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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure a resident was discharged to a location which met 
the resident's needs and provided the support and resources needed for 1 of 3 residents reviewed for 
discharge. (Resident B)Findings include:The clinical record for Resident B was reviewed on 10/27/25 at 
10:05 a.m. The diagnoses included, but were not limited to, risk for malnutrition, dementia with psychotic and 
mood disturbance, memory deficit, speech and language deficits, dysphagia, pain, anxiety disorder, 
hypertension, difficulty walking, and age-related macular degeneration.A speech therapy note, dated 9/4/25 
at 9:43 a.m., indicated Resident B was severely cognitively impaired and required a mechanically ground diet.
A physician's history and physical note, dated 9/4/25 at 3:22 p.m., indicated Resident B reported a 
10-15-pound weight loss in one (1) month and currently weighed 78 pounds. Resident B had impaired 
cognition/dementia at the hospital, anxiety, constipation, insomnia, and macular degeneration. The hospital 
had been concerned Resident B was unable to care for herself and reported possible self-neglect to APS 
(adult protective services). Resident B had a brother in Florida and a local friend which she did not see often. 
While in the hospital, Resident B had extreme anxiety and cognitive difficulties.A Montreal Cognitive 
Assessment (MOCA), dated 9/4/25, indicated Resident B scored 6 out of a 30, and normal cognition was 
considered a score of 26 or more.A care conference summary, dated 9/5/25, indicated the Social Services 
Director (SSD) discussed options for Resident B such as hiring caregivers, assisted living facility, or 
long-term care. Resident B's brother indicated the resident could not afford any of those options. He believed 
she had some support from a few friends. No names or contact information was given. There was no 
documentation, a discussion of Medicaid applications or offers to assist with the application process was 
completed.A Preadmission Screening and Resident Review (PASRR) level I assessment, dated 9/12/25, 
indicated the level I showed Resident B had evidence of a primary neurocognitive disorder/dementia. Further 
PASRR evaluation was not required because Resident B's neurocognitive disorder/dementia was so 
progressed, it was the primary condition which required treatment.A psychiatric physician's progress note, 
dated 9/23/25, indicated Resident B's memory, insight, judgement, and nutritional status was poor. Her mood 
was dysphoric at times, and her thought processes were confused. Her diagnoses included moderate major 
neurocognitive disorder with psychotic disturbances, anxiety, and mood symptoms.A physician's order, dated 
10/1/25, indicated Resident B could discharge home, on 10/3/25, with current medications and home health. 
Therapy to evaluate and treat.A speech therapy Discharge summary, dated [DATE], indicated Resident B's 
ability to manage activities of daily living such as taking medications safely and independently was moderate 
to severely impaired. Resident B had a moderately severe cognitive decline/possible dementia. Her cognitive 
problem solving and short-term memory was impaired. The discharge recommendations were for the 
resident to have supervision and assistance with medication management to ensure she was taking 
appropriate dosages and to utilize a pillbox to assist her. It was recommended for Resident B to have visual 
cues throughout her apartment to complete tasks such as taking her medicine and locking the door. She was 
not considered safe to use the stove and needed to have a calendar to help her remember appointments. 
Her discharge diet was minced and moist. The summary indicated Resident B was being discharged to live 
alone with no assistance or support.The clinical record did not contain documentation of an assessment of 
Resident B's ability to prepare minced and moist food for herself. There was no documentation caregivers 
were educated about providing Resident B with cues or minced and moist food options.A social services 
progress note, dated 10/2/25 at 8:54 p.m., indicated Resident B's last covered day by her managed 
Medicare plan was 10/3/25, so she would discharge on that day. Resident B's health literacy (defined by the 
CDC as the degree to which individuals had the ability to find, understand, and use information and services 
to make inform health-related decisions and actions for themselves) was sometimes. Resident B's brother 
was notified of the discharge date and home health was set up. There was documentation the brother 
received discharge paperwork, and the brother did not sign the discharge paperwork.An occupational 
therapy Discharge summary, dated [DATE], indicated Resident B required supervision or touching 
assistance to safely and efficiently bathe, including washing, rinsing, and drying with the use of a 
long-handled sponge and shower chair. Resident B had a medical history of failure to thrive with no social 
support at home. The resident was anxious about returning home. Resident B was discharged from skilled 
occupational therapy due to insurance denied coverage and she would be returning home alone with no 
support. The clinical record did not contain documentation of an assessment of Resident B's ability to bathe 
herself safely. There was no documentation caregivers were educated about providing Resident B with safe 
assistance with bathing.A Brief Interview for Mental Status (BIMS) assessment, dated 10/3/25, indicated 
Resident B had severe cognitive impairment.A transition of care/Discharge summary, dated [DATE], 
indicated Resident B was not responsible for herself and listed contact information for a home healthcare 
provider. The summary indicated Resident B was cognitively impaired and needed assistance with eating, 
oral, toileting, and personal hygiene, upper and lower body dressing, rolling left and right, sitting to standing, 
and toilet and shower transfers. It did not include any medication instructions. It did not include therapy 
notes, speech therapy recommendations, the use of a rolling walker, or local caregiver contact information. It 
was signed by Resident B and not her brother.A continuity of care document, dated 10/3/25, indicated 
Resident B was prescribed the following medications which were last administered on 10/2/25:1. 
Acetaminophen (a pain reliever) 1000 milligrams (mg) three times a day, not to exceed 4000 mg in 24 hours.
2. duloxetine (an antidepressant) 60 mg once a day.3. risperidone (an antipsychotic) 1 mg once a day, do 
not chew or split the tablet.4. ferrous sulfate (an iron supplement) 325 mg once a day.5. gabapentin (an 
anticonvulsant also used for nerve pain) 300 mg once a day.6. melatonin (a supplement for sleep) 6 mg once 
a day.7. naloxone (used to reverse opioid overdose) 4 mg spray, 1 nasal spray 5 times per day as needed.8. 
oxycodone (a schedule II narcotic) 5 mg three times a day.9. oxycodone 5 mg every 12 hours as needed for 
moderate pain.10. pantoprazole (used to reduce the amount of acid in the stomach) 40 mg twice a day.11. 
MiraLAX (a laxative)17 grams mixed in 8 ounces of water, juice, or soda twice a day.12. senna (a laxative) 8.
6 mg twice a day.13. multivitamin with folic acid 400 mcg once a day.14. tizanidine (a muscle relaxer) 2 mg 
every 12 hours as needed.15. trazadone (an antidepressant) 50 mg once a day for insomnia.16. vitamin B-1 
100 mg once a day. A nursing progress note, dated 10/3/25 at 12:09 p.m., indicated Resident B was 
discharged home with all medications. The discharge paperwork and instructions were gone over with the 
resident only and she signed the paperwork. The facility driver transported the resident home alone.There 
was no documentation to indicate anyone else was present in the apartment to see the discharge 
instructions, set up the resident's medication, help the resident with visual cues and reminders, or get her 
groceries.A Minimum Data Set (MDS) assessment, dated 10/3/25, indicated Resident B was discharged 
home. It did not indicate the resident was discharged home under the care of an organized home health 
service or a current reconciled medication list was provided to the subsequent provider. She was 
occasionally incontinent with urine and stool and required partial/moderate assistance with showering and 
bathing.A home health initial visit note, dated 10/8/25 at 3:23 p.m., indicated Resident B was oriented to self 
and place, forgetful, confused, anxious, and depressed. There was no capable caregiver present, inadequate 
environmental cleaning, and no support network available. The resident indicated she felt isolated and alone 
most of the time. Resident B had poor hygiene, hydration, nutrition, and mobility. Resident B required 
assistance with walking and all activities of daily living, including basic grooming. Resident B required 
24-hour supervision, but no supervision was available. She could not manage her medications without 
supervision and was not taking her medications. She was not eating and wished she could live at the facility 
she discharged from so she could eat a hot meal because she was not able to cook. The resident indicated 
she was constipated and in pain. The resident's weight was 70 pounds.This was an additional 6% weight 
loss from 74.6 pounds at the facility on 9/29/25. A hospital history and physical note, dated 10/9/25, indicated 
Resident B was brought to the emergency room by emergency medical services (EMS). She had a new T12 
compression fracture in her back. She did not remember falling. The resident was confused and did not know 
who had called EMS. She was confused about her medical history and reported she had only been drinking 
chocolate and strawberry milk since going home. She indicated she was not taking any medications. She 
was frail with severe muscle wasting. The hospital was unaware of the resident's duloxetine prescription and 
had incorrect oxycodone and risperidone doses because the resident was unable to provide an accurate 
history. The resident was admitted to the hospital.During an interview, on 10/28/25 at 9:42 a.m., the Therapy 
Director indicated Resident B had cognitive impairments at discharge and did not have any direct in-home 
support. Normally, therapy would have educated the resident's family or caregivers since the resident had a 
low BIMS, but the resident would not let them talk to any of the friends or neighbors who the resident said 
would help her. The resident would not let therapy go to her apartment for a home evaluation. During an 
interview, on 10/28/25 at 9:50 a.m., the Executive Director (ED) indicated Resident B was discharged and 
taken to her apartment, on 10/3/25 around noon, by the facility van driver. The van driver watched Resident 
B enter her apartment. The facility trusted Resident B and her brother when they said the resident had a 
strong support system and believed the resident would be fine. The ED indicated Resident B's brother was 
aware of the discharge and approved. No one at the facility spoke to any potential caregivers or verified any 
of their competencies because Resident B would not let them. She indicated the resident had stated she was 
very [NAME] and would not let her friends see her like this, but she believed the resident would let them help 
her at home. She indicated the facility had been using the brother for all decision making because the 
resident was not able to make decisions. The discharge plan had always been for Resident B to return home 
alone, and the facility had not determined any reason for that to change.During an interview, on 10/28/25 at 
11:20 a.m., LPN 1 indicated he went over all the discharge instructions, medications, and follow-up 
appointments with Resident B at discharge. He believed Resident B understood at the time he talked to her, 
but she did have memory issues. Home health was to take over her care. She was not allowed to administer 
any of her medications by herself or keep any medications in her room while at the facility. Residents with 
memory issues and cognitive scores like Resident B usually had caregivers or family with them for the 
discharge education, but Resident B never had any as far as he could remember. She did not have anyone 
present with her when he gave her the discharge education.During an interview, on 10/27/25 at 2:55 p.m., 
the Social Services Director (SSD) indicated Resident B would not give the facility any names or phone 
numbers of her support network, so they were unable to verify the capabilities or willingness of any 
caregivers. Education was only given to Resident B. Despite the impaired cognition, the resident sounded 
fine when she talked with the resident. She did not believe the resident was impaired enough to be incapable 
of making her own decisions or to have impaired judgment. The brother declined any other discharge plans 
except going home with home health because he said the resident could not afford any other options. She 
believed she mentioned Medicaid to him, but she did not document any conversations. She did not offer to 
help him apply for Medicaid for the resident.During an interview, on 10/27/25 at 1:45 p.m., Resident B's 
brother indicated the resident had wanted to stay at the facility and he wanted her to as well, but she could 
not afford it. He was not educated on her care after discharge because he could not take care of her from 
Florida. The facility never mentioned Medicaid and there were no offers to help him try to get Medicaid for 
Resident B. With the insurance ending payment on 10/3/25, the social worker did not offer any options other 
than discharging home with home health or staying and paying out of pocket. The resident could not afford to 
stay and pay out of pocket. He believed the resident had friends who helped her, but he could not verify who 
they were. He had not spoken with them so he could not say what they were capable of or agreeable to do. 
He did not know any actual names and did not have any contact information. The facility had not offered to 
assist him with obtaining power of attorney (POA) paperwork. He did not know who to contact, how to apply 
for Medicaid or how to proceed with getting access to the resident's banking information until the current 
hospital case manager gave him information and helped him.A current facility policy, titled Discharge 
Planning, dated 6/4/19, indicated .The discharge summary shall include a description of the resident's.mental 
functional status; F. Ability to perform activities of daily living including: 1. Bathing, dressing and grooming, 
transferring and ambulating, toilet use, eating, and using speech, language, and other communication 
systems; 2. Need for staff assistance and assistive devices or equipment to maintain or improve functional 
abilities; and.Nutritional status and requirements: 1. Weight and height; 2. Nutritional intake; and 3. Eating 
habits, preferences and dietary restrictions. J. Mental and psychosocial status (ability to deal with life, 
interpersonal relationships and goals, make health care decisions, and indicators of resident behavior and 
mood);.Cognitive status (the ability to problem solve, decide, remember, and be aware of and respond to 
safety hazards); and P. Medication therapy (all prescription and over-the-counter medications taken by the 
resident including dosage, frequency of administration, and recognition of significant side effects that would 
be most likely to occur in the resident). III. As part of the discharge summary, the nurse will reconcile all 
pre-discharge medications with the resident's post-discharge medications. The medication reconciliation will 
be documented.The post-discharge plan will be developed by the Care Planning/Interdisciplinary Team with 
the assistance of the resident and his or her family and will include.The degree of caregiver/support person 
availability, capacity and capability to perform required care.What factors may make the resident vulnerable 
to preventable readmission, and G. How those factors will be addressed.A copy of the following will be 
provided to the resident and any receiving provider .The discharge summary A current facility job description, 
titled Social Services Director, dated February 2021, indicated .Provides advice and appropriate referrals to 
minimize social and economic obstacles to discharge, and coordinates discharge planning communications 
and documentation This citation relates to Intake 2639611.3.1-12(a)(3)3.1-12(a)(4)(B)3.1-12(a)(18)3.
1-12(a)(19)3.1-12(a)(20)3.1-12(a)(21)
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure specific discharge instructions related to the 
resident's current cognitive status and memory deficit, medication administration, and food preparation 
needs were provided to the home health provider for 1 of 3 residents reviewed for discharge. (Resident 
B)Findings include:The clinical record for Resident B was reviewed on 10/27/25 at 10:05 a.m. The diagnoses 
included, but were not limited to, risk for malnutrition, dementia with psychotic and mood disturbance, 
memory deficit, speech and language deficits, dysphagia, pain, anxiety disorder, hypertension, difficulty 
walking, and age-related macular degeneration.A physician's order, dated 10/1/25, indicated Resident B 
could discharge home, on 10/3/25, with current medications and home health.A speech therapy Discharge 
summary, dated [DATE], indicated the recommendations were for Resident B to have supervision and 
assistance with medication management to ensure she was taking appropriate dosages and to utilize a 
pillbox to assist her. It was recommended for Resident B to have visual cues throughout her apartment to 
complete tasks such as taking her medicine and locking the door. She was not considered safe to use the 
stove and needed to have a calendar to help her remember appointments. Her discharge diet was minced 
and moist. The summary indicated Resident B was being discharged to live alone with no assistance or 
support.A social services progress note, dated 10/2/25 at 8:54 p.m., indicated Resident B's health literacy 
(defined by the CDC as the degree to which individuals had the ability to find, understand, and use 
information and services to make inform health-related decisions and actions for themselves) was 
sometimes and home health was set up.An occupational therapy Discharge summary, dated [DATE], 
indicated Resident B required supervision or touching assistance to safely and efficiently bathe, including 
washing, rinsing, and drying with the use of a long-handled sponge and shower chair. Resident B had a 
medical history of failure to thrive with no social support at home.A physical therapy Discharge summary, 
dated [DATE], indicated the resident needed a walker to safely ambulate. The resident indicated she had a 
walker at home.A Brief Interview for Mental Status (BIMS) assessment, dated 10/3/25, indicated Resident B 
had severe cognitive impairment.A transition of care/Discharge summary, dated [DATE], indicated Resident 
B was not responsible for herself and listed contact information for a home healthcare provider. The 
summary indicated Resident B was cognitively impaired and needed assistance with eating, oral, toileting, 
and personal hygiene, upper and lower body dressing, rolling left and right, sitting to standing, and toilet and 
shower transfers. It did not include any medication instructions. It did not include therapy notes, speech 
therapy recommendations, the use of a rolling walker, or local caregiver contact information. It was signed by 
Resident B.A nursing progress note, dated 10/3/25 at 12:09 p.m., indicated Resident B was discharged 
home with all medications. The discharge paperwork and instructions were gone over with the resident only 
and she signed the paperwork. The facility driver transported the resident home alone.There was no 
documentation to indicate anyone else was present in the apartment to see the discharge instructions, set up 
the resident's medication, help the resident with visual cues and reminders, or get her groceries.A Minimum 
Data Set (MDS) assessment, dated 10/3/25, indicated Resident B was discharged home. It did not indicate 
the resident was discharged home under the care of an organized home health service or a current 
reconciled medication list was provided to the subsequent provider.A facility referral packet indicated the 
home health care provider was provided with a face sheet, current orders, and the facility physician's history 
and physical. It did not include care plan information, speech therapy notes, occupational therapy notes, 
physical therapy notes, or psychiatric physician notes.A home health initial visit note, dated 10/8/25 at 3:23 p.
m., indicated Resident B was oriented to self and place, forgetful, confused, anxious, and depressed. There 
was no capable caregiver present, inadequate environmental cleaning, and no support network available. 
The resident indicated she felt isolated and alone most of the time. Resident B had poor hygiene, hydration, 
nutrition, and mobility. Resident B required assistance with walking and all activities of daily living, including 
basic grooming. Resident B required 24-hour supervision, but no supervision was available. She could not 
manage her medications without supervision and was not taking her medications. She was not eating and 
indicated she was constipated and in pain.A hospital history and physical note, dated 10/9/25, indicated 
Resident B was brought to the emergency room by emergency medical services (EMS). She had a new T12 
compression fracture in her back. She did not remember falling. The resident was confused and did not know 
who had called EMS. She was confused about her medical history and reported she had only been drinking 
chocolate and strawberry milk since going home. She indicated she was not taking any medications. She 
was frail with severe muscle wasting. The hospital was unaware of the resident's duloxetine prescription and 
had incorrect oxycodone and risperidone doses because the resident was unable to provide an accurate 
history. The resident was admitted to the hospital.During an interview, on 10/27/25 at 1:45 p.m., Resident B's 
brother indicated the resident had wanted to stay at the facility and he wanted her to as well, but she could 
not afford it. He had not realized Resident B did not understand how to take her medicine. He believed the 
resident had friends who helped her, but he could not verify who they were. He had not spoken with them so 
he could not say what they were capable of or agreeable to do. He did not know any actual names and did 
not have any contact information. He was unable to verify any equipment the resident had in her apartment. 
During an interview, on 10/27/25 at 2:55 p.m., the Social Services Director (SSD) indicated Resident B would 
not give the facility any names or phone numbers of her support network, so they were unable to verify the 
capabilities or willingness of any caregivers. Education was only given to Resident B. Despite the impaired 
cognition, the resident sounded fine when she talked with the resident. She did not believe the resident was 
impaired enough to be incapable of making her own decisions or to have impaired judgment. She indicated 
the resident did not need any durable medical equipment, despite the therapy summaries which indicated the 
resident needed a walker, pill box, long handle shower sponge, and a shower chair.During an interview, on 
10/28/25 at 9:42 a.m., the Therapy Director indicated Resident B had cognitive impairments at discharge and 
did not have any direct in-home support. The home health agency was taking over Resident B's care and 
was going to be responsible for managing the medications. Normally, therapy would have educated the 
resident's family or caregivers since the resident had a cognitive issue, but the resident would not let them 
talk to any of the friends or neighbors who the resident said would help her. The resident would not let 
therapy go to her apartment for a home evaluation. Based on the speech therapy discharge notes, Resident 
B could not safely prepare her medications. The home health agency would have needed to place the pills in 
a pill box when they first visited the resident. Until then, the resident would not be able to safely take her 
medications. Without prompting, the resident would not necessarily remember to take the medication in the 
pill box. There was no verification when the home health agency had planned on visiting the resident. 
Resident B had a walker and did not need any other equipment.During an interview, on 10/28/25 at 9:50 a.m.
, the Executive Director (ED) indicated home health agencies tried to see residents within 24-48 hours, but it 
could take as long as few days. The facility had not worked with this home health agency very much, but this 
was the only agency which would accept this resident. She believed the home health agency had called the 
resident over the weekend but was not able to see the resident until 10/8/25. Resident B would not have 
been able to safely take her medications until home health assisted her. The resident was discharged and 
taken to her apartment on 10/3/25 around noon by the facility van driver. She indicated the facility had not 
verified the resident had food available in the apartment. During an interview, on 10/28/25 at 11:15 a.m., LPN 
2 indicated nursing did not assess Resident B's ability to safely manage her medications, her recall 
knowledge of her medications, or the ability to remember to safely take her medications at the correct time 
and correct dose.During an interview, on 10/28/25 at 11:20 a.m., LPN 1 indicated he went over all the 
discharge instructions, medications, and follow up appointments with the resident at discharge. He believed 
she understood things at the time while he was talking to her, but she did have memory issues, so home 
health was taking over her care. She was not allowed to administer any of her medications by herself or keep 
any medications in her room while in the facility. Residents with memory issues and cognitive scores like 
Resident B usually had caregivers or family with them for discharge education, but Resident B never had any 
as far as he could remember. She did not have anyone present with her when he gave her the discharge 
education.During an interview, on 10/28/25 at 12:15 p.m., the Nursing Services Director for the home health 
agency indicated she had not received the discharge summary with a medication list from the facility. It was 
unavailable to the home health care nurse when she arrived to evaluate the resident on 10/8/25. The agency 
attempted to initiate services within 24 to 48 hours, but weekends were more difficult. They were not notified 
of any urgency and did not usually set up medications. Monitoring the doses and managing as needed 
medications was not a service home health care provided. Home health would only be visiting Resident B a 
few times a week and would not provide the level of supervision Resident B required with her poor cognition 
and memory. The nurse would only see the resident once a week.A current facility policy, titled Discharge 
Planning, dated 6/4/19, indicated .The discharge summary shall include a description of the resident's.mental 
functional status; F. Ability to perform activities of daily living including: 1. Bathing, dressing and grooming, 
transferring and ambulating, toilet use, eating, and using speech, language, and other communication 
systems; 2. Need for staff assistance and assistive devices or equipment to maintain or improve functional 
abilities; and.Nutritional status and requirements: 1. Weight and height; 2. Nutritional intake; and 3. Eating 
habits, preferences and dietary restrictions. J. Mental and psychosocial status (ability to deal with life, 
interpersonal relationships and goals, make health care decisions, and indicators of resident behavior and 
mood);.Cognitive status (the ability to problem solve, decide, remember, and be aware of and respond to 
safety hazards); and P. Medication therapy (all prescription and over-the-counter medications taken by the 
resident including dosage, frequency of administration, and recognition of significant side effects that would 
be most likely to occur in the resident). III. As part of the discharge summary, the nurse will reconcile all 
pre-discharge medications with the resident's post-discharge medications. The medication reconciliation will 
be documented.The post-discharge plan will be developed by the Care Planning/Interdisciplinary Team with 
the assistance of the resident and his or her family and will include.The degree of caregiver/support person 
availability, capacity and capability to perform required care.What factors may make the resident vulnerable 
to preventable readmission, and G. How those factors will be addressed.A copy of the following will be 
provided to the resident and any receiving provider .The discharge summary A current facility job description, 
titled Social Services Director, dated February 2021, indicated .Provides advice and appropriate referrals to 
minimize social and economic obstacles to discharge, and coordinates discharge planning communications 
and documentation This citation relates to Intake 2639611.3.1-12(a)(3)3.1-12(a)(4)(B)3.1-12(a)(18)3.
1-12(a)(19)3.1-12(a)(20)3.1-12(a)(21)
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