident #23 was found sitting in his wheelchair in the street (location 
not identified). The Administrator sent someone to pick Resident #23 up. Record review revealed no new 
interventions were initiated at this time to ensure the resident's safety when leaving on LOA. A nursing note 
dated 07/02/25 at 11:57 P.M. revealed Resident #23 returned to the facility around 11:30 P.M. The note 
documented the nurse educated Resident #23 about signing out before leaving the facility. Resident #23 
stated he would sign out next time. Record review revealed no new interventions were initiated at this time to 
ensure the resident's safety when leaving on LOA. A Preadmission Screening and Resident Review 
(PASRR) identification screen dated 07/07/25 revealed Resident #23 had no mental disorders or substance 
use related disorders. However, review of the resident's admission diagnoses revealed the resident had a 
diagnosis of alcohol abuse.A plan of care dated 07/19/25 revealed Resident #23 had the potential to be 
discharged . Resident #23 desired to be discharged to home. Interventions included discussing any special 
equipment needs and to facilitate obtaining the equipment needed prior to discharge, make referrals to other 
community agencies as needed, and to talk with Resident #23, allowing the resident to express feelings 
regarding discharge. A nursing note dated 07/22/25 at 6:42 P.M. authored by Agency LPN #900 revealed the 
DON notified the nurse Resident #23 had left the building without signing the LOA book. Agency LPN #900 
had no knowledge of Resident #23 leaving the building without signing the LOA book. Record review 
revealed no new interventions were initiated at this time to ensure the resident's safety when leaving on LOA.
A plan of care dated 07/23/25 revealed Resident #23 had a history of substance seeking behavior alcohol 
and had the potential for complications such as substance abuse, withdrawal symptoms, and mood and/or 
behavioral disturbances (not identified in the medical record). Resident #23 does sign himself out to go drink. 
Interventions include to discuss behavioral limits and expectations with Resident #23, if Resident #23 
returned from leave of absence and appeared to be impaired, the doctor should be notified for directions 
regarding administration of regularly scheduled medications and observe for indications the resident may be 
storing drugs or alcohol in room or on person. The doctor should be notified if drugs or alcohol were found. A 
nursing note dated 08/09/25 at 6:41 A.M. authored by Agency LPN #901 revealed Resident #23 insisted on 
leaving the facility to go to the mall around 6:00 A.M. The nurse informed Resident #23 that the mall was 
usually closed at that time, but Resident #23 stated he was leaving anyway. Several staff attempted to 
redirect Resident #23 without success. The nursing supervisor on call was made aware of Resident #23 
leaving the facility. Record review revealed no new interventions were initiated at this time to ensure the 
resident's safety when leaving on LOA.A social service note dated 08/11/25 at 2:50 P.M. authored by SSD 
#312 revealed the writer met with Resident #23 to discuss discharge planning. The note included Resident 
#23 wanted to discharge on ce his therapy goals were met and he was safe to reside on his own. Resident 
#23 was unclear if he would be able to return to his previous apartment because he had been late on his rent 
prior to going to the hospital and had made no attempt to pay the rent. Record review revealed no evidence 
of any social service follow-up or information related to the resident's progress with therapy goals or ability to 
safely reside on his own.A nursing note dated 08/12/25 at 7:12 A.M. authored by LPN #902 revealed 
Resident #23 refused a shower after multiple attempts by the Certified Nursing Assistant (CNA). The note 
included Resident #23 left the building around 6:45 A.M. and failed to comply with signing the LOA book. 
There was no additional information related to the circumstances surrounding why Resident #23 left and/or 
what his condition was at the time he left. Record review revealed no evidence the resident's physician, CNP 
#425 or responsible party were notified the resident had left at this time.Review of the resident's medical 
record revealed there was no evidence the resident was offered or provided any type of mental health 
services. There was no evidence of counseling or behavioral health services while the resident resided in the 
facility.Review of hospital records revealed on 08/12/25 at 6:45 P.M. Resident #23 entered the emergency 
department at Ohio State University and then left. On 08/13/25 at 11:43 A.M. a follow up note revealed Ohio 
State University Hospital did not have a bed available for the resident.A nursing note dated 08/13/25 at 8:48 
A.M. and authored by LPN #903 revealed Resident #23 was at the hospital (no additional information was 
provided in the note).A nursing note dated 08/14/25 at 8:18 A.M. authored by RN #235 revealed Resident 
#23 was at the hospital.The last nursing note in the medical record dated 08/15/25 at 8:00 A.M. authored by 
RN #235 revealed Resident #23 was hospitalized . Review of hospital records from (Hospital #1) revealed 
Resident #23 arrived on 08/13/25 at the emergency department on 08/13/25 at 1:32 P.M. Resident #23 had 
complaints of a headache and lack of housing. Resident #23 stated he had pressure at the top of his head 
and rated the pain an eight out of ten (on a 0-10 pain scale with zero meaning no pain and 10 being the 
worst pain the resident has experienced) and described the pain as crushing. The pressure was slow in 
onset and progressed throughout the day. Resident #23 stated he got headaches infrequently but had 
headaches like this before. Resident #23 stated he had been outside most of the day and was homeless. 
Resident #23 denied any trauma and was not sure if he had been under a lot of stress. Resident #23 was 
discharged (from Hospital #1) on 08/13/25 at 7:35 P.M. (location not identified).Review of hospital records 
revealed on 08/15/25 at 9:36 P.M. Resident #23 entered Mount Carmel emergency department. An 
emergency department note dated 08/15/25 from [NAME] Health/Mount Carmel revealed Resident #23 was 
found in the middle of the road in his wheelchair. Resident #23 admitted to drinking alcohol. Review of 
hospital records revealed on 08/19/25 at 2:19 P.M. Resident #23 entered Riverside emergency department. 
An emergency department provider note dated 08/19/25 at 3:44 P.M. revealed Resident #23 had come to 
the emergency department with concerns for left foot pain and swelling. Resident #23 reported he was 
ambulatory and walked around a lot. Resident #23 reported he drank some alcohol today and reported 
suicidal ideation. Resident #23 stated he could not disclose his plan for harming himself. Resident #23 
appeared somewhat disheveled and intoxicated and had bilateral lower extremity pitting edema that was 2+ 
(indentation is three to four millimeters deep and rebounds in less than 15 seconds) with pain overlying 
erythema (redness) and some venous stasis (where blood flow in the veins slows down or stops) changes. 
Resident #23's lower extremities would be treated for cellulitis, suspect cellulitis versus venous stasis 
dermatitis. The first dose of Keflex (antibiotic) would be given. Hospital notes dated 08/19/25 revealed 
Resident #23 reported he was suicidal and had been since he was at the skilled nursing facility (Sapphire). 
When asked if Resident #23 had a plan, he stated there was not a building tall enough in Columbus. 
Resident #23 stated the building would need to be as tall as the Empire State building. Resident #23 
reported he had been having suicidal thoughts for months and wanted to stop the misery. Resident #23 was 
not able to say when he left the skilled facility but stated it was the second time he had left the same facility 
(he had a prior admission in April 2025). Resident #23 reported he had not really eaten much in the past two 
weeks. Resident #23 described his sleep as volatile and reported nightmares and used alcohol to mitigate 
these symptoms. Resident #23 struggled with homelessness and received an eviction notice prior to 
hospitalization in May 2025. Resident #23 reported sleeping wherever it was safe. Resident #23 had poor 
hygiene, and his hair was overly long and matted in the back. Further review of the hospital record revealed 
an emergency department social worker behavioral health initial assessment completed on 08/19/25 at 8:26 
P.M. revealed Resident #23 was currently homeless and stayed wherever is safe. Resident #23 stated there 
was no one to call for a contact person. An emergency social worker behavioral health updated assessment 
dated [DATE] at 12:05 P.M. revealed Resident #23 had current severe episode of major depressive disorder 
with psychotic features. Resident #23 continued to endorse thoughts of suicide with a plan to jump from a 
building. Resident #23 felt he would be better off dead and knows he was not able to manage his medical 
needs and should have stayed at the skilled nursing facility where he was sent in May. When asked why he 
left, he admitted to leaving to get a beer. On 08/21/25 at 2:09 P.M., Resident #23 was discharged from 
Riverside (and transferred to another hospital).Review of hospital records from Hospital #3 revealed 
Resident #23 was admitted on [DATE] at 2:11 P.M. from another medical center. Resident #23's principal 
diagnosis included other specified depressive disorder (dysphoria in the context of alcohol use disorder, 
multiple medical co-morbidities, and psychosocial stressors). Resident #23 had other diagnoses listed that 
included alcohol use, tobacco use, cannabis use, recent failure to thrive, multiple myeloma, right groin 
lymphadenopathy, hypertension, coccyx wound, bilateral lower extremity edema (suspected cellulitis versus 
venous stasis dermatitis, hyponatremia, and limited mobility wheelchair bound). The note included Resident 
#23 presented to the emergency department at Hospital #3 on 08/19/25 via emergency medical services 
reporting foot pain/swelling, alcohol use, and suicidal ideation (SI) with thoughts to jump off a building but 
stated there was not a tall enough structure in Columbus. Resident #23 described SI for months and wanted 
to stop the misery. Resident #23 was medically stabilized and transferred to Hospital #2 on 08/21/25 for 
further care. Hospital records revealed Resident #23 was treated for failure to thrive in May of 2025 and then 
transferred to Sapphire Rehabilitation (Rehab) on 05/22/25. The note included Resident #23 left the facility in 
search of beer so the staff at Sapphire Rehab told him he could not return. Resident #23 reported he had not 
eaten in two weeks, had poor sleep and drank alcohol to cope with nightmares. Upon initial evaluation, 
Resident #23 shared he had been struggling with homelessness and physical health issues. Resident #23 
stated he left Sapphire Rehab due to a desire for beer. Resident #23 was amendable to re-referral to skilled 
nursing facility and indicated he would remain until formally transferred or discharged . Resident #23 was 
agreeable with transfer to the medical surgical unit for ongoing physical health stabilization and referral to a 
skilled nursing facility. A nutrition care initial assessment dated [DATE] at 12:19 P.M. revealed Resident #23 
had an unintentional weight loss of more than seven pounds in the last month. Resident #23 had a body 
mass index of less than 23 and was underweight. A behavioral medicine note dated 08/24/25 at 9:02 P.M. 
revealed Resident #23 stated his mood was not good. Resident #23 had a flat affect. When asked the 
reason for the resident's mood, Resident #23 stated I am a homeless man I have no idea what I'm going to 
do when I get out of here.Review of a facility investigation related to Resident #23's discharge, undated, 
revealed the investigation documented the resident had left the facility Against Medical Advice (AMA). The 
investigation included Resident #23's face sheet, care plan, progress notes, recent physician orders, and an 
AMA form signed by the DON and ADON #341 that was not included in the resident's medical record during 
the investigation. An AMA Informed Signature form that was privileged and confidential (not part of the 
medical record) dated 08/13/25 at 1:32 P.M. (this was the same time the resident was at Hospital #1) 
completed by ADON #341 under Nursing Description revealed Resident #23 returned to the facility after a 
LOA and refused to sign the LOA book. Resident #23 was asked to sign the LOA book. Resident #23 was 
educated again on signing the LOA book and Resident #23 stated he would not sign the book. Resident #23 
was informed that if he refused to abide by facility policies he may not be permitted to return due to 
insurance authorization (insurance would not pay due to the resident going on LOA). Resident #23 stated he 
would just leave and refused to sign the LOA book or AMA form. Resident #23 stated Get the (expletive) out 
of my way. CNP #425 was notified. A note added at the end of the form revealed Resident #23 returned from 
LOA and stated he was leaving again. The DON and ADON #341 spoke with Resident #23 regarding the 
LOA and the need to sign out. Resident #23 refused. Resident #23 was educated on the need to sign out 
LOA for safety. Resident #23 became agitated and stated he would just leave. Resident #23 was alert and 
oriented. An attempt was made to educate Resident #23 on AMA. Resident #23 stated Get the (expletive) 
out of my way and refused to sign. Resident #23 left the facility in a wheelchair, and the AMA form was 
signed by two nurses (DON and ADON #341). ADON #341 was notified on 08/13/25 that Resident #23 had 
been found outside a hospital and he asked a bystander to call the facility (no clarification as to why the 
bystander called the facility). The nurse explained to the caller that Resident #23 had left the facility and 
would need to go to the emergency department for evaluation. Resident #23's girlfriend then came to the 
facility on [DATE] and stated she could not find Resident #23. The girlfriend was notified where Resident #23 
had been taken (hospital information provided since that was near where the unidentified bystander called 
the facility) and Resident #23 had left. Resident #23's girlfriend/female friend declined to take Resident #23's 
belongings. The investigation revealed the facility was waiting for further information from the hospital 
regarding authorization for readmission. There were no staff or resident statements obtained as part of the 
investigation.During an interview on 08/25/25 at 12:36 P.M., Resident #23's female friend that was listed on 
the contact list revealed Resident #23 had mental health issues and the facility staff did not care. The friend 
stated she had located Resident #23, and he was currently at the hospital on a locked behavioral unit. 
Resident #23 had been living on the streets and was dirty. Resident #23's phone had been shut off and the 
friend stated she had filed a missing person report because no one knew where Resident #23 was after he 
left the facility. The friend stated Resident #23 left to get a beer. Resident #23 could not stop drinking and 
would leave the facility to get beer but always went back to the facility. Resident #23 could not walk very well 
and had a sore on his bottom when he went to the hospital. During an interview on 08/27/25 at 1:43 P.M., the 
DON stated Resident #23 liked to leave the facility and not sign the LOA book. The DON reported Resident 
#23 had left the facility and then come back on 08/13/25 and then wanted to leave again. The DON stated 
she assumed Resident #23 subsequently went to the hospital because someone called from the area near 
the hospital at the request of the resident. The DON stated central admissions for the facility was handled 
offsite, so the DON was not aware if Resident #23 had wanted to return to the facility or where Resident #23 
had been discharged to (if discharged ) from the hospital. During an interview on 09/02/25 at 3:24 P.M., the 
DON verified there was no notification to the police, adult protective services or a home healthcare agency 
when Resident #23 left the faciity on [DATE]. The DON stated she considered Resident #23 an AMA 
discharge since he said he was leaving. The DON revealed Resident #23 made bad decisions but always 
knew to come back to the facility. When asked about the content and thoroughness of the facility 
investigation related to the incident, the DON revealed the facility did not complete much investigation into 
the incident because they didn't think it was an issue.During an interview on 09/03/25 at 9:25 A.M., the DON 
verified Resident #23 did not receive any type of services for substance abuse or mental health while 
residing at the facility. The DON stated she believed Resident #23 refused services but verified there was no 
documentation of Resident #23 being offered any services or refusing services. She also verified there was 
no discharge planning noted in the medical record such as contacting outside resources or looking into 
alternate places for the resident to live after the resident voiced, he had lost his apartment. The DON verified 
the resident did have a care plan for anticipated discharge to home but stated it was never followed.During 
an interview on 09/03/25 at 10:19 A.M., SSD #312 stated she was unsure what her responsibility was when 
Resident #23 left the faciity on [DATE] because the resident had left on an LOA and never returned. SSD 
#312 revealed she did contact the police about Resident #23 being missing after his female friend reported 
she was unable to locate Resident #23. SSD #312 stated she got report that following the resident leaving 
the facility he was at one hospital, discharged to the community and then was back at a different hospital. 
During an interview on 09/03/25 at 1:33 P.M., CNP #425 revealed she had not been notified immediately on 
08/12/25 when Resident #23 left the facility. CNP #425 was later told Resident #23 had left the facility and 
would not be returning. During an interview on 09/08/25 at 12:39 P.M., the DON verified Resident #23 left the 
faciity on [DATE] at 6:45 A.M. and did not return. She verified the resident's medical record contained no 
documentation supporting the resident verbalized he wanted to leave the facility against medical advice and 
there was no evidence the resident had any behaviors to support him wanting to leave against medical 
advice. The DON verified the facility considered the resident leaving the facility an AMA discharge because 
the resident did not return when he left.During an interview on 09/11/25 at 10:20 A.M., Regional Nurse #264 
stated Resident #23 had lost his housing and the facility did not know where the resident went when he left 
the faciity on [DATE].During an interview on 09/11/25 at 10:20 A.M., LNHA #271, the DON, and Regional 
Nurse #264 revealed they were unable to provide information as to why the police, APS, Ombudsman and/or 
the resident's female friend were not notified when Resident #23 left the faciity on [DATE]. Lastly, the DON 
and Regional Nurse #264 verified Resident #23 was alert and oriented but made unsafe decisions when he 
wanted alcohol.An attempt to reach the resident's physician (Physician #450) was made on 09/11/25 at 
10:48 A.M. The attempt was unsuccessful. A message was left asking the physician to return the call; 
however, no return call was received.Further review of the medical record revealed no AMA form located 
within the medical record regarding the resident requesting to leave the facility AMA, no assessment of the 
resident's ability to safely leave the facility due to potential decision-making impairment related to alcohol 
use, no communication or attempts to contact the hospital regarding the resident's status and no behaviors 
documented. Facility staff continued to document through 08/15/25 the resident remained hospitalized (no 
hospital identified) with no mention the resident had refused to sign an AMA form and left the facility or make 
mention the resident had discharged from the facility. The facility policy titled Resident Leave of Absence, 
dated 12/2024, revealed that all residents leaving the facility must have orders for supervised or 
unsupervised leave of absence. Residents leaving the facility on leave of absence must sign out when 
leaving. Prior to opening the door to allow a resident to leave, the nurse would verify the leave of absence 
order and would communicate the leave of absence with the receptionist. Staff observing a resident leaving 
the premises and having doubts about the resident being properly signed out, should notify their supervisor 
at once. The nurse would document in a progress note the time the resident leaves the facility and if known, 
the purpose. Review of the Facility Assessment Tool dated 07/31/25 revealed the number/average or range 
of residents with behavioral health needs was four to five residents, and those with active or current 
substance use disorders were four to five residents. The assessment revealed the facility managed the 
medical conditions and medication-related issues causing psychiatric symptoms and behavior, identify and 
implement interventions to help support individuals with issues such as dealing with anxiety, care of 
someone with cognitive impairment, care of individuals with depression, trauma/post-traumatic stress 
disorder, and other psychiatric diagnoses, intellectual or developmental disability. Emotional support and 
mental well-being and support with helpful coping mechanisms would be provided. The facility would identify 
hazards and risks for residents. Behavioral and mental health providers were available to provide services to 
residents.This deficiency represents noncompliance investigated under Complaint Number 2596080.
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Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold 
policies.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview the facility failed to provide bed hold notices, and transfer/discharge notices to 
residents being sent to the hospital and to notify the ombudsman monthly of facility discharges. This affected 
three residents (#3, #55, and #109) of three reviewed for hospitalization.Findings Include:

1.Review of Resident #109&lsquo;s medical record revealed an admission date of 06/18/25, a discharge 
date of 06/30/25 and diagnoses including, but not limited to, diabetes, chronic kidney disease stage three, 
Alzheimer's disease, anxiety, hypertension and metabolic encephalopathy.

Review of the admission Minimum Data Set (MDS) assessment, dated 06/24/25 revealed a Brief Interview 
for Mental Status (BIMS) score of six indicating the resident had severely impaired cognition. The resident 
required set up assistance for eating and substantial/maximal assist for bathing, toileting hygiene, bed 
mobility and transfers. Further review revealed Resident #109 was frequently incontinent of bladder and 
bowel, was receiving antidepressant, diuretic and hypoglycemic medications and was working with speech, 
occupational, and physical therapy.

Review of Resident #109's medical record revealed no documentation the resident or resident's 
representative had been given a bed hold notice or a transfer/discharge notice. Further review of Resident 
#109's medical record revealed no documentation the ombudsman had been notified of the resident's 
transfer to the hospital.

In an interview on 08/27/2025 at 3:23 P.M. the Director of Nursing (DON) stated the facility was not able to 
provide documentation that Resident #109 or her representative had received a bed hold notice or 
transfer/discharge notice. The DON further stated the facility was unable to provide documentation of the 
ombudsman being notified of Resident #109's transfer.

2. Review of Resident #55&lsquo;s medical record revealed an admission date of 07/29/25, a discharge date 
of 08/24/25 and diagnoses including, but not limited to, peripheral vascular disease, diabetes, chronic 
obstructive pulmonary disease, hypertension, and other acute osteomyelitis of the left ankle and foot.

Review of Resident #55's admission Minimum Data Set (MDS) assessment, dated 08/07/25 revealed a Brief 
Interview for Mental Status (BIMS) score of 14 indicating the resident was cognitively intact. The resident 
required set up assistance for eating, partial/moderate assist with bathing and dressing and 
substantial/maximal with transfers. Further review revealed Resident #109 was continent of bladder and 
bowel, was receiving insulin, antidepressant, antidepressant, antibiotic, opioid, antiplatelet, hypoglycemic 
and anticonvulsant medications and was working with occupational and physical therapy.

Review of Resident #55's medical record revealed no documentation the resident or resident's 
representative had been given a bed hold notice or a transfer/discharge notice. 

In an interview on 09/04/2025 at 3:45 P.M. the Director of Nursing (DON) stated the facility was not able to 
provide documentation that Resident #55 or his representative had received a bed hold notice or 
transfer/discharge notice. 

(continued on next page)
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3. Review of the medical record revealed Resident #3 was admitted on [DATE] and readmitted on [DATE] 
with diagnoses that included osteomyelitis, asthma, type 2 diabetes, and methicillin resistant staphylococcus 
aureus.

A nursing note dated 04/23/25 at 7:22 P.M. revealed Resident #3 went to an appointment and had not 
returned. A nursing note dated 05/14/25 at 4:38 P.M. revealed Resident #3 was readmitted to the facility 
from the hospital. 

Review of the census revealed Resident #3 was out to the hospital on [DATE] and returned to the facility on 
[DATE]. 

An interview on 08/28/25 at 2:13 P.M. Director of Nursing (DON) verified Resident #3 had not been provided 
with a bed hold notification when Resident #3 went to the hospital on [DATE] and 05/25/25. 

An interview on 09/02/25 at 10:49 A.M. Resident #3 stated she was told once that she had only nine days for 
her room to be held. Resident #3 verified she was not given a formal bed hold notification.

Review of the policy titled Bed-Holds and Returns, revised March 2017, revealed that prior to transfers 
residents or resident representatives would be informed in writing of the bed-hold and return policy.

Review of the policy titled Facility Initiated Transfers and Discharge Notice, dated December 2024, revealed 
that in emergencies the resident and their representative would be notified as soon as possible.
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