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$S=D | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) 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 must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(ii) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this sectiﬂ;m\ ”
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(E) Aresident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman,;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.
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If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(k).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to provide a written notice discharge,
including the reason for discharge and right to
appeal, to all resident upon discharge when the
home failed to provide a written discharge notice
to one resident (Resident #1) when they refused
to accept the resident back to the facility after
hospitalization. The facility census was 99.

1. Review of Resident #1's face sheet showed the
following:

-Admission date of 05/13/19;

-Diagnoses included paraplegia (paralysis that
affects all or part of the trunk, legs, and pelvic
organs), bi-polar disorder (a disorder associated
with episodes of mood swings ranging from
depressive lows to manic highs), type Il diabetes
mellitus (a long-term condition in which the body
has trouble controlling blood sugar and using it
for energy), dysphagia oropharyngeal phase
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(difficulty swallowing), cognitive communication
deficit, and schizophrenia (disorder that affects a
person's ability to think, feel, and behave
correctly).

Review of the resident's care plan, revised
08/19/24, showed the following:

-Active discharge planning to the community after
completion of a skilled stay;

-Resident will verbalize/communicate an
understanding of the discharge plan and describe
the desired outcome by the review date;
-Establish a pre-discharge plan with the
resident/family/caregivers and evaluate progress
and revise plan as indicated;

-Evaluate and discuss with the
resident/family/caregivers the prognosis for
independent or assisted living. Identify, discuss,
and address limitations, risks, benefits and needs
for maximum independence;

-Evaluate the resident's motivation to return to the
community;

-Evaluate/record the resident's abilities and
strengths, with family, caregivers and
interdisciplinary team. Determine gaps in abilities
which will affect discharge. Address gaps by
community referral to pre-discharge physical
therapy/occupational therapy, internal referral or
home health services as indicated;

-Make arranges with required community
resources to support independence post
discharge.

Review of the resident's quarterly Minimum Data
Set (MDS - a federally mandated assessment
completed by facility staff), dated 8/21/24,
showed the following:
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-Moderately cognitive impairment;

-Resident used a wheelchair and required partial
to moderate assistance from staff for toilet
hygiene and transfers, staff supervision with
showering, and substantial assistance with
transferring to shower.

Review of the resident's progress notes showed
the following:

-On 10/18/24, at 1:34 A.M., resident signed leave
of absence at 1:10 A.M., and had returned inside
the building;

-On 10/18/24, 3:03 A.M., resident had been very
talkative and active during the evening. Resident
has been in/out of building numerous times.
Resident now sitting on the toilet stating he/she
can't stand, incontinent of bladder, heart
pounding, and screaming to go to the hospital.
Resident is self-responsible party. Staff notified
emergency medical services (EMS) and
paperwork obtained. Resident transported to
hospital with EMS and his/her request for
evaluation;

-On 10/18/24, at 9:17 A.M., (late entry) Social
Service Director (SSD) was in front office when
yellow cab driver came to window and stated
he/she needed someone "to get this man/woman
out of my car." SSD asked cab driver to pull
around to skilled side of building and SSD would
meet him/her there. Upon arriving to skilled side
the resident refused to get out of cab until SSD
contacted his/her family member for payment for
cab. SSD explained that SSD had spoken to
his/her family member earlier that day and that
his/her family member was currently at work.
SSD stated she would pay for cab. Resident
continued to refuse to get out of cab until SSD
paid driver along with $10 tip. SSD asked the
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resident several times to get out of cab as cab
driver had another ride waiting on him. Resident
finally got out of cab and then would not move
away from cab door. SSD had to move resident's
wheelchair away from cab as cab driver was
pulling away. SSD called hospital emergency
room regarding not contacting the facility for the
resident's return. ER said that they had provided
resident with a cab voucher, but he/she refused
to go with that cab and was being "difficult."
Resident stated that he/she had cash to pay for
the cab, so they allowed him/her to schedule
his/her own ride.

-On 10/18/24, at 8:21 P.M., the resident returned
from the hospital emergency room with no new
orders. He/she continued behaviors of rapid
speech, restlessness, agitation and not following
medication protocol. The resident left per EMS for
different hospital for psychiatric evaluation;

-On 10/18/24, at 8:22 P.M., clarification of
previous behavioral note, the resident returned
from hospital on 10/18/24, at 9:00 A.M., with
continued behaviors and no new orders. He/she
was later transferred the evening of 10/18/24, to a
different hospital on a 96-hour hold and was
admitted.

(Staff did not document a written notice of
discharge provided to the resident.)

Review of the resident's "Affidavit in Support of
Application for Detention, Evaluation and
Treatment/Rehabilitation-Admission for 96
Hours," dated 10/18/24, showed the following:

-Resident had been escalating and was currently
in a manic state in which he/she was refusing all
prescribed medication including anti-psychotic
medications;

-Resident was engaging in risky behavior without
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concern for his/her well being or well-being of
others;

-Resident had a history of self-harm;
-Physician agreed resident needed a 96-hour
hold for medication adjustment.

Review of the resident's record showed staff did
not have a copy of a written discharge notice sent
to the resident or a resident representative.

Review of the resident's electronic record showed
staff did not document a discharge notice
completed or given to the resident on or after
10/18/24.

During interviews on 11/20/24, at 2:09 A.M. and
5:08 P.M., the SSD said the following:

-Nurses start transfers when sending a resident
out to the hospital,

-The resident signs the paperwork if able;

-The resident would leave and say he/she was
going to a family member's house, but did not
and would come back and demand to go to the
hospital. The resident would then return and
refuse to come inside the facility;

-The resident returned from the hospital in a cab
and refused to get out of the cab;

-On 10/18/24, the physician said to complete an
affidavit to send to the resident to the hospital for
a 96-hour hold;

-The facility does emergency discharges when
the facility is unable to meet a resident's needs;
-The resident was not safe at the facility and was
not allowed to return due to behaviors;

-She did not know why the facility did not issue a
written emergency discharge for the resident;
-She did not not know the facility policy regarding
emergency discharges.
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During an interview on 11/20/24, at 2:46 P.M.,
Registered Nurse (RN) A said the following:

-He/she was the admissions nurse;

-The resident was at the hospital and the hospital
social worker called on the Thursday prior to
discharge from the hospital on 11/13/24, and
asked him/her to come to the hospital before
Monday to assess the resident. He/she went to
the hospital and assessed the resident the next
day, Friday. The resident could not follow train of
thought, was manic with more of a flat affect.
He/she was unable to talk to the social worker
until Monday and expressed the resident was not
well enough to return. The social worker from the
hospital called the next day (Tuesday) and said
he/she had a great conversation with the
resident, and he/she seemed normal. He/she
asked the social worker for a progress note and
to come and assess the resident again. The
hospital social worker said the resident would be
discharged on Thursday or Friday. He/she
advised the hospital social worker the facility
would not be accepting the resident back. The
hospital sent the resident back in a cab on
11/13/24. He/she went out to the cab and
explained to the resident he/she was not coming
back to the facility and the cab to the resident
back to the hospital.

During an interview on 11/20/24, at 5:45 P.M., the
Administrator and Licensed Practical Nurse
(LPN) C said the following:

-Transfers are completed when a resident is sent
out to the hospital. The resident signs if he/she is
able;

-Residents are re-evaluated following a return
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from a 96-hour hold;

-Staff issues immediate discharges for behaviors
and all involved will sign the paperwork, including
guardian, ombudsman, physician, and resident;
-Staff at the hospital were advised the resident
did not want to return to the facility;

-The resident told the Administrator, he/she did
not want to return. He would have let the resident
in the building if he/she had wanted to return;
-There was no documentation of the resident not
wanting to return to the facility;

-The facility did not complete and give any type of
discharge notice to the resident.
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Notice-Transfer/Discharge

No resident shall be transferred or discharged
except in the case of an emergency discharge
unless the resident, and the next of kin, or a
legally authorized representative or designee, and
the resident's attending physician and the
responsible agency, if any, are notified at least
thirty (30) days in advance of the transfer or
discharge, and casework services or other
means are utilized to assure that adequate
arrangements exist for meeting the resident's
needs. In the event that there is no next of kin,
legally authorized representative or designee
known to the facility, the facility shall notify the
appropriate regional coordinator of the Missouri
State Ombudsman's office. Il

This regulation is not met as evidenced by:
1. Please refer to F623.
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PLAN OF CORRECTION

Provider/Supplier | o ;. field Skilled Care Center
Name:
zs::e;:f‘d'e’s’ 2401 W. GRAND ST SPRINGFIELD MO 65802

Date of Survey: 11/20/2024

PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER

1D PREFIX TAG PROVIDER'S PLAN OF CORRECTION: {EACH CORRECTIVE ACTION COMPLETION
SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

This Plan of Correction (“POC”) is submitted as required under State and
Federal Law. The submission of this POC does not constitute an admission
on the part of The Lodges at Springfield {the “Facility”) as to the accuracy of
the surveyors’ findings, nor the conclusions drawn there from. The facility’s
submission of this POC does not constitute an admission on the part of the
Facility that the findings cited are accurate, that the scope and severity
regarding the deficiencies cited are correctly applied.

This POC is intended to constitute the Facility’s credible letter alleging
compliance. Compliance has been and will be achieved no later than the last
completion date identified in the POC.

1. Correction for Cited Examples Include:
a. Resident #1 no longer resides in the facility.
2. The facility will identify other situations having the
potential to be affected by this practice.
a. All residents have the potential to be affected by
this deficient practice.
3. Measures that will be put in place to ensure that the
deficient practice will not reoccur are as follows:
a. Regional Director of Operations educated

F623 Administrator on Resident Discharges.

A8015 b. Administrator educated the Interdisciplinary
Team on Discharge Procedures and
requirements.

4. The facility will monitor the corrective actions to
ensure that the deficient practices will not reoccur
as follows:

a. Admin/Designee to Audit Discharges 4 x weekly
for 4 weeks to ensure residents are discharged
appropriately. If no negative findings reduce audits
to as needed.

5. Date of Compliance

a. 12/27/2024

The Administrator signing and dating the first page of the CMS-2567/State Form is indicating their approval of
the plan of correction being submitted on this form.



