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F 0623

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Many

Provide timely notification to the resident, and if applicable to the resident representative and ombudsman, 
before transfer or discharge, including appeal rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38517

Based on interview, record review, and facility policy review, the facility failed to provide one of one resident 
(Resident (R)118) reviewed for hospital transfers out of a total sample of 33 residents a written transfer 
notice when R118 was transferred to the hospital. This failure placed all residents and their representatives 
at risk of having incomplete information, misunderstand the reason of transfer/discharge, and the discharge 
appeal process.

Findings include:

Review of the facility's policy titled Transfer and Discharge Notice dated 06/2017 read in part 1. The resident 
and, if known, a family member or resident representative shall be notified in writing and in a language and 
manner they understand, of the transfer or discharge and the reason for the move before a transfer or 
discharge takes place.

Review of R118's undated Facesheet located in the resident's electronic medical record (EMR) under the 
Profile tab revealed the resident was admitted to the facility on [DATE]. 

Review of R118's Notice of Transfer/Discharge, revealed R118 was transferred to hospital on 05/09/24. 
Notice of Transfer/Discharge was not signed by R118 or R118's representative. The facility lacked evidence 
that written notice was given to R118 or the representative for R118. 

During an interview on 08/01/24 at 11:13 AM, the Social Worker (SW) confirmed the facility failed to provide 
the written notice of transfer/discharge form to R118 or the representative for R118 upon or soon thereafter 
the resident's transfer to the hospital. The SW confirmed the facility generated the form themselves and sent 
it to the ombudsman; however, residents nor their representatives were provided the written notice of 
transfer/discharge form. 
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F 0625

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

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** 38517

Based on interview, record review, and facility policy review, the facility failed to provide one of one residents 
(Resident (R) 118) reviewed for hospital transfers out of a total sample of 33 residents a written bed hold 
when R118 was transferred to the hospital. This failure This failure placed all residents of the facility at risk 
for the resident and/or responsible parties to not have the information needed to safeguard their return to the 
facility.

Findings include:

Review of the facility's policy titled Bed-Hold Notification dated 01/2017 read in part .Inform the resident or 
resident's representative, in writing, of their right to exercise the bed hold provision and the state bed-hold 
policy of seven (7) days, which will permit the resident to return and resume .provide written information at 
the time of admission and transfer to general acute care hospital or for a therapeutic leave.

Review of R118's undated Facesheet located in the resident's electronic medical record (EMR) under the 
Profile tab revealed the resident was admitted to the facility on [DATE]. 

Review R118's Progress Note dated 05/09/24 and located in the resident's EMR under the Progress Notes 
tab, revealed R118 was ordered to the hospital by their physician on 05/09/24. the Progress Note stated 
R118 had a bed hold for 7 days. 

Review of R118's EMR revealed no documented evidence the facility provided R118 or R118's 
representative a copy of the facility's bed hold notice at the time of transfer to the hospital. 

During an interview on 08/01/24 at 2:33 PM, the Admission Director (AD) confirmed the facility failed to 
provide the facility's bed hold notices to R118 upon transfer to the hospital. The AD confirmed the facility was 
not aware they were supposed to be doing bed hold notices upon a resident's transfer to the hospital. 

During an interview on 08/02/24 at 11:03 AM, the Administrator stated it was their expectation for bed holds 
to be done upon admission and upon a resident's transfer or discharge from the facility. The Administrator 
confirmed the facility failed to provide written bed hold notices and stated they were only doing them verbally. 
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F 0727

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

38517

Based on interview, record review, and review of the facility's policy, the facility failed to ensure a Registered 
Nurse (RN) was on duty eight consecutive hours in a 24 hour period, seven days a week. This placed all 
residents of the facility at risk for unmet clinical needs either directly by the lack of RN coverage or indirectly 
by the Licensed Practical Nurses (LPNs) or the Certified Nurse Aides (CNAs) for whom the RN was 
responsible for overseeing resident care. 

Findings include:

Review of a facility's policy titled Departmental Supervision, Nursing, revised 08/2022 revealed .2. A 
registered nurse provides services at least eight (8) consecutive hours every 24 hours, seven (7) days a 
week. RNs may be scheduled more than eight hours depending on the acuity needs of the resident .

Review of the facility's Nursing Schedules, dated 12/24/23 through 08/02/24, provided by the Administrator 
indicated no documented evidence a RN worked eight consecutive hours in a 24 hour period on 01/01/24, 
01/06/24, 01/07/24, 01/01/24, 01/19/24, 01/20/24, 01/28/24, 02/03/24, 02/04/24, 02/10/24, 02/18/24, 
03/02/24, 03/09/24, 03/16/24, 03/29/24, 03/30/24, 04/13/24, 04/26/24, 04/27/24, 05/10/24, 05/11/24, 
05/18/24, 05/25/24, 06/02/24, 06/08/24, 06/09/24, 06/15/24, 06/22/24 and 06/30/24.

During an interview on 08/02/24 at 10:58 AM, the Administrator confirmed the facility did not have RN 
coverage eight consecutive hours seven days a week for the dates listed above. The Administrator also 
stated the facility had been actively searching for RNs to hire. The Administrator further stated the facility had 
supported several of their LPNs in transitioning to RNs; however, they do not stay with the company. 
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