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Based on interview and record review, the facility failed to ensure appropriate discharge for one of 3 sampled 
residents (Resident 1) when there was no evidence of discharge basis and discharge summary for Resident 
1 regarding his discharge on 7/17/24.

This failure could result in an inappropriate discharge that may disrupt the provision of care for Resident 1. 

Findings:

Review of Resident 1's clinical record indicated, Resident 1 was admitted to the facility on [DATE], with 
diagnoses including cachexia (a condition that causes significant weight loss and muscle loss), severe 
protein-calorie malnutrition (the state of severely inadequate intake of food), iron deficiency (a condition that 
your body does not have enough iron), and unsteadiness (inability to stand firmly) on feet. 

Review of Resident 1's Minimum Data Set (MDS, resident assessment tool), dated 4/19/24, indicated, his 
memory was moderately impaired.

Review of Resident 1's doctor's order, dated 7/16/24, indicated, May discharge to Home on 7/17/2024 with 
HH (Home health, a nursing specialty in which nurses provide multidimensional home care to patients of all 
ages) (PT [physical therapy, a branch of rehabilitative health that uses specially designed exercises and 
equipment to help patients regain or improve their physical abilities]/OT [occupational therapist, a healthcare 
provider who helps patients improve their ability to perform daily tasks]/RN [registered nurse]) and 
incontinent supplies (products designed to help manage urine or stool)

Review of Resident 1's Licensed Nurse's Notes, dated 7/17/24 indicated, . Patient is discharged , left the 
facility at around 1400 (2 PM) with social worker on a wheelchair .
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During an interview on 8/1/24 at 11:11 AM with Director of Social Worker (DoSW), DoSW stated, . Of course! 
The doctor should have a discharge note for him . I don't see it here (in Resident 1's medical record) . when 
asked about the basis of discharge of Resident 1. DoSW stated, . I cannot see . when asked about Resident 
1's basis of discharge again. She stated, there should be a reason for discharge to be documented by the 
doctor when asked. She stated, Definitely! when asked if there should be the basis of discharge. 

During an interview on 8/1/24 at 3:18 PM with DoSW, DoSW verified, there was no discharge summary from 
the doctor for Resident 1 when asked.

Review of the facility's policy and procedure (P&P) titled, Discharging the Resident revised in December 
2014 indicated, . review the reason for the discharge .

State Operations Manual titled, Appendix PP, dated 2/3/23 indicated, . F622 . When the facility transfers or 
discharges a resident under any of the circumstances specified in paragraphs (c)(1)(i)(A) through (F) of this 
section, the facility must ensure that the transfer or discharge is documented in the resident's medical record 
. Documentation in the resident's medical record must include: (A) The basis for the transfer per paragraph 
(c)(1)(i) of this section .
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