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Ensure necessary information is communicated to the resident, and receiving health care provider at the time 
of a planned discharge.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42441

Based on clinical record review, family, and staff interview, the facility failed to ensure a resident had 
prescription medication readily available following discharge for 1 of 3 residents reviewed (Resident #3). The 
facility reported a census of 61 residents. 

Findings include: 

The Minimum Data Set (MDS) dated [DATE] revealed Resident #3 had an admitted [DATE] and a planned 
discharge date of [DATE]. 

The Care Plan initiated 1/8/24 revealed Resident #3 planned to return to the community with a goal to 
successfully return to the community after meeting all goals at the facility and a safe return to the community. 

Review of undated facility form titled, Discharge Summary/Post Discharge Plan Of Care, reflected the facility 
arranged pharmacy services for Resident #3 at a pharmacy in [NAME]. 

Review of an electronic mail (email) correspondence dated 2/5/24 at 8:37 AM to Staff A, Admission 
Coordinator, revealed a family member of Resident #3 inquired about the resident's prescription medication 
as the discharge papers indicated they would be at the pharmacy, but the pharmacy didn't have anything 
there. 

Review of email correspondence dated 2/5/24 at 8:40 AM to Staff A revealed a family member requested 
Staff A to fax the discontinued orders to the pharmacy as Resident #3 didn't have her medication yesterday. 
The family member further revealed she was concerned about the resident not having her medication for 2 
days. 

During an interview 4/29/24 at 3:00 PM the Administrator revealed they did not have a policy in place 
regarding a discharge protocol other than for Care Planning. 

During an interview 4/30/24 at 10:31 AM, the Director of Nursing (DON) revealed she faxed Resident #3's 
physician's office the day before (4/29/24) to see if the physician had a note about the pharmacy reaching 
out to the clinic regarding her discharge medications. The clinic provided documentation revealing the 
pharmacy had reached out to their clinic on 2/5/24. 
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Review of faxed documentation from Resident #3's primary provider revealed on 2/5/24 at 5:31 PM the 
provider listed the medications sent to the pharmacy. The provider further documented the pharmacy never 
received the fax from the nursing home that the nursing home said they sent regarding the medications. 

During an interview 4/30/24 at 10:31 AM, the DON stated it had never happened before where a resident 
didn't receive their medication right after discharging. The DON further revealed they don't usually use the 
pharmacy that Resident #3 used except this one time and stated moving forward they will contact that 
pharmacy to ensure they have received the order for discharge medications. The DON added they expected 
residents to have their medication lined up and available when discharging so that they don't miss a dose. 
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