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Prepare residents for a safe transfer or discharge from the nursing home.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44372

Based on interviews and record reviews, the facility failed to ensure a sufficient preparation and orientation 
(sufficient preparation and orientation means the facility informs the resident where he or she is going and 
takes steps under its control to minimize anxiety) to a safe and orderly discharge was conducted for one of 
four sampled residents (Resident 1), who had fluctuating capacity to understand and make decisions and 
required continuous use of oxygen due to chronic obstructive pulmonary disease (COPD- lung disease 
causing restricted airflow and breathing problems). The facility did not provide adequate discharge planning 
for Resident 1, resulting in an unsafe discharge against medical advice on 9/25/2024. 

On 9/27/2024 (two days after the resident was discharged home), Resident 1 was transferred to the General 
Acute Care Hospital [GACH] due to severe shortness of breath, acute COPD exacerbation and acute 
hypercapnic [a life-threatening emergency of having too much carbon dioxide in the blood respiratory failure. 
In the GACH Emergency Department [ED], the GACH report indicated Resident 1 ' s oxygen saturation was 
56% (normal range above 90%, [oxygen level 56% is life threatening and require immediate medical 
attention]) upon arrival at the GACH ED. The GACH ED Report indicated Resident 1 had been out of 
medications for the past three days and reported chest tightness, severe shortness of breath and wheezing. 
Resident 1 was subsequently transferred to the Intensive Care Unit [ICU] due to acute hypoxia. Resident 1 
stayed in the GACH from 9/27/2024 to 9/30/2024. 

Findings: 

During a review of Resident 1's admission record indicated the facility admitted the resident on 12/08/2023 
and readmitted on [DATE] with diagnoses including COPD, pneumonia (a lung infection that causes the air 
sacs in the lungs to fill with fluid or pus, making breathing difficult), and heart failure (occurs when the heart 
muscle doesn't pump blood as well as it should. When this happens, blood often backs up and fluid can build 
up in the lungs, causing shortness of breath). Resident 1's admission record indicated Resident 1 is self 
responsible and his primary language as [foreign language]. 

During a review of Resident 1 ' s care plan dated 12/09/2023, indicated Resident 1 was at risk for respiratory 
distress related to COPD and Asthma as manifested by shortness of breath and low oxygen saturation. The 
care plan interventions included to monitor for shortness of breath [SOB], irregular respiration, wheezing, 
crackles, rhonchi, excessive secretion, cough, and inform the MD promptly. 
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During a review of Resident 1 ' s care plan dated 7/29/2024 indicated the resident was risk for elopement 
due to diagnosis of dementia, resident paces and wanders outside of the facility. The care plan goal 
indicated Resident 1 will have no incident of elopement on a daily basis, including the resident will have no 
incident of wandering outside of facility property on daily basis. The care plan interventions included frequent 
visual checks of resident ' s whereabouts, giving reminders regularly and as needed, encouraging to be 
involve in activity of choice. 

During a review of Resident 1's History and Physical (H&P) dated 8/24/2024, indicated Resident 1 has 
fluctuating capacity to understand and make decision. 

During a review of Resident 1's Minimum Data Set (MDS, a federally mandated resident assessment tool) 
dated 8/18/2024, the MDS indicated Resident 1 ' s cognition (thought process) was intact. The MDS 
indicated the resident ' s preferred language is a [foreign language]. The MDS also indicated Resident 1 
need and want an interpreter to communicate with the doctor or the health care staff. The MDS indicated 
Resident 1 was on oxygen and ambulate using a wheelchair. The MDS indicated Resident 1 required 
supervision or touching assistance (helper provides verbal cues and or touching/steadying and/or contact 
guard assistance as a resident completes activity) for eating, oral hygiene, toileting hygiene, and toilet 
transfer (an ability to get on and off the toilet). 

During a review of Resident 1 ' s Social Service Supervisor (SSS) record, dated 7/18/2024, the SSS record 
indicated Scheduled phone call with Ombudsman was made at 10:00 AM with Administrator and SSD. A 
number of concerns were discussed for the purpose of gaining feedback and guidance from the Ombudsman 
to best serve this resident's needs. Resident 1 was granted Out on Pass (OOP) (temporary permission of a 
Resident from a facility granted by medical director or physician), the Medical Director in May 2024 for 8 
hours. It was stated that the Medical Director also revoked the OOP and suggested the resident should be 
seen by the Psychiatrist. Resident has the right to a second opinion of another physician. Resident has the 
right to refuse or ignore any written order or document, but the facility should make sure it is acting within its 
written/stated policy. Schedule IDT/Care Plan meeting with the resident, family, dietary, activities, rehab 
director, psychologist, psychiatrist and/or Medical Director, and SSD to address concerns that may lead to 
constructive discharge planning and purposeful goals for Resident 1. 

During a review of Resident 1 ' s Order Summary Report, the report indicated an order dated 8/22/2024, for 
the resident to receive oxygen at 1 to 2 liter per minute via nasal canula continuously for the diagnosis of 
COPD. 

During a review of Resident 1 ' s nurses notes dated 9/18/2024 and timed at 4:10 PM, the nurses ' notes 
indicated Resident left facility for OOP against medical advice in wheelchair and oxygen tank in stable 
condition. 

During a review of Resident 1 ' s nurses notes dated 9/19/2024 and timed at 4:30 PM documented Resident 
left facility for OOP against medical advice in wheelchair and oxygen tank in stable condition. 

During a review of Resident 1 ' s nurses notes dated 9/20/2024 and timed at 4:11 PM, the nurses ' notes 
indicated Resident left facility for OOP [out on pass] against medical advice in wheelchair and oxygen tank in 
stable condition. 
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During a review of Resident 1 ' s nurses notes dated 9/22/2024 and timed at 10:49 AM, the nurses ' notes 
indicated Resident OOP in stable condition. 

During a review of Resident 1 ' s nurses notes dated 9/23/2024 and timed at 4:15 PM, the nurses ' notes 
indicated Resident left facility for OOP against medical advice in wheelchair and oxygen tank in stable 
condition. 

During a review of Resident 1 ' s nurses notes dated 9/24/2024 and timed at 10:35 AM, the nurses ' notes 
indicated Resident went out on OOP in stable condition. 

During a review of the facility document titled Temporary leave of absence from 6/18/2024 to 9/26/2024 
indicated Resident 1 was out of the facility almost every day for more than 3 hours. The facility document 
titled Temporary leave of absence, indicated Resident 1 ' s information for signing in and out of the facility 
from 9/18/2024 to 9/26/2024: 

-Date out 9/18/2024, Time out 2:30 PM- Date Return 9/18/2024, time return was 8:00 PM. 

-Date out 9/19/2024, Time out 3:00 PM- Date Return and time return was blank. 

-Date out 9/20/2024, time out 2:00 PM- Date Return and time return was blank. 

-Date out 9/21/2024, time out 3:00 PM- Date Return9/21/2024, time return was 9:00 PM. 

-Date out 9/22/2024, time out 10:30 AM- Date Return9/22/2024, time return was 9:00 PM. 

-Date out 9/23/2024, time out 4:00 PM- Date Return 9/23/2024, time return was 10:30 PM. 

-Date out 9/24/2024, time out 10:00 AM- Date Return9/24/2024, time return was 8:00 PM. 

-Date out 9/25/2024, time out 9:30 AM- Date Return9/25/2024, time return was 7:30 PM. 

-Date out 9/26/2024, time out 8AM- Date Return and time return was blank. 

During a review of the facility document titled Leave Hospital Against Advice, dated 9/25/2024, signed by 
Resident 1 and witnessed by RN 1 and RN 2 indicated, and information typed in English, This is to clarify 
that I, Resident 1, a resident in the facility am leaving the hospital against the advice of attending physician 
and hospital administration. I acknowledge and I have been informed of the risk involved and hereby release 
the attending physician, and the hospital from all responsibility and any ill effects which may result from this 
action. 
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During a review of Resident 1 ' s nurses notes dated 9/25/2024 and timed at 8:26 AM, authored by RN 1, 
indicated the resident does not have a standing order (written protocols that authorize designated members 
of the health care team to complete certain tasks) for therapeutic leave (period of time away from facility that 
is specifically intended to promote mental, emotional, or physical well-being which required physician order) 
The primary care provider (PCP) was notified and denied Resident 1's therapeutic leave. The nurses note 
further indicated that RN 1 explained to Resident 1 that he could go against medical advice (facility and 
employees will not be responsible for his decisions and actions outside the facility). The nurses note 
indicated that Resident 1 agreed and signed the AMA form. 

During a review of the Police Report dated 9/25/2024 and timed at 7:46 PM indicated, On 9/25/2024 at 
approximately 8 PM. When we arrived, we spoke with RN 3, who told us that Resident 1 had been asked to 
leave because he had signed against medical advisement [AMA] form earlier and was no longer under the 
care of their facility. Resident 1 speaks foreign language only, so Resident 1 family member (FAM) 1, arrived 
to translate for us and explain the situation. [FAM 1] told us that Resident 1 lives at the facility because he 
has medical conditions such as heart failure and pneumonia and cannot care for himself. Every day, 
Resident 1 leaves the facility in the morning and returns in the evening. There is a sign-out log documenting 
that this is his routine. On 9/25/2024 at approximately 7 AM, Resident 1 was leaving the facility and signed 
out in the log like he always does. When he signed out, RN 1 had him sign an additional paper. Resident 1 
did not understand English well and signed the leave against medical advisement form without fully 
understanding it. The form released him from the facility's care so he could no longer stay there. When he 
returned at approximately 7:30 PM, he was not allowed to enter the building. They told him he was not 
allowed in the building and needed to leave. Resident 1 was running low on oxygen and went to the front of 
the building, asking to be let in. The staff at the front desk would not let him in, so he began kicking the door 
and asking for oxygen. The staff let Resident 1 back in and called the [local] Police Department to have 
Resident 1 removed from the building. Resident 1 said he did not know what he was signing, and FAM 1 
believes the nurses knowingly had him sign the paper because he did not understand English well. When I 
asked [RN 3] about Resident 1 being released from their care, she said he was self-sufficient. After seeing 
Resident 1 ' s condition, I do not believe he can properly care for himself and needs to be in a medical 
facility. Resident 1 also has difficulty understanding English, and I do not think he was properly advised 
about what he was signing. No Foreign language translators were present when he signed the release form, 
and there was a clear language barrier. 

During a review of the General Acute Care Hospital (GACH) records dated 9/27/2024 and timed at 11:51 
PM, the GACH record indicated Resident 1 arrived at the GACH Emergency Department [ED] due to severe 
shortness of breath. The GACH ED report indicated a resident history of COPD and daily oxygen use at 4 
Liters. Resident 1 oxygen saturation in triage was 56% (normal range above 90%, [oxygen level 56% is life 
threatening and require immediate medical attention]) on home oxygen tank at 4 Liter. FAM 1 reports patient 
unknowingly signed out AMA from the facility, three days ago and has not been receiving his daily 
medications since. Resident 1 was cyanotic (a bluish-purple color of the skin that may indicate decreased 
oxygen in the bloodstream that may suggest a problem with the lungs or heart) in triage. The GACH ED 
Report indicated Resident 1 had been out of medications for the past three days and reported chest 
tightness, severe shortness of breath and wheezing. The GACH ED Report indicated Resident 1 was 
admitted to the Intensive Care Unit [ICU] for respiratory monitoring due to acute hypoxia. 
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During a review of Resident 1 ' s GACH records titled After visit summary indicated Resident 1 was 
discharged from the GACH to home on 9/30/2024. 

During a review of Resident 1 ' s nurses notes dated 9/25/2024 and timed at 7:42 PM, documented by RN 3, 
indicated that Staff call my attention that Resident 1 is already outside the parking lot, doorbell the door to 
tried to get inside the facility and kept banging the exit door with his wheelchair. We open the exit door and 
resident is very agitated, yelling and screaming to the staff and stated that his not an animal. I explained to 
him nicely the risk and benefits that he cannot get inside the facility due to he already signed the discharge 
against medical advice form. Resident was still very agitated and kept shouting that his not an animal and 
force his wheelchair to get into the dining area. Tried to call the [physician]. The DON was also notified 
regarding the situation and advice to call the police. Call the [local] Police and reported that resident is very 
agitated and trying to explain to him that he is no longer a patient here due to him signing AMA. [Local] 
Police did their investigation and call the family. [FAM 1] came and demanded right away a copy of the AMA 
papers that his father signed. One of the police ask me if the resident could stay the facility for tonight so 
FAM 1 could figure out tomorrow for the place to stay and said that they will also call the Ombudsman to ask 
if they will agree to stay the resident for tonight. The DON was notified again and said that ' s okay to let him 
stay tonight and they will have an IDT team meeting tomorrow for the discharge plan. Resident was 
readmitted again to the facility and to resume all the orders. Will continue to monitor the resident's behavior 
[sic]. 

During an interview on 9/27/2024 at 8:32 AM, FAM 1 stated Resident 1 does not fully understand and speak 
English. FAM 1 stated for the past 3 to 4 months, Resident 1 was leaving the facility everyday morning and 
returning back to the facility at nighttime. FAM 1 stated Resident 1 is on continuous oxygen and using a 
wheelchair. FAM 1 stated that on 9/25/2024, at around 2 PM, FAM 1 received a call from RN 1 informing her 
that Resident 1 signed documents and left the facility. FAM 1 stated RN 1 did not inform her that Resident 1 
signed the AMA form. FAM 1 stated that on 9/25/2024 at around 7:30 PM, FAM 1 received a call from 
Resident 1 that he was in front of the facility, and the facility staff would not let him back inside the facility. 
FAM 1 stated she went to the facility and observed Resident 1 in distress, inside the facility and the police 
was interviewing him. 

During an interview on 9/27/2024 at 8:51 AM, Resident 1 stated he understand very limited English and 
requested a translator to communicate with staff and providers. Resident 1 stated for more than 3 months 
everyday he was leaving the facility wheel himself while on oxygen 2 L nasal cannula continuously to coffee 
place and come back to facility few hours later. Resident 1 stated everyday he would sign a log when he 
leaves and sign again when he gets back to facility. Stated on 9/25/2024 around 8 AM request to leave the 
facility, a nurse ask him to sign a document. Stated he signed the document and left the facility. Stated the 
nurse did not explain what he was signing, and he was speaking English. Stated when he came back on 
9/25/2024 around 7:30 PM the facility door was closed and he had to bang on the door, but staff refused to 
take him in, stated he was having shortness of breath and difficulty breathing since his oxygen tank was 
empty. Stated he was yelling and begging staff to let him in while he was on wheelchair, a nurse let him in 
and few minute later police and FAM 1 came. Resident 1 stated that FAM 1 had informed him that the paper 
he signed on 9/25/2024 was AMA that meant he would not be allowed to return to the facility. 
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During an interview on 9/27/2024 at 9:46 AM, LVN 1 stated he was familiar with Resident 1, able to verbalize 
his needs in English and foreign language. LVN 1 stated if a resident request to sign AMA, the licensed 
nurse needs to notify the physician, explain the risks and benefits and have the resident sign the AMA form 
in the resident ' s preferred language. LVN 1 stated that if the resident requested to have the information 
explained to him in his foreign native langue, the document should be in his native foreign language, or the 
facility staff should get an interpreter to explain the AMA process to the resident. LVN 1 stated if a resident 
wants to leave a facility on a therapeutic leave, the staff should obtain an Out on Pass order with the resident 
' s physician. 

During an interview and record review of Resident 1 ' s Social Service Supervisor Note dated 8/14/2024 and 
timed at 9:46 AM, on 9/27/2024 at 11:15 AM, the Social Service Supervisor stated the discharge plan was to 
discharge Resident 1 to home, however Resident 1 was transferred to the acute hospital on 8/22/2024, due 
to chest pain. The SSS stated he did not have any other discharge plans or IDT note for Resident 1 ' s 
current discharge plans or issues with going out of the facility, after 8/14/2024. 

During an interview on 9/27/2024 at 11:42 AM, the DON stated Resident 1 had been going out of the facility 
almost every day, in the morning and come back to the facility in the afternoon or evening, for more than 3 
months, without having an out on pass order from the physician. The DON stated, Resident 1 ' s PCP 
discontinued the resident ' s out of pass order on 5/5/2024 and the facility ' s Medical Director revoked the 
resident ' s out on pass order on 7/18/2024. The DON stated Resident 1 continued to go out of the facility. 
The DON stated Resident 1 receives oxygen continuously with 1 to 2 liters via NC. The DON stated that on 
9/25/2024 at around 8 AM, Resident 1 requested to go out and since he did not have an out on pass order, 
RN 1 asked him to sign the AMA form. The DON stated that Resident 1 signed the AMA form, which was in 
English, and then he left the facility. The DON stated RN 1 did not use a translator to explain to Resident 1 
what he was signing. The DON stated he does not have any documented evidence that RN 1 used a 
translator. The DON stated that on Resident 1 ' s Face Sheet, it indicated that Resident 1 primary language 
was a foreign language other than English, however he was able to communicate with English. The DON 
stated RN 1 should have used a translator to translate the AMA form for Resident 1 the AMA. The DON 
stated if a resident requests to go OOP there should be a physician ' s order. 

During an interview on 10/02/2024 at 7:46 AM, FAM 1 stated Resident 1 was discharged to home from the 
GACH on 9/30/2024, however, the GACH 1 physician nor the ICU physician did not refill/gave prescriptions 
for Resident 1 ' s ordered routine medications and advised the resident to get his medications from his own 
primary care provider. FAM 1 stated Resident 1 missed all his GACH discharge medications for a few more 
days. FAM 1 stated she had to find a new primary care provider that could provide the prescriptions for 
Resident 1 ' s GACH discharge medications because Resident 1 ' s previous primary physician was the 
attending physician at his previous skilled nursing facility. 

During an interview and record review of Resident 1 nurses Note from 9/1/2024 to 9/26/2024 on 9/27/2024 at 
11:55 AM, the DON stated that according to the nurses ' notes, Resident 1 had been going OOP every day 
for a few hours against medical advice. The DON stated Resident 1 did not have the AMA form signed when 
Resident 1 would leave the facility previously. The DON stated the only AMA form that Resident 1 had 
signed was the form dated 9/25/2024, signed by Resident 1 and witnessed by RN 1 and RN 2. 
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During an interview and record review of Resident 1 ' s active care plans on 9/27/2024 at 12:03 PM, the 
DON stated the facility staff failed to develop a care plan to address Resident 1 ' s concerns of leaving the 
facility every day for the last three months with no order for Out on Pass and leaving the facility against 
medical advice. The DON stated the plan was to discharge the patient to home with family or find a different 
placement. The DON stated he could not provide documented evidence of Resident 1 ' s Discharge Plan, 
after Resident 1 was readmitted to the facility on [DATE]. The DON stated the facility did not conduct any IDT 
meeting or care plan conference with the patient and family about Resident 1 ' s issues/concerns of 
frequently leaving the facility OOP with no physician orders. The DON stated a safe discharge for Resident 1 
would be to provide the patient with supplemental oxygen, arrange for home health services, and provide his 
prescription medications. 

During an interview on 10/02/2024 at 11:14 AM RN 3 stated she had received a report that Resident 1 had 
signed the AMA form and no longer a resident at the facility. RN 3 stated that on 9/25/2024, at around 7:30 
PM, he was upset and requesting to come into the facility and does not feel good. RN 3 stated Resident 1 
went inside the facility and stayed in the Dining Room, RN 3 notified the DON, then called the police. RN 3 
stated the police and FAM 1 came to the facility. According to FAM 1, Resident 1 speaks a foreign language. 
The police asked if Resident 1 could stay for the night and the DON agreed for the resident to stay for the 
night. RN 3 stated the resident was readmitted to the facility for the night. RN 3 stated she did not check if 
the resident ' s oxygen tank to see if it was empty or not that night and did not check Resident 1 ' s vital 
signs. RN 3 stated, that Resident 1 did not have an order for OOP, but the facility staff would always let him 
go out on pass prior to that night [9/25/2024]. 

During a review of the facility ' s policy and procedure (P&P) titled Discharge Summary and Plan, revised 
October 2022, the P&P indicated As part of the discharge summary, the nurse reconciles all pre-discharge 
medication with the resident's post-discharge medications. The medication reconciliation is documented. The 
post-discharge plan is developed by the care planning/interdisciplinary team with the assistance of the 
resident and his or her family and includes: where the individual plans to reside; arrangements that have 
been made for follow-up care and services; a description of the resident's stated discharge goals; the degree 
of caregiver/support person availability, capacity and capability to perform required care; how the IDT will 
support the resident or representative in the transition to post-discharge care; what factors may make the 
resident vulnerable to preventable readmission how those factors will be addressed. 

During a review of the facility ' s P&P titled Discharging a Resident without a Physician ' s Approval, revised 
October 2012, indicated A physician's order should be obtained for all discharges, unless a resident or 
representative is discharging himself or herself against medical advice. If the resident or representative 
(sponsor) insists upon being discharged without the approval of the attending physician, the resident and/or 
representative (sponsor) must sign a release of responsibility form. Should either party refuse to sign the 
release, such refusal must be documented in the resident's medical record and witnessed by two staff 
members. The director of nursing services, or charge nurse, shall inform the resident, and/or representative 
(sponsor) of the potential hazards involved in the early discharge of the resident and shall request that the 
resident remain in the facility until such time as the isolation/precautionary period has ended. 

(continued on next page)
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During a review of the facility ' s P&P titled Care Plan, Comprehensive Person-Centered, dated revised Year 
2022, indicated A comprehensive, person-centered care plan that includes measurable objectives and 
timetables to meet the resident's physical, psychosocial and functional needs is developed and implemented 
for each resident. The interdisciplinary team (IDT), in conjunction with the resident and his/her family or legal 
representative, develops and implements a comprehensive, person-centered care plan for each resident. 
The care plan interventions are derived from a thorough analysis of the information gathered as part of the 
comprehensive assessment. Each resident's comprehensive person-centered care plan is consistent with 
the resident's rights to participate in the development and implementation of his or her plan of care, including 
the right to: participate in the planning process; identify individuals or roles to be included; request meetings; 
request revisions to the plan of care; participate in establishing the expected goals and outcomes of care; 
participate in determining the type, amount, frequency and duration of care; receive the services and/or items 
included in the plan of care; and see the care plan and sign it after significant changes are made. If the 
participation of the resident and his/her resident representative in developing the resident's care plan is 
determined to not be practicable, an explanation is documented in the resident's medical record. The 
explanation should include what steps were taken to include the resident or representative in the process. 
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