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Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to notify the resident and resident's representative(s)
of the discharge, reasons for the move, and right to appeal in writing and in a language and manner
they understand and send a copy of the notice to a representative of the Office of the State
Long-Term Care Ombudsman for 1 (Resident #1) of 5 residents reviewed for discharge planning. The
facility failed to notify Resident #1's RP of Resident #1's discharge, reasons for the move, and right to
appeal in writing, in a language and manner they understand, as soon as practicable before the
discharging Resident #1 on 04/23/2026 to another facility. The facility failed to send a copy of the
notice of Resident #1's discharge to the facility's Ombudsman as soon as practicable before
discharging Resident #1 on 04/23/2026 to another facility. This failure could place residents at risk of
being discharged without alternative placement, discharge options, their rights to appeal and access
to advocacy services. Findings included: Record review of Resident #1's face sheet, dated
07/15/2026, revealed a fifty-four-year-old female who was admitted to the facility on [DATE] with a
diagnosis that included brief psychotic disorder (a short-term mental health condition defined by the
sudden onset of psychotic symptoms-such as delusions, hallucinations, disorganized speech, or
catatonic behavior), schizoaffective disorder (a chronic mental health condition characterized by a
combination of schizophrenia symptoms (like delusions or hallucinations) and mood disorder
symptoms (like depression or mania)), bipolar disorder, current episode manic severe with psychotic
secondary features (a mental health condition with major mood shifts, currently experiencing
high-energy mania marked by racing thoughts, reduced sleep, and impulsive actions. The manic state
causes major disruption in daily life, work, or safety, often requiring hospital care. A break from
reality involving hallucinations or delusions (such as false beliefs of grand power or importance)).
Record review of Resident #1's care plan revealed care plan cancelled dated 04/27/2026 had a focus
of Resident #1 was at risk for elopement as evidenced by exit seeking and voiced wanting to leave
dated 04/16/2026 with intervention dated 04/18/2026 placed 1:1 for 48 hours. Resident #1's care
plan did not include discharge planning. Record review of Resident #1's MDS Resident Assessment
and Care Screening dated 04/22/2026 Section C - Cognitive Patterns reflected a BIMS score of 0
indicating severe cognitive impairment, section E0900. Wandering - Presence and Frequency -
Behavior of this type occurred 4 to 6 days, but less than daily, and E1000. Wandering - Impact the
wandering placed the resident at significant risk of getting to a potentially dangerous place (e.g.,
stairs, outside ofthe facility). Record review of Resident #1's progress notes dated 04/18/2026
reflected Resident #1 walked around front lobby. Staff was watching resident closely due to her
recent outburst about wanting to leave this hospital. When visitor went to punch in door code, resident
approached him. Staff let visitor know that resident could not go outside without a staff member.
(continued on next page)
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Resident #1 agreed to come to common area to listen to piano music that volunteer is playing. Let the
ADON know of behavior. Interventions: Encourage activities, Music or sensory stimulation, Review of
Resident #1's progress note dated 04/18/2026 reflected Resident #1 wandered down hallway.
Resident stated she did not know where she was or how she got here. Resident #1 entered her room
and then left and wandered down hallway. Resident #1 was redirected by staff. Review of Resident
#1's progress note dated 04/19/2026 reflected Resident #1 was up wandering in hallway. Resident #1
noted trying to enter other residents' rooms. Resident #1 redirected back to her room. Staff
encouraged Resident #1 to lie down and get some rest. Resident #1 would lie down for several
minutes at a time and then get back up and go to nurses' station or wander down hallway. Staff had to
redirect Resident #1 multiple times. Review of Resident #1's progress note dated 04/19/2026
reflected staff heard door alarm sound and followed the sound. A resident informed staff that a lady
was outside. Nurse sent a CNA to the hallway where the alarm sounded while nurse when to the front
of the building and walked outside. Nurse entered building through hall 4 and saw CNA walking with
Resident #1 on hall 4. Staff asked Resident #1 what she was doing. Resident #1 said she held the
door for 15 seconds. Resident #1 was placed on 1:1 (means a dedicated staff member is assigned
continuously to watch and assist a single resident). Review of Resident #1's progress note dated
04/19/2026 reflected staff spoke with Resident #1's RP about Resident #1 exiting out the door and
coming back in and someone sitting with Resident #1 1:1. Review of Resident #1's progress note
dated 04/19/2026 reflected elopement/Attempt interventions: 1:1 monitoring, Review of Resident
#1's progress note dated 04/19/2026 reflected Resident #1's RP informed that the SW was seeking a
secure unit for Resident #1 because she was exit seeking. Review of Resident #1's progress note
dated 04/22/2026 reflected elopement/attempt follow-upcurrently increased wandering, Resident #1
continued to wander around entire facility. Interventions: 1:1 monitoring. Review of Resident #1's
progress note dated 04/22/2026 reflected Resident #1's RP was notified that Resident #1 had been
accepted into another SNF with a secure unit. The RP requested that Resident #1 be discharged to a
SNF closer to [another city]. The Social worker called several SNFs to see if they had a secure unit
and only 2 had a secure unit but they had not responded. Clinicals were sent to other SNFs. Review of
Resident #1's progress note dated 04/23/2026 reflected elopement note - follow-upCurrently exit
seeking, no further elopement attempt, resident still 1:1. Record review of Resident #1's Discharge
Summary by LVN A reflected on 04/23/2026 Resident #1 was transferred to another SNF with a
secure unit. Discharge summary reflected no physician signature. During an interview on 07/15/2026
at 11:17 AM with the RNC she said it was the responsibility of the team together to discharge
residents, both the nursing team and the SW. The RNC said she did not see any information in
Resident #1's EMR that Resident #1's RP received written communication about Resident #1's
discharge or that the Ombudsman was notified. The RNC said because the DON was out of the
building it was the responsibility of the Administrator to make sure the discharge went smoothly. The
RNC said the facility should have followed their policy when Resident #1 was discharged . The RNC
said a possible negative effect of not following a discharge policy was that the RP might not have
known where the Resident went. During an interview on 07/15/2026 at 1:16 PM with Resident #1's
RP she said she did not want Resident #1 moved out of the facility and into the facility she was
transferred to. Resident #1's RP said she was not okay with moving Resident #1 to the facility she is
currently living in and she fought with the facility about moving Resident #1. The RP said the facility
told her Resident #1 had to go to the place Resident #1 was sent. Resident #1's RP said she asked
about other SNF locations. Resident #1's RP said the facility insisted Resident #1 go to the facility
she was sent to. Resident #1's RP said Resident #1 had just gotten to the facility and Resident #1
(continued on next page)
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was just getting adjusted. Resident #1's RP said she could not remember who she spoke with at the
facility, but she spoke with them 2 or 3 times with phone calls going back and forth. Resident #1's RP
said she was told by the facility that Resident #1 had to go there because there was nowhere else for
her to go. Resident #1's RP said she never received any information in writing about Resident #1's
discharge and was never told that she could contact the Ombudsman or that she had the right to
appeal the discharge. During an interview on 07/15/2026 at 12:48 pm with the SW said she had
worked for the facility for 1 month and after reviewing the facility policy stated the facility needed to
document that the family was notified in writing or received a written email providing residents 30
days prior to discharge or given notice as soon as possible about the discharge. She said the
Resident's medical physician and the Ombudsman needed to be informed about resident discharges.
The SW said she was new and was familiarizing herself with the facility policies and procedures. The
SW said a possible negative effect of not following the facility discharge policy was
miscommunication and issues with the safety and health of the residents in addition to possible
misinformation to the new facility. During an interview by telephone on 07/15/2026 at 12:56 pm with
the FSW she said they needed to get Resident #1 to a building that had a secure unit. The FSW said
Resident #1's RP wanted a placement closer to her but the only facility closer to Resident #1's RP did
not have availability. The FSW said Resident #1's RP complained that Resident #1 was going too far
away. The FSW said she did not get the Ombudsman involved with discharging Resident #1 and she
did not remember why. The FSW said she did not send Resident #1's RP or the Ombudsman anything
in writing. The FSW said she just spoke to Resident #1's RP on the phone and put a note in Resident
#1's progress notes. The FSW said she did not give Resident #1 notice about an appeal process. The
FSW said they only give notice to the Ombudsman and information goes to the RP only if a 30-day
discharge notice was given. During an interview by telephone on 07/15/2026 at 1:35 PM LVN A said
she did not remember doing the discharge paperwork for Resident #1. During an interview by
telephone on 07/15/2026 at 2:00 PM with the PMHNP-BC she said when the facility decided to
transfer a resident to another facility, they transferred the resident. The PMHNP-BC said it was not
for her to decide about resident transfers. The PMHNP-BC said it was obvious to her that Resident #1
was exit seeking and she absolutely thought that Resident #1 needed a secure unit. During an
interview on 07/15/2026 at 2:08 PM with the Administrator who began working at the facility on
06/30/2026 he said he called the FSW and discussed Resident #1's discharge and the FSW told him
that Resident #1 needed to be transferred to a SNF with a secure unit. He said after talking with the
FSW he felt like it was an emergent situation and the FSW documented the discharge in Resident #1's
progress notes on 04/22/2026. The Administrator said written notice to Resident #1's RP was not
needed because it was an emergent situation and for Resident #1's safety. The Administritor said that
notification to Resident #1's RP of the resident's right to appeal was not necessary because the
situation involved Resident #1's safety. The Administrator said in their May 2026 notice to the
Ombudsman about facility discharges, they did provide notice of Resident #1's discharge to another
skilled nursing facility. The Administrator said Resident #1's discharge was not a discharge, but a
transfer because Resident #1 was transferred to a sister facility. During an interview by telephone on
07/15/2026 at 2:30 PM with the MLO for the facility area she said she received notice of Resident
#1's discharge on the 05/01/2026 monthly discharge report. She said this monthly discharge report
was a report that was submitted to her every month from each SNF for which she was the
Ombudsman. The MLO said that for each discharge, written notice should be given to the resident or
the resident's RP and the Ombudsman in writing. The MLO said these notices should include the
reason why the resident was being discharged . The MLO said each resident or the RP for that
(continued on next page)
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resident who is being discharged should receive a notice of their right to appeal the discharge. During
an interview by telephone on 07/15/2026 at 3:45 PM with the DRO she said even in urgent situations
a written notice of a copy of the discharge documentation giving the specific reason the facility gave
for the immediate discharge must be sent to the resident or the resident's RP and to the Ombudsman
before or immediately upon the emergency move. The DRO said these requirements are for the
residents' protection at discharge. She said a negative impact of not providing the information for the
resident or the resident's RP right to appeal would be a possible uprooting of a resident and the loss
of the primary support and the psychological confusion to the resident being moved to a different
environment. On 07/15/2026 at 4:06 PM an attempt to call the former facility Administrator leaving a
voice mail and a text message. No response to messages received. Record review of facility
Discharge or Transfer Facility Initiated discharge date d 02/12/20-25 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:The transfer or
discharge is necessary for the resident's welfare and the resident's needs cannot be met in the
facility; To demonstrate that any of the circumstances are permissible for a facility to initiate a
transfer or discharge as specified in A, the medical record will show documentation of the basis for
transfer or discharge. This documentation must be made before, or as close as possible to the actual
time of transfer or discharge. For circumstances A for permissible facility-initiated transfer or
discharge, the resident's physician must document information about the basis for the transfer or
discharge. Additionally, for circumstance A above, the inability to meet the resident's needs, the
documentation made by the resident's physician must include:The specific resident needs the facility
could not meet;The facility efforts to meet those needs; andThe specific services the receiving
facility will provide to meet the needs of the resident which cannot be met at the current facility.
Long-Term Care Regulation Provider Letter Nursing Facility Resident Discharge and Appeal dated
09/29/2022 reflected the purpose of this letter is to provide guidance to Nursing Facilities regarding
resident discharges and discharge appeal hearings. Providing clear notice and documentation during a
discharge are legal requirements and essential to protecting the rights and dignity of residents.
Reasons for Discharge Permitted by Rule A - Nursing Facility must determine its capacity and ability
to care for a resident upon admission. The facility must allow a resident to remain in the facility and
may not involuntarily discharge the resident unless the transfer or discharge is necessary for the
resident's welfare, and the resident's needs cannot be met in the facility. Proper Discharge
Notification if a Nursing Facility initiates a resident discharge, the facility must provide written
notification of the discharge-in a language and manner the resident can understand-to the resident,
the resident representative (if applicable), and a representative of the Long-Term Care Ombudsman
Program, at least 30 days before the intended discharge date . The discharge notification must
include: the reason for the discharge; the effective date of the discharge; the location to which the
resident is being discharged ; a statement that informs the resident of his or her rights to appeal the
discharge by requesting a hearing through the Health and Human Services Commission (HHSC) within
90 days; information on how to obtain an appeal form and assistance in completing and submitting it;
contact information of the managing local ombudsman and the toll free number for the Long-Term
Care Ombudsman Program, which is [PHONE NUMBER]; if applicable, for residents with a mental
illness, contact information of the state mental health authority; and if applicable, for residents with
an intellectual or developmental disability (IDD), contact information for the authority for individuals
with IDD, along with the contact information for the agency responsible for the protection and
advocacy of individuals with IDD.3 A Nursing Facility must provide a discharge notice as soon as
(continued on next page)
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practicable before the 30-day period described above if: the safety of an individual in the facility
would be endangered; the health of an individual in the facility would be endangered; the discharge is
necessary for the resident's welfare because the resident's needs cannot be met in the facility; A
Nursing Facility should provide as much specific information as possible in the discharge notice to
notify the resident why he or she is being discharged and how the discharge meets discharge criteria
as outlined in rule. The statement of the resident's appeal rights must inform the resident that he or
she has the right to appeal the action as outlined in HHSC's Fair and Fraud Hearings Handbook by
requesting a hearing within 90 days of the date of the notice; provide information on how to obtain an
appeal form and assistance in completing the form and submitting the fair hearing request; and inform
the resident that, if the resident requests the hearing before the discharge date , the resident has the
right to remain in the facility until the hearings officer makes a final determination unless failure to
discharge would endanger the health or safety of the resident or individuals in the facility. The facility
must document how a failure to discharge a resident would present a danger to the resident or others.
A Nursing Facility is required to provide a resident with enough preparation regarding his or her
discharge so that it may be safe and orderly. Appropriate preparation can include]explaining the
discharge to the resident in a manner that he or she can understand; working with the resident or the
resident's representative to ensure all the resident's personal belongings are collected; and ensuring
NF staff handle the discharge in a way that will ease the transition for the resident. A NF must
provide the resident with a discharge summary that includes: a summary of the resident's overall
stay; the status of his or her permanent medical necessity under the Medicaid program with a new
medical necessity determination; and a post-discharge plan of care that will assist the resident to
adjust to the new living environment. Resident's Right to a Fair Hearing Regardless of the reason for
discharge, a resident has the right to appeal a discharge within 90 days of a discharge notice. If the
resident appeals before the discharge date , the facility may not discharge the resident while the
appeal is pending. A NF is required to allow the resident to remain in the facility until the hearing
officer makes a final determination unless the transfer and discharge is necessary for the resident's
welfare because the resident's needs cannot be met in the facility.
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