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Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is
prepared for a safe transfer/discharge.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on a
review of policies, clinical record review and staff interviews, it was determined that the facility
failed to readmit a resident after his 15 day Medicaid bed-hold expired for one of ten residents
reviewed (Resident 1). Findings include: The facility's policy regarding transfers and discharges,
dated [DATE] revealed that residents with a bed hold will be readmitted to their bed. Residents
whose bed hold expired will be readmitted to the same bed, or the first available bed. Review of
Resident 1's clinical record revealed that he was admitted to the facility on [DATE] and transferred
to the hospital on February 20, 2026. Nursing note for Resident 1, dated February 21, 2026 revealed
that the resident was transferred from the local hospital to a hospital with a higher level of care for
surgery. Resident 1 had a 15 day Medicaid bed hold starting on February 20 and ending on [DATE].
Review of hospital documentation dated February 21, 2026 through [DATE] revealed that Resident 1
was non-compliant with therapy and following a diet. Documentation revealed that the resident was
upset about having to go to another state because his current facility would not readmit him.
Interview with hospital social worker on [DATE] at 11:55 a.m. revealed that Resident 1 was ready to
return to the facility on [DATE]. She stated that she called the facility and they were ready for him to
return on [DATE]. She stated that because of his bariatric status she was unable to secure
transportation for him to return to the facility on [DATE]. Transportation was set up for his return to
the facility on [DATE]. She stated that she called the facility on [DATE] and a staff member
informed her that his bed was given to another resident and therefore they could not readmit him. She
stated that the staff member also told her that he was too large for their facility and they could not
accommodate his needs. She stated she informed the staff member that he had lost about 50 pounds
since his admission, however, she was told they would not readmit him. She stated that because of
his bariatric size she had a very difficult time finding placement for him. She was able to find him a
bed at a facility in another state, however, he did not want to go that far from his home town. The
hospital social worker stated that she called the facility on [DATE], [DATE], [DATE], and [DATE],
however, she was told they would not reaccept the resident and then they stopped returning her calls.
She said he was discharged from the hospital on [DATE] to a facility in another state and he was
very upset that he had to be that far away from home. Interview with the Ombudsman on [DATE] at
1:26 p.m. revealed that he spoke with Resident 1 after he was notified that the facility was refusing to
readmit him. He said that Resident 1 was upset because he had to go to another state and that his
personal belongings were at the facility and he had no way to get them. The Ombudsman stated that
he offered to file an appeal regarding the refusal to readmit for the resident, however the resident told
him not to because they treated him poorly at the facility because of his weight. Interview with the
Nursing Home Administrator on [DATE] at 4:31 p.m. revealed that the facility had given Resident 1's
specialty bariatric bed to another resident when hers broke, therefore they did not have a bed
available for Resident 1 to return to. Interview with the Maintenance Director on [DATE] at 4:36 p.m.
revealed that Resident 1's specialty bariatric bed was given to another resident when hers broke,
however, there were two brand new bariatric beds sitting on the dock waiting to be put together at
(continued on next page)
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that time. Interview with the Clinical Consultant on [DATE] at 4:52 p.m. revealed that she was
unaware that the facility had other bariatric beds available or she would have considered readmitting
Resident 1 to the facility. Interview with the Nursing Home Administrator on [DATE] at 5:01 p.m.
confirmed that she did not take Resident 1 back because of his bariatric status and his
non-compliance with a diet or his care. 28 Pa. Code 201.18 (3)(e)(1) Management 28 Pa. Code
211.10(a) Resident care plan
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