Department of Health & Human Services Printed: 08/28/2024

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
425388 B. Wing 06/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Greenwood Transitional Rehabilitation Unit 1530 Parkway
Greenwood, SC 29646

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46592

Residents Affected - Few Based on interview, record review, and policy review, the facility failed to report an allegation of neglect in a

timely manner for one of one resident (Resident (R) 61) reviewed for neglect out of a total sample of 11
residents. This failure had the potential to place residents at risk of not receiving appropriate care.

Findings include:

Review of the Abuse, Assault, Neglect, and Misappropriation of Property - Victims of policy, revised 06/2019
and provided by the facility, revealed, abuse is defined as the willful infliction of injury, unreasonable
confinement, intimidation, or punishments, with resulting physical harm, pain or mental anguish. This
includes staff neglect or indifference to the infliction of injury or intimidation of one resident by another.
Neglect is considered a form of abuse and is defined as the failure to provide goods and services necessary
to avoid physical harm, mental anguish, or mental iliness. The policy indicated the procedure of preventing,
identifying, reporting, and investigating abuse. The reporting section contained the requirement of reporting
the allegation/incident within two hours if it involved neglect.

Review of the Face Sheet (FS), provided by the facility, revealed R61 was admitted on [DATE] and
discharged from the facility on 01/23/24.

Review of the admission Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 01/03/24
and provided by the facility revealed R61 had a Brief Interview for Mental Status (BIMS) score of 14 out of
15, indicating R61 was cognitively intact. R61 required set-up for meals and moderate assistance with
toileting and bathing.

Review of the Initial Report, dated 01/15/24 and provided by the facility, revealed a box labeled Brief
Description of Reportable Incident that indicated Resident Family Member (FM)61 had reported that she felt
R61 had been neglected. FM61 stated to the facility that she did not understand why R61's pain was not
improving and why he had increased confusion. FM61 reported that there had been an unused diaper seen
on the floor, R61 had not been able to feed himself and was not given assistance, and R61 had not been
bathed or dressed.

(continued on next page)
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F 0609

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Review of the Initial Report, dated 01/15/24 and provided by the facility, revealed the facility had taken the
report from FM61 and listed the type of reportable incident as neglect. The report indicated the time of the
report to be 12:30 PM on 01/15/24. A box labeled 24-Hour Initial was checked under the report type. The fax
cover sheet provided with the initial report indicated the report went through to the State on 01/16/24 at 10:07
AM.

Review of a printed interdisciplinary email between the Administrator and staff, dated 01/15/24 and provided
by the facility, revealed the Administrator was planning to report the incident after finishing the email, to meet
the two-hour reporting requirement. However, the time of the incident was at 12:30 PM and the email was
sent at 3:17 PM.

In an interview on 06/05/24 at 2:15 PM, the Administrator stated she knew the complaint by FM61 warranted
the two-hour initial report due to the complaint being of an alleged neglect nature. The Administrator supplied
an email that indicated she was aware of the required time frame and intended to comply with the regulation
evidenced in the printed conversation. The Administrator stated she did not know why the 24-hour box was
checked on the report sent to the State, nor why the report was sent in within the 24-hour time frame and not
the two-hour time frame. The Administrator stated the allegation should have been reported by 2:30 PM on
01/15/24 after the allegation was made.
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F 0623 Provide timely notification to the resident, and if applicable to the resident representative and ombudsman,
before transfer or discharge, including appeal rights.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 25232

Residents Affected - Few Based on record review, interviews, and policy review, the facility failed to ensure one of one resident
(Resident (R) 9) reviewed for hospitalization out of a total sample of 11 was given a written notice prior to
transfer to the hospital. This failure created the potential for residents or their responsible party to not have
the information needed to understand their transfer to the hospital.

Findings include:

Review of facility policy titled, Right to Notification of Changes, revised 06/18, revealed To provide for
notification of changes related to residents as outlined by federal and state regulations. Policy: The unit will
immediately inform the resident, consult with the resident's physician, and if known, notify the resident's legal
guardian or an interested family member when there is .D. The decision to transfer or discharge the resident
from the unit .Procedure .F. All notifications will be documented in the resident's medical record and will
include the following components: date, time, details of notification, individual being notified, response of that
individual, and follow up care.

Review of a facility document titled, "Discharge/Transfer Notice," revised 06/10/19, revealed the following
items to be completed by the facility prior to discharge of a resident:

"Date of discharge/transfer:

Reason for discharge/transfer: Transfer/discharge is necessary for your welfare because the [name of the
facility] cannot meet your needs .

Discharge/transfer destination .

Special instructions for care (this section is to be completed for transfers only. For discharge, see attached
discharge instructions)."

Review of facility provided "Face Sheet" revealed that R9 was admitted to the facility on [DATE] and
transferred on 04/12/24. Further review the "Face Sheet" revealed R9 was readmitted to the facility on
[DATE] and transferred on 04/30/24.

Review of facility provided "Admission History and Physical (H&P)," dated 04/08/24, revealed " .R9 has a
past medical history significant for hypertension, diabetes, gastroesophageal reflux disease (GERD), chronic
obstructive pulmonary disease (COPD), anxiety and cerebrovascular accident (CVA)."

Review of facility provided "Notes," dated 04/12/24, revealed "[R9] having recurrent brown watery emesis
[vomiting] and foul odor . [name of physician] ordered to send [R9] onto emergency care center (ECC) .[R9]
and wife in agreement with sending to ECC." Further review revealed " .[R9] is admitted to hospital with
bowel obstruction."

(continued on next page)
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F 0623 Review of facility provided "Admission H&P," dated 04/27/24, revealed "[R9] on 04/12/24 was sent to
emergency department (ED) secondary to abdominal pain, diarrhea and abdominal distention .taken into

Level of Harm - Minimal harm or surgery and underwent sigmoidoscopy with decompression and rectal tube placement [this is a procedure

potential for actual harm that uses a sigmoidoscopy to decompress the sigmoid volvulus and place a rectal tube in the sigmoid colon] .

recommend to be discharged to rehabilitation facility."
Residents Affected - Few
Review of facility provided "Notes," dated 04/30/24, revealed [R9] complained of lower abdominal pain good
bowel movement yesterday, but this morning was only able to pass small amount of loose stool with
moderate amount of mucous. [R9] states the pain feels the same as it did last time . [name of physician]
ordered to send to [name of hospital] emergence department (ED) for further evaluation to rule out small
bowel obstruction (SBO)."

Review of the electronic medical record (EMR) with the Director of Transitional Rehab Unit (DOTRU),
located under the tab Clinical Documentation revealed no evidence of a written transfer notice for either the
04/12/24 and/or 04/30/24 hospital transfer.

During an interview on 06/05/24 at 11:01 AM, the DOTRU confirmed that R9 did not have a written transfer
notice for either hospital transfer on 04/12/24 and 04/30/24.

During an interview on 06/05/24 at 12:30 PM, the Administrator stated that the written transfer notices for
acute transfers were completed by the nurses and confirmed that R9's paperwork was not done upon either
transfer to the hospital.
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F 0625

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 25232

Based on record review interviews, and policy review, the facility failed to ensure one of one resident
(Resident (R) 9) reviewed for hospitalization out of a total sample of 11 residents was given a written copy of
a bed hold notice prior to or within 24-hours of emergency transfer to the hospital. This failure created the
potential for resident and responsible party to not have the information needed to safeguard their return to
the facility.

Findings include:

Review of the facility document titled, "Discharge/Transfer Notice," revised 06/10/19, revealed ."Notice of
bed hold: Your bed will be held for two midnights following transfer to acute care, in case you become
medically stable and appropriate to return to skilled nursing care within the two-midnight period.

Review of facility provided "Face Sheet" revealed that R9 was admitted to the facility on [DATE] and
transferred on 04/12/24. Further review the "Face Sheet" revealed R9 was readmitted to the facility on
[DATE] and transferred on 04/30/24.

Review of facility provided "Admission History and Physical (H&P)," dated 04/08/24, revealed " .R9 has a
past medical history significant for hypertension, diabetes, gastroesophageal reflux disease (GERD), chronic
obstructive pulmonary disease (COPD), anxiety and cerebrovascular accident (CVA)."

Review of facility provided "Notes," dated 04/12/24, revealed "[R9] having recurrent brown watery emesis
[vomiting] and foul odor . [name of physician] ordered to send [R9] onto emergency care center (ECC) .[R9]
and wife in agreement with sending to ECC." Further review revealed " .[R9] is admitted to hospital with
bowel obstruction."

Review of facility provided "Admission H&P," dated 04/27/24, revealed "[R9] on 04/12/24 was sent to
emergency department (ED) secondary to abdominal pain, diarrhea and abdominal distention .taken into
surgery and underwent sigmoidoscopy with decompression and rectal tube placement [this is a procedure
that uses a sigmoidoscopy to decompress the sigmoid volvulus and place a rectal tube in the sigmoid colon] .
recommend to be discharged to rehabilitation facility."

Review of facility provided "Notes," dated 04/30/24, revealed [R9] complained of lower abdominal pain good
bowel movement yesterday, but this morning was only able to pass small amount of loose stool with
moderate amount of mucous. [R9] states the pain feels the same as it did last time . [name of physician]
ordered to send to [name of hospital] emergence department (ED) for further evaluation to rule out small
bowel obstruction (SBO)."

Review of the electronic medical record (EMR) under the tab Clinical Documentation revealed no evidence of
a written bed hold notice for either the 04/12/24 and/or 04/30/24 transfers to the hospital.
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F 0625 During an interview on 06/05/24 at 11:01 AM, the Director of Transitional Rehab Unit (DOTRU) stated that
the written bed hold notice was at the bottom of the written transfer notice and confirmed that R9 did not get
Level of Harm - Minimal harm or the bed hold notice for either transfer to the hospital.

potential for actual harm
During an interview on 06/05/24 at 12:30 PM, the Administrator stated that the bed hold notices for acute
Residents Affected - Few transfers were completed by the nurses and confirmed that R9's written bed hold notice was not completed
for either hospital transfer.
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