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

Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to determine if one of the three sampled residents meet the

harm requirements for discharge prior to refusing Resident A to return to the facility after hospitalization . Thisfailure had the potential to
result in psychological harm and delay of treatment at the skilled level for Resident A. Findings: An

Residents Affected - Few unannounced visit was conducted on January 29, 2020 at 1:50 PM to investigate a complaint regarding Admission, Discharge
and Transfer Rights. During an interview with Admissions Director (AMD) on January 29, 2020 at 3:11 PM, he stated Resident

A threatened to kill herself and since Resident A had only been in the facility for about aweek, we are not required to

take them back. During an interview with the Director of Nursing (DON) on January 29, 2020 at 3:55 PM, the DON stated the

decision not to admit Resident A back was because of the things that she said when she was here (at the facility), the

details of how she was going to kill herself . The DON stated they should probably have gone out to talk to her and assess

her . when Resident A was ready for discharge. She stated the facility decided not to take Resident A back without seeing

the clearance or documentation from the hospital. She stated it was decided in one of their morning meetings not to accept

the resident back. A record review of Detail Admission / Discharge Report, dated from November 1, 2019 thru January 29,

2020, the report indicated Resident A was admitted on [DATE] and discharged on [DATE]. A record review of Archived

Referrals, dated January 21, 2020, under Communication with the (name of the general acute care facility), the messages

dated January 13, 2020 indicated the facility declined to accept Resident A back when she was ready to return to the
facility.
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