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F 0626 Permit a resident to return to the nursing home after hospitalization or therapeutic leave that exceeds
bed-hold policy.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37697

Residents Affected - Few Based on interview and record review, the facility failed to readmit one of three sampled residents (Resident
1) after hospitalization . This failure resulted in violation of resident's rights to return to the facility and had the
potential to negatively affect Resident 1's well-being.

Findings:

During a review of Resident 1's Admission Record (AR), dated 1/16/25, the AR indicated, Resident 1 was
admitted to the facility on [DATE], with diagnoses including history of fracture (a break in the bone) of the
right femur (hip) and respiratory disorders in diseases classified elsewhere.

During an interview on 1/16/25 at 12:27 p.m. with the Facility Marketing Director (FMD), FMD stated
Resident 1 was discharged from the facility to the acute hospital on 1/2/25.

During an interview on 1/16/25 at 1:11 p.m. with acute hospital Case Manager (CM), CM stated Resident 1
was ready for discharge from the acute hospital to the facility on [DATE]. CM stated she called and spoke
with FMD on 1/13/25 at approximately 1:55 p.m. regarding Resident 1's discharge back to the facility. CM
stated FMD told her Resident 1 would not be accepted back to the facility due to refusing care.

During a concurrent interview and record review on 1/16/25 at 1:21 p.m. with Administrator, Resident 1's
Ensocare History (INAME] -a tool used to communicate between the facility and acute hospital) dated 1/2025
was reviewed. The [NAME] indicated on 1/14/25 at 3:01 p.m. the facility refused to readmit Resident 1 due
to, Too low functioning. Administrator stated, We (facility) should have taken him (Resident 1) back.

During a review of the facility's policy and procedure (P&P) titled, Readmission to the Facility, dated 3/2017,
the P&P indicated, Residents who have been discharged to the hospital or for therapeutic leave will be given
priority in readmission to the facility. Readmission procedures apply equally to all residents regardless of
race, color, creed, national origin, or payment source. Inquiries concerning our readmission policies should
be referred to the administrator and/or the director of nursing services.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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