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F 0622 Not transfer or discharge a resident without an adequate reason; and must provide documentation and
convey specific information when a resident is transferred or discharged.

Level of Harm - Minimal harm
or potential for actual harm 42079

Residents Affected - Few Based on review of policies and clinical records, as well as staff interviews, it was determined that the facility
failed to notify to update the admitting facility with information about laboratory testing and results for one of
three residents reviewed (Resident 2).

Findings include:

A quarterly Minimum Data Set (MDS) assessment (a mandated assessment of a resident's abilities and care
needs) for Resident 2, dated August 27, 2024, indicated that the resident was cognitively intact, usually
understood and could sometimes understand, required assistance from staff for his daily care needs, was
always incontinent of bowel and bladder, and had diagnoses that included debilitating cardiorespiratory
conditions.

Physician orders for Resident 2, dated September 4, 2024, included an order for Clostridioides difficile (C-diff
- infectious bacteria that causes diarrhea, an inflammation of the colon, and can be life-threatening) toxin
stool for frequent watery stools.

A nursing note for Resident 2, dated September 4, 2024, at 5:20 p.m., indicated that the resident had
recurrent watery stools throughout the shift. The stool was brown, unformed, watery, and had a fowl odor.
New orders were received to collect and send the stool for C-Diff toxin.

Laboratory results for Resident 2, dated September 5, 2024, at 9:55 p.m., indicated that she was positive for
the C difficile toxin.

A nursing note for Resident 2, dated September 6, 2024, at 11:39 a.m., indicated that the resident had
discharged to another facility at 11:00 a.m.

There was no documented evidence in Resident 2's clinical record as well as referral information sent to the
admitting facility included current laboratory testing or laboratory results of C-diff.

Interview with the Director of Nursing on December 3, 2024, at 3:39 p.m. confirmed that there was no
documented evidence that Resident 2's admitting facility was updated about current laboratory testing or
laboratory results of C-diff.

28 Pa. Code 201.25 Discharge Policy.
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F 0773 Provide or obtain laboratory tests/services when ordered and promptly tell the ordering practitioner of the
results.

Level of Harm - Minimal harm or

potential for actual harm 42079

Residents Affected - Few Based on review of policies and clinical records, as well as staff interviews, it was determined that the facility
failed to obtain laboratory studies as ordered by the physician for one of three residents reviewed (Resident
2).

Findings include:

A facility policy regarding test results, dated July 26, 2024, indicated that results of laboratory, radiological,
and diagnostic testing shall be reported in writing to the resident's attending physician or to the facility. The
Director of Nursing services or charge nurse receiving the test results, shall be responsible for notifying the
physician of such test results. The signed and dated reports of all diagnostic testing shall be made part of the
clinical record.

A quarterly Minimum Data Set (MDS) assessment (a mandated assessment of a resident's abilities and care
needs) for Resident 2, dated August 27, 2024, indicated that the resident was cognitively intact, usually
understood and could sometimes understand, required assistance from staff for his daily care needs, was
always incontinent of bowel and bladder, and had diagnoses that included debilitating cardiorespiratory
conditions.

Physician orders for Resident 2, dated September 4, 2024, included an order for Clostridioides difficile (C-diff
- infectious bacteria that causes diarrhea, an inflammation of the colon, and can be life-threatening) toxin
stool for frequent watery stools.

A nursing note for Resident 2, dated September 4, 2024, at 5:20 p.m., indicated that the resident had
recurrent watery stools throughout the shift. The stool was brown, unformed, watery, and had a fowl odor.
New orders were received to collect and send stool for C-Diff toxin.

Laboratory results for Resident 2, dated September 5, 2024, at 9:55 p.m., indicated that she was positive for
the C-difficile toxin. The sample was collected on September 4, 2024, at 8:00 p.m.

There was no documented evidence in Resident 2's clinical record that the physician was notified or
reviewed the abnormal laboratory results.

Interview with the Director of Nursing on December 3, 2024, at 4:24 p.m. confirmed that there was no
documented evidence that Resident 2's physician was notified or reviewed the abnormal laboratory results
for C-diff.

28 Pa. Code 211.12(d)(1)(3)(5) Nursing Services.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 395500 Page 3 of 3



