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Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is
prepared for a safe transfer/discharge.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and records review, the facility failed to ensure a safe and appropriate discharge for one of
two sampled residents (Resident 1), who left for an out-on-pass (OOP- temporary leave an admitted
patient has official, temporary permission from their doctor to leave a hospital or care facility for a
short, set amount of time before returning to finish treatment) on 7/27/2026 by failing to: Ensure
Resident 1 signed out of the facility onto the out on pass log on 7/27/2026 in accordance with the
facility's Policy and Procedure (P&P) titled, Signing Residents Out. Inform Resident 1 the clinical risks
for discontinuing care at the facility in accordance with the facility's P&P titled, Discharging a
Resident Against Medical Advice. Document the reason for the discontinuation of care for Resident 1
in accordance with the facility's P&P titled, Discharging a Resident Against Medical Advice. Provide
information or arrangements regarding post discharge plan of care in accordance with the facility's
P&P titled, Discharging a Resident Against Medical Advice. These deficient practices resulted in a
facilityˆinitiated discharge against medical advice (AMA) of Resident 1. After leaving for an OOP on
7/27/2026 at 10:30 PM and returning on 7/28/2026 at 2 PM (16 hours later), Resident 1 was left to
stay at FM 1's home. These actions placed Resident 1 at risk for an unsafe transition of care,
unrecognized changes in medical condition, interruption of necessary treatment, and inadequate
continuity of care following discharge. Findings:During a review of Resident 1's admission Record
(AR), the AR indicated Resident 1 was admitted to the facility on [DATE] with a diagnosisˆstable
burstˆfracture of 4thˆlumbarˆvertebraˆ(break or crack in the 4thˆbone of the lower back), multiple
fractures of the ribs, right side (more than one right side of chest had been broken or cracked)
andˆpsychoactive substance abuse (the harmful or excessive use of any chemical substance-such as
drugs or alcohol-that alters brain function).ˆ ˆ During a review of Resident 1's History and Physical
(H&P)ˆdatedˆ5/21/2026, the H&P indicated that Resident 1 had the capacity to understand and make
decisions.ˆˆ During a review of Resident 1's Care Plan for Impaired Physical Mobility, dated
5/21/2026, the Care Plan indicated interventions to assist with transfers and activities of daily living
(ADLs). During a review of Resident 1's Care Plan for Risk for Falls related to impaired mobility, pain,
and medication effects, dated 5/21/2026, the Care Plan indicated interventions to assist with all
transfers. During a review of Resident 1's Care Plan for Acute Pain related to Multiple Traumatic
Fractures, dated 5/21/2026, the Care Plan indicated interventions to administer analgesics (pain
medication) as ordered and to monitor for opioid (pain medication) side effects such as sedation,
constipation, and respiratory depression. During a review of Resident 1's Care Plan for Resident is
dependent on staff for meeting emotional, intellectual, physical and social needs related to physical
limitations, dated 5/21/26, the Care Plan indicated interventions to ensure that adaptive equipment
that the resident needs is provided and is present and functional. During a review of Resident
(continued on next page)
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1'sˆMinimum Data Set (MDS - a resident assessment tool)ˆdatedˆ5/26/2026, the MDS indicated that
Resident 1 hadˆan intact cognition (thinking).ˆThe MDS further indicated used a wheelchair for
mobility, required substantial/maximal assistance for shower/bathing self and partial/moderate
assistance for upper/lower body dressing and toileting hygiene. The MDS further indicated that
Resident 1 had a hip fracture and other fractures.ˆ During a review of Resident 1's current Order
Summary Report for all active physician's orders, the Report indicated a physician's order, dated
5/28/2026, authorizing Resident 1 to leave the facility on an OOP with a family or a companion for up
to four hours. During a review of Resident 1's Care Plan for Discharge to Board and Care of Assisted
Living, revised on 6/10/2026, the Care Plan interventions indicated Resident 1 would be provided
with written instructions as required to ensure care continuity post-discharge. During a review of
Resident 1's Care Plan for Pain related to multiple fractures upon admission to the facility, dated
7/8/2026, the Care plan interventions indicated administer analgesia as ordered, evaluate
effectiveness of pain interventions, and to monitor and document side effects of pain medication.
ˆDuring a review of Resident 1's Order Summary Report for all active physician's orders, the Report
indicated a physician's order dated 7/27/26, indicated that Resident 1 may go OOP for emergency of
his daughter on 7/27/2026 (May come back mid night or he will notify time of back). ˆ During a review
of Resident 1's Order Summary Report for all active physician's orders, the Report indicated a
physician's order that for Morphine Sulfate Extended Release (pain medication) oral tablet 15
milligram (mg - unit of measurement) 1 tablet by mouth two times a day for pain management hold if
respiratory rate of 12 breaths per minute (bpm - unit of measurement). During a review of Resident 1's
Order Summary Report for all active physician's orders, the Report indicated a physician's order for
oxycodone hydrochloride (pain medication) 1 tablet by mouth 6 hours as needed for moderate to
severe pain hold if respiratory rate of 12 bpm, hold if confused. During a review of Resident 1's
Nursing Progress Notes datedˆ7/27/2026 at 10:26 PM,ˆthe Notes indicated thatˆResident 1
requested an emergency OOP to tend to Resident 1's FM 1ˆand was approved byˆthe medical doctor
(MD). The Noteˆindicatedˆthat Resident 1ˆhadˆstated he was unsure when he would return, that his
friendˆwould provide transportation, and that he would notify the facility regarding his
return.ˆTheˆnote indicated thatˆResident 1 left the facility withˆhis friendˆat approximately 10:10 PM
on 7/27/2026.ˆ ˆ During a review of Resident 1's Nursing Progress Notes datedˆ7/28/2026 at 6:29
AM, the Notes indicated thatˆResident 1 had not returned to the facility from his emergency OOPˆand
staff attempted to contact Resident 1 using the telephone number on file but received no answer. The
Note indicated no additional information was available andˆResidentˆ1's status was endorsed to the
oncoming shift.ˆ ˆ During a review of Resident 1's Nursing Progress Notes datedˆ7/28/2026 at 10:46
AM, the Notes indicated thatˆstaff attempted to contact Resident 1 but was unsuccessful. The Notes
indicated that the facility left a voicemail for Resident 1 reminding Resident 1 that the OOP was
limited to four hours only, and to contact the facility immediately. ˆ During a review of Resident 1's
Nursing Progress Noteˆdated 7/28/2026 at 1:57 PM, the Notes indicated thatˆResident 1 remained
out on OOP beyond the authorized four-hour limit despite multiple unsuccessful attempts by staff to
contact him. The noteˆindicatedˆthat theˆMDˆwas notified and issued an order to discharge Resident
1 Against Medical Advice (AMAˆ-ˆwhen a resident chooses to leave the facility or stop treatment
before theˆdoctor says it is safe). TheˆNote indicated that FM 1ˆwas notified of the AMA discharge
and informed that Resident 1 had exceeded the authorized OOP time and Resident 1 had not
responded to the facility's telephone calls.ˆˆ ˆ During a review of Resident 1'sˆInterdisciplinary Team
Reviewˆnoteˆ(IDTˆ- group of health professionalsˆwho work together)ˆdated 7/28/26 at 4:30 PM, the
Note indicated thatˆResident 1 was presented with an AMA but the resident refused to sign the form
(continued on next page)
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because the resident did not want to be discharged from the facility. During a review of Resident 1's
IDT Noteˆdated 7/28/26 at 4:35 PM,ˆthe Note indicated thatˆthe IDT met with Resident 1 upon his
return to the facility from OOP and informed Resident 1 that he had exceeded the facility's four-hour
out-on-pass limit. The Noteˆindicatedˆthat staff had made multiple unsuccessful attempts to
contactˆResidentˆ1, after which theˆMDˆwas notified and ordered an AMA discharge.ˆThe Note
indicated thatˆResidentˆ1ˆwas informed of the risks and benefits of leaving AMA, verbalized
understanding, and staff assisted Resident 1 with packing his belongings and arranging Uber (a
ride-hailing app used to book private car rides) transportation to a location of Resident 1's choice. The
Note indicated that Resident 1 was alert and oriented, verbally responsive, in no acute distress, and
departed Without a signed AMA formˆ. During a review ofˆResident 1'sˆResident Out-on-Pass
Logˆdated 6/2026 to 7/2026, the Log indicatedˆthat Resident 1ˆhad notˆsigned out of the facility on
7/27/2026 prior to leaving on an emergency OOP and returning to the facility from the emergency OOP
on 7/28/2026.ˆˆ ˆ During a review of Resident 1's TelephoneˆOrdersˆ(TO)ˆdated
7/28/2026ˆatˆ2PM, the Order indicated a physician's order to discharge Resident 1 Against Medical
Advice (AMA). TheˆTO indicatedˆthe order was received and confirmed by the Assistant Director of
Nursing (ADON). ˆ During a review of Resident 1'sˆRecord review of the Release of Responsibility -
Discharge Against Medical Advice (AMA) form dated 7/28/2026,ˆthe Form indicated
thatˆResidentˆ1ˆwas informed of the risks and consequences of leaving the facility AMA. The
formˆindicated that itˆwas not signed by Resident 1 and included documentation indicating, Resident
refused to sign. The form was completed with the signatures of two facility witnesses documenting
the resident's refusal.ˆ ˆ During an interviewˆonˆ7/29/2026 at 9:30 AMˆwith the Social Services
Director (SSD), SSDˆstated Resident 1 was discharged from the facility on 7/28/2026 AMA. The SSD
stated that the AMA discharge was initiated after Resident 1 exceeded his physician-approved OOP
time limit of 4 hours and did not respond to multiple telephone calls placed to Resident 1 by facility
staff. ˆ During an interview on 7/29/2026 at 9:57ˆAM with Registered Nurse (RN 1),ˆRN
1ˆstatedˆthat Resident 1 was OOP at approximately 10 PM on 7/27/2026 and was expected to return
to the facility at approximately 2 AMˆon 7/28/26. RN 1 stated that Resident 1 failed to return to the
facility within 4 hours within the authorized timeframe and was subsequently discharged AMA by the
facility for violating the facility's out-on-pass policy.ˆ ˆ During a telephone interview on 7/29/2026
atˆ10:25 AM with Resident 1, Resident 1 statedˆthat he had OOP privileges and had consistently
complied with the facility's OOP policy until 7/27/2026, when a family emergency involving Resident
1's FM 1 delayed his return to the facility. Resident 1 stated he had previously informed facility staff
that his cellular phone only worked when connected to Wi-Fi and had provided an alternate contact
number for a friend if staff were unable to reach him.ˆResident 1 stated he left the facility at
approximately 10 PM on 7/27/2026 andˆhadˆoverslept, resulting in his failure to notify the facility
that he would be returning later than authorized. Resident 1 stated he did not receive any telephone
calls, voicemail messages, or any other communications from the facility, nor was his alternate
contact notified to his knowledge.ˆResident 1 stated that upon returning to the facility at
approximately 2 PM (16 hours later) on 7/28/2026, staff informed him he had been discharged from
the facility AMAˆfor exceeding the authorized OOP time limit of 4 hours. Resident 1 stated he was not
notified of the discharge before arriving at the facility and refused to sign the AMA form because he
did not agree with the discharge. Resident 1 stated staff informed him he would need to go to the
hospital for evaluation before he could be readmitted , which Resident 1 declined. Resident 1 stated
the facility arranged transportation to a friend's residence, and Resident 1 left the facility
withoutˆanyˆdischarge paperwork or medications. Resident 1 stated that he was not receiving home
(continued on next page)
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health services or any medical follow-up after leaving the facility.ˆResident 1 stated thatˆhe had not
been receiving home health services, nursing follow-up, or any other medical monitoring after the
facility discharged Resident 1 on 7/28/2026.ˆ ˆ During an interview onˆ7/29/2026 at 11:38 AM with
the ADON, ADON stated Resident 1ˆleft the faciity on 7/27/2026 for a family emergency and failed to
return within the authorized timeframe.ˆADON stated that after multiple unsuccessful attempts to
contact Resident 1, the attending physician was notified and issued an order to discharge Resident 1
AMA.ˆADON stated Resident 1ˆhadˆnotˆbeenˆnotified of the AMA discharge prior to returning to the
facility on 7/28/2026.ˆADON stated when Resident 1 returned to the facility at 2 PM on 7/28/2026, it
was only then that Resident 1 was informed he had beenˆdischarged ˆAMA for not returning to the
facility within 4 hours. ADON stated an IDT meeting was conducted, during which Resident 1 was
advised to go to the hospital for medical evaluation before the facility would consider
readmission.ˆADON stated thatˆResident 1 declined to go to the general acute care hospital (GACH)
for evaluation, refused to sign the AMA form, and departed the facility at approximately 4 PM after the
facility arrangedˆtransportation to a friend's residence.ˆADON statedˆthat no nursing or physical
assessment was performed, no vital signs were obtained, no discharge instructions or discharge
documentation were provided, and no medications were issued because Resident 1 was discharged
AMA. ADON stated that the facility did not provide Resident 1 with a proposed notice of discharge or
any other discharge-related documentation prior to informing Resident 1 that he was discharged AMA
from the facility. ADON stated that no discharge notice was issued because the facility had
designated Resident 1's discharge as AMA. ADON stated Resident 1 was alert and oriented, and left
the facility with his personal belongings, wheelchair, and walker. DONˆstated upon Resident 1's
return to the facility on 7/28/2026, a nursing and comprehensive physical assessment should have
been conducted before the discharge decision was finalized to evaluate Resident 1 after an extensive
leave away from the facility. ADON stated the assessment would have evaluated Resident 1's overall
condition after being away from the facility beyond the authorized out-on-pass timeframe and could
identify any changes in Resident 1's medical status. During an interview on 7/29/2026 at 12:45 PM
withˆFM 1, FM 1 stated Resident 1 had provided an alternate contact number for a friend and that the
facility also had FM 1's telephone number as an emergency contact.ˆFM 1 stated the facility had not
contacted FM 1 regarding Resident 1 or informing FM 1 about Resident 1 being discharged AMA from
the facility. FM 1 stated Resident 1 was upset that he was discharged AMAˆwithout prior
notification.ˆˆ ˆ During an interview on 7/29/2026 at 1:20 PM with Licensed Vocation Nurse (LVN 1),
LVN 1 stated thatˆsheˆhadˆreported to work at 6:45 AM on 7/28/2026 and received shift report that
Resident 1 had not returned from his OOP after leaving the facility on 7/27/26 at approximately 10:30
PM. LVN 1 stated she was informed that Resident 1's cellular phone only functioned with Wi-Fi and
that he had provided an alternate contact number forˆhis friend. LVN 1 stated Resident 1's FM 1's
telephone number was listed as the primary emergency contact. LVN 1 stated she attempted to
contact Resident 1 by telephone and left two voicemail messages,ˆandˆshe also calledˆResident 1's
friend'sˆtelephone number multiple times but was unable to leave a voicemail. LVN 1 stated Resident
1 returned to the facility at approximately 2 PM on 7/28/2026. LVN 1 stated no nursing or physical
assessment was conducted on Resident 1 because she believed the ADON would complete the
assessment. LVN 1 stated she understood that Resident 1's AMA discharge had already been initiated
upon his return to the facility on 7/28/2026.ˆLVN 1 statedˆthat a comprehensive nursing assessment
would haveˆidentified any changes in his medical status or immediate healthcare needsˆprior to his
AMA discharge.ˆˆ ˆ During a concurrent interview and record review on 7/29/2026 at 1:36 PM with
LVN 1,ˆResidentˆ1'sˆOut-on-Pass Logˆdated 6/2026 to 7/2026ˆwasˆreviewed. LVN 1 stated
(continued on next page)
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thatˆResident 1ˆhad notˆsigned out of the facility on 7/27/2026 prior to leaving on an emergency
OOP.ˆˆLVN 1 stated that the log furtherˆindicatedˆthat Resident 1ˆhad notˆsigned back into the
facility upon his return on 7/28/2026.ˆLVN 1 stated it was the responsibility of the charge nurse to
have Resident 1 sign out on 7/27/2026 and sign back in on 7/28/2026.ˆ During an interview on
7/29/2026 at 2:21PM with the Director of Nursing (DON),ˆDON statedˆthat upon Resident 1's return to
the facility on 7/28/2026 a 2 PM, Resident 1 was informed that he had violated the facility's OOP
policy, an IDT meeting was conducted, and the AMA discharge for Resident 1 was finalized. DON
stated Resident 1 departed alert and oriented with his personal belongings, wheelchair, and walker,
and no medications or discharge paperwork were provided because he was discharged AMA.ˆDON
stated Resident 1 had previously used his OOP privileges without exceeding the authorized four-hour
limit and that this was his first OOP violation. DONˆstated the facility did not follow the AMA
discharge policy by failing to identify, address, or attempt to resolve the circumstances that led to the
extended absence before proceeding with the discharge. DONˆstatedˆheˆacknowledged that Resident
1 should have received a nursing and physical assessment upon his return to the facility after being
out for 16 hours, and that efforts should have been made to resolve the situation prior to finalizing the
AMA discharge.ˆ ˆ During a review of the facility P&P titledˆ Signing Residents Out revised 8/2006,
indicated thatˆeach resident leaving the premises (excluding transfers/discharges) must be signed
out.ˆThe P&P indicated that residents leaving the facility on a physician-approved pass must return
within theˆtimeframe specified by the physicianˆand failure to return as ordered may be considered
noncompliance with physician orders and the residents plan of care.ˆThe P&P indicated that if
aˆresident does notˆreturn within the approved timeframe andˆremainˆabsent for more than four (4)
hoursˆbeyond the physician-authorized return time, the resident may be subject to
voluntaryˆdischarge or discharge against medical advice (AMA) by the attending physician,
asˆappropriate.ˆThe P&P indicated that residents must be signed in upon return to the facility.ˆ ˆ
During a review of the facility P&P titled Discharging a Resident Against Medical Advise revised
9/2025, indicated thatˆprior to discharge, the following information is clearly documented in the
resident's medical record:ˆThe reason, in the resident's (or representative's) words, for requesting
the discontinuation of care and/or discharge;ˆFacility staff, provider, and physician attempts to
address or correct factors that have led to the request for discharge (e.g., dissatisfaction with care,
financial concerns, dependent care, etc.);ˆAll information provided to the resident or representative
regarding the clinical risks of discontinuing care at the facility, and why it is in the best interest of the
resident to stay at the facility and complete the plan of care. The P&P indicated that the physician or
provider's assessment of the resident'sˆdecision-makingˆcapacity;ˆthe resident or representative's
informed consent for discharge; andˆany information provided by the resident or representative
regarding theˆsetting and care-giving arrangements made for the resident after discharge.ˆThe P&P
indicated thatˆif a resident or representative requests to be discharged to a setting that does not
appear to meet the resident's post-discharge needs, or appears unsafe, the staff and physician
willˆdiscuss with the resident and/or representative (and document) theˆimplications and/or risks of
being discharged to a location not equippedˆto meet the resident's needs and attempt to ascertain
why the resident or representative is choosing that location:ˆdiscuss with the resident and/or
representative (and document) other, more suitable locations equipped to meet the needs of the
resident;ˆdocument if, despite being offered other options that could meet the resident's needs, the
resident and/or representative refused the more appropriate settings; andˆdetermine if a referral to
Adult Protective Services or other state entity charged with investigating abuse and neglect is
necessary. The referral should be made at the time of discharge and documented.ˆ
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