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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 *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure a resident was discharged in a
Residents Affected - Few safe manner and failed to ensure outside resources and durable medical equipment were in place prior

to discharge for one of two residents (R1) reviewed for discharge in the sample of three. The findings
include:R1's hospital records shows she was admitted to a psychiatric hospital on April 3, 2025, for
acute stabilization and was experiencing acute psychosis and was a danger to herself prior to being
admitted to the facility on [DATE].R1's Transfer Discharge Report dated June 11, 2026, shows she
was admitted to the facility on [DATE], with diagnoses including bipolar disorder, diabetes mellitus
type 2, unspecified psychosis, mild intermittent asthma, anxiety disorder, and major depressive
disorder. R1's Face Sheet shows she was discharged from the facility on May 4, 2026.R1's Care Plan
dated May 12, 2026, shows, [R1] can have short term memory issues at times in the evenings. She
may return repeatedly for her scheduled medications, forget whether or not she has taken as needed
medications. She may tell one provider/staff that she has pain in one area of her body but then tell
another provider/staff that the pain is located elsewhere within minutes of each conversation. [R1]

is high risk for falls.R1's Social Services Comprehensive assessment dated [DATE], shows that R1
was not eligible for a community pass due to not knowing the facility address, location and how to
contact the facility in an emergency. R1 had a history of abuse/neglect, exposure to any form of
trauma, factors that increase the resident's vulnerability, history of substance abuse, psychiatric
history, and diagnosis of depression. The resident does not demonstrate sufficient adherence to
medication compliance, active participation in their treatment plan, appropriate hygiene and grooming,
and respectful treatment of other to be considered for an independent outside pass privilege. R1's
Progress Notes dated April 29, 2026, shows that R1 had a fall. R1 was not using her cane/walker as
instructed. There was a note entered on April 29, 2026, by V3 (Previous Director of Nursing/DON) that
showed, Doctor here to see resident with new order to refer to neurology. On June 11, 2026, at 10:49
AM, V3 said, | believe the neurology referral was sent on [R1's] discharge. The neurology consult
was ordered when the doctor was doing his rounds.R1's Plan of Care Note dated May 1, 2026, shows,
Resident declined to attend care plan meeting today. Resident is scheduled to discharge on Monday
May 4, 2026, to her own apartment at [name of apartment complex for low income]. (Community
Independent Living Service) will be providing post discharge support and case management services.
Request for durable medical equipment order for shower grab bars and tub cut out sent to medical
doctor. Resident has not displayed any behaviors or fluctuation in mood. Resident currently stable at
baseline and medication compliant. Weight down 32 pounds in one year. Resident is indifferent to
activities of daily living (ADL) care needs. Resident has a history of neglecting self-care at times but
is physically capable of performing ADLs. Requires set up help, cues, supervision, and intermittent
supervision to assure ADLs are completed safely and at an adequate level.On June 10, 2026, at 1:03
PM, V4 (Certified Nursing Assistant/CNA) said she took care of R1 often. V4 said she had to remind
R1 where her room was, remind her of smoke times, and remind her to let her flat iron cool off before
she closed it. V4 said R1 was friendly with no aggressive behaviors. V4 said R1 was forgetful at
(continued on next page)
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times. V4 said towards the end of R1's stay at the facility, R1 became more forgetful and would forget
that she took her medications, so she would approach the nurse multiple times per day to see if she
got her medications.On June 10, 2026, at 1:31 PM, V5 (CNA) said the facility has been discharging a
lot of residents recently. Most residents went to a sister facility.On June 10, 2026, at 1:49 PM, V6
(CNA) said when R1 was first admitted to the facility, R1 always dressed nice and liked to shop.
Before R1 left the facility, R1 was confused, was not doing the things she used to do, R1 did not want
to eat, wanted to stay in her room all the time, and would be forgetful. V6 said that R1 was declining.
V6 said R1 did not always know what room she was in. V6 said staff supervised R1 during showering
for safety. V7 (Registered Nurse/RN) said R1 was cooperative and pleasant but was forgetful. R1
would forget that she had already received her medications so she would come to the nurse to get
them again. R1 would try and get bedtime medications too early. R1 would forget to eat. R1 was
oriented to person, but not to time. V7 said she did not think R1 was appropriate to be on her own. R1
needed a standby assist. V7 said she was worried that R1 would take her medications more than
once. V7 said R1 wanted to be on her own but was not as sharp cognitively. V7 said that R1 needs to
be checked on. V7 said she was told to gather R1's medications together on the day of her discharge.
V7 said she is a charge nurse, | thought | had no say in regard to R1's discharge. | feel like | should be
a part of the meeting. | would have said ?are we sure she is ready?' V7 said R1 needed someone to
give her, her medications. R1 could overdose if she took too many. V7 said R1 was gradually going
downhill. R1 was losing weight and hygiene was fair, just a little unkept.On June 10, 2026, at 2:26 PM,
V8 (Apartment Building Manager) said the apartment complex that R1 was moved to was independent
living. There is no one to help. V8 said she has not seen R1 for a week. V8 said the day that R1 moved
into the apartment, R1 did not know her name. V8 said when R1 was asked to sign her name on her
lease, R1 wrote something nonsensical. V8 said R1 could not write her initials. V8 said R1 could not
follow simple instructions. V8 said R1 would wander off and go on various floors and not know where
she was at. It was startling. One day, R1 was found outside in the parking lot at 6:00 AM and the
maintenance person asked R1 if he could help her and R1 could not tell him her name or where she
lived. V8 said she had talked to V12 (Community Independent Living Case Manager) a couple of times,
because V8 was concerned. V8 said R1 received a notice last week to pay rent, but R1 has not come
down to sign her new lease. On June 11, 2026, at 9:30 AM, V9 (Social Services Director) said she has
worked at the facility since January 2026. V9 said that R1 was the first person that she discharged
from the facility. V9 said (Community Independent Living Service) from what | understand, helps
assist residents go from residential living to independent community living. V9 said that V12 (Case
Manager) met with R1 at the facility. V9 said that V12 helped with furnishing R1's apartment, bought
her groceries, and helped set her up with low-income grocery card. V9 said that V12 was supposed to
help with setting R1 up with a homemaker. V12 said that R1 was on the discharge list for a while. V9
said she did not set R1 up with home health care services, because V12 said she was going to do it.
V9 said she has not gotten any messages from V12, but V9 knew that V12 had been calling the facility
to talk to the administrator. V12 spoke with V11 (Dietary Manager) at one point. V9 said that V12 was
not very friendly when she talked to V12. V12 told V9 that the facility was going to get in trouble
because the facility allowed R1 to be discharged and R1 was very confused. V9 said that nurses and
CNAs are not involved in discharging residents. The opinions are not gotten from the staff if residents
are ready to be discharged , just management. At 10:02 AM, V11 said most of the time, R1 was
oriented. R1 would go through phases of confusion. V11 said R1 asked V11 for two games, and V11
tried to clarify what R1 needed, and R1 told V11 she forgot the names, but later remembered and
came back to say she meant two cups. V11 said R1's appetite was good until soon before discharge.
V11 said, In my opinion, she was not ready to be discharged . It seemed like she was getting anxious
about leaving the facility. The cup situation was about two days prior to discharge. V11 felt that R1
was not ready for discharge because of her confusion and during smoke breaks, R1 would need staff
with her because she was unsteady. R1 was not remembering to eat, staff had to prompt her. Staff
(continued on next page)
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was worried how R1 was going to take care of herself without being prompted by someone. V11 said
that R1 declined cognitively before discharge. V11 said when she spoke to V12, V12 was trying to
reach administration and V12 kept getting the run around. V11 said R1 was very friendly, We miss her,
we were really sad to see her go. We are all worried about her and if she is able to take care of
herself. On June 10, 2026, at 11:22 AM, V12 (Case Manager) said they are an agency that helps
residents readjust to the community safely when leaving a nursing home. V12 said she relies on the
nursing homes to provide accurate resident assessments to them. V12 said the move of R1 went fast.
V12 said she was told by the facility that R1 knows how to administer her own medications, performs
all of her ADLs, and was told R1 did not need any personal assistance. V12 said her first red flag was
when V12 went to the facility to meet R1 on the day of her discharge and R1's nurse pulled V12 aside
and said the nurse stated she did not want to get into trouble, but that R1's narcotics needed to be
locked up because R1 forgets a lot and will take her medicine more than once if R1 forgets that she
took her medicine. V12 said that she did a 24 hour follow up with R1, and R1 told V12 that someone
was ringing her doorbell multiple times during the night and R1 went to the door with a knife. V12 said
that R1 doesn't have a doorbell on her door and told R1 that her behavior was not safe. V12 said that
R1 could not set up her medications correctly. V12 said that R1 told V12 that R1 has been doing her
own medications for ten years. V12 said that R1 was too confused upon discharge. V12 said that
herself and her coworker went to the facility multiple times and the facility would not let them in. V12
said she was trying to talk to the facility about R1's discharge because it was not safe and not
appropriate. V12 said the facility always said the Administrator and Director of Nursing was not
available. V12 said that R1 stopped taking her medications. V12 said that R1 is on psychiatric
medications and medications for her blood pressure. V12 said that R1 cannot do her own finances.
V12 said that R1 threw out all of her important papers. V12 said that R1 does not have the ability to
know what kind of help she needs. V12 said that R1 has wandered off and has gotten lost. She's not
safe. She got aggressive with me, and | had to call the police and ambulance. V12 said that R1 does
not have any grab bars or cut out tub in her bathroom. V12 said that the facility's typically arrange for
assistance in the homes prior to a resident's discharge so that that worker can be in place on day of
discharge. V12 said this did not happen with R1. V12 said none of R1's paperwork that was submitted
to (Community Independent Living Service) was in R1's handwriting. (This includes budget and
medication evaluations.)R1's Weights and Vitals Summary dated June 11, 2026, shows R1 had an 8.8%
weight loss in the last three months and an 11% weight loss in the last five months. R1's Nursing
Home Documentation Form shows that R1 was last seen by the medical doctor on March 26, 2026.
Cognition and Mood are circled by the physician. R1's Quarterly Discharge Evaluation dated April 18,
2025, shows that R1 needs cues and reminders for self-care ADLs, medication monitoring/assistance,
med management/behavioral health services are needed. Requires 24-hour supervision/monitoring.On
June 10, 2026, at 12:00 PM, R1 was observed in her apartment. R1 had greasy hair. R1 had multiple
medication bottles sitting on the floor. There was a coffee cup with about four cigarette butts in it.
(R1's apartment is non-smoking). R1 said she was unsure of when she last used the bathroom. R1
said she did not take any medications that the facility provided upon discharge. The facility Discharge
Planning Process Policy dated 2025 shows, It is the policy of this facility to develop and implement an
effective discharge planning process that focuses on the resident's discharge goals, the preparation
of residents to be active partners and effectively transition them to post-discharge care, and the
reduction of factors leading to preventable readmissions. In cases where the resident wishes to be
discharged to a setting that does not appear to meet his or her post discharge needs, or appears
unsafe, the interdisciplinary team will treat this situation similarly to refusal of care: Discuss with the
resident, and document the implications and/or risks of being discharge to a location that is not
equipped to meet his/her needs and attempt to ascertain why the resident is choosing that location.
Offer other, more suitable, options of locations that are equipped to meet the needs of the resident.
Document any discussion related to the options presented. Document refusals of other options that
(continued on next page)
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F 0627 could meet the resident's needs. At time of discharge, follow policies regarding discharges Against
Medical Advice, and refer to Adult Protective Services (or other state entity charged with
Level of Harm - Minimal harm investigating abuse and neglect), as necessary.
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