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F 0627 Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is prepared for a
safe transfer/discharge.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
medical record review, resident representative, hospital staff and staff interview the facility failed to ensure a
Residents Affected - Few resident was allowed to return following a transfer to an acute care setting for 1 of 3 sample residents (#1)

reviewed for discharge. The findings were:

1. Review of the medical record for resident #1 showed the resident was admitted to the facility on [DATE].
Review of the admission MDS assessment dated [DATE] showed resident #1 was unable to complete a
BIMS assessment, had severely impaired cognitive skills for daily decision making, and diagnoses which
included non-Alzheimer's dementia, Pick's disease, other frontotemporal neurocognitive disorder, and
aphasia. Further review of the medical record showed resident #1 had behavioral issues, which included
wandering through the hallways and other resident rooms, defecating and urinating in the hallway, and
physical aggression toward other residents and staff. The following concerns were identified:

a. Review of a progress note dated 4/1/25 and timed 1:35 PM showed Late entry: While RN was completing
resident's admission with [his/her] sister/POA, [name], she stated that resident has regressed quite a bit
since [his/her] last stay here. She reported [s/he] was voiding and defecating in inappropriate places, often
hypersexual, aggressive, and has not been bathed in 4 months due to her not wanting to fight with [him/her]
to take a shower. RN reported this to [name], SSD, and [name], ED, as | felt as if these things were
concerning with accepting this admission. This RN witnessed [SSD] enter the resident's room and tell [sister]
that we will take resident on a trial basis, however if resident proves too much for our staff to handle or it
doesn't work out we will send out referrals to get [him/her] to a more secure locked unit, however she would
need to come pick [him/her] up.

b. Review of a progress note dated 4/7/25 and timed 7:11 PM showed Spoke with sister [name] at length
regarding placement to a locked unit. We have not been successful at this time. She is distraught and afraid
[s/he] will be placed far away. She is teary and concerned. We assured her that we will do everything we can
for [him/her] and her. She gave some insight into some activities [s/he] does enjoy .

c. Review of a progress note dated 5/28/25 and timed 2:36 PM showed referrals were sent to 10 care
centers by the SSD.
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F 0627 d. Review of a progress note dated 5/28/25 and timed 3 PM showed DNS [name] informed RN that we are to
send resident to [hospital] ER for aggression via ambulance at this time. She completed the ER transport

Level of Harm - Minimal harm or form. 911 called to request EMS. Report called to [name] in the ER. Dr. [name] notified via phone of

potential for actual harm transport by this RN at 3:37 PM. Resident admitted to Med Surg 3rd floor per RN from [hospital name] who

called with a medication question.
Residents Affected - Few
e. Review of a progress note dated 5/28/25 and timed 5:35 PM showed SSD called [name] and let her know
resident was sent to the ER @ [hospital name] again today. The connection was bad and SSD made sure
[name] could hear me when speaking. SSD informed [name] resident was sent out and [facility] would not be
accepting [him/her] back. [name] told SSDit [sic] is my responsibility to find [him/her] placement. SSD let
[name] know | have a list of places that may accept him/her and s/he is on the waiting list for [facility]. The
call was dropped at this time [sic] [name] called back and SSD answered the phone. [Name] asked if | meant
to hang up on her and | explained | did not. SSD asked if she had heard the last information on the places
that may be willing to take resident. [Name] had not heard me? (she was driving in a rain storm near [name
of town] where the service is spotty)[sic] [name] said she did not and began to repeat herself about it being
[facility's] responsibility to find [him/her] placement. SSD let [name] know this decision came from cooperate
[sic] and gave her [name of corporate staff] name to follow up with. SSD apologized and told her it was not a
choice we here made and the safety of the other residents and staff had to be considered. [Name] said she
did not disagree with [facility] not keeping resident. SSD then told her again | have a list of places that may
accepthim [sic] and spoke to her directly about [ list of 3 facilities]. [Name] thanked SSD and asked if there
were any places in [2 cities]. SSD let her know | was not able to locate any. SSD offered to provide [name]
with a list of places | have sent referrals to . SSD told [name] we will get residents belongings packed up and
if she wants to let us know when she is in town we will make sure they are all ready for her along with th4
[sic] list of places ho [sic] may be willing to accept resident. SSD explained the hope was to find a place to
transfer [him/her]. [Name] thanked SSD and said she will let us know when she is able to come pick up
[his/her] things.

f. Review of a Resident Notice of Transfer or Discharge dated 5/28/25 showed the reason for
transfer/discharge was The resident's clinical or behavioral status (or condition) otherwise endangers the
health of individuals in the facility. Further review showed You have the right to appeal this decision and the
resident's representative was notified by phone.

g. Review of a letter written by the ED, dated 5/28/25 and addressed to the resident's sister showed This
letter will serve as formal notification that it is the intention of [NAME] Rehabilitation and Wellness to
discharge [name] on 6/29/25 due to [his/her] clinical or behavioral status endangers the safety of self and
individuals in the facility and the physician also supports this discharge. As discussed upon admission,
[facility name] would admit [name] on a trial to see if [his/her]needs and behavioral status could be met at the
center. This has been an ongoing situation that the facility has attempted to reconcile on numerous
occasions. You are encouraged to contact Social Services to give appropriate instructions of the location
where you desire [name] to be discharged . In the absence of alternative instructions, [name] will be
discharged to the custody of you
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F 0627 h. Interview with the ED on 6/12/25 at 8:40 AM revealed resident #1 had been at the facility prior to the
4/1/25 admission, and when the resident's sister had asked if the facility would take him/her back, she

Level of Harm - Minimal harm or neglected to tell them s/he had increased behaviors. She reported the facility staff asked his/her sister if she

potential for actual harm would be able to take him/her back home if the facility could not provide the care s/he needed and she said
yes, however that changed when the behaviors got worse. She stated the doctor had reported the resident

Residents Affected - Few had more going on than Pick's disease and his/her behaviors could change hourly, which was why a

medication might work one day and not the next.

i. Interview with the resident's sister on 6/12/25 at 8:54 AM revealed the facility did not secure a different
facility for the resident and dumped the resident at the hospital on 5/28/25 where s/he was put on a Title 25
hold in a metal cell before the hospital secured placement out of state at a short-term psychiatric facility. She
reported the current out of state facility was trying to find in-state placement, and that was difficult because
no facilities in the state were accepting the resident.

j- Interview with the hospital social worker on 6/12/25 at 2:48 PM revealed she received an email from the
SSD on 5/28/25 at 6:10 PM with a list of 3 places that were willing to accept the resident, and 2 of them were
out of state. She contacted the resident's sister who did not want to move the resident to the assisted living
facility out of state because it was private pay, and stated when she contacted the in-state facility, they
informed her the resident was not appropriate for the facility and was not on the waiting list. The third facility
was an out of state psychiatric facility but did not have any openings at first, and told the social worker that
she should call frequently to check if they had an opening. Further interview revealed she did not receive any
further communication from the facility, she called the third facility frequently as they had suggested, and she
was able to place the resident at that facility for short term psychiatric rehabilitation.

k. Interview with the SSD on 6/12/25 at 4:00 PM revealed when she learned of the resident's increased
behaviors and aggression toward others, she let the resident's sister know they would do a 30-day trial and if
they could not manage the resident's behaviors, she would need to agree to take him/her back home, which
the SSD reported she did. She reported she sent many referrals and was either told the resident would not
be accepted by the facility or did not receive a response. Further interview revealed on 5/28/25 the resident
choked a CNA and hit a nurse, and was sent to the hospital for adjustments to his/her medications. She
confirmed she called the resident's sister to inform her of the assaults and that the facility would not be able
to take the resident back. She reported she found 3 places that would possibly accept the resident, and that
she had emailed the social worker at the hospital the list of facilities. Further interview confirmed she was not
in contact with the hospital and did not know where the resident had been discharged . She reported the
hospital social worker had picked up the resident's belongings.

I Interview with the ED on 6/12/25 at 4:50 PM revealed while s/he was in the facility, the resident had injured
CNAs and 1 had been sent to the ER. She reported the facility staff had tried multiple interventions and the
behaviors had continued. She reported the rooms at the hospital were open window psych rooms where the
nurse could get in to assist and the resident could not get out.
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F 0627 m. During an interview on 6/27/25 at 10:03 AM the hospital social worker stated when the patient was sent to

the hospital the nurse from the facility called and stated the resident had been aggressive and hit staff. The
Level of Harm - Minimal harm or nurse told the hospital they were not taking the resident back. The social worker further stated the facility
potential for actual harm never called to arrange a time to evaluate the patient to see if s’/he was appropriate to return to the nursing

home. The patient was discharged from the hospital on 6/3/25.
Residents Affected - Few
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