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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to meet the requirements for an emergency involuntary transfer 
and did not allow the resident to return to the facility.This applies to 1 of 3 residents (R1) reviewed for 
involuntary discharge in the sample of 3.The findings include:R1's EMR (Electronic Medical Record) showed 
R1 was admitted to the facility on [DATE], with multiple diagnoses including schizoaffective disorder, bipolar 
disorder, chronic obstructive pulmonary disease, and type 2 diabetes mellitus. The EMR continued to show 
R1 was transferred to the local hospital on July 7, 2025, and did not return to the facility.R1's MDS (Minimum 
Data Set) dated June 17, 2025, showed R1 was cognitively intact, and R1 required partial assistance from 
facility staff for eating, oral hygiene, toileting hygiene, and personal hygiene. On July 15, 2025, at 2:54 PM, 
V2 (DON/Director of Nursing) said on July 7, 2025, R1 asked V2 for more food and V2 instructed R1 he 
already a double portion meal. V2 said she told R1 the doctor allowed double portions but R1 could not have 
extra snacks. V2 said R1 started cursing and then started trying to exit the facility. V2 said staff followed R1 
out of the facility and R1 hopped a fence and went into the street. V2 said R1 grabbed a piece of wood about 
12 inches long and threatened to kill staff or himself. V2 said she called emergency services, and the police 
showed up in two to three minutes. V2 said this started at about 1:15 PM, and R1 left for the hospital in the 
ambulance around 3:00 PM. V2 said when R1 was about to leave in the ambulance, she handed paramedics 
multiple copies of R1's Petition for Involuntary/Judicial admission and the Notice of Involuntary Transfer or 
Discharge and Opportunity for Hearing for Nursing Home Residents. V2 said on the same day around 7:00 
PM, an ambulance company showed up to the facility with R1. V2 said the nurse on duty called V2 and V2 
spoke with the ambulance drivers and told them R1 had been involuntarily discharged from the facility. V2 
said she told the ambulance company to send R1 back to the hospital because R1 had been involuntarily 
discharged from the facility. V2 said she spoke with the emergency room charge nurse and was told R1 was 
cleared by their psychiatrist to be discharged from the hospital. V2 said she told the emergency room charge 
nurse R1 had been involuntarily discharged from the facility and needed to go back to the hospital. V2 said 
after some time, the ambulance company took R1 back to the local hospital.On July 15, 2025, at 4:09 PM, 
V1 (Administrator) said he spoke with R1's case worker at the hospital on July 11, 2025, and informed her 
R1 had been involuntarily discharged from the facility and could not return. V1 said the facility does not have 
a policy for involuntary discharge, the facility follows the regulations for involuntary discharge.R1's Notice of 
Involuntary Transfer or Discharge and Opportunity for Hearing for Nursing Home Residents dated July 7, 
2025, showed Emergency Transfer or discharge: Yes. Federal Proceeding. The facility admits private-pay 
and Medicare or Medicaid residents and is federally-certified and state licensed, or this facility admits only 
Medicare or Medicaid residents and is federally funded. This facility seeks to transfer or discharge you 
pursuant to the regulations of the Health Care Financing Administration for states and long-term care 
facilities, 42 CFR 483.15 ('federal regulations'). As recorded in your clinical record in accordance with 
Section 483.15 (c) of the federal regulations, the reason for this proposed transfer or discharge is: the safety 
of individuals in this facility in endangered, 483.15 (c)(1)(i)(C).A progress note dated July 14, 2025, at 10:55 
AM, by V1 showed On Friday, July 11, 2025, [V10 (Hospital Social Worker)] from [local hospital] contacted 
[the facility] that [R1] will be returning to [the facility]. This writer informed [V10] that [the facility] served 
involuntary discharge to [R1] on July 7, 2025, and we can't take [R1] back due to the threat and risk he 
posed on himself and the other residents here at [the facility]. Writer informed [V10] that proper involuntary 
discharge documents were sent with ambulance with two copies. Resident 'own guardian,' physician and 
ombudsman have been notified. [V10] said that she needs a copy of the emergency eviction order notice. 
Writer explained that nursing home regulations doesn't have emergency eviction notice order and that 
regulation doesn't apply in nursing home. Writer informed [V10] that [R1]'s psychiatrist at [a different hospital] 
are willing to accept [R1]. Writer also informed [V10] that [a different nursing home] is willing to accept [R1]. 
Writer informed [V10] that [the facility] can and will send [R1]'s belongings either to [local hospital or to any 
place [R1] will go to. [V10] said that my information are incorrect. I explained that I am following the nursing 
home regulations and the conversation ended.A progress note dated July 14, 2025, at 2:37 PM, by V1 
showed [V4 (Ombudsman)] called writer today regarding [R1]. [V4] said that she spoke to [V10] today, July 
14, 2025. [V4] said that [V10] informed her that [R1] is coming back to [the facility]. I informed [V4] that is 
incorrect and [the facility] is not accepting [R1] back. I informed [V4] that [the facility] informed [V10] that we 
are not taking [R1] back since July 7, 2025. I explained to [V4] that involuntary discharge papers have been 
sent to paramedics, hospital, [V10], and [V4] on July 7, 2025. [V4] said that resident have a right for appeal 
and hearing and I confirmed that it is the resident's right to appeal within 10 days. [V4] mentioned that she 
have never been in process of involuntary discharge before. I guided [V4] that [V5 (Facility Lawyer)]'s contact 
information is listed in the involuntary discharge documents. [V4] said she will call [V5]. A progress note 
dated July 16, 2025, at 11:07 AM, by V7 (Psychiatric Nurse Practitioner) showed Staff observed patient to be 
increasingly agitated throughout that day (July 7, 2025), noted verbal outbursts and pacing behavior. The 
patient expressed paranoid thoughts and demonstrated poor impulse control, asking for food from other 
residents. Later the patient became physically agitated and exited the facility without authorization. During 
the episode, he posed a significant risk to himself, to other residents with the nursing home, and to 
individuals in the surrounding community including the nearby school. Local authorities were contacted to 
assist in ensuring the safety of the patient and others. No injuries were reported. In my professional opinion, 
this patient continued to demonstrate severe psychiatric instability with escalating agitation and poor 
judgement. His behavior presented an ongoing safety risk that exceeded the capacity of the facility to 
manage safely. His uncontrolled psychiatric symptoms needed an immediate psychiatric transfer. This writer 
recommended sending the patient to a locked inpatient behavioral health facility for further evaluations and 
stabilization. Nursing and interdisciplinary team coordinated with appropriate facilities to ensure a safe and 
timely transfer. On July 16, 2025, at 12:08 PM, V7 said in her progress note dated July 16, 2025, she is 
referring to the incident with R1 that occurred on July 7, 2025. V7 said R1 needed to be stabilized in the 
hospital before returning to the facility. V7 said she did not receive communication from the hospital and 
does not know if R1 has stabilized while at the hospital. V7 said she is unable to say if R1 was appropriate 
for an involuntary discharge from the facility. As on July 16, 2025, at 4:00 PM, R1's medical record did not 
have documentation to support the facility's continued refusal to allow R1 to return to the facility following 
multiple days of inpatient hospitalization. The facility did not have documentation to show R1 continued to be 
a danger to the safety of individuals in the facility at the time of the hospital's multiple attempts to have R1 
readmitted to the facility.On July 17, 2025, at 10:53 AM, V4 said R1 would have liked to have returned to the 
facility.
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