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F 0627 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to follow their discharge policy for one of three sampled

Level of Harm - Actual harm residents (Resident 1) when Resident 1 was not allowed to return to the facility after a doctor's appointment.
This failure had the potential to compromise Resident 1's health and safety.Review of Resident 1's clinical

Residents Affected - Few record titled, admission Record, dated 12/5/2025, indicated Resident 1 was admitted to the facility on [DATE]

with diagnoses including unspecified dementia (a progressive state of decline in mental abilities), rheumatoid
arthritis (a chronic progressive disease-causing inflammation in the joints and resulting in painful deformity
and immobility), cerebrovascular disease (CVA-stroke, loss of blood flow to a part of the brain), hypertension
(HTN-high blood pressure), other amnesia (loss of memories, including facts, information, and experiences),
and alcohol dependence, uncomplicated (a chronic disease in which a person craves drinks that contain
alcohol and is unable to control his or her drinking).Review of Resident 1's Nurses Progress Note dated
12/4/2025, indicated, Resident left facility without out on pass at 13:30 [1:30 PM]. Resident reported to this
nurse that he had an appointment with a PCP [primary care physician] outside of the facility. Informed social
services. Resident went out of facility without an order from MD [medical doctor].During an interview with the
nurse practitioner (NP) on 12/5/2025 at 1:18 a.m., the NP confirmed she received a message from their
group chat on 12/4/2025 at 6:37 p.m., it indicated, patient left AMA [against medical advice] around 2 p.m.
NP further confirmed she did not respond to the message because it was already after hours. NP stated
nurses should have notified the after hour on-call physician or NP.During a phone interview with licensed
vocational nurse A (LVN A) on 12/5/2025 at 1:48 p.m., LVN A confirmed he was the nurse in the evening
shift on 12/4/2025. LVN A stated their social services director (SSD) instructed them not to allow Resident 1
back to the facility, and to call 911 to accept him back to the facility. LVN A further stated, Resident 1 was in
a cab when he came back around 6:00 p.m. on 12/4/2025, and he was on the phone talking to his sister.
LVN A confirmed he did not ask Resident 1 to come back inside the facility, he did not call the DON and their
doctor about the situation. LVN A further confirmed he just followed the SSD's instruction not to accept
Resident 1 back to the facility and he went back inside the facility to continue with passing medications to his
residents.During an interview with certified nursing assistant B (CNA B) on 12/5/2025 at 2:13 p.m., CNA B
confirmed their SSD informed the evening staff that Resident 1 left AMA, she did not go to full details, and
instructed them not to allow Resident 1 back to the facility. CNA B stated the SSD handed her the AMA form
to provide to Resident 1 if he comes back. CNA B further stated, Resident 1 came back on the same day at
around 5:30 p.m., she handed him the AMA form, and Resident 1 told her that he had nowhere to go. CNA B
stated Resident 1 was upset, obviously in disbelief because he just went out to an eye doctor's appointment.
CNA B further stated Resident 1's sister called the police, and the police called the paramedics to send
Resident 1 to the hospital. CNA B confirmed Resident 1 was outside the facility for at least an hour.During an
interview with the SSD on 12/5/2025 at 2:29 p.m., the SSD stated she overheard from staff that Resident 1
went out for an appointment. The SSD further stated, she checked her calendar and Resident 1's physician
order and it indicated there was no doctor's appointment scheduled for the day and there was no order that
Resident 1 could go out on pass. SSD stated she called her consultant, and she was advised that Resident 1
went AMA. SSD confirmed she initiated Resident 1's AMA form and she instructed the evening shift staff not
to accept Resident 1 back to the facility. SSD further confirmed that there was no physician's order related to
Resident 1's AMA discharge and she was just following the AMA situation.During a concurrent interview with
the director of nursing (DON) and record review of Resident 1's nurses progress notes dated 12/4/2025, and
order summary report on 12/5/2025 at 3:08 p.m., the DON confirmed there was no documentation that the
doctor was notified about Resident 1's return and the SSD was the only one notified. The DON further
confirmed there was no AMA order. The DON stated she was only notified in the morning of 12/5/2025 that
Resident 1 came back and was brought to the hospital.During an interview with the administrator (ADM) on
12/5/2025 at 3:34 p.m., the ADM stated the nurse should have allowed Resident 1 back to the facility, did
their assessment, and if Resident 1 needed to be transferred to the hospital, they should have called the
doctor and transferred him as needed.Review of the emergency department's (ED) provider note dated
12/4/2025, indicated, 70 y.o. [year old] male.brought to the ED by EMS [emergency medical services] after
patient was discharged from his nursing home - [name of the facility]. Reportedly patient has been a resident
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