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F 0627 Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is prepared for a
safe transfer/discharge.
Level of Harm - Minimal harm

or potential for actual harm Based on record review and interview, the facility failed to implement the discharge policy developed to
ensure follow up with discharged residents for 1 resident (Resident #2) of 3 residents reviewed for discharge.
Residents Affected - Few Findings include: Review of Resident #2's admission record showed the resident was admitted with

diagnoses that included sepsis, acute respiratory failure with hypoxia, type 2 diabetes mellitus with
ketoacidosis and hyperglycemia without coma, acquired absence of right leg below knee, encounter for
orthopedic aftercare, acquired absence of right great toe, morbid severe obesity due to excess calories and
encounter for surgical aftercare, and discharged on 6/17/2025. During an interview on 6/30/2025 beginning
at 10:44 AM, Staff A, Case Manager, stated, [Resident #2's name] elected to discharge home from the
facility on 6/17/2025 after his insurance company discontinued payments for skilled services. | called
[Resident #2's name] insurance company and they told me to set up home health care with their parent
company. The insurance company would set up day of discharge home health care and gave me a reference
number for the home health services. | found out on 6/20/2025 that home health services have not been to
[Resident #2's name] home. | contacted [Resident #2's name] parent insurance company that told home
health services have not been set up for [Resident #2's name] because of the limitations of his plan. | do not
know why [Resident #2's name] parent insurance company has provided a reference number for home
health services. | did not follow up with [Resident #2's name] to verify home health services are being
provided to [Resident #2's name]. | did not do a follow up call. | just forgot to give him a follow-up call. | have
not talked to him. During an interview on 6/30/2025 at 10:48 AM, the Director of Nursing stated, My
expectation is that a follow-up call is made to discharged residents to check on them. During an interview on
6/30/2025 at 11:12 AM, the Administrator stated, [Resident #2's name] discharged from the facility on
6/17/2025 due to his insurance company declining to pay for additional skilled services. | was notified by
adult protective services on 6/20/2025 that [Resident #2's name] was not receiving home health services.
Review of the facility policy and procedures titled Discharge Planning last reviewed on 5/22/2025 read,
Procedure. 6. Within twenty-four (24) to forty-eight (48) hours (or next day) after discharge to home, another
nursing facility or to another type of residential facility such as a board-and-care home, a follow up phone
call, or if necessary, home visit will be made to ascertain that community services/referrals are indeed being
provided according to the discharge plan.
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