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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to permit each resident to remain in the facility and not transfer 
or discharge the resident from the facility unless the discharge was necessary for the resident's welfare for 1 
of 3 residents (Resident #1) reviewed for discharge requirements. The facility failed to ensure Resident #1 
remained in the facility and not transferred when not ordered. This failure could place discharged residents 
and residents residing in the facility at risk of being inappropriately discharged and causing a disruption in 
their care and/or services.Findings included: Record review of the Resident #1 face sheet dated 12/31/25 
indicated he was a [AGE] year-old male admitted on [DATE] with diagnoses of high blood pressure, 
dementia, anxiety, heart disease and chronic kidney disease for respite care. Record review of Resident #1‘s 
physicians orders dated November 2025 indicated Resident #1 was admitted for hospice respite care and 
did not include active discharge orders. Record review of Resident #1's current care plan dated 11/26/25 
reflected a plan for discharge with intervention to establish a pre-discharge plan with family. Record review of 
nurse notes dated 11/28/25 at 1:00 p.m., Resident #1 was transferred in error by ambulance. LVN B had 
given report then went to the room and realized the ambulance took the wrong resident. Record review of 
nurse note dated 11/28/25 at 1:32 p.m., LVN B assessed Resident #1 when ambulance returned Resident 
#1 to his bed. LVN B indicated no apparent injuries or bruises were noted. During attempted interviews on 
12/30/25 at 10:00 a.m. and 2:00 p.m., Family members of Resident #1 did not answer the phone call and left 
detailed message for a return call. During attempted interviews on 12/30/25 at 11:00 a.m. and 3:00 p.m., the 
agency nursing services did not answer or return calls for interview with LVN B. During attempted interview 
on 12/31/25 at 8:30 a.m., the agency nursing services did not answer or return calls for interview with LVN B. 
A detailed message was left for request of interview with LVN B. During attempted interviews on 12/31/25 at 
10:00 a.m. and 1:00 p.m., Family members of Resident #1 did not answer the phone call and left detailed 
message for a return call. During an interview on 12/31/25 at 11:00 a.m., The administrator said when the 
Resident #1 was mistakenly transferred. She said LVN B had notified her of the incident of Resident #1 
being transferred instead of his roommate. She said she immediately called the hospice service and told 
them to return Resident #1 to the facility. She said Resident #1 was never taken out of the ambulance and 
returned to the facility within 30 to 35 minutes. She said LVN B assessed Resident #1 when he was returned, 
and no apparent injuries and the physician was notified, and family were at bedside when Resident #1 
returned to this facility. She said her expectation was for the correct resident to be transferred. During an 
interview on 12/31/25 at 11:45 a.m., Hospice nurse C said she was not the nurse for the 11/28/25 and that 
nurse was on maternity leave, however she was aware of the event of 11/28/25. She said the wrong resident 
had been transferred and the ambulance service brought Resident #1 back to the facility after hospice was 
notified by the Administrator of the incident. Record review of the undated policy titled Transfer and 
Discharge indicated . It is the policy of this facility to permit each resident to remain in the facility, and not 
transferred or discharged from the facility .
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