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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, review of the police report, interview and facility policy review, the facility failed to 
appropriately discharge Resident #55. This affected one (Resident #55) out of three residents discharged 
from the facility. The facility census was 54 residents.Findings include: A review of Resident #55's clinical 
record revealed an admission date of 06/23/25 with diagnoses including cellulitis of the left lower limb, 
cerebral palsy, high blood pressure, major depression and genetic intellectual disability. Resident #55 was 
discharged from the facility on 07/07/25. A review of Resident #55's Minimum Data Set (MDS) assessment 
dated [DATE] indicated Resident #55 was moderately cognitively impaired and needed assistance with 
bathing, dressing and personal care. Resident #55's plan of care initiated on 06/23/25 indicated a self-care 
deficit related to intellectual disability. Interventions on the care plan included encourage Resident #55 to 
participate in planning day-to-day care, evaluate Resident #55's ability to perform activities of daily living 
(ADL), maintain a consistent schedule with a daily routine, minimize environmental stimuli, provide 
assistance with ADL as needed. Resident #55's plan of care initiated on 07/02/25 indicated Resident #55 
had impaired cognitive impairment with functional/dementia or impaired thought processes related to 
difficulty making decisions and impaired decision making. Interventions on the plan of care included for staff 
to communicate with Resident #55, family, caregivers regarding Resident #55's capabilities and needs, 
discuss concerns about confusion, disease process, nursing home placement with Resident #55, family and 
caregivers, engage Resident #55 in simple structured activities that avoid overdemanding tasks according t 
A review of Resident #55's form titled Notice of Medicare Non-Coverage dated 07/07/25 indicated Resident 
#55 was notified his last day for payment of skilled services was 07/05/25 and the instructions for the right to 
appeal the decision were included on the form. The form was signed by Resident #55 on 07/03/25. A review 
of Resident #55's physician orders dated 06/23/25 to 07/07/25 revealed no order to discharge Resident #55 
from the facility. A review of the police report dated 07/07/25 revealed the police received a call at 6:24 P.M. 
that a male needed transported from an independent living facility to the hospital for a health evaluation. The 
police report revealed Resident #55 left the independent nursing facility at 6:41 P.M. and was transported to 
the hospital. An interview on 07/10/25 at 8:49 A.M. with Social Services Designee (SSD) #62 revealed she 
had attempted to obtain the Power of Attorney (POA) paperwork to prove Resident #55's POA was legally 
appointed as his POA. SSD #62 contacted the POA listed on Resident #55's hospital discharge papers and 
requested the paperwork to prove he was Resident #55's POA. SSD #62 stated she never received the 
paperwork. SSD #62 revealed on 07/07/25 Certified Nurse Practitioner (CNP) #65 talked to the Assistant 
Director of Nursing (ADON) from the independent living facility and was informed Resident #55 was denied 
admission to the independent living facility. SSD #62 stated she and admission Coordinator (AC) #63 
traveled to the independent nursing facility on 07/07/25 at 11:00 A.M. and met with the Independent Living 
Marketing Director and spoke to the Independent Living Administrator ([NAME]) #66 via speaker phone. The 
[NAME] #66 informed them that the independent living facility was unable to meet Resident #55's needs and 
woul A voice message was left on Resident #55's POA's phone on 07/07/25 at 9:30 A.M. and a return phone 
call on 07/10/25 at 12:00 P.M. revealed he was aware the facility has discharged Resident #55 to the 
independent nursing facility. Resident #55's POA stated he disagreed with the decision to discharge 
Resident #55 to the independent nursing facility and was working on finding Resident #55 alternate 
placement in a long term care facility. An interview with Independent Living Employee ([NAME]) #60 on 
07/10/25 at 9:34 A.M. revealed Resident #55 had resided in the independent living facility prior to his 
hospitalization in June 2025 for wound care. When Resident #55 was sent to the hospital Resident #55's 
POA was notified he would need a higher level of care and could not return to the independent facility. The 
POA informed the independent living facility he was investigating placement for Resident #55 in a long-term 
care facility. [NAME] #60 stated the independent living facility Director of Nursing (DON) #61 received a call 
from the Administrator of the skilled nursing facility where Resident #55 was provided skilled wound care 
informing them, he would be returning to the independent living facility. DON #61 informed the Administrator 
#64 from the skilled nursing facility that they were unable to meet Resident #55's needs because he needed 
a higher level of care. [NAME] #60 stated SSD #62 and AC #63 from the skilled nursing facility met with the 
M An interview with Administrator #64 on 07/10/25 at 10:51 A.M. revealed Resident #55 was admitted to the 
skilled nursing facility for wound care following hospitalization. Administrator #64 stated that when Resident 
#55 was discharged from therapy services she discharged Resident #55 back to the independent facility 
where he had resided prior to his admission to the hospital. Administrator #64 stated she was aware the 
independent living facility had denied Resident #55's re-admission to the independent facility and felt it was 
the responsibility of the independent living facility to arrange for alternate placement of Resident #55 in 
another nursing facility. An interview with CNP #65 on 07/14/25 at 10:18 A.M. revealed she was informed the 
independent nursing facility had denied Resident #55's admission on [DATE] and had informed Administrator 
#64. CNP #65 stated she did not write a discharge order from the physician and the physician did not enter a 
discharge order for Resident #55. CNP #65 stated she felt Resident #55 needed a higher level of care in an 
assisted living facility or a long-term care nursing facility. The facility policy and procedure titled Discharging 
the Resident revised 08/2024 indicated the purpose of the policy was to provide guidelines for the discharge 
process. The discharge preparation included when the resident was transferred home, ensure that resident 
and/or responsible party receive teaching and discharge instructions. Assess and document the resident's 
condition at discharge, including skin assessment, if medical conditions allow. This deficiency represents 
non-compliance investigated under Complaint Number OH00167466 (1383016).
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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Based on record review, interview, and facility policy review, the facility failed to document concerns 
regarding Resident #37's care in the facility. This affected one (Resident #37) out of three residents reviewed 
with concerns. The facility census was 54.Findings include: A review of Resident #37's clinical record 
revealed an admission date 06/18/25 with diagnoses including fractured pelvis and left arm, anemia, anxiety, 
dementia, depression, neuromuscular dysfunction of the bladder and schizophrenia. Resident #37's 
physician order dated 06/30/24 revealed an appointment was scheduled with the orthopedic physician for 
after-care of bone fractures. Resident #37's progress note dated 06/30/25 indicated Resident #37 was 
transported to an appointment at 12:24 P.M. and returned to the facility following an orthopedic appointment 
at 3:27 P.M. A review of Resident #37's discharge information from the hospital dated 06/18/25 indicated a 
follow-up appointment was scheduled on 06/30/25 at 12:30 P.M. with the orthopedic physician's office for 
X-rays. An interview with Resident #37's niece on 07/10/25 at 9:45 A.M. revealed she was Resident #37's 
guardian and was not notified that Resident #37 had an appointment scheduled for a follow-up visit with the 
orthopedic physician on 06/30/25. Resident #37's niece stated she found out that Resident #37 had been 
transported to an appointment and was not in the facility when another family member went to visit Resident 
#37. Resident #37's niece stated she voiced her concerns to the Administrator but had no follow-up to her 
concerns. An interview with the Administrator on 07/10/25 at 11:06 A.M. revealed Resident #37's niece 
constantly complained about her aunt's care in the facility. The Administrator stated Resident #37's niece 
had talked to the Director of Nursing (DON) #67 and had screamed at DON #67 and stated she was furious 
the facility had not notified her of Resident #37's appointment on 06/30/25. The Administrator stated 
Resident #37's niece was Resident #37's guardian and would have been notified of the follow-up 
appointment with the orthopedic physician scheduled on 06/30/25 upon the discharge from the hospital. The 
discharge paperwork was given to Resident #37's niece when discharged from the hospital and the 
information was entered into the electronic system (MyChart) for patients to review their care while in the 
hospital. The Administrator stated the DON tried to explain the notification of family/responsible party policy 
and Resident #37's niece just kept yelling at the DON, and Administrator had to end the conversat A review 
of Resident #37's clinical record revealed no documentation that Resident #37's niece was upset the facility 
had failed to notify her of the appointment scheduled with the orthopedic physician. A review of the Concern 
Log dated 05/2025 to 07/2025 revealed no concerns were documented regarding Resident #37's niece's 
concern with notification of appointments or any other concerns during Resident #37's stay in the facility. An 
interview with the Administrator and DON #67 on 07/14/25 at 2:47 P.M. verified the above information and 
had failed to document Resident #37's niece's concerns in Resident #37's medical record. A review of the 
facility policy titled Charting and Documentation (undated) indicated the policy was that all services provided 
to the resident, progress toward the care plan goals, or any changes in the resident's medical, physical, 
functional or psychosocial condition, shall be documented in the resident's medical record. The medical 
record should facilitate communication between the interdisciplinary team regarding the resident's condition 
and response to care. The Policy Interpretation and Implementation included:Documentation in the medical 
record may be electronic, manual or a combination.The following information is to be documented in the 
resident medical record:Objective observations;Medications administered;Treatments or services 
performed;Changes in the resident's condition;Events, incidents or accidents involving the resident; 
andProgress toward or changes in the care plan goals and objectives.Documentation in the medical record 
will be objective (not opinionated or speculative), complete, and accurate.Entries may only be recorded in the 
resident's clinical record by licensed personnel (e.g., RN, LPN/LVN, physicians, therapists, etc.) in 
accordance with state law and facility policy. Certified nursing assistants may only make entries in the 
resident's medical chart as permitted by facility policy.Information documented in the resident's clinical record 
is confidential and may only be released in accordance with state law, the Health Insurance Portability and 
Accountability Act (HIPAA) and facility policy. Refer all requests for information to the director of nursing 
services, nurse supervisor/charge nurse or to the business office. This deficiency represents non-compliance 
investigated under Master Complaint Number 2568840.
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