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potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to re-admit one resident (Resident #6) out of nine 
sampled residents, back to the facility after an inpatient psychiatric hospital stay and the resident was 
assessed and documented by the psychiatric hospital as being stable enough to return to the facility. The 
facility census was 80 residents. Review of the facility policy for Transfers, Discharges and Therapeutic 
Leaves, dated 6/26/19 showed:-Emergency Discharges were to have been completed only for medical 
reasons, or for the immediate safety and welfare of the resident/guest, or other residents/guests.-A 
physician's order for emergency discharges was to have been obtained, stating the reason the discharge 
was necessary on an emergency basis. 1. Review of Resident #6's facility Resident Face Sheet showed 
he/she was admitted to the facility with the following diagnoses:-High Blood Pressure.-Colostomy (a surgical 
operation in which a piece of the colon is diverted to an artificial opening in the abdominal wall so as to 
bypass a damaged part of the colon).-Vascular Dementia (a type of cognitive decline caused by damage to 
the blood vessels in the brain).-Bi-polar Disorder (a mental health condition characterized by extreme mood 
swings between periods of mania (high energy, euphoria, and impulsivity) and depression (low mood, 
fatigue, and hopelessness).-Schizophrenia (a chronic mental illness characterized by a combination of 
symptoms that disrupt a person's thoughts, feelings, and behaviors).-Mood Disorder (a mental health 
condition characterized by a persistent and significant disturbance in mood). Review of the resident's Notice 
of Discharge for Emergency Situation-Safety of Individuals Endangered dated 8/19/25 showed:-The letter 
was directed to the resident, the resident's Guardian/Public Administrator, and the Ombudsman.-The letter 
was listed as a notice of discharge from the facility.-The letter was as a result of careful evaluation and in 
consultation with the resident's attending physician.-The facility concluded the safety of individuals in the 
facility were endangered by the resident's continued residence and therefore the resident was being 
discharged from the facility for the safety of all residents residing in the facility.-The safety of the other facility 
residents was of concern due to the resident's behaviors including his/her refusal to take any medications, 
resulting in aggressive behaviors toward staff, continued noncompliance with taking medications while at the 
hospital, the need for intramuscular (IM-a medical procedure where a medication or vaccine is injected 
directly into a muscle. medications for his/her severe anxiety and agitation, physical attacks on hospital staff 
and continued paranoid behaviors.-It was the responsibility of the facility to provide a safe environment for all 
residents in which to live.-The effective date of the discharge was 8/19/25.-The resident had the right to 
appeal with discharge within 30 days of the date of the notice. -Filing an appeal would allow him/her to 
remain in the facility until a hearing was held unless a hearing officer found otherwise.-However, the 
resident's discharge had already been effectuated, and it would have been unsafe to the facility to readmit 
the resident during the pendency of any appeal filed. Review of the Facility Attending Physician's letter 
written on behalf of the facility's decision to refuse the resident's readmission to the facility dated 8/21/25 
showed:-The resident's recent history both prior to and since admission to the facility showed the resident's 
continued agitation, and bizarre behaviors.-While hospitalized , the resident was treated for a urinary tract 
infection with intravenous (IV-the administration of substances like fluids, medications, or nutrients directly 
into a vein through a needle or tube) antibiotics.-Following stabilization of his/her medical conditions, he/she 
was admitted to the facility where he/she continued with medication noncompliance, physical and verbal 
aggression towards facility staff and increased agitation.-There were concerns at the facility regarding other 
residents' safety due to the resident's behaviors.-Due to the resident's continued non-compliance and 
behaviors, he/she was sent to an inpatient behavioral facility.-The physician concluded that with the 
resident's psychiatric history coupled by his/her noncompliance with care, he/she was not a good candidate 
to return to the facility. During an interview on 9/11/25 at 11:30 A.M., the Ombudsman said:-He/She did get 
the notice of the resident's Emergency Discharge from the facility on 8/19/25.-He/She had been involved with 
the resident for quite some time now as the facilities had reached out for assistance with the resident's 
behaviors.-He/She had spoken to the resident on multiple occasions and had been involved in attempting to 
resolve the resident's past issues.-He/She was shocked with the current facility accepted the resident to their 
facility in the first place as they did not usually take residents with mental illness, and certainly not residents 
with the types of behaviors the resident had.-He/She did not believe the facility had accurate information on 
the resident from the hospital or they would not have accepted him/her.-He/She was aware the facility never 
obtained the resident's most recent PASRR (Preadmission Screening and Resident Review is a federal 
program that ensures individuals with mental illness, intellectual disabilities, or developmental disabilities are 
placed in the most appropriate, integrated setting and receive any needed specialized services) prior to the 
initial admission.-He/She felt that without recent and accurate information, the facility should have denied the 
resident's admission to the facility back in July when they first accepted him/her as a resident.-He/She was 
not surprised the facility refused to re-admit the resident after the inpatient psychiatric hospitalization. During 
an interview on 9/12/25 at 11:19 A.M., the Admissions/Marketing Coordinator (A/MC) and Director of Nursing 
(DON) said:-The facility should have never agreed to accept the resident in the first place back when the 
resident was sent by his/her previous facility to the hospital. -When the A/MC got the initial referral on the 
resident in mid-July, he/she flagged the referral as a yellow.-The facility had three levels of referrals, green 
which meant the resident was appropriate, yellow which meant the referral required an on-site visit for 
acceptance into the facility and a red meant the resident was likely not appropriate for admission.-The 
reason the resident flagged as a yellow was the history of behaviors such as throwing feces onto staff.-They 
did not get a lot of information on the resident prior to the resident's initial facility admission.-They requested 
the resident's PASRR but were never able to receive it from the hospital.-The DON who was new to the 
facility and still on his/her orientation, and A/MC went to visit the resident in the hospital and when they 
arrived, the staff were attempting to rouse the resident by doing a sternal rub (a medical procedure used to 
assess a patient's level of consciousness and response to pain, involving firmly rubbing the knuckles of a 
closed fist over the middle of the patient's sternum (breastbone), as the resident was not able to be 
awakened to interview and evaluate.-The DON attempted to get a copy of what medications the hospital had 
given the resident that would have make him/her so groggy, but the hospital staff refused to provide the DON 
with the medication record.-The hospital staff told the DON they were not able to release any documentation 
to the facility staff.-The A/MC reached out to the hospital Social Worker stating the onsite evaluation was 
unsuccessful and they would not be able to accept the resident into the facility. -The A/MC reached out to the 
Regional Admissions staff regarding his/her and the DON's concerns over accepting the resident.-A short 
time later, the A/MC had discharge orders for the resident's facility admission as the Regional Admissions 
staff had accepted the resident for admission to the facility. During an interview on 9/12/25 at 12:30 P.M., the 
facility Administrator said:-He/She acknowledged the facility should have never accepted the resident for the 
initial admission as they could not provide the resident the appropriate care.-The resident's behaviors 
concerned the facility staff as they were afraid the resident would lash out at another resident potentially 
causing injury.-He/She acknowledged the facility should have done more work on the front end of the 
resident's initial facility admission and they would not have had the issues they had.-He/She had to keep the 
other residents safe and allowing the resident to return to the facility would have placed those other 
residents, as well as the staff in potential danger.Complaint # 2574065
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