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Based on interview and record review, the facility failed to follow the discharge process for one of three 
sampled residents (Resident 1), when Resident 1 was transferred to an acute hospital and Resident 1's 
Responsibility Party (RP) was not informed of intent to discharge the resident or provided with notice of 
bed-hold.This failure resulted in Resident 1 being denied return to the facility causing disruption of care. A 
review of Resident 1's admission Record indicated Resident 1 was admitted to the facility in June 2025 with 
multiple diagnoses including metabolic encephalopathy (a change in brain function due to a systemic illness 
affecting the body's metabolism), dementia with behavioral disturbance (loss of memory and brain function 
with symptoms including agitation, aggression, psychotic symptoms, and mood changes), and enterocolitis 
due to clostridium difficile (bacterial infection of the bowel that can cause inflammation and diarrhea). A 
review of Resident 1's Minimum Data Set (MDS- federally mandated assessment tool), Cognitive Patterns, 
dated 7/4/25, indicated Resident 1 had Brief Interview for Mental Status (BIMS- tool to assess cognition) of 4 
out of 15, that indicated Resident 1 had severe cognitive impairment. A review of Resident 1's MDS, 
Behavior, dated, 7/4/25, indicated Resident had delusions (belief that is persistently held but is untrue) and 
had behavioral symptoms including hitting, scratching, rummaging, smearing bodily wastes that put Resident 
1 at risk for physical injury, interfered with care, and put others at risk for injury. A review of Resident 1's 
Order Summary Report indicated order dated 7/18/25 .Send Resident to acute on 7/18/25 due to increased 
behaviors resulting in concerns for safety . A review of Resident1's Order Summary Report indicated order 
dated 7/12/25 .Please call [Resident 1's RP] if patient refuses labs or medication, or becomes agitated or 
combative . A review of Resident 1's Order Summary Report indicated order dated 6/27/25 .Seroquel 
[antipsychotic medication used to improve mood, thoughts and behaviors] .Give 6.25 mg [milligrams] by 
mouth at bedtime for hospital delirium [change in mental abilities resulting in lack of awareness of 
surroundings] MB [manifested by] agitation/inability to sleep causing distress to self . A review of Resident 
1's Change in Condition Evaluation, dated 7/18/25 indicated .patient has been combative, not following 
directions, not cooperative with care; patient wondered [sic] into other patients' rooms, eating their food or 
took their drink; patient wonders [sic] into nurses station and starts to open peoples' hand bags and takings 
thingsout [sic] .Recommendations of Primary Clinician(s) . [name of physician] and management are 
informed with order to send patient to acute care. Management stated that [RP] has been informed about the 
transfer .A review of Resident 1's Notice of Proposed Transfer/Discharge, dated 7/18/25, indicated .
Transfer/Discharge Reasons .The transfer or discharge is necessary for the resident . A review of Resident 
1's Progress Notes, Type: Physician Progress Note, dated 7/18/25, indicated .The patient was very agitated 
and screaming and shouting at the nursing staff, and case was discussed with the [RP] also that we increase 
the dose of Seroquel, but the patient was non-compliant and the daughter was also refusing any 
interventions. So it was suggested that the patient is not safe here and need to go to acute care facility 
because of safety concerns. So the patient was sent to acute care facility as the patient was non-compliant 
and the [RP] was also non-compliant with the treatment plan .With underlying cognitive impairment with 
dementia .Patient and family both refusing to increase the dose of Seroquel. Patient need to go to acute care 
facility for further evaluation . A review of Resident 1's Progress Note, Type: Nurse's Note, dated 7/18/25 at 
12:55 p.m., indicated .Received orders from [name of physician] to increase patients Seroquel from 6.25mg 
to 12.5mg due to increased behavioral issues. Patient has been combative, hitting care staff, throwing things 
at other patients, eating other patients food and hard to reorient and redirect. Patient's [RP] notified by 
charge nurse of increasing agitation this morning .called patient's [RP] to relay doctors order . writer notified 
her of .order to increase Seroquel from 6.25mg to Seroquel 12.5mg . or send patient to acute for increasing 
agitation and combativeness for patients/care staff safety if family not agreeable to medication changes. [RP] 
refused medication changes and was notified patient would be sent to acute for safety purposes . A review of 
Resident 1's Progress Note, Type: Nurse's Note dated 7/18/25 at 10:27 a.m., indicated .Called [RP] back at 
10:42am .and explained to her .resident is still agitated and hitting staff members and going into other 
Resident's rooms . a safety risk -for our residents and our staff . [RP] was agreeable at this time and said she 
will be in the facility shortly to help with agitation and well as speak with [name of physician] of the POC [plan 
of care] going forward .Called [name of physician] .informed him of the above behaviors-he stated we could 
either 1-Increase Seroquel to 12.5 mg per dose. 2- Send resident out to acute for further evaluation due to 
increased agitation . [RP] was not agreeable to all options. Send out to acute was initiated due to safety 
concerns .' A review of Resident 1's Care Plan, The resident has a behavior problem r/t [related to] increased 
agitation, initiated 7/12/25, indicated . Goal .The resident will have fewer episodes of behavior by review date 
Target Date 9/25/25 . Interventions .Anticipate and meet The resident's needs .Caregivers to provide 
opportunity for positive interaction, attention .Praise any indication of The resident's progress/improvement in 
behavior . A review of Resident 1's Care Plan, [Resident 1] was noted with increased combativeness/ 
agitation 7/12/25 .revised 7/14/25, indicated .Interventions .Approach in a calm, reassuring manner .
Encourage family visits and interactions .Monitor for signs and symptoms of decreased psychosocial 
well-being, adjustment issues, emotional distress, ineffective coping skills, poor impulse control, adverse 
effects on function, mental, physical, social, or spiritual wellbeing and report abnormal findings to physician .
Reorient and redirect as necessary .A review of Resident 1's Care Plan, Psychosocial Behavior: Exhibits or 
is at risk for behavioral symptoms (i.e. striking out, grabbing others, combative, verbally, or physically 
abusive, inappropriate disrobing, smears/throws food/feces/objects due to delirium .initiated 7/2/25 . Goal 
Will be compliant with nursing care .Will not harm self-and/or others secondary to socially inappropriate 
and/or disruptive combative behavior . Target Date 9/25/25, .Interventions .Administer medication as ordered 
.Document and record behavioral episodes .Maintain a calm, slow, understandable approach . During a 
telephone interview on 7/22/25 at 11:45 a.m. with Resident 1's RP, Resident 1's RP stated she was notified 
in the morning of 7/18/25 that Resident 1 did not take her medications and was having behavior issues. The 
RP stated the facility wanted to double her Seroquel medication. The RP stated she was told that if you do 
not agree to Seroquel dosage increase, then the facility will send her to the acute hospital. Resident 1's RP 
stated she asked the facility not to send Resident 1 out until she arrived at the facility and she was on her 
way. Resident 1's RP stated she wanted to review with the physician the increase in medication before 
agreeing to increase. She stated she was called and notified that Resident 1 had been sent to the acute 
hospital. When asked if Resident 1's RP had been offered a bed- hold, the RP stated a bed-hold was never 
mentioned. During a joint interview on 7/23/25 at 9:50 a.m. with the Administrator (ADM) and the Director of 
Nursing (DON), the DON reviewed the process for resident transfer to acute hospital. The DON stated 
process is to receive physician's order for transfer, notify resident or RP, call ambulance for transport, and 
provide report to hospital. The DON stated Notice of Proposed Transfer/ Discharge is provided to resident or 
RP and sent to the ombudsman. The DON stated a bed hold option is offered to resident or RP, but it may 
be a private pay bed hold. The ADM and DON stated Resident 1 was sent to acute hospital on 7/18/25 due 
to increased behaviors, combativeness, direct threat to residents, wandering into patients' rooms, throwing 
things at residents, and was non-redirectable. The DON stated the provider wanted to increase the Seroquel 
but Resident 1's RP refused, and Resident 1's RP was informed Resident 1 would be sent to the acute 
hospital. The ADM stated if the Resident 1's RP had agreed to the medication change, would have tried that 
out to see if effective and Resident 1 would not have been sent out that day. During an interview on 7/23/25 
at 2:25 p.m. with Licensed Nurse (LN) 1, LN 1 stated Resident 1 started having increased behaviors 
including hitting and punching staff, threatening residents and families, and became non-redirectable. LN 1 
stated when transferring a resident to the hospital the Notice of Proposed Transfer/Discharge is completed to 
notify family of hospital transfer. During a subsequent joint interview on 7/23/25 at 4:10 p.m. with the ADM 
and DON, ADM stated that Resident 1's RP was not offered bed- hold because the determination had 
already been made that Resident 1 was not appropriate for the facility. The ADM stated it was an unplanned 
discharge due to severity of behavior. During a telephone interview on 7/23/25 with the Medical Doctor [MD], 
the MD stated Resident 1 was sent to the acute hospital on 7/18/25 due to behaviors. The MD stated 
Resident 1 had become more agitated, more combative, was going into residents' rooms, and had risky 
behavior. The MD stated Resident 1's RP was given option to increase dose of Seroquel, but did not agree 
to the increase, so was sent to the acute hospital.During a concurrent telephone interview and record review 
on 7/30/25 at 9:53 a.m. with the ADM, the ADM stated Resident 1 was discharged , not transferred, from the 
facility on 7/18/25. Reviewed Resident 1's Progress Notes from 7/18/25 and that there was no 
documentation that Resident 1's RP was notified it was a facility discharge and not an acute transfer. The 
ADM stated it was communicated to Resident 1's RP it was a discharge, and the Notice of Proposed 
Transfer/Discharge was given as a notice of discharge. The ADM stated a bed hold was not offered because 
the facility knew they were not accepting Resident 1 back. When asked how the facility determined that upon 
the transfer to acute hospital on 7/18/25, that Resident 1 would not return to the facility if behaviors were able 
to be managed, the ADM stated Resident 1 had escalating behaviors and the MD made the decision she 
was not safe in the facility. Reviewed with the ADM, facility policy Bed-Holds and Returns that indicated 
residents are provided written bed-hold information at the time of transfer and that residents be permitted to 
return to the facility following hospitalization. The ADM stated Resident 1's RP had not been agreeable to 
interventions prior to acute transfer so MD made decision she would not be safe in facility after 
hospitalization. A review of the facility's Policy and Procedure (P&P) titled Bed-Holds and Returns, revised 
10/22, indicated .Residents and/or representatives are informed (in writing) of the facility and state (if 
applicable) bed-hold policies .All residents/representatives are provided written information regarding the 
facility and state bed-hold policies, which address holding or reserving a resident's bed during periods of 
absence (hospitalization or therapeutic leave). Residents, regardless of payer source, are provided written 
notice about these policies at least twice .notice 2: at the time of transfer (or, if transfer was an emergency, 
within 24 hours) .The written bed-hold notices provided to the residents/ representatives explain in detail .the 
facility return policy .The requirement that residents be permitted to return to the facility, following 
hospitalization or therapeutic leave applies to all residents regardless of payer source .A review of the 
facility's P&P titled Transfer or Return, revised 3/25, indicated .Once admitted to the facility, residents have 
the right to remain in the facility. Transfers and discharges must meet specific criteria and require resident/ 
representative notification, orientation, and documentation in the medical record .Transfer refers to the 
movement of a resident from a bed in one certified facility to a bed in another certified facility when the 
resident expects to return to the original facility .When the facility transfers or discharges a resident, the 
following information is documented in the medical record .That an appropriate notice was provided to the 
resident and/or legal representative .
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