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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
interviews and record review the facility failed to notify the resident and the resident's
representative(s) of the transfer or discharge and the reasons for the move in writing and in a
language and manner they understand, the facility failed to send a copy of the notice to a
representative of the Office of the State Long-Term Care Ombudsman and the facility failed to provide
the notice of transfer or discharge required at least 30 days before the resident is transferred or
discharged or provide notice as soon as practicable before transfer for 3 of 3 residents (Residents #1,
#2, and #3) reviewed for Discharge Rights.The facility failed to give the representative of Resident #1
written documentation at least 30 days prior to discharge which informed them of the facility-initiated
decision to discharge the resident and the right to appeal.The facility failed to give the representative
of Resident #2 written documentation at least 30 days prior to discharge which informed them of the
facility-initiated decision to discharge the resident and the right to appeal.The facility failed to give
the representative of Resident #3 written documentation prior to discharge which informed them of
the facility-initiated decision to discharge the resident and the right to appeal.This failure could affect
residents who are discharged from the facility and could place them at risk of having their discharge
rights violated. Findings included: Record review of Resident #1's admission Record dated 04/29/26
documented an [AGE] year-old male admitted to the facility on [DATE]. His diagnoses included
non-ST elevation (NSTEMI) myocardial infarction (type of heart attack), unspecified protein-calorie
malnutrition (condition where patient suffers from deficient protein and caloric intake), acute
respiratory failure with hypoxia (critical condition where the lungs cannot adequately oxygenate the
blood), benign prostatic hyperplasia without lower urinary tract symptoms (enlarged prostate) and
unspecified dementia, moderate, without behavioral disturbance, psychotic disturbance, mood
disturbance and anxiety (a stage of memory impairment that requires more assistance with daily
activities but are not yet in fully dependent stage).Record review of Resident #1's discharge MDS
dated [DATE] indicated a BIMS score of 8 which reflected moderate cognitive impairment. Record
review of Resident #1's SLUMS Examination dated 03/19/26 revealed a score of 8 out of 30
indicating the presence of dementia. Record review of Resident #1's Care Plan included focuses of
The resident is resistive to care (taking medications/injections), ADL assistance with a date initiated
of 03/10/26; and The resident expresses a wish to be discharged to [FACILITY] for elopement risk
and wandering to ensure resident has a safe environment with a date initiated of 03/30/26. During an
interview with FM A on 04/29/26 at 8:55 am, the concern was expressed that Resident #1 had been in
another LTC facility for rehabilitation and a catheter was placed due to urinary issues. Resident #1
pulled out his catheter so it was not replaced but the family was afraid that he still had urinary issues
such as an infection which might be causing his restlessness and wandering. FM A also expressed
concern about his medications and wanted the facility to have the doctor review and possibly change
Resident #1's medications to assist with his anxiety. FM A also stated that she received a call from
the facility that Resident #1 had tried going to the exit doors although he had never wandered before.
FM A told the facility social worker that she was leaving the country to go on vacation for a few
(continued on next page)
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weeks and was told that he would be fine until she returned. After FM A left for her vacation, she
received a call from the facility saying Resident #1 would be moved to another facility with a secure
unit. No notice was given for this move. FM A stated they got the local Ombudsman involved and she
told the facility not to move him. Resident #1 was sent to another facility in another city in spite of
the objection of the Responsible Parties, FM A and FM B. During a telephone interview with the
Ombudsman on 04/29/26 at 9:29 am, she stated that at the end of March she was notified that the
facility was working with Resident #1 who was starting to wander. The Ombudsman stated she
received calls from both of Resident #1's Responsible Parties who told her they did not want him to
move until FM A was back in town. The Ombudsman stated she emailed the facility and told them
they needed to provide a notice and not to move him. The facility then gave a handwritten notice to
the family and Ombudsman the day before he was moved which did not provide a 30 day notice or give
a reason for immediate discharge. The Ombudsman sent the notice to the State Office to appeal the
decision. The facility told the Ombudsman they had spoken with FM B, the other Responsible Party,
who lived out of town, and she at first told them to go ahead and send him but then sent an email
early in the morning of the move and asked the facility not to move him until the family had time to
consider all the options. The Ombudsman also stated the facility had taken a couple of other
wandering residents and then wanted to discharge them. The Ombudsman stated she did receive a list
of residents discharged each month. During a phone interview with FM B on 04/30/26 at 3:00 pm, FM
B shared her concerns about the way Resident #1's discharge was handled. Since she lives in another
city several hours away from the local area, she did not have the opportunity to visit other area
facilities that could care for Resident #1. FM B also was concerned about the fact that Resident #1
was going to be driven halfway to the receiving facility by way of the facility's van and then
transferred to the receiving facility's van and taken to the receiving facility. FM B felt this just added
confusion to Resident #1 since he did not know anyone and did not understand where he was going.
FM B said she tried to stop the discharge but it was already done by the time she talked with the
ADM. After the discharge appeal was made, the ADM offered to bring him back to the facility and said
she would do one to one care until there was a resolution. FM B stated she had asked about one to
one care until FM A could return from out of town but was told the facility did not provide this service.
FM B said she finally decided to just leave him at the new facility until she and FM A could determine
if they should move him closer to one of them or leave him at the new facility. 2. Record review of
Resident #2's admission Record dated 04/29/26 documented a [AGE] year-old female initially
admitted to the facility 09/01/2019 with the most recent admission of 12/20/2025. The diagnoses
included major depressive disorder (common mental health condition characterized by persistent,
severe sadness, low energy and a loss of interest in activities), generalized anxiety disorder (a
mental health condition characterized by persistent, excessive, and uncontrollable worry about
everyday things), cognitive communication deficit (a communication impairment resulting from
underlying cognitive issues such as memory, attention, or executive function deficits), and peripheral
vascular disease (a slow, progressive circulation disorder involving narrowing, blockage, or spasms in
blood vessels outside the heart and brain, commonly affecting legs and feet) and vascular dementia,
senile degeneration of the brain (decline in thinking skills caused by conditions that block or reduce
blood flow to the brain). Record review of Resident #2's Discharge MDS dated [DATE] revealed a
BIMS score of 11 indicating moderate cognitive impairment. Record review of Resident #2's Care Plan
with last revision date of 02/16/26, did not address any issues of wandering but did have a focus of
Resident #2 has impaired cognition related to a diagnosis of vascular dementia, senile degeneration of
the brain.) Interventions included Cue, reorient and supervise as needed, and
Monitor/document/report PRN any changes in cognitive function, specifically changes in: decision
making ability, memory, recall and general awareness, difficulty expressing self, difficulty
understanding others, level of consciousness, mental status. During a phone interview on 04/30/26 at
10:38 am with Resident #2's Responsible Party, FM C, FM C stated that the resident's issues started
(continued on next page)
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with her roommate. Resident #2 was upset about her roommate having a male resident visit in the
room frequently. Resident #2 was moved to another room which was near the double doors that led to
the lobby entrance of the facility which allowed her to be closer to the exit. On New Year's Eve
Resident #2 went outside thinking she could see fireworks. The door locked behind her so she had to
knock on the door and ring the doorbell to get back inside. The facility then considered this an
elopement. FM C also stated that she had placed a camera in Resident #2's room so she could monitor
how often staff came in to check on her. FM C reported that one time no one checked on her for 14
hours. FM C stated she had called in a complaint about this. FM C stated the facility told her that
resident #2 needed to be in a secured unit due to her confusion and wandering. FM C stated that since
Resident #2 knew why she wanted to go outside to watch fireworks, this was not wandering since
she had a reason. The facility still insisted on her discharge so she was discharged to a facility in
another town on 02/12/26 without any type of 30 Day or Prior Notice. FM C stated she was not
impressed with the service at the new facility and moved Resident #2 to a local facility with a secure
unit about a week later. 3. Record review of Resident #3's admission Record dated 04/29/26
documented an [AGE] year-old male admitted to the facility 04/16/26. The diagnoses included
metabolic encephalopathy (a broad term for brain dysfunction caused by systemic illness, organ
failure, or chemical imbalances rather than a direct brain injury), altered mental status, unspecified (a
sudden or gradual change in a person's baseline cognitive function, consciousness, or behavior), and
dementia in other diseases classified elsewhere, moderate, without behavioral disturbance, psychotic
disturbance, mood disturbance, and anxiety (indicates significant cognitive decline and functional
impairment without psychiatric complications). Record review of Resident #3's Discharge MDS dated
[DATE] documented a BIMS score of 7 indicating severe cognitive impairment. Record review of the
medical record indicated there was no Discharge Notice provided to Resident #3 or the Responsible
Party. The facility had just documented they had talked with the Responsible Party who agreed to
move Resident #3.Record review of Resident #3's Care Plan dated 04/16/26 had a Focus of Resident
at risk for elopement with a Goal of Resident will not leave facility unattended through the review
date. Interventions included Assess patient for elopement risk on admission, readmission, quarterly
and with any significant changes, Distract resident from wandering by offering pleasant
diversions.During an interview with the SW on 04/30/26 at 12:21 pm, all three of the above residents
were discussed along with the reasons for discharge. The SW was asked about the discharge process
and whether or not notices were given. The SW stated she met with families and if there was a
concern about wandering, a care plan meeting was held to determine if the facility could meet the
needs of the resident. If there was a behavioral issue, the nursing department was involved but,
according to the SW, the facility cannot do one to one care except for a short time. The SW stated We
are not a locked facility. We can provide med management through our contracted psychiatric
provider. Regarding Resident #2, the SW stated that she had bad dementia and was pleasantly
confused. Resident #2 didn't like her roommate but once she was moved she became more confused
since she had depended on her roommate to remind her about what she was supposed to do and
where to go. Resident #2 then began wandering more so we talked with her Responsible Party about
this. The SW was asked if they gave a discharge notice to the resident and family and she said only
the ADM or BOM were the ones to issue such a notice. The SW stated she was not sure about the
discharge process. Regarding Resident #3, the SW stated that he was wandering from the day he
came in. Resident #3 was also more combative and refusing care. We contacted the family and then
provided clinicals to a local facility that had a secure unit. The SW stated she was not sure why
Resident #3 had been accepted at this facility in the first place. Regarding Resident #1, the SW stated
she was in contact with FM A. The SW stated When he started having behaviors, I told her that this
environment wasn't good for him. I suggested a caregiver but she was out of town and couldn't do
this. She also wanted him to have Haldol but we don't give that medication here. The SW stated they
had a care plan meeting to discuss the concerns. Resident #1 was also put on psych services on
(continued on next page)
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3/31/26 but his needs still could not be met. The SW stated she told FM A they could send him to a
sister facility in another city that had a secure unit. FM A said to go ahead and send him and FM B
changed her mind on the day he was to be transferred.During an interview with the ADM on 04/30/26
at 1:03 pm, she was asked about the admission, transfer and discharge process. The ADM stated the
admissions team consisting of the ADM, ADONs, DON and BOM makes the decision about admitting.
The ADM stated they don't always know about whether or not the resident wanders until they arrive.
When it becomes evident they cannot meet the resident's needs they talk with the family about
alternate placement. The ADM said they ask the family about what they want to do next. The ADM
stated that if the family doesn't agree with the discharge plan then we give them a notice. The ADM
stated If we see they are not going to be safe, then we talk with the family about the fact that we
don't have a secured facility. The ADM stated that since all of the families of Resident #1, Resident
#2 and Resident #3 were involved in the decision making process and where the resident was going to
go, we didn't feel we needed to give them a written notice. The ADM stated they did give a notice to
Resident #1, after a call from the Ombudsman, but acknowledged it was not given 30 days prior to
discharge. No notices were given to the Residents or Responsible Parties for Residents #2 or #3.
Record review of the Facility Transfer and Discharge Policy documented:The facility will evaluate and
determine the level of care needed for the resident prior to admission to ensure the facility's ability to
meet the resident's needs.Once admitted , the resident has the right to remain at the facility unless
their transfer or discharge meets one of the following specified exemptions:The transfer or discharge
is necessary for the resident's welfare and the resident's needs cannot be met in the facility.The
facility's transfer/discharge notice will be provided to the resident and the resident's representative
in a language and manner in which they can understand. The notice will include all of the following at
the time it is provided:The specific reason and basis for transfer or discharge.The effective date of
transfer or discharge.The specific location. to which the resident is to be transferred or discharged
.An explanation of the right to appeal the transfer or discharge to the State.The name, address
(mailing and email) and telephone number of the State entity which receives such appeal hearing
requests.Information on how to obtain an appeal form.Information on obtaining assistance in
completing and submitting the appeal hearing request.The name, address (mailing and email), and
phone number of the representative of the Office of the State Long-Term Care Ombudsman.Generally,
the notice must be provided at least 30 days prior to a transfer or discharge of the resident.
Exceptions to the 30-day requirement apply when the transfer or discharge if effected because:The
health and/or safety of individuals in the facility would be endangered due to the clinical or behavioral
status of the resident.d. A resident has not resided in the facility for 30 days.e. In these exceptional
cases, the notice must be provided to the resident, resident's representative, if appropriate, and LTC
Ombudsman as soon as practicable before the transfer or discharge. 5. The facility will maintain
evidence that the notice was sent to the Ombudsman.

44676472

06/25/2026




