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F 0626 Permit a resident to return to the nursing home after hospitalization or therapeutic leave that exceeds
bed-hold policy.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based an
interview and record review, the facility failed to permit one of three sampled residents (Resident 1) to return
Residents Affected - Few to the facility after hospitalization. This resulted in Resident 1 having unnecessary stay in the hospital and

violated Resident 1's rights.
Findings:

During an interview on 3/19/25 at 3:12 p.m. with acute hospital Social Worker (SW), SW stated on 3/19/25
she notified facility to inquire whether they would be permitting Resident 1 to return to the facility. SW stated
she was made aware facility was not permitting Resident 1 to return to the facility.

During an interview on 3/19/25 at 4:22 p.m. with Resident 1, Resident 1 stated on 3/13/25 she was not able
to hold any food down and had severe abdominal pain and requested to be sent to the acute hospital.
Resident 1 stated she feels better and would like to return to the facility. Resident 1 stated, I'm comfortable
there [facility]. | want to go back, I've made friends there.

During a review of Resident 1's admission Record (AR), dated 3/20/25, the AR indicated Resident 1 was a
female initially admitted to the facility on [DATE]. Resident 1's quarterly Minimum Data Set (MDS-a federally
mandated resident assessment tool) dated 1/23/25, indicated Resident 1 had a BIMS (Brief Interview for
Metal Status-an assessment tool used by facilities to screen and identify memory, orientation, and judgement
status of the resident) score of 14 (13 to 15 cognition is intact). The Progress Notes dated 3/13/25 at 1:20 p.
m. indicated Resident 1 had complain of severe abdominal pain and requested to be sent out to the acute
hospital.

During an interview an interview on 3/20/25 at 12:09 p.m. with Administrator and Assistant Director of Nurses
(ADON), ADON stated Resident 1 was transferred to the acute hospital for abdominal pain. Administrator
stated on 3/19/25, hospital SW were made aware facility had no beds available and would not be permitting
Resident 1 to return to the facility even when a bed became available. Administrator stated, We are not
taking her [Resident 1] back.

During a review of the facility's policy and procedure (P&P) titled, readmission to the Facility, dated 3/2017,
the P&P indicated, Residents who have been discharged to the hospital or for therapeutic leave will be given
priority readmission to the facility.
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