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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
clinical record review, resident interview, family interview, staff interview and policy review, the facility failed
Residents Affected - Few to complete a comprehensive assessment and evaluation of a resident for readmission to the facility, and

failed to have the appropriate documentation in the medical record prior to issuing an involuntary discharge
to 1 of 3 residents reviewed for discharge (Resident #1). This failure caused the resident to experience a
negative impact on her psycho-social well being. The facility further failed to have the resident or the
resident representative sign the discharge summary. The facility reported a census of 91 residents. Findings
include:According to the Minimum Data Set (MDS), dated [DATE], Resident #1 scored a 15 on the Brief
Interview for Mental Status (BIMS), indicating intact cognition. The resident had diagnoses to include
progressive neurological conditions, Multiple Sclerosis (MS), anxiety disorder, depression and functional
quadriplegia (a symptom of paralysis that affects all a person's limbs and body from the neck down). The
MDS documented the resident had verbal behavioral symptoms directed toward others 1 to 3 days in the
look back period. This behavior did not: put the resident at significant risk for physical illness or injury,
significantly interfere with the resident's care or the residents participation in activities or social interactions.
This behavior did not: put others at significant risk for physical injury, significantly intrude on the privacy of
others or significantly disrupt care or living environment. The MDS documented the resident's current
behavior status was the same compared to the prior assessment. The MDS indicated the resident was
taking an antipsychotic, an antianxiety and an antidepressant medication. The Care Plan, with a target date
of [DATE], included a focus area Resident #1 planned to stay at the facility long term as her children are not
in the area and her husband is deceased , with a goal of the resident voicing contentment with her stay.
Interventions under this focus area included monthly meetings initiated [DATE] and an entry on [DATE] of a
monthly meeting where the resident reported things are going well and documentation the resident has had
no untoward behaviors and is attending activities and doing very well. An entry under this same focus area
on [DATE] of resident voicing daily her discontent in staying at the facility and the facility offered multiple
times to help her seek alternate placement and she declined. Under this same entry, as of [DATE] resident
new required 2 people for all cares and conversations due to vaping marijuana in her room and escalating
behaviors. The Care Plan further included a focus area resident had chronic pain due to muscle spasms
from MS. Resident uses medical marijuana off of property. An intervention initiated on [DATE] documented
the resident was found to have three unidentifiable pills in her bed which resident later confessed as
Marinol (a synthetic man-made form of THC - THC is a crystaline compound that is the main active
ingredient of cannabis), resident was educated she could not bring in medications that were not prescribed
to her due to the potential side effects. Another entry under this focus area for an intervention was initiated
[DATE] and documented resident was noted to have a marijuana pen in her bag
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F 0627 and admitted to the charge nurse she had given another resident a few hits off of it. Resident was
re-educated that she could not have any illicit/illegal substances on the property and could not give it to

Level of Harm - Minimal harm other residents as it could potentially cause a severe reaction up to and including death. An additional

or potential for actual harm intervention under this focus area was initiated on [DATE] and documented the resident has been
repeatedly educated/counseled regarding the use of illegal substances and vaping in the facility. The facility

Residents Affected - Few has a zero tolerance for illicit drugs being brought in and used at the facility for the health and safety of her

and other residents who reside in the facility. Therefore, an Emergency involuntary discharge notice has
been delivered to the resident at the hospital. Review of the Electronic Health Record (EHR) revealed
Resident #1 was transferred to the hospital on [DATE]. Nurse Progress Note dated [DATE] at 11:01PM
documented the following; Call from Hospital emergency room updated this nurse on patient, nurse stated
that so far they had discovered that the resident had a urinary tract infection (UTI), and wanted to confirm
that the resident was caught with THC earlier in the week. The nurse stated they would call back with any
other pertinent information, but wanted to confirm that the facility could treat the UTI.Review of the EHR
revealed the following Progress Notes:a. Progress Note dated [DATE] at 2:59 PM, titled Nurse's Progress
Note: At 1:30PM this writer (Administrator) and witness, facility Social Worker (SW), went to the hospital
and delivered by hand an involuntary discharge letter to Resident #1 for the reason of vaping marijuana in
her room on Friday, [DATE]th, 2026. This writer also met with the social worker at the hospital assigned to
Becky's case and explained reason for the emergency discharge letter. b. Progress Note dated [DATE] at
4:19 PM, titled Nurse's Progress Note: At approx. 3:30 pm this writer (Administrator) and witness, Assistant
Director of Nursing (ADON), went to the hospital and delivered by hand an involuntary discharge letter to
Resident #1. c. Progress Note dated [DATE] at 8:28 AM, titled Nurse's Progress Note: At approx. 5:30PM
on 01.22.2026, this writer (Administrator) and witness, facility SW, went to the hospital and delivered by
hand an involuntary discharge letter to Resident #1. d. Progress Note dated [DATE] at 12:42 PM, titled
Nurse's Progress Note: Received a letter/notice from facility Medical Director (MD) yesterday, that Resident
#1 is a danger to herself and others and should not be allowed to return to the facility. See letter/notice
scanned into Point Click Care (PCC) documents. Copy of the letter also placed in her hard chart. The
Progress Notes lacked documentation that the facility completed a comprehensive assessment of the
resident for readmission to the facility after being notified that the resident was able to be discharged from
the hospital, and wanted to return. During an interview [DATE] at 3:15 PM, Resident #1 stated she had
remained in a hospital setting since the 18th of January, 2026. She believed she was medically ready to
discharge around the 22nd of January, however the facility would not take her back. Resident #1 stated she
was admitted to the hospital on the 18th of January due to a Urinary Tract Infection (UTI) and had an
altered mental status. She believed the facility told the hospital they confiscated a marijuana vape pen from
her earlier in the week, however she said that is not true. The facility filed an emergency discharge while
she was at the hospital and she appealed. Resident #1 stated the appeal hearing had taken place and she
won the appeal, however the facility continued to say they would not take her back and they are appealing
the decision by the Administrative Law Judge ( ALJ). Resident #1 stated she did not have symptoms of a
UTI prior to her admission to the hospital and stated she had a history of UTI's. Resident #1 stated she had
limited feeling below her neck. She stated she was very tired on the 18th and that could have been
attributed to a UTI. Resident #1 stated the Administrator and the facility Social Worker (SW) came to the
hospital on the 20th of January and handed her a letter of involuntary discharge. The letter did not have the
correct verbiage and the Administrator and the ADON returned on the 21st of
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January and handed her another letter of involuntary discharge, which was still incorrect. The Administrator
and the SW returned to the hospital on the 22nd and handed her another letter of involuntary discharge,
which had the correct verbiage. Resident #1 stated she was emotionally impacted by the involuntary
discharge, she had felt unsure of what was going to happen to her and scared, she reported increased
anxiety. The Administrator did not say anything to her when she handed the letters to her, just that she had
a letter for her. The letter said she had 7 days to remove her belongings from the facility. Resident #1 said
she just cried each time she opened the letters. She immediately called for an appeal hearing all three
times of being given the involuntary discharge. The ALJ sent his decision the previous Thursday and
overturned the discharge, however the facility said they were appealing the decision and did not have to
take her back while appealing. Resident #1 stated she is just stuck at the hospital. She said the involuntary
discharge had devastated her. She stated she liked the facility and wanted to remain at the facility. She
stated it felt vindictive from the facility because she filed a complaint on them in December of 2025.
Resident #1 became teary at times while talking and would then become angry and upset. During an
interview [DATE] at 3:40 PM, the hospital SW stated Resident #1 arrived at the hospital on the 18th of
January of 2026 and still remained at the hospital. On the 20th of January the hospital coordinator called
the facility to discuss arrangements for the resident to return to the facility as the resident would be
medically ready for discharge the next day. Facility staff arrived at the hospital later that day on the 20th of
January to serve the resident emergency discharge paperwork and the Administrator stopped in the SW's
office to say the facility would not be taking the resident back. The paperwork said 30 days for discharge
and facility staff returned the next day with what they believed to be corrected discharge paperwork and
ended up returning three times to serve the resident emergency discharge paperwork. The resident
became scared of what was going to happen to her and to her belongings and she was anxious about the
discharge. The hospital coordinator called the facility after getting the ALJ decision which overturned the
discharge and the facility said they would not be taking the resident back. Inquired if the resident had any
medication changes for her mental health and the SW advised the resident was already on anti anxiety
medication when she arrived at the hospital and this was not changed. During an interview [DATE] at 9:15
AM, the Administrator and the Chief Nursing Officer (CNO) stated Resident #1 violated the facility's zero
tolerance policy for illegal substances. The first time this was violated was on [DATE] when the resident had
a vape pen in her room and gave another resident a hit of the vape pen, which was believed to have
marijuana in it. The CNO stated Staff A, Registered Nurse (RN) went into the resident's room on that date
and witnessed the resident give another resident a hit out of the vape pen. The resident later admitted it
was a vape pen with marijuana. The resident would not give the facility staff the vape pen. The CNO stated
the facility had an interim Administrator in September and the Administrator re-educated the resident on the
facility's zero tolerance policy. The resident signed this agreement for zero tolerance back in her admission
in 2022. The CNO stated their interventions at that time were to educate the resident and the Care Plan
was updated. The CNO, was in this position in September of 2025, stated no interventions or assessments
were completed with the other resident. The CNO stated on [DATE] Resident #1 was found with 3
unidentified pills in her bed, which were later identified as Marinol, a derivative of THC. A friend had visited
the resident that day. The facility destroyed the pills. The CNO stated the pharmacist identified the pills and
the resident denied knowing what they were. The intervention at that time was staff had re-educated the
resident again about not taking medication without prescription and zero tolerance. The CNO stated the
next incident happened on [DATE], when Staff A went into the resident's room and there
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was smoke coming out of the resident's mouth. The resident tried to hide the vape pen under her covers
and told Staff A it was a nicotine pen. That same day Staff B, business manager, and Staff A went in to
interview the resident, they requested the vape pen and the resident said she no longer had it. She said
she gave it to her friend who was visiting at that time. Resident #1 was impaired, her speech was slurred
and her eyes were rolling back in her head. Resident #1 finally admitted it was marijuana. Their
interventions at that time included monitored the resident's vital signs and notified the local police
department who came out, however the resident would not give them any information and the police
department had closed their case with no charges. The facility also put the resident back on the 2 person
rule, two staff with her during care and contact. Facility staff continued to monitor her vital signs after the
16th. On the 18th of January, the resident became unresponsive and her speech was slurred. The resident
was transported to the hospital. She had a UTI, which was complicated by her THC use (believed this is
what the hospital report documented). We locked her door to be sure everything was safe in her room, that
her belongings were safe after she went to the hospital. The CNO stated conversations took place with the
facility's legal department about discharging the resident and they came to the conclusion that the facility
needed to do an emergency discharge as they felt she was not safe to herself or others. The CNO stated
the facility issued the first emergency discharge on the 20th, it had the wrong verbiage, it said a 30 day
discharge. The facility updated the paperwork and delivered a second one on the 21st, however this was
still not correct. The 3rd and final notice of emergency involuntary discharge was delivered on the 22nd to
the resident at the hospital. Inquired if the facility conducted an evaluation or assessment of the resident
after her transfer to the hospital and the CNO stated the facility used the medical records as their
assessment and evaluation, and did not conduct their own assessment or evaluation of the resident at the
hospital. The CNO stated the facility had the resident's mom sign the discharge summary. The CNO was
not sure if the resident's mom was her Power of Attorney (POA) or guardian. The CNO stated the facility
admitted another resident into Resident #1's room on [DATE]. The CNO advised the resident appealed the
discharge and the hearing had taken place in which the ALJ reversed the emergency discharge, however
the facility is going to appeal the decision and will not take the resident back. The CNO stated the attorneys
are working on the appeal. The CNO stated a belief that the resident was not safe to return to the facility.
The facility Medical Director (MD) wrote a letter on [DATE] which documented the resident was not safe at
the facility. The facility MD was not the resident's primary care physician (PCP), however the MD is familiar
with the resident. The CNO stated the facility never offered substance abuse counseling or a substance
abuse assessment/evaluation to the resident. The CNO stated the facility did not initiate emergency
involuntary discharge with the resident after the September incident or after the December incident. The
CNO stated she felt the facility tried to work with her and needed to do the emergency discharge due to
safety concerns. During this interview the Administrator stated she delivered all 3 letters of emergency
involuntary discharge to the resident at the hospital. She told the resident she had a letter to give her and
gave her the letter and left. The 2nd time her parents were in the room and she told the resident she had
another letter for her and put it on her bedside table and left. The 3rd time she told her she had another
letter, she gave her the letter and left. The Administrator did not discuss the letter or complete an
evaluation/assessment of the resident. The Administrator stated she had a witness each time, the first time
the facility Social Worker (SW) went with her, the second time the Assistant Director of Nursing (ADON)
went with her and the 3rd time the SW went with her. In the last letter served it contained the discharge
letter, the summary of events and the discharge summary. She did not have the resident sign
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F 0627 the discharge summary. During an interview [DATE] at 10:15 AM, the hospital coordinator stated she called
the facility on the 20th of January at around 11:20 AM to discuss discharge planning for Resident #1 as she

Level of Harm - Minimal harm would be medically ready to discharge from the hospital the following day. The admissions person who

or potential for actual harm answered the phone stated she did not think the resident would be returning to the facility. The hospital
coordinator did not speak with any other facility staff. Facility staff arrived at the hospital on the 20th of

Residents Affected - Few January at around 1:40 PM to give the resident emergency discharge paperwork. The hospital coordinator

stated the hospital SW became involved at that time to assist the resident. She stated the resident had
been calm and cooperative with her, but tearful about the circumstances and scared of what would happen.
During an interview [DATE] at 11:30 AM the hospital SW stated she talked to the resident the previous night
and the resident was tearful and said everything was hitting her all at once and she is finally realizing what
had happened. The hospital SW stated the resident has not had any suicidal thoughts or ideations, or
changes in her appetite or sleep, however the resident is tearful and has had increased anxiety about what
has happened and what will happen. The resident had been afraid and scared. During an interview [DATE]
at 11:40 AM, Resident #1 said she felt shredded by what the facility had done regarding her discharge.
Inquired from the resident about having a vape pen. The resident stated when she first admitted to the
facility in 2022 she was allowed to use her vape pen in her room with the door shut. Then the Administrator
left and the new Administrator told her she could not use her vape pen at the facility. Her parents would
come and pick her up and take her off the facility grounds to use her vape pen and then return her to the
facility. Resident #1 stated she had a medical card for medical marijuana use. She had a THC cartridge and
would use this in her vape pen while off the facility grounds with her parents. Her parents stopped doing this
last summer as they were getting older and it became more difficult for them. When asked if she used her
vape pen at the facility since last summer when her parents stopped taking her off the grounds, Resident
#1 stated she would not answer any more questions about this. When asked if she used marijuana at the
facility, or had illegal substances at the facility, the resident said she would not answer the question. Review
of the hospital (Psychiatry Consultation) record for Resident #1, dated [DATE], documented resident arrived
to the hospital emergency department on [DATE] due to being found lethargic and sleepy. While in the
hospital resident was given an emergent discharge from the facility due to being found with a THC pen.
Resident has court tomorrow after filling an appeal against her emergent discharge. Psychiatry was
consulted due to the resident's increased anxiety and depression. Resident reported her mood is anxious.
Resident felt that her psychiatric medications were working well prior to this added situational stress. The
assessment/plan was to continue with already prescribed psychiatric medications. Review of Resident #1's
EHR lacked documentation of an assessment or evaluation completed by the facility after the resident's
transfer to the hospital on [DATE] and prior to the facility serving the resident involuntary discharge
paperwork. The EHR lacked documentation by the resident's Primary Care Physician (PCP) or the facility's
Medical Director (MD) of the resident being a risk to herself or others at the facility prior to the facility
serving the resident involuntary discharge paperwork. During an interview [DATE] at 8:00 AM, the family
member of Resident #1 stated he had a medical Power of Attorney (POA) for the resident and the resident
is her own responsible person. He stated the facility called him on the 18th of January and asked if he
wanted to hold the bed for the resident while she was at the hospital, which he said yes he did. The facility
did not speak with him regarding the involuntary discharge of Resident #1. The POA stated it had been
hard on the family to have to arrange to pick up the resident's belongings and to have to make
arrangements so quickly. The POA stated he came to the facility to pick up the
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resident's belongings and the facility did not ask him to sign the discharge summary. The family member
stated Resident #1 is exhausted with all of this, she did not know what she was going to do when she was
served the emergency discharge paperwork. During an interview [DATE] at 9:10 AM, Staff A, RN, stated in
September of last year she was given a report by another staff member Resident #1 had smoked marijuana
with her vape pen and gave it to another resident. Staff A stated this did not happen on her shift, she was
given the information at shift change. Staff A stated she and another nurse went into the resident's room
and Staff A asked the resident if she had a vape pen and if she used it. Resident #1 told her it was a hemp
pen and said her marijuana pen was at home. Resident #1 admitted to giving some to another resident.
Staff A talked to the other resident who reported using the vape pen with Resident #1. Resident #1's family
came and picked up the vape pen. Staff A reported this to the Director of Nursing (DON). Resident #1 told
Staff A she would probably get kicked out. Staff A stated she was not aware of any changes in the
resident's care plan or changes with care after this incident in September of 2025. Staff A stated in
December of 2025, the night nurse said they were doing something with the resident's blankets and found 3
unidentified pills in her bed. The night nurse gave them the pills to Staff A when she came on shift in the
morning and Staff A gave them to the DON. Staff A asked the resident if she knew what the pills were and
she said no. Staff A stated on the 16th of January, this year, she knocked on the resident's door and then
went inside. The resident had something in her hands and went to hide it and smoke came out of her
mouth. Her room smelled like marijuana. Staff A told her you know you cannot smoke marijuana in the
building, she said it was nicotine. Staff A reported this to Staff B, Business Manager, who was the only
manager in the building. Staff B talked to corporate who said to remove the vape pen from the resident's
room. Resident #1 would not give Staff A the vape pen. Resident #1 appeared impaired, she was assessed
every shift for the next day and a 2 person rule was put in place, two staff with her with every care. During
an interview [DATE] at 12:05 PM, Staff C, Social Worker, stated she accompanied the Administrator the first
time and the last time to the hospital to give the resident the notice of discharge. The Administrator gave
Resident #1 the paperwork and told the resident she had paperwork for her, handed her the envelope and
they left. Staff C stated an evaluation or assessment of the resident did not take place and no other
conversation took place. The last time, she and the Administrator walked in and the Administrator handed
the resident the envelope and the resident said wow you guys are putting a lot of miles on your car, the
Administrator said yes we are. No evaluation or assessment was completed with the resident. Staff C stated
the facility wanted her to go as a witness. During an interview [DATE] at 12:15 PM, the DON stated in
December of 2025 the pills were found in Resident #1's bed in the early morning shift and were given to the
next shift nurse and then given to the DON. The DON called the pharmacist and they could not identify
what the pills were. The DON also did some research and could not find what they were. These three pills
did not match any pills for the resident or any other resident. The DON stated he destroyed the pills as they
could not be identified. Staff talked to the resident who said she had no idea what they were. There were
three pills in total, all three the same. The DON instructed all of the staff to keep an eye out for any pills
unidentified or loose, there were no other interventions at that time. During an interview [DATE] at 8:43 AM,
Staff D, Admissions, stated she took mail to the resident at the hospital on the previous Thursday evening,
the resident said she was the first person from the facility to visit her and appear welcoming. Staff D
explained who she was and that she was dropping off mail. The resident became teary and said it was
really hard what happened. The resident stated she knew the facility tried hard to please her. During an
interview [DATE] at 9:40 AM, the Administrator and the CNO acknowledged an in person
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assessment/evaluation of Resident #1 after she transferred to the hospital on [DATE] did not take place,
and an assessment/evaluation through conversations with the hospital did not take place prior to serving
the resident the involuntary discharge. The Administrator and the CNO acknowledged the facility MD wrote
a letter on the 9th of February, 2026, which documented a belief the resident was a danger to herself and
others. Both acknowledged prior to this letter on the 9th of February, there is no documentation in the
resident's medical record from the MD or from the resident's PCP regarding the resident being a danger to
herself or others. The Administrator and the CNO acknowledged the facility had the resident's mother sign
the discharge summary, and did not have the resident's POA or the resident sign the discharge summary.
Review of the facility Admission, Transfer and Discharge policy, undated, documented:Upon admission, the
resident/representative will be informed that ifiwhen the resident is transferred to another health care
facility, transferred within this facility, or discharged from this facility, the resident or his/her representative
will be informed about the Facility Admission/Transfer/Discharge policies in addition to assurance of
comparable care, treatment and services regardless of the resident's payer source If/when facility staff
mandates a transfer out of the facility or discharge from the facility, staff will document the reason(s) for and
conditions under which the resident is mandated to transfer out of the facility or be discharged and the
method(s) for transitioning the responsibility for the resident's care from one clinician, organization, program
or service to another. In addition, the following documentation requirements include:The clinical record
documentation includes the provision of and response to medical treatment and care, and changes in the
residents' condition by the resident's attending physician:The basis of the transferThe specific resident
need(s) that cannot be met at the facilityFacility attempts to meet the residents' needs Services available at
the receiving facility to meet those needsThe resident's response to medical treatment and careadmission
informationAdmitting diagnosisCurrent medical findingsDiet prescribedThe resident's functional status at
the time of admission and at the time of dischargeMedical observations and recommendations made after
the initial medical assessment, as well as progress notes that are reported at the time of observation and
that describe significant changes in the resident's conditionProgress notes recorded at each visit Complete
transfer form and discharge summaryEvidence that the attending physician has reviewed the consulting
physician's orders for consistency with the interdisciplinary plan of careFacility staff will document in the
clinical record discharge information provided to the resident and the receiving organization, if
applicable:The basis for the transferSpecific resident need(s) that cannot be met by this facilityFacility
attempts to meet the needs of the residentThe reason for transfer, discharge or referralTreatment provided,
diet, medication orders, and orders for the residents' immediate careReferrals provided to the resident, the
referring licensed independent practitioner's name, address, and telephone number, and the name of the
licensed independent practitioner who has agreed to be responsible for the resident's medical care and
treatment, if this person is someone other than the referring licensed independent practitionerMedical
findings and diagnosis; a summary of the care, treatment, and services provided and progress reached
toward goalsinformation about the residents' behavior, ambulation, nutrition, physical status, psychosocial
status, and potential for rehabilitationNursing information that is useful in the resident's careAny advanced
directivesinstruction provided to the resident and/or surrogate decision-maker before discharge.
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