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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure one (#1) of three residents were provided the care 
and services necessary to ensure a safe discharge from the facility to the community out of seven sample 
residents. Specifically, the facility failed to:-Allow Resident #2 to return to the facility after an unplanned 
discharge to the hospital;-Provide documentation made by Resident #2's physician, including the specific 
resident needs the facility could not meet, the facility's efforts to meet those needs and the specific services 
the receiving facility would provide to meet the needs of the resident which could not be met at the current 
facility; and,-Reassess Resident #2 for readmission after he was stabilized at the hospital and ready to return 
to the facility.Findings include:I. Facility policy and procedureThe Transfer or Discharge, Facility-Initiated 
policy, revised October 2022, was provided by the assistant director of nursing (ADON) on 8/21/25 at 11:31p.
m. The policy read in pertinent part, Once admitted to the facility, residents have the right to remain in the 
facility. Facility-initiated transfers and discharges, when necessary, must meet specific criteria and require 
resident/representative notification and orientation, and documentation as specified in this policy. Each 
resident will be permitted to remain in the facility and not be transferred or discharged unless;-The transfer 
discharge is necessary for the resident's welfare and the resident's needs can not be met in this facility; and,
-The safety of individuals in the facility is endangered due to the clinical or behavioral status of the resident. 
Residents who are sent emergently to an acute care setting, these scenarios are considered facility initiated 
transfers, not discharges, because the residents return is generally expected. Residents who are sent 
emergently to an acute care setting, such as a hospital, are permitted to return to the facility. If discharge is 
initiated by the facility after an emergent transfer to the hospital, the reason for the discharge is based on the 
resident status at the time the resident seeks to return to the facility and not at the time the resident was 
transferred to acute care. Should a resident be transferred or discharged for any reason, the following 
information is communicated to the receiving facility or provider: The specific resident needs that can not be 
met; the facilities attempt to meet those needs; and, the receiving facilities services that are available to meet 
those needs. Should the resident be transferred to discharge for any of the following reasons, the basis of 
the transfer or discharge is documented in the resident's clinical record by the resident's attending physician. 
The transfer discharge is necessary for the residents welfare and the resident's needs cannot be met in the 
facility. Should the resident be transferred or discharged for any reasons the basis of the transfer discharge 
will be documented in the resident's clinical record by a physician, the safety of the individuals of the facilities 
endangered due to the clinical behavior status of the resident or the health of the individuals in the facility 
would otherwise be endangered. If the facility determines that the resident can not return to the facility, the 
medical record would indicate that the facility made efforts to determine if the resident still required the 
services of the facility and was eligible for Medicare skilled nursing facility or Medicaid nursing facility 
services; ascertain an accurate status of resident's condition, which can be accomplished via communication 
between the hospital and facility staff and/or through visits by the facility staff to the hospital; find out from the 
hospital the treatments, medications and the services the facility would need to provide to meet the residents 
needs upon returning to the facility. If the facility is unable to provide the treatments, medications, and 
services needed, the facility may not be able to meet the residents needs; and work with the hospital to 
ensure the residence condition needs are within the facility's scope of care, based on its facility assessment 
prior to the hospital discharge.II. Resident statusResident #2, age greater than 65, was admitted on [DATE] 
and discharged to the hospital on 7/31/25. According to the July 2025 computerized physician orders (CPO), 
diagnoses included non-traumatic acute subdural hemorrhage, reduced mobility, mild cognitive impairment 
of uncertain or unknown etiology, repeated falls, need for assistance with personal care, unspecified lack of 
coordination and generalized muscle weakness.The 7/15/25 minimum data set (MDS) assessment identified 
Resident #2 was cognitively intact with a brief interview for mental status (BIMS) score of 15 out of 15. The 
MDS assessment indicated the resident required partial to moderate physical assistance for transferring from 
surface to surface, bed mobility and walking. The MDS assessment documented Resident #2 used a 
motorized wheelchair. III. Resident representative interviewResident #2's representative was interviewed on 
8/20/25 at 5:10 p.m. The representative said Resident #2 was initially admitted to the facility from the hospital 
after a fall, for therapy and long-term placement. He said Resident #2 was sent back to the hospital two 
weeks later. He said he was told that Resident #2 was sent to the hospital related to a fall at the facility. He 
said he later learned that the facility felt Resident #2 had a psychotic episode. He said Resident #2 was not 
evaluated by his physician before the facility determined he had a psychotic episode and sent him out. He 
said he felt the facility dumped him at the hospital. The representative said the hospital and the facility had a 
conference together that he was not invited to. He said he was then informed by the hospital that the facility 
was not going to allow Resident #2 to return to the facility and it was inappropriate for them to not allow him 
to return. The resident representative said he was never provided a notice of discharge or information on the 
discharge appeal process. He said she was never told that he could try to appeal the facility's decision. He 
said he just knew that Resident #2 was not welcome back at the facility. The representative said he was 
never recommended or referred to other facilities. He said Resident #2 was currently at another facility and 
had not had any problems there.Cross reference F628 for failure to provide an appropriate discharge 
process.IV. Record reviewThe cognition care plan, initiated 7/29/25, identified Resident #2 was at risk for 
cognitive decline related to mild cognitive impairment. According to the care plan, he could make his needs 
known but his hearing difficulties were a potential barrier for communication. Interventions, initiated 7/29/25, 
included approaching Resident #2 in a calm, quiet manner and offering reassurance before initiating care or 
providing direction, ensuring the resident was safe, re-approaching at a later time when it was safe/less 
distressing to the resident if he had increased confusion, frustration or agitation and asking for assistance 
from a different staff member.The discharge care plan, initiated 7/29/25, identified Resident #2 was a 
long-term care resident with no intent to discharge. Interventions, initiated 7/29/25, included providing local 
agency referrals as appropriate when the resident/responsible party asked about discharge and waiting for 
the resident/responsible party to initiate conversation regarding discharge. -Review of Resident #2's 
comprehensive care plan revealed the resident did not have a care plan for a risk of behaviors, or 
wandering/elopement.The 7/21/25 nursing progress note documented Resident #2 was near the back door 
and requested to walk to the Veterans Affairs facility (VA) or just go for a walk around. The note identified he 
was upset that he was at his current facility and wanted to go to the VA. According to the note, the resident 
was redirected back to his room. He told the staff he would try to contact the VA to come and get him. The 
note indicated Resident #2 was told why he was in nursing care and he voiced understanding. The 
admission/discharge report was provided by the nursing home administrator (NHA) on 8/19/25 at 
approximately 11:00 am. The report indicated Resident #2 discharged to the hospital on 7/31/25. The report 
did not identify if he returned to the facility. The 7/31/25 administration note documented Resident #2 was at 
the hospital.-Review of progress notes did not identify why the resident went to the hospital or incidents 
occurring on or before 7/31/25 requiring hospitalization. -Review of progress notes did not indicate that 
Resident #2 had been formally discharged from the facility. -Review of progress notes did not identify the 
resident's physician documented the safety of the individuals in the facility were endangered due to the 
clinical behavior status of Resident #2. The 7/31/25 wandering assessment documented Resident #2 was at 
moderate risk for wandering.-Review of assessments did not identify the resident was evaluated for 
wandering/elopement prior to 7/31/25. The 7/31/25 at 6:35 a.m. incident report for elopement was provided 
by the NHA on 8/20/25 at 4:35 p.m. The report documented Resident #2 eloped by using the door at the end 
of the hall. According to the report, the staff ran after the resident, attempting to coax him back inside. 
Resident #2 ran, fell and became violent. The risk assessment indicated he started to swing at anyone who 
tried to stop him. The report identified the resident was placed in a chair and wheeled backwards inside the 
facility while he attempted to hit and bite staff. The assessment revealed the resident was able to go out the 
same door again. The staff followed the resident, contacted his physician and requested a physician's order 
to send the resident out to the hospital. The assessment identified Resident #2 remained calm as long as the 
staff did not approach him or attempt to bring him back into the facility. The 7/31/25 hospital final transcript 
documented Resident #2 was brought to the emergency department (ED) by emergency medical services 
(EMS) for a possible fall at his living facility and he was somewhat combative with them in the morning 
(7/31/25). According to the transcript, EMS reported to the hospital that Resident #2 was fine with them. The 
transcript identified Resident #2 arrived at the hospital without complaints or signs of trauma on exam and 
likely had some behavioral issues and dementia and may or may not have fallen. The transcript revealed 
there did not appear to be evidence of an acute emergency condition that would necessitate hospitalization 
or suggest a need for immediate inpatient treatment given their lack of red flags for serious illness and he 
remained stable in the emergency department. The hospital transcript revealed the hospital attempted to 
transfer Resident #2 back to his living facility but the facility declined to have him return due to his 
combativeness to staff members. The transcript documented the ED requested help from the hospital case 
managers to determine a proper disposition and to communicate with the resident's living facility. According 
to the transcript, Resident #2 would be discharged from the hospital but the hospital did not know where he 
would be discharged to. The involuntary discharge notice, dated 7/31/25, was provided by the NHA on 
8/20/25 at 4:53 p.m. The discharge notice indicated Resident #2 would be discharged to the hospital 
effective 7/31/25. The notice documented the facility was pursuing immediate discharge of Resident #2 from 
the facility in the interest of his safety and wellness, as well as the safety and wellness of other residents who 
resided at the facility. According to the discharge notice, the facility determined that they were no longer able 
to provide the level of care that Resident #2 required due to his unsafe behavior of physical and verbal 
aggression. The involuntary discharge notice included the resident's right to appeal the discharge and the 
appeal process. V. InterviewsLicensed practical nurse (LPN) #1 was interviewed on 8/19/25 at 3:34 p.m. 
LPN #1 said staff tried to redirect residents with combative behaviors. She said if the behaviors continued, 
the facility would call an ambulance for assistance. She said Resident #2 was combative and was trying to 
leave the facility on 7/31/25. She said he was swinging at staff, was not redirectable and was not safe to be 
around the staff. LPN #1 said a certified nurse aide (CNA) told her Resident #2 went out the back door (on 
7/31/25). LPN #1 said she caught up with him on the other side of the building. She said she and other staff 
members were following him and always had eyes on him. She said his pants were on backwards and he 
fell. She said he was assisted to a wheelchair but then he started to swing at them. LPN #1 said he punched 
her in the chest and another nurse in the stomach. She said they were able to bring him back inside the 
facility but he walked out of the facility again, walked around and then sat under a tree. She said Resident #2 
refused to come back into the facility so they called EMS. LPN #1 said when he saw the ambulance 
approaching him, he started to walk away. She said when EMS approached him, he started to swing at them 
too. LPN #1 said she Resident #2 said he wanted to leave the facility when he was trying to hit the staff 
outside. She said he had additionally said he wanted to leave the facility the day before (7/30/25). LPN #1 
said she contacted the ADON, the director of nursing (DON) and the NHA to report what happened. She said 
another nurse involved in the incident left a message for Resident #2's representative that he went to the 
hospital. LPN #1 said the representative called her back and asked why Resident #2 was sent to the 
hospital. She said she told the representative Resident #2 was aggressive with staff and they could not keep 
him at the facility. She said Resident #2 was no longer a resident at the facility.The hospital case manager 
was interviewed on 8/19/25 at 4:24 p.m. The hospital case manager said the facility contacted the hospital 
and said Resident #2 was having a psychotic episode and was violent towards a staff member. She said 
Resident #2 was pleasant at the hospital, had no behaviors and only required Tylenol. She said he had a 
sitter with him at the hospital related to his dementia and risk of him wandering off. She said he only needed 
to be redirected to where the restroom was. The hospital case manager said Resident #2 was calm, watched 
television, slept and went on walks with the sitter. The hospital case manager said a psychiatric team 
reviewed Resident #2 and felt he did not have a psychotic episode at the facility. She said the psychiatric 
team felt his behaviors were more dementia related. She said Resident #2 was medically cleared by the 
hospital physician to return to the facility. She said the hospital contacted the facility but the facility refused to 
accept him back because of his aggression towards a staff member. She said the facility told the hospital 
that the 7/31/25 incident with Resident #2 was the first time he had any related behaviors at the facility. The 
hospital case manager said she told the facility that with it only being the first incident and he was medically 
and psychologically cleared, they needed to take Resident #2 back. The hospital case manager said the 
facility did not notify the ombudsman or tell the resident's representative what happened. The hospital case 
manager said further communication with the facility was difficult because they kept passing off the phone to 
staff who said they did not know about the situation and were not there at the time so the hospital set up a 
conference call with the facility and the frequent facility visitor to discuss Resident #2's discharge. The 
hospital case manager said the facility continued to refuse Resident #2's return to the facility. She said the 
hospital had to find him another facility to go to. She said Resident #2 had to stay at the hospital for two to 
three more days until he was accepted by and transferred to another facility. A frequent facility visitor was 
interviewed on 8/20/25 at 12:05 p.m. The visitor said the facility left Resident #2 at the hospital and did not 
allow him to return to the facility. She said the facility told the resident's representative that he went to the 
hospital but the representative was not told why or that the resident would not be permitted to return to the 
facility. She said Resident #2 was confused, walked out of the facility and then fell on his buttocks without 
injury. The visitor said she went to the hospital to see Resident #2 on 7/31/25. She said she spoke with the 
resident and he said he went to the emergency department (ED) but he did not know why. She said he told 
her that the facility was not listening to him. The visitor said the hospital case managers told her the facility 
refused to take him back because they felt he was a danger to himself and others and the facility did not 
want their nurses in danger. The visitor said she contacted Resident #2's representative and he was very 
upset because he was only told that Resident #2 went to the hospital but he was not told why or that the 
resident would not be permitted to return to the facility. She said he had to find out what happened from the 
hospital and not the facility. The visitor said she was not provided a notice of discharge for Resident #2 until 
8/1/25, two days after the facility refused to have him return, and after she had to continue to ask for it.Cross 
reference F628 for failure to provide an appropriate discharge process. The frequent facility visitor was 
interviewed again on 8/20/25 at 5:05 p.m. The visitor said she did not provide Resident #2's representative 
with the notice of discharge and the resident's appeal rights. She said the facility should have provided the 
representative with the notice and rights. The visitor said the representative did not contact her to help with 
the discharge appeal. The NHA and the ADON were interviewed together on 8/20/25 at 4:01 p.m. The NHA 
said the staff could not get Resident #2 back in the facility after he walked out the facility doors a second time 
on 7/31/25. She said he remained in line of sight of the staff while he was outside. The NHA said the staff 
sent Resident #2 to the hospital so the hospital could do a medical and psychiatric evaluation and review. 
She said the 7/31/25 incident occurred in the early morning and the ADON was the main contact with the 
facility staff at the time. The ADON said LPN #1 contacted her and told her Resident #2's behavior was 
escalating and he punched LPN #1 in the chest, LPN #2 in the stomach and tried to get away from them and 
Resident #2 fell. The ADON said she suggested removing the nurses involved and approaching the situation 
with a new face. She said a CNA offered a wheelchair to Resident #2. The ADON said the resident calmed 
down enough to bring him back into the facility. She said Resident #2 was placed at a table and offered 
coffee. She said moments later, the resident got up from the table and went out the door again. She said 
LPN #1 was able to stay with him. The ADON said Resident #2 walked to the other side of the facility and 
then across the parking lot to another neighboring property. She said Resident #2 would not deescalate, so 
staff called EMS for help. The NHA said the staff told her Resident #2 had to be restrained by the police and 
firemen. The ADON said the physician was contacted and the facility was provided with physician's orders to 
send Resident #2 to the hospital. The NHA said the facility did not reevaluate Resident #2 while he was at 
the hospital. The NHA said the facility did not review his records at the hospital. She said the frequent facility 
visitor went to the hospital to see Resident #2 and she said he was calm. She said a phone conference was 
set up with the hospital instead. The NHA said during the phone conference with the hospital and the 
frequent facility visitor on 7/31/25, the facility was told Resident #2 was stable and the hospital wanted the 
facility to take him back. The NHA said she made the decision not to have Resident #2 return to the facility 
because the hospital made no medication changes. She said the facility felt that Resident #2 had a psychotic 
break based on his severe behaviors on 7/31/25 and he became a different person. She said that the facility 
told the hospital that they were not prepared or equipped to deal with psychotic episodes. She said the 
behavior occurred so fast without any triggers with that type of dementia. The NHA said the facility could not 
meet Resident #2's needs if there was a chance his behaviors would escalate and be directed towards a 
resident. She said she did not feel safe taking Resident #2 back. The NHA said the hospital had a caregiver 
stay with the resident. She said a caregiver always being with Resident #2 was not an option at the facility. 
She said if the hospital had adjusted the resident's medication, she might have taken him back.The NHA 
said the facility did not send out referrals to other facilities when they determined that they were not going to 
take Resident #2 back. She said she did not send out referrals because she did not know what was wrong 
with him so she did not feel comfortable referring him to anyone else. The NHA said she did not know what 
triggered his behaviors on 7/31/25. She said Resident #2 did not have elopement, exit seeking or aggressive 
behaviors prior to 7/31/25. She said she was not aware that he had requested to leave the facility and go to 
the VA. She said his desire to leave the facility and go to the VA could have been a potential trigger to his 
behaviors on 7/31/25. The NHA said all residents were evaluated for elopement on admission so the facility 
could establish a baseline and risk. The NHA said the resident should have been assessed on admission 
and again after he reported a desire to leave the facility on 7/21/25. The NHA said if she knew Resident #2 
was expressing that he wanted to leave, she would have spoken to his representative and explored why he 
wanted to go to the VA instead of remaining in the facility.The ADON said Resident #2 did not have an 
elopement assessment until after his attempt to elope on 7/31/25. The ADON said if the facility had known 
he had signs of wanting to leave, they would have looked at a safety plan.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to revise and implement an effective discharge plan for one 
(#2) of three residents reviewed for discharge planning out of seven sample residents.Specifically, the facility 
failed to:-Ensure the discharge planning was process was documented, including the reason for discharge in 
Resident #2's electronic medical record (EMR); -Notify Resident #2 and/or Resident #2's representative, in 
writing, of the discharge, including the reason for the move, the effective date of discharge, the location 
where the resident was being discharged to, a statement of the resident's appeal rights and the name, 
address and telephone number of the office of the state long term care ombudsman; and,-Notify the facility's 
ombudsman of Resident #2's discharge in writing in a timely manner.Findings include: I. Facility policy and 
procedureThe Transfer or Discharge, Facility-Initiated policy, revised October 2022, was provided by the 
assistant director of nursing (ADON) on 8/21/25 at 11:31p.m. The policy read in pertinent part, Once 
admitted to the facility, residents have the right to remain in the facility. Facility initiated transfers and 
discharges, when necessary, must meet specific criteria and require resident/representative notification and 
orientation, and documentation as specified in this policy. Each resident will be permitted to remain in the 
facility and not be transferred or discharged unless;-The transfer discharge is necessary for the 
resident'swelfare and the resident's needs can not be met in this facility; and,-The safety of individuals in the 
facility is endangereddue to the clinical or behavioral status of the resident. Residents who are sent 
emergently to an acute care setting, these scenarios are considered facility-initiated transfers, not 
discharges, because the residents return is generally expected. Residents who are sent emergently to an 
acute care setting, such as a hospital, are permitted to return to the facility. If discharge is initiated by the 
facility after an emergent transfer to the hospital, the reason for the discharge is based on the resident status 
at the time the resident seeks to return to the facility and not at the time the resident was transferred to acute 
care. If the facility does not permit a resident's return to the facility based on the inability to meet the 
resident's needs, the facility will notify the resident, and or his or her representative in writing of the 
discharge, including notification of appeal rights. The facility will send a copy of the discharge notice to a 
representative of the Office of the State LTC Ombudsman. The notice of theOffice of the State LTC 
Ombudsman will occur at the same time the notice of discharge is provided to the resident and the resident 
representative. If the resident chooses to appeal the discharge, the facility will not discharge residents while 
the appeal is pending. Should a resident be transferred or discharged for any reason, the following 
information is communicated to the receiving facility or provider: The specific resident needs that can not be 
met; the facilities attempt to meet those needs; and, the receiving facilities services that are available to meet 
those needs. When a resident is transferred or discharged from the facility, the following information is 
documented in the medical record: the basis of the transfer of the discharge; if the resident is being 
transferred or discharged because of his or needs can not be met at the facility the documentation would 
include the specific resident needs that can not be met; the facility's attempt to meet those needs; the 
receiving facilities services that are available for those needs; That an appropriate notice was provided to the 
resident and/or legal representative; the date and the time of the transfer or discharge; the new location of 
the resident; the mode of transportation; a summary of the resident overall medical physical and mental 
condition. Should the resident be transferred or discharged for any of the following reasons, the basis of the 
transfer or discharge is documented in the resident's clinical record by the resident's attending physician. 
The transfer discharge is necessary for the resident's welfare and the resident's needs can not be met in the 
facility. Should the resident be transferred or discharged for any reasons the basis of the transfer discharge 
will be documented in the resident's clinical record by a physician, the safety of the individuals of the facilities 
endangered due to the clinical behavior status of the resident or the health of the individuals in the facility 
would otherwise be endangered. II. Resident status Resident #2, age greater than 65, was admitted on 
[DATE] and discharged to the hospital on 7/31/25. According to the August 2025 computerized physician 
orders (CPO), diagnoses included non-traumatic acute subdural hemorrhage, reduced mobility, mild 
cognitive impairment of uncertain or unknown etiology, repeated falls, need for assistance with personal 
care, unspecified lack of coordination and generalized muscle weakness. The 7/15/25 minimum data set 
(MDS) assessment identified Resident #2 was cognitively intact with a brief interview for mental status 
(BIMS) score of 15 out of 15. The MDS assessment indicated the resident required partial to moderate 
physical assistance for transferring from surface to surface, bed mobility and walking. The MDS assessment 
documented Resident #2 used a motorized wheelchair. III. Resident representative interview Resident #2's 
representative was interviewed on 8/20/25 at 5:10 p.m. The representative said Resident #2 was initially 
admitted to the facility from the hospital after a fall, for therapy and long-term placement. He said Resident 
#2 was sent back to the hospital two weeks later. He said he was told that Resident #2 was sent to the 
hospital related to a fall at the facility. He said he later learned that the facility felt Resident #2 had a 
psychotic episode. He said Resident #2 was not evaluated by his physician before the facility determined he 
had a psychotic episode and sent him out. He said he felt the facility dumped him at the hospital. The 
representative said the hospital and the facility had a conference together that he was not invited to. He said 
he was then informed by the hospital that the facility was not going to allow Resident #2 to return to the 
facility and it was inappropriate for them to not allow him to return. The representative said he was never 
provided a notice of discharge or information on the discharge appeal process. He said he was never told 
that he could try to appeal the facility's decision. He said he just knew that Resident #2 was not welcome 
back at the facility. The representative said he was never recommended or referred to other facilities. He 
said Resident #2 was currently at another facility and had not had any problems there. IV. Record reviewThe 
discharge care plan, initiated 7/29/25, identified Resident #2 was a long-term care resident with no intent to 
discharge. Interventions, initiated 7/29/25,included providing local agencyreferrals as appropriate when the 
resident/responsible party asked aboutdischarge and waiting for the resident/responsible party to 
initiateconversation regarding discharge.The 7/21/25 nursing progress note documented Resident #2 was 
near the back door and requested to walk to the Veterans Affairs facility (VA) or just go for a walk around. 
The note identified he was upset that he was at his current facility and wanted to go to the VA. According to 
the note, the resident was redirected back to his room. He told the staff he would try to contact the VA to 
come and get him. The note indicated Resident #2 was told why he was in nursing care and he voiced 
understanding.The admission/discharge report was provided by the nursing home administrator (NHA) on 
8/19/25 at approximately 11:00 am. The report indicated Resident #2 discharged to the hospital on 7/31/25. 
The report did not identify if he returned to the facility. The 7/31/25 administration progress note documented 
Resident #2 was at the hospital. -Review of progress notes did not identify why the resident went to the 
hospital or incidents occurring on or before 7/31/25 which required hospitalization. -Review of progress notes 
did not indicate that Resident #2 had been formally discharged from the facility on 7/31/25. The 7/31/25 at 
6:35 a.m. incident report for elopement was provided by the NHA on 8/20/25 at 4:35 p.m. The report 
documented Resident #2 eloped by using the door at the end of the hall. According to the report, the staff ran 
after the resident, attempting to coax him back inside. Resident #2 ran, fell and became violent. The risk 
assessment indicated he started to swing at anyone who tried to stop him. The report identified the resident 
was placed in a chair and wheeled backwards inside the facility while he attempted to hit and bite staff. The 
assessment revealed the resident was able to go out the same door again. The staff followed the resident, 
contacted his physician and requested a physician's order to send the resident out to the hospital. The 
assessment identified Resident #2 remained calm as long as the staff did not approach him or attempt to 
bring him back into the facility. The 7/31/25 hospital final transcript documented Resident #2 was brought to 
the emergency department (ED) by emergency medical services (EMS) for a possible fall at his living facility 
and he was somewhat combative with them in the morning (7/31/25). According to the transcript, EMS 
reported to the hospital that Resident #2 was fine with them. The transcript identified Resident #2 arrived at 
the hospital without complaints or signs of trauma on exam and likely had some behavioral issues and 
dementia and may or may not have fallen. The transcript revealed there did not appear to be evidence of an 
acute emergency condition that would necessitate hospitalization or suggest a need for immediate inpatient 
treatment given their lack of red flags for serious illness and he remained stable in the emergency 
department. The hospital transcript revealed the hospital attempted to transfer Resident #2 back to his living 
facility but the facility declined to have him return due to his combativeness to staff members. The transcript 
documented the ED requested help from the hospital case managers to determine a proper disposition and 
to communicate with the resident's living facility. According to the transcript, Resident #2 would be 
discharged from the hospital but the hospital did not know where he would be discharged to.Cross reference 
F627 for failure to allow a resident to return to the facility.The involuntary discharge notice, dated 7/31/25, 
was provided by the NHA on 8/20/25 at 4:53 p.m. The discharge notice indicated Resident #2 would be 
discharged to the hospital effective 7/31/25. The notice documented the facility was pursuing immediate 
discharge of Resident #2 from the facility in the interest of his safety and wellness, as well as the safety and 
wellness of other residents who resided at the facility. According to the discharge notice, the facility 
determined that they were no longer able to provide the level of care that Resident #2 required due to his 
unsafe behavior of physical and verbal aggression. The involuntary discharge notice included the resident's 
right to appeal the discharge and the appeal process.-However, a review of Resident #2's EMR did not 
reveal documentation to indicate the resident or the resident's representative was notified of the discharge in 
writing, including the reason for the move, the effective date of discharge, the location where the resident 
was discharged to, a statement of the resident's appeal rights and the name, address and telephone number 
of the office of the state long term care ombudsman. -A review of Resident #2's EMR did not reveal the 
ombudsman was notified of the resident's discharge in writing in a timely manner (see frequent facility visitor 
interview below). V. InterviewsA frequent facility visitor was interviewed on 8/20/25 at 12:05 p.m. The visitor 
said the facility left Resident #2 at the hospital and did not allow him to return to the facility. She said the 
facility told the resident's representative that he went to the hospital but the representative was not told why 
or that the resident would not be permitted to return to the facility. She said Resident #2 was confused, 
walked out of the facility and then fell on his buttocks without injury. The visitor said she went to the hospital 
to see Resident #2 on 7/31/25. She said she spoke with the resident and he said he went to the emergency 
department (ED) but he did not know why. She said he told her that the facility was not listening to him. The 
visitor said the hospital case managers told her the facility refused to take him back because they felt he was 
a danger to himself and others and the facility did not want their nurses in danger.The visitor said she 
contacted Resident #2's representative and he was very upset because he was only told that Resident #2 
went to the hospital but he was not told why or that he would not be permitted to return to the facility. She 
said he had to find out what happened from the hospital and not the facility. She said she was not provided a 
notice of discharge for Resident #2 until 8/1/25, two days after the facility refused to allow him to return to the 
facility, and after she had to continue to ask for the notice. The frequent facility visitor was interviewed again 
on 8/20/25 at 5:05 p.m. The visitor said she did not provide Resident #2's representative with the notice of 
discharge and the resident's appeal rights. She said the facility should have provided the representative with 
the notice and rights. The visitor said the representative did not contact her to help with the discharge appeal.
The NHA and the assistant director of nursing (ADON) were interviewed together on 8/20/25 at 4:01 p.m. 
The NHA said the facility did not reevaluate Resident #2 while he was at the hospital. The NHA said she 
made the decision not to allow Resident #2 to return to the facility because the hospital made no medication 
changes. She said the facility felt that he had a psychotic break based on his severe behaviors on 7/31/25 
and he became a different person. She said that the facility told the hospital that they were not prepared or 
equipped to deal with residents' psychotic episodes. She said the behavior occurred so fast without any 
triggers with that type of dementia. The NHA said the facility could not meet Resident #2's needs if there was 
a chance his behaviors would escalate and be directed towards another resident. She said she did not feel 
safe taking Resident #2 back.The ADON said the discharge notice was emailed to the frequent facility visitor 
on 8/1/25 at 1:32 p.m. The ADON said the frequent facility's visitor and the hospital told Resident #2's 
representative that Resident #2 was not coming back to the facility. The ADON said she did not know if the 
frequent facility visitor provided the resident's representative with the discharge notice or information on the 
appeal process. The ADON said the facility did not provide the resident or the resident's representative with 
the discharge notice or the rights to appeal the discharge. The NHA said Resident #2's representative did not 
request to appeal the discharge. She said he came to the facility and collected the resident's belongings but 
did not say anything about an appeal. The NHA said the discharge of Resident #2 was emergent and the 
frequent facility visitor was involved, so it was assumed that the frequent facility visitor provided the 
representative with the notice and appeal rights. She said it was not the responsibility or normal practice for 
the frequent visitor to give the notice.The NHA said the facility should not have assumed the representative 
was already given the notices and appeal rights. The NHA said she wanted to make sure Resident #2's 
representative knew his appeal rights. The NHA said she would make sure the resident's representative 
received the discharge notice and the rights to appeal.The ADON said she would send out the discharge 
notice and the rights to appeal process overnight (on 8/20/25).VI. Facility follow-up The ADON provided a 
priority overnight mail receipt for Resident #2's discharge notice and appeal rights on 8/21/25 at 10:50 a.m. 
According to the receipt, the discharge notice and appeal rights were to be delivered to Resident #2's 
representative on 8/22/25 (22 days after the resident was discharged from the facility).
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