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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff, resident and family interviews, the facility failed to make an attempt to meet 
resident needs prior to issuing emergency discharges for 2 of 2 residents (Resident #1 and Resident #5) 
reviewed. After a resident to resident altercation the facility issued emergency discharges to Resident #1 and 
Resident #5 upon their transfer to the hospital for an evaluation. The facility reported census was 57.Findings 
include: 1. According to a Minimum Data Set (MDS) with a reference date of July 17, 2025, Resident #1 had 
a Brief Mental Status (BIMS) score of 14 of 15, indicating an intact cognitive status. Resident #1 was coded 
independent to needing supervision assistance with transfers, mobility, dressing, toilet use and personal 
hygiene needs. Resident #1's diagnoses included coronary artery disease, atrial fibrillation and was always 
continent of bladder and bowel.According to the facilities Notice of Resident Transfer or Discharge form 
dated Sept. 16, 2025, directed to Resident #1's guardian, the form indicated Resident #1 was being 
discharged due to the safety of individuals in the facility being endangered due to the clinical or behavioral 
status of the resident. The form includes the placement facility and rights to appeal to the State agency with 
address and contact number along with other related advocacy agencies, addresses and numbers. The form 
was initialed by Resident #1.Clinical record review revealed Resident #1 was admitted on [DATE] and had a 
total of five recorded altercations with his peers. Altercations per the clinical record:a. On May 24, 2025 
described as a disagreement with no threats of violence. Residents were moved to different rooms. b. On 
July 4, 2025 described as arguing about the TV being too loud. Residents were deescalated and volume 
turned down. c. On July 5, 2025 residents continued to argue and were moved to different rooms. d. On 
Sept. 12, 2025 arguing with roommate which escalated to both residents threatening to fight each other. The 
residents were separated and moved rooms. e. On Sept. 16, 2025 described as a verbal dispute with threats 
of violence leading to the facility doing an emergency discharge on both residents. 2. According to a 
Minimum Data Set (MDS) with a reference date of Sept. 16, 2025, Resident #5 had a Brief Mental Status 
(BIMS) score of 14 of 15, indicating an intact cognitive status. Resident #5 required maximal assistance with 
dressing and toileting hygiene and supervision with transfers, mobility and personal hygiene needs. Resident 
#5's diagnosis included coronary artery disease and atrial fibrillation. Resident #5 was coded as occasionally 
incontinent of bladder.According to the facilities Notice of Resident Transfer or Discharge form dated Sept. 
16, 2025, directed to Resident #5's father or sister, the form indicated Resident #5 was being discharged due 
to the safety of individuals in the facility being endangered due to the clinical or behavioral status of the 
resident. The form includes the placement facility and rights to appeal to the State agency with address and 
contact number along with other related advocacy agencies, addresses and numbers. The form was initialed 
by Resident #5.In an interview on [DATE] at 5:30 p.m. the Administrator explained her reasoning to 
discharge Resident #1 and Resident #5 on Sept. 16, 2025. The Administrator stated there had been two 
resident to resident altercations days earlier involving Resident #1 and Resident #6 in a verbal and 
threatening altercation on Sept. 13, 2025 and Resident #5 and Resident #7 in a verbal and threatening 
altercation on Sept. 15, 2025. In both situations, the residents were roommates and the intervention were to 
separate by changing rooms, which eventually resulted in Resident #1 and Resident #5 becoming 
roommates and leading to the third verbal and threatening altercation on Sept. 16, 2025. The facility received 
orders for an emergency psychiatric evaluation and Resident #5 was the first to be sent out to the hospital #1 
emergency department (ED), however the emergency room (ER) physician refused to complete an 
evaluation and wanted the resident returned to the facility. The Administrator stated she and the Director of 
Nursing (DON) decided to transport Resident #1 to a different hospital #2 emergency room. The 
Administrator explained what was happening and the ER physician stated they could do a psychiatric 
evaluation, but thought Resident #1 was fine. Hospital #2 staff then told the Administrator they could leave 
and they would be in contact with them. When Hospital #2 called the facility, the Administrator stated they 
had no more available rooms to accommodate residents with these behaviors and felt she had no choice but 
to discharge them. The Administrator stated Resident #1's guardian was called and informed and Resident 
#5's father and sister were called but never answered and the emergency discharge was explained to 
Resident #5 and signed by him.In an interview on Sept. 30, 2025 at 8:40 a.m. The Director of Nursing (DON) 
stated on the late evening of Sept. 16, 2025, she and the Administrator were called into the facility regarding 
a resident to resident conflict between Resident #1 and Resident #5. The two residents had gotten into a 
verbal argument which escalated into threats of physical violence. The DON stated they got an order for a 
psychiatric evaluation and began the emergency discharge process. They contacted emergency medical 
services (EMS) to have the residents transported to Hospital #1, but were told they would only take one. 
Resident #5 was initially sent. The Hospital #1 physician called the facility, refusing to do a psychiatric 
evaluation, noting Resident #5 was fine and they were discharging him back to the facility. The DON stated 
since Hospital #1 refused to complete a psychiatric evaluation on Resident #5, she and the Administrator 
would transport Resident #1 to Hospital #2 instead. When they arrived to Hospital #2, they explained why 
Resident #1 was there and the nurse began assessing him. There was a loud alarm going off and the DON 
and the Administrator were told they could leave and that they would call them with their evaluation. 
Sometime after 3:00 a.m. the facility received the call and was told Resident #1 did not meet the criteria to 
admit. The DON stated she was not aware of what else was discussed. The DON was then asked about 
family and guardian notifications and she stated she contacted Resident #1's daughter, guardian and 
informed her of their plans to discharge Resident #1 and depending on the outcome of the psychiatric 
evaluation, he may be readmitted . The DON stated she did not discuss the appeals process with Resident 
#1's daughter, guardian, noting she thought Resident #1 was his own person and had him sign the discharge 
papers. The DON was unaware that Resident #1's daughter was also his guardian. The DON stated they 
attempted to contact Resident #5's father and sister unsuccessfully, but explained the discharge papers to 
Resident #5 and had him sign the paper work. In an interview on Sept. 30, 2025 at 10:13 a.m. Resident #1's 
guardian, stated she received a call from the facility sometime after 10:00 p.m. on Sept. 16, 2025. The 
guardian stated the nurse was very kind and stated there was an altercation between her and another 
resident and they were doing an emergency discharge. The guardian stated she was half asleep and not 
clearly thinking as they told her they were taking him to Hospital #2. The guardian stated she questioned why 
Hospital #2 when there was a local hospital #1 and she was not provided a clear explanation. The guardian 
was asked whether the facility explained what an emergency discharge was and the appeals process should 
she disagree. The guardian stated that was never discussed and she was never provided any form to sign. 
The guardian stated her father is still in Hospital #2 and she has visited a couple times, but the distance is a 
problem. In an interview on [DATE]. 2025 at 9:00 a.m. The Social Worker at Hospital #2, stated Resident #1 
was admitted on Sept. 17, 2025 following a verbal altercation at a facility. Resident #1 was found not to meet 
criteria for psychiatric admission. Hospital #2 reached out to the facility to try and have him return and the 
facility refused to take him back. Hospital #2 have now been forced to try and find placement for him. 
Hospital #2's social worker stated she thought Resident #1 was doing fine with no known reports of 
behavioral issues.In an interview on 9/30/25 at 3:46 p.m. Resident #5's sister, stated she received a call 
about 1:30 a.m. on Sept. 17, 2025 from Hospital #1 stating that her brother was in the emergency room (ER). 
That he had been in an altercation with another resident and the facility brought him there to be evaluated 
and now will not take him back. Resident #5's sister stated she called her father and together they went to 
the ER and picked him up. Resident #5's sister stated her brother has an apartment and his father took him 
there. The next morning her father went to the facility with Resident #5 to get his clothes. The facility refused 
to allow him into the facility and brought his clothes out to him. His father then took him to the grocery store 
and picked up some food. Resident #5's sister stated she thought her brother tried calling several people to 
arrange in home services, but noted her dad is pretty attentive. Resident #5's sister stated her dad is 
Resident #5's payee, but notes he can pay his bills. Resident #5 did not know about his medications and 
stated her brother probably mostly needs help with bathing, activities of daily living (ADL's), cleaning and 
cooking. Resident #5's sister stated she thought he was doing fine.
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