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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** Based on
interview and record review, the facility failed to notify the resident and the resident's representative(s) of the
Residents Affected - Few discharge and the reasons for the discharge in writing and in a language and manner they understand for 1

of 5 residents reviewed for discharge notification. (Resident #1)

The facility did not give a written notice of discharge, when Resident #1 was transferred into Police custody
on 02/19/2025.

This failure could affect residents by placing them at risk of being transferred and not having access to
available advocacy services, discharge/transfer options, and appeal processes.

Findings included:

Review of Resident #1's face sheet dated 04/09/2025 reflected initial admission date of 03/29/2023 and
readmission date of 01/14/2025 with diagnoses of Type 2 Diabetes Mellitus with diabetic peripheral
angiopathy without gangrene, pain unspecified, chronic pulmonary edema (buildup of fluids in the lungs),
benign prostatic hyperplasia (a condition in which the flow of urine is blocked due to the enlargement of
prostate gland) without lower urinary tract symptom, repeated falls.

Review of Resident#1's admission MDS assessment dated [DATE] reflected a BIMS score of 15 indicating
no cognitive impairment.

Review of Resident #1's care plan initiated 10/29/2025 reflected Resident #1 had potential for falls, related to
unsteady gait, and history of fall, fluctuating blood sugars related to diabetes mellitus and his noncompliance
with need to restrict carbs/sugars, Acute Pain / Chronic Pain related to Arthritis (is a condition characterized
by pain, swelling, and stiffness in one or more joints), neuropathy (a condition that affects the nerves in the
body), and migraine.

Review of Resident #1's progress notes dated 02/19/2025 at 09:36 am written by the DON reflected:
[name]County detective arrived this am to take [Resident #1] into custody, all belongings to accompany him.
Badge verified by this nurse. no additional information given. all medications and face sheet sent with
resident. Per detective, the DA will email documents to our legal team. Resident sent in detective vehicle, no
s/s distress.
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F 0623

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Review of Resident #1's progress notes dated 02/19/2025 at 02:12 pm written by the DON reflected: spoke
with ombudsman, notified him of resident taken into custody of [name] County sheriff dept, DC' d from facility
permanently. He voiced surprise and understanding. VMs left with POA and ombudsman to update them.

Review of Resident #1's progress notes dated 02/21/2025 at 11:13 am written by the DON reflected: VM left
POA notifying of need to collect resident belongings in a timely manner due to residents permanent DC due
to change of residence.

During an interview on 04/10/2025 at 09:57 am Resident #1's POA stated Resident #1 was immediately
discharged from the facility without 30-day notice after he was taken into custody by the police. Resident #1's
POA stated she was called and told Resident #1 was discharged same day because he was in police
custody. Resident #1's POA stated Resident #1 was taken into police custody on 2/19/2025 due to warrant
that was out, and Resident #1 had his court hearing on 02/28/2025 and was transferred to the ER from the
court due to injuries. Resident #1's POA stated the facility refused accepting Resident #1 back to the facility.

During an interview on 04/09/2025 at 10:32 am the Social Worker stated Resident #1 was discharged from
the facility because he got arrested from the facility for sexual abuse of a minor. The Social Worker stated
she did not know if Resident #1 was guilty. The Social Worker stated it was their policy to give 30-day notice
for facility-initiated discharge, but she did not give Resident #1 30-day notice because it was out of her
hands.

During an interview on 04/09/2025 at 11:00 am the Administrator stated Resident #1 was discharged to the
county jail. The Administrator stated she was told by the DON that Resident #1 would be in custody until his
trial date. The Administrator stated the facility did not accept Resident #1's referrals back to the facility
because the facility was next to a school. The Administrator stated she did not know if Resident #1 was
found guilty of the charges on him. The Administrator stated Resident #1 or his POA were not issued a
30-day notice of discharge.

During an interview on 4/09/2025 at 3:37 pm the DON stated she was present when Resident #1 was taken
into custody and was told by the Deputy that Resident #1 would be in police custody until his trial date. The
DON stated the facility did not anticipate Resident #1 coming back to the facility because the Deputy stated
Resident #1 would be in police custody until his trial date. The DON stated she spoke with the case manager
and told the case manager Resident #1 was not going back to the facility because he was permanently
discharged from the facility. The DON stated the Administrator made the decision to discharge Resident #1.
The DON stated, We notify the POA of what happened. We also notify her to pick up his things. | don't know
what he did to post threat to staff or resident, | have to go back and look.

During an interview on 04/09/2025 at 4:09 pm, the Ombudsman stated Resident #1 was given a 30-day
discharge in the past, appealed and won the appeal on 2/18/2025. The Ombudsman stated Resident #1
should be accepted back to the facility after his arrest and hospital stay.
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F 0623 During an interview on 04/10/2025 at 09:32 am the Administrator stated the DON got a call from the Sheriff's
office on 04/09/2025 stating Resident #1 cannot be next to a child and the facility was close to a school. The

Level of Harm - Minimal harm or Administrator also stated they had children volunteering at the facility therefore Resident #1 cannot be

potential for actual harm accepted back to the facility. The Administrator stated, | will have to discuss with my cooperate. Right now,

we do not have reason for not readmitting, once we have a reason not to, we will not re-admit him.
Residents Affected - Few
During an interview on 04/10/2025 at 10:13 am, the Sergeant with the Special Verdict Unit with name County
(Contact provided by the DON) stated the facility had just made contact with him and he explained Resident
#'1s trial findings. He stated, the court would have stipulated in the deferred adjudication that Resident #1
could not be in a certain radius of a school. The Sergeant said he explained to the facility that this was not in
the case of Resident #1, Resident #1 was not allowed to live in a residence with a child but a facility next to
the school would not apply.

During an interview on 04/10/2025 at 10:57 am the Administrator stated Resident #1 will not be allow back in
the facility due to the facility's policy on Registered sex offender and the findings from his court hearing on
02/28/2025.

Review of facility's policy titled Discharge or Transfer to another facility revised 04/10/2025 reflected: The
facility will permit each resident to remain in the facility, and not transfer or discharge the resident from the
facility. In the following limited circumstances, this facility may initiate transfers or discharges:

A. The transfer or discharge is necessary for the resident's welfare and the resident's needs cannot be met in
the facility.

B. The transfer or discharge is appropriate because the resident's health has improved sufficiently so the
resident no longer needs the services provided by the facility.

C. The safety of individuals in the facility is endangered due to the clinical or behavioral status of the
resident.

D. The health of individuals in the facility would otherwise be endangered.

When a resident is temporarily transferred on an emergency basis to an acute care facility, this type of
transfer is considered to be a facility-initiated transfer and a notice of transfer will be provided to the resident
and resident representative as soon as practicable. Copies of notices for emergency transfers will also still
be sent to the ombudsman, but they may be sent when practicable, such as in a list of residents on a
monthly basis.

In situations where the facility has decided to discharge the resident while the resident is still hospitalized ,
the facility will send a notice of discharge to the resident and resident representative and will also send a

copy of the discharge notice to a representative of the Office of the State LTC Ombudsman.
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F 0623 Review of facility's policy titled Resident Rights undated reflected, The facility must provide equal access to
quality care regardless of diagnosis, severity of condition, or payment source. A facility must establish and

Level of Harm - Minimal harm or maintain identical policies and practices regarding transfer, discharge, and the provision of services under

potential for actual harm the State plan for all residents regardless of payment source.)

Residents Affected - Few Review of facility's policy titled Registered Sex Offender dated 1/1/2020 reflected, It is the policy of this

facility not to admit known registered sex offenders (as defined by Texas Chapter 62 of the Code of Criminal
Procedure) into this facility.
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