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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
identified a census of 67 residents. The sample included nine residents, with two residents reviewed for 
involuntary discharge. Based on record review and interviews, the facility failed to include the required 
information on an emergency discharge notice for Resident (R) 1 and on a 30-day discharge notice for R2. 
This deficient practice had the risk for miscommunication between the facility and resident/family, a possible 
missed opportunity for healthcare services, and involuntary discharge for R1 and R2.Findings included:- R1 
admitted to the facility on [DATE] and discharged to the hospital on [DATE].R1's Electronic Medical Record 
(EMR) documented diagnoses of other Schizophrenia (a mental disorder characterized by gross distortion of 
reality, disturbances of language and communication, and fragmentation of thought), diffuse traumatic brain 
injury (TBI- an injury to the brain caused by external forces) with a loss of consciousness, affective mood 
disorder (category of mental health problems, feelings of sadness, helplessness, guilt, and wanting to die 
were more intense and persistent than what may normally be felt from time to time), and encephalopathy (a 
broad term for any brain disease that alters brain function or structure).The admission Minimum Data Set 
(MDS) dated 10/29/24, documented R1 had a Brief Interview for Mental Status (BIMS) score of nine, which 
indicated moderate cognitive impairment. R1 had verbal behavioral symptoms directed towards others and 
other behavioral symptoms not directed towards others one to three days in the assessment period. R1's 
overall goal was to remain in the facility with no active discharge planning.The Quarterly MDS dated 
07/06/25, documented a BIMS was not conducted due to R1 being rarely/never understood. R1 had verbal 
behaviors directed towards others one to three days in the assessment period. R1 had no active discharge 
planning.The Cognitive Loss/Dementia (a progressive mental disorder characterized by failing memory and 
confusion) Care Area Assessment (CAA) dated 11/12/24, documented R1 became agitated easily and 
became verbally threatening.The Psychosocial Well-Being CAA dated 11/13/24, documented R1 had verbal 
outbursts of yelling and cursing at staff and peers. R1's outbursts usually occurred when his requests did not 
happen immediately.R1's Care Plan dated 10/23/24, documented R1 planned to remain in the facility for 
permanent placement. The plan directed that staff addressed concerns in a timely manner and contacted 
R1's responsible party for any concerns.R1's Care Plan dated 01/06/25 and revised 04/04/25, documented 
R1 had the ability and history of being physically aggressive with others related to anger, poor impulse 
control, and TBI. The plan directed staff to assess and anticipate R1's needs; the facility monitored, 
documented, and reported any signs of R1 posing a danger to himself and others; and R1 lived in a private 
room due to aggression.R1's EMR revealed the following:An Orders- Administration Note on 07/11/25 at 
09:15 AM documented R1 had a non-injury fall in his room by the closet door while attempting to look inside 
his closet. R1 denied hitting his head and denied any injuries anywhere on his body. The staff notified the 
Assistant Director of Nursing (ADON), R1's family, and the provider.An Orders- Administration Note on 
07/11/25 at 11:54 AM documented the facility received an order to send R1 to the emergency room (ER) to 
evaluate and treat for R1's complaints of not feeling well. R1 left in a wheelchair via facility transportation. 
R1's family was aware.A Nurses Note on 07/11/25 at 02:49 PM documented the nurse communicated 
clinical information to Consultant GG. Administrative Staff A communicated to Consultant GG that R1 was 
not able to return to the facility due to behavior indicating a potential risk to himself and others. Administrative 
Staff A informed Consultant GG of the situation as they were unable to adequately meet R1's needs at that 
time.A Social Services Note on 07/14/25 at 01:02 PM documented R1 was sent to the hospital per his 
request and his representative consented. Due to R1's aggression, the facility determined they could not 
meet R1's needs. R1 had numerous altercations with other residents resulting in police reports made to 
police. Administrative Staff A notified the hospital that the facility would not accept R1 back due to the above 
reasons.Upon request, the facility provided a Notice of Discharge dated 07/11/25 for R1. The notice 
documented the facility had notified R1 of the necessity to discharge immediately on 07/11/25. The notice 
documented the reasons for the discharge as R1's needs could not be met by the facility and the safety of 
other individuals was endangered. The notice listed R1's representative's address as his discharge address. 
The notice explained R1's right to an appeal but did not explain how to file an appeal, who would help R1 file 
an appeal, or the correct agency and contact information to file an appeal with. The notice listed the 
long-term care ombudsman's (LTCO) address and phone number but did not list the LTCO's email address. 
Administrative Staff A signed the notice on 07/14/25.On 08/05/25 at 12:13 PM, Administrative Staff A stated 
R1's representative informed him that R1 had multiple police interventions at the hospital prior to his facility 
admission. R1 was hitting people left and right and the facility tried to refer him to several places.On 08/06/25 
at 12:23 PM, Administrative Staff A stated corporate sent the template for the discharge notices for the 
facility to fill out. He stated R1 wanted to go to the hospital, and Administrative Staff A told R1's 
representative the facility could not handle R1 anymore which she understood. He stated the facility issued a 
30-day notice, but he was already out of the building. Administrative Staff A stated the information required 
on the notice should be in the facility's policy and the facility let the LTCO and family know.The facility's 
Transfer and Discharge (including against medical advice [AMA]), not dated, directed the facility provided the 
transfer/discharge notice to the resident and their representative in a language and manner they could 
understand. The policy documented the notice included all of the following information at the time it was 
provided: the specific reason and basis for transfer or discharge; the effective date of transfer or discharge; 
the specific location to which the resident was to be transferred or discharged ; an explanation of the right to 
appeal the transfer or discharge to the State; the name, address (mailing and email) and telephone number 
of the state entity which received such appeal hearing requests; information on how to obtain an appeal 
form; information on obtaining assistance in completing and submitting the appeal hearing request; the 
name, address (mailing and email) and phone number of the representative of the LTCO; and for nursing 
home residents with intellectual and developmental disabilities or with mental illness, the notice included the 
name, mailing and email addresses, and phone number of the state agency responsible for the protection 
and advocacy of these populations.- R2 admitted to the facility on [DATE] and discharged on 07/31/25.R2's 
Electronic Medical Record (EMR) documented diagnoses of major depressive disorder (major mood 
disorder), repeated falls, and generalized anxiety disorder (mental or emotional reaction characterized by 
apprehension, uncertainty, and irrational fear).The admission Minimum Data Set (MDS) dated 03/04/25, 
documented R2 had a Brief Interview for Mental Status (BIMS) score of 15, which indicated intact cognition. 
R2's overall goal was to remain in the facility, and she had no discharge plan.The Quarterly MDS dated 
05/30/25, documented R2 had a BIMS score of 15, which indicated intact cognition. R2 had active discharge 
planning with a discharge date three or fewer months away.The Functional Abilities Care Area Assessment 
(CAA) dated 03/13/25, documented R2 needed assistance with functional abilities, and she reported 
weakness from a recent illness.R2's Care Plan, dated 07/17/25, documented R2 wished to be discharged 
back to the community to her own home. The plan directed the facility established a pre-discharge plan with 
R2 and evaluated her progress and revised the plan as needed. The plan directed staff evaluated and 
discussed with R2 her prognosis for independent or assisted living. The plan directed staff evaluated R2's 
motivation to return to the community and make arrangements with required community resources to support 
independence post-discharge.R2's EMR revealed the following:A Social Services Note on 07/16/25 at 12:54 
PM, documented a Zoom meeting was held with R2 and her insurance care team for her return back into the 
community. R2's insurance care team was aware that R2 received a 30-day notice due to non-payment and 
the discharge date was 07/31/25. During the meeting, R2 had to be redirected at times due to accusations 
being made. R2 stated she was looking into a place in another town. R2's insurance care team asked if her 
30-day notice could be extended, and they were informed that corporate would make that decision. R2 
stated she did not have to leave if she did not want to. The insurance care team discussed possibly getting 
funds for a motel until an apartment was available.A Social Services Note on 07/18/25 at 02:02 PM, 
documented a meeting was held regarding R2's upcoming discharge. It was discussed that R2 could 
manage medications and was independent with her activities of daily living (ADL). The insurance care team 
mentioned they had roadblocks with finding placement due to R2's background and they continued to 
explore housing for her. R2 was resistant to receiving facility assistance and would not divulge any personal 
finances.A Nurses Note on 07/31/25 at 10:28 AM, documented the nurse received discharge orders to 
discharge home with current medications and no narcotics (pain medication).A Nurses Note on 07/31/25 at 
12:46 PM, documented the staff notified Consultant GG of R2 requesting medication to be sent to the 
pharmacy after she self-discharged on 07/31/25. Consultant GG stated R2 could receive a seven-day supply 
before discharge but R2 already discharged . Consultant GG stated he could not call those medications in 
and R2 would have to contact an outside primary care provider to get narcotics called in.A Social Service 
Note on 07/31/25 at 12:51 PM, documented R2 chose to discharge to a motel in another town. Her insurance 
care team was unaware of her intentions. The facility transported her to the motel.Upon request, the facility 
provided a Notice of Discharge, dated 07/01/25, for R2. The notice documented the facility notified R2 of the 
necessity to discharge in 30-days on 07/31/25. The notice documented the reasons for the discharge as R2's 
bill for services had not been paid after reasonable and appropriate notice to pay. The notice listed R2's 
family's address as her discharge address. The notice explained R2's right to an appeal but did not explain 
how to file an appeal, who would help R2 file an appeal, or the correct agency and contact information to file 
an appeal with. The notice listed the long-term care ombudsman's (LTCO) address and phone number but 
did not list the LTCO's email address.On 08/05/25 at 01:40 PM, Administrative Staff A stated that the facility 
issued a 30-day notice to R2, and her insurance care team got involved. He stated the facility made efforts to 
place R2 in the least restrictive environment. Administrative Staff A stated R2 was independent with ADLs 
and was capable. He stated that when the facility went to set up appropriate discharge planning, R2 wanted 
to stay in the facility and not pay. He stated R2 continued to not pay her liability, and the corporate advised 
him to issue a 30-day discharge notice for nonpayment. Administrative Staff A stated R2 left on 07/31/25 on 
her own accord, and her insurance care team was unaware.On 08/06/25 at 12:23 PM, Administrative Staff A 
stated that corporate sent the template for the discharge notices for the facility to fill out. He stated R2's 
discharge notice was initiated by corporate. Administrative Staff A stated that the information required on the 
notice should be in the facility's policy, and the facility let the LTCO and family know.The facility's Transfer 
and Discharge (including against medical advice [AMA]), not dated, directed the facility to provide the 
transfer/discharge notice to the resident and their representative in a language and manner they could 
understand. The policy documented the notice included all of the following information at the time it was 
provided: the specific reason and basis for transfer or discharge; the effective date of transfer or discharge; 
the specific location to which the resident was to be transferred or discharged ; an explanation of the right to 
appeal the transfer or discharge to the State; the name, address (mailing and email) and telephone number 
of the state entity which received such appeal hearing requests; information on how to obtain an appeal 
form; information on obtaining assistance in completing and submitting the appeal hearing request; the 
name, address (mailing and email) and phone number of the representative of the LTCO; and for nursing 
home residents with intellectual and developmental disabilities or with mental illness, the notice included the 
name, mailing and email addresses, and phone number of the state agency responsible for the protection 
and advocacy of these populations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
identified a census of 67 residents. The sample included nine residents, with three residents reviewed for 
discharge. Based on record review and interviews, the facility failed to document a recapitulation of stay for 
Residents (R) 2, R3, and R4. This deficient practice had the risk for miscommunication of services received 
during the stay in the facility and if post-discharge care needs for the affected residents.Findings included:- 
R2 admitted to the facility on [DATE] and discharged on 07/31/25.R2's Electronic Medical Record (EMR) 
documented diagnoses of major depressive disorder (major mood disorder), repeated falls, and generalized 
anxiety disorder (mental or emotional reaction characterized by apprehension, uncertainty, and irrational 
fear).The admission Minimum Data Set (MDS) dated 03/04/25, documented R2 had a Brief Interview for 
Mental Status (BIMS) score of 15, which indicated intact cognition. R2's overall goal was to remain in the 
facility, and she had no discharge plan.The Quarterly MDS dated 05/30/25, documented R2 had a BIMS 
score of 15, which indicated intact cognition. R2 had active discharge planning with a discharge date three or 
fewer months away.The Functional Abilities Care Area Assessment (CAA) dated 03/13/25, documented R2 
needed assistance with functional abilities, and she reported weakness from a recent illness.R2's Care Plan, 
dated 07/17/25, documented R2 wished to be discharged back to the community to her own home. The plan 
directed the facility established a pre-discharge plan with R2 and evaluated her progress and revised the 
plan as needed. The plan directed staff evaluated and discussed with R2 her prognosis for independent or 
assisted living. The plan directed staff evaluated R2's motivation to return to the community and make 
arrangements with required community resources to support independence post-discharge.R2's EMR 
revealed the following:A Social Services Note on 07/16/25 at 12:54 PM, documented a Zoom meeting was 
held with R2 and her insurance care team for her return back into the community. R2's insurance care team 
was aware that R2 received a 30-day notice due to non-payment and the discharge date was 07/31/25. 
During the meeting, R2 had to be redirected at times due to accusations being made. R2 stated she was 
looking into a place in another town. R2's insurance care team asked if her 30-day notice could be extended, 
and was informed that corporate would make that decision. R2 stated she did not have to leave if she did not 
want to. The insurance care team discussed possibly getting funds for a motel until an apartment was 
available.A Social Services Note on 07/18/25 at 02:02 PM, documented a meeting was held regarding R2's 
upcoming discharge. It was discussed that R2 was capable of managing medications and was independent 
with her activities of daily living (ADL). The insurance care team mentioned they had roadblocks with finding 
placement due to R2's background and they continued to explore housing for her. R2 was resistant to 
receiving facility assistance and would not divulge any personal finances.A Nurses Note on 07/31/25 at 
10:28 AM, documented the nurse received discharge orders to discharge home with current medications and 
no narcotics (pain medication).A Nurses Note on 07/31/25 at 12:46 PM, documented the staff notified 
Consultant GG of R2 requesting medication to be sent to the pharmacy after she self-discharged on 
07/31/25. Consultant GG stated R2 could receive a seven-day supply before discharge but R2 already 
discharged . Consultant GG stated he could not call those medications in and R2 would have to contact an 
outside primary care provider to get narcotics called in.A Social Service Note on 07/31/25 at 12:51 PM, 
documented R2 chose to discharge to a motel in another town. Her insurance care team was unaware of her 
intentions. The facility transported her to the motel.R2's EMR lacked documentation of a discharge summary 
including a recapitulation of stay.On 08/06/25 at 10:59 AM, Social Services X stated when a resident planned 
to discharge, she talked to the resident and/or their representative about setting up home health and 
obtaining pharmacy orders.On 08/06/25 at 11:50 AM, Licensed Nurse (LN) G stated when a resident 
discharged , she completed a head-to-toe assessment, completed a medication reconciliation with the 
resident and/or their representative, asked the resident for their designated pharmacy, and made sure the 
resident had a 30-day supply of medications sent to the facility or if authorized by the provider, sent the 
medications with the resident or their representative. She stated she documented in the discharge 
instructions assessment which included vital signs, any skin issues, treatments provided while they were a 
resident and why they were in the facility, medications and when to take them. LN G was unable to find the 
recapitulation of stay in the discharge instructions assessment when asked. She confirmed the assessment 
used for discharge instructions was titled [NAME]-Discharge Instructions- Interdiscipline. LN G stated she 
had not been instructed on if the facility had a separate discharge summary separate than the discharge 
instructions.On 08/06/25 at 12:06 PM, Administrative Nurse D stated when a resident discharged , nursing 
received the order for discharge and if the facility could send home the resident's medications. She stated 
the nurse documented a discharge summary in the assessment opened by Social Services and the nurse 
reviewed it with the resident and/or their representative. She stated the nurse went over the resident's 
medications with the resident and/or their representative and had them sign off on the discharge summary 
and medications. Administrative Nurse D confirmed the assessment used to document the discharge 
summary was titled [NAME]-Discharge Instructions- Interdiscipline and she was unable to find a 
recapitulation of stay in the discharge instructions. She stated a recapitulation of stay should be documented 
in the discharge summary note but she did not know if the nurses had been doing that. She stated most of 
the discharge summary was included in the discharge instructions that the resident received a copy of. 
Administrative Nurse D stated the discharge instructions included how much assistance was needed, any 
wounds or treatments that needed done, follow-up appointments, list of medications, and the facility contact 
information in case of questions. She stated the nurse went over the discharge instructions with the resident 
or their representative unless they left abruptly or against medical advice (AMA) and did not want to go over 
the instructions. She stated the nurse should still document their attempt at giving the discharge instructions.
The facility's Discharge Summary, dated January 2025, directed the facility ensured a discharge summary 
was provided upon a resident's discharge which addressed the resident's discharge goals and needs, 
including caregiver support and referrals to local contact agencies. The policy defined a recapitulation of stay 
as a concise summary of the resident's stay and course of treatment in the facility. The policy directed a 
discharge summary included a recapitulation of the resident's stay that included but was not limited to 
diagnoses; course of illness/treatment or therapy; pertinent labs, radiology, and consultation results.- R3 
admitted to the facility on [DATE] and discharged [DATE].R3's Electronic Medical Record (EMR) 
documented diagnoses of sepsis (a life-threatening systemic reaction that develops due to infections that 
cause inflammation throughout the entire body), generalized muscle weakness, and unsteadiness on feet.
The admission Minimum Data Set (MDS) dated 06/16/25, documented R3 had a Brief Interview for Mental 
Status (BIMS) score of 15, which indicated intact cognition. R3 had an overall goal to discharge to the 
community and had active discharge planning with a discharge date three or fewer months away.The 
Functional Abilities Care Area Assessment (CAA) dated 06/18/25, documented R3's plan was to return home 
with his family after his rehab was completed.R3's Care Plan revised 06/16/25, documented R3 wished to 
return home when he met his goals. The plan directed that staff established a pre-discharge plan with R3, 
evaluated his progress, and revised his plan. The plan directed that staff made arrangements with required 
community resources to support R3's independence post-discharge.R3's EMR revealed the following:An 
[NAME]- Discharge Instructions- Interdiscipline assessment, effective 06/26/25 at 09:32 AM, documented R3 
discharged home on [DATE] at 09:45 AM under the care of an organized home health service. The 
assessment included R3's equipment needs, therapy referrals, medications with instructions, diet, assistance 
with activities of daily living (ADL), education given, and skin conditions. The assessment lacked 
documentation of a recapitulation of R3's stay in the facility.A Discharge Summary note on 06/26/25 at 10:28 
AM documented R3 discharged from the facility that date to home with home health. The facility provided 
discharge instructions including medication review and education to R3 and his family at bedside. R3 and his 
family had no questions or concerns. The facility called R3's medications to the pharmacy. The note lacked 
documentation of a recapitulation of R3's stay in the facility.On 08/06/25 at 10:59 AM, Social Services X 
stated when a resident planned to discharge, she talked to the resident and/or their representative about 
setting up home health and obtaining pharmacy orders.On 08/06/25 at 11:50 AM, Licensed Nurse (LN) G 
stated when a resident discharged , she completed a head-to-toe assessment, completed a medication 
reconciliation with the resident and/or their representative, asked the resident for their designated pharmacy, 
and made sure the resident had a 30-day supply of medications sent to the facility or if authorized by the 
provider, she sent the medications with the resident or their representative. She stated she documented in 
the discharge instructions assessment which included vital signs, any skin issues, treatments provided while 
they were a resident and why they were in the facility, medications and when to take them. LN G was unable 
to find the recapitulation of stay in the discharge instructions assessment when asked. She confirmed the 
assessment used for discharge instructions was titled [NAME]-Discharge Instructions- Interdiscipline. LN G 
stated she had not been instructed on if the facility had a separate discharge summary separate than the 
discharge instructions.On 08/06/25 at 12:06 PM, Administrative Nurse D stated when a resident discharged , 
nursing received the order for discharge and if the facility could send home the resident's medications. She 
stated the nurse documented a discharge summary in the assessment opened by Social Services and the 
nurse reviewed it with the resident and/or their representative. She stated the nurse went over the resident's 
medications with the resident and/or their representative and had them sign off on the discharge summary 
and medications. Administrative Nurse D confirmed the assessment used to document the discharge 
summary was titled [NAME]-Discharge Instructions- Interdiscipline and she was unable to find a 
recapitulation of stay in the discharge instructions. She stated a recapitulation of stay should be documented 
in the discharge summary note, but she did not know if the nurses had been doing that. She stated most of 
the discharge summary was included in the discharge instructions that the resident received a copy of. 
Administrative Nurse D stated the discharge instructions included how much assistance was needed, any 
wounds or treatments that needed done, follow-up appointments, list of medications, and the facility contact 
information in case of questions. She stated the nurse went over the discharge instructions with the resident 
or their representative unless they left abruptly or against medical advice (AMA) and did not want to go over 
the instructions. She stated the nurse should still document their attempt at giving the discharge instructions.
The facility's Discharge Summary, dated January 2025, directed the facility ensured a discharge summary 
was provided upon a resident's discharge which addressed the resident's discharge goals and needs, 
including caregiver support and referrals to local contact agencies. The policy defined a recapitulation of stay 
as a concise summary of the resident's stay and course of treatment in the facility. The policy directed a 
discharge summary included a recapitulation of the resident's stay that included but was not limited to 
diagnoses; course of illness/treatment or therapy; pertinent labs, radiology, and consultation results.- R4 
admitted to the facility on [DATE] and discharged [DATE].R4's Electronic Medical Record (EMR) 
documented diagnoses of major depressive disorder (major mood disorder), generalized muscle weakness, 
history of falling, and contusion (bruise) of right hip.The admission Minimum Data Set (MDS) dated 05/06/25, 
documented R4 had a Brief Interview for Mental Status (BIMS) score of 11, which indicated moderate 
cognitive impairment. R4's overall goal was to stay in the facility, and she had no active discharge planning.
The Cognitive Loss/Dementia (a progressive mental disorder characterized by failing memory and confusion) 
Care Area Assessment (CAA) dated 05/07/25, documented R4 had respiratory problems and mood 
disorders that could impact cognition.R4's Care Plan dated 05/01/25, documented R4 expressed a desire to 
remain in the facility for permanent placement. The plan directed the facility addressed R4's concerns in a 
timely manner and contacted R4's responsible party for any concerns.R4's EMR revealed the following:A 
Social Services Note on 07/11/25 at 12:09 PM, documented R4 planned to discharge out of the facility on 
07/21/25 to housing in another town. R4 chose a home health service to follow for nursing needs.An 
incomplete [NAME]- Discharge Instructions- Interdiscipline assessment, effective 07/14/25 at 12:38 PM, 
documented R4 required no equipment and had a referral for a home health nurse with the name of the 
home health company documented. The assessment lacked documentation of R4's discharge status, 
medication reconciliation, assistance level with activities of daily living (ADL), skin conditions, and a 
recapitulation of stay.A Social Services Note on 07/18/25 at 12:37 PM, documented R4 planned to discharge 
to an apartment in another town on 07/21/25. R4's family planned to pick her up and transport her.A Social 
Services Note on 07/21/25 at 10:46 AM, documented R4 planned to discharge that day, and she had a home 
health service in place for medication management.A Social Services Note on 07/21/25 at 10:49 AM, 
documented the facility faxed R4's medication list to her preferred pharmacy.R4's EMR lacked 
documentation of a discharge summary with a recapitulation of stay.On 08/06/25 at 10:59 AM, Social 
Services X stated when a resident planned to discharge, she talked to the resident and/or their 
representative about setting up home health and obtaining pharmacy orders.On 08/06/25 at 11:50 AM, 
Licensed Nurse (LN) G stated when a resident discharged , she completed a head-to-toe assessment, 
completed a medication reconciliation with the resident and/or their representative, asked the resident for 
their designated pharmacy, and made sure the resident had a 30-day supply of medications sent to the 
facility or if authorized by the provider, she sent the medications with the resident or their representative. She 
stated she documented in the discharge instructions assessment which included vital signs, any skin issues, 
treatments provided while they were a resident and why they were in the facility, medications and when to 
take them. LN G was unable to find the recapitulation of stay in the discharge instructions assessment when 
asked. She confirmed the assessment used for discharge instructions was titled [NAME]-Discharge 
Instructions- Interdiscipline. LN G stated she had not been instructed on if the facility had a separate 
discharge summary separate than the discharge instructions.On 08/06/25 at 12:06 PM, Administrative Nurse 
D stated when a resident discharged , nursing received the order for discharge and if the facility could send 
home the resident's medications. She stated the nurse documented a discharge summary in the assessment 
opened by Social Services and the nurse reviewed it with the resident and/or their representative. She stated 
the nurse went over the resident's medications with the resident and/or their representative and had them 
sign off on the discharge summary and medications. Administrative Nurse D confirmed the assessment used 
to document the discharge summary was titled [NAME]-Discharge Instructions- Interdiscipline and she was 
unable to find a recapitulation of stay in the discharge instructions. She stated a recapitulation of stay should 
be documented in the discharge summary note but she did not know if the nurses had been doing that. She 
stated most of the discharge summary was included in the discharge instructions that the resident received a 
copy of. Administrative Nurse D stated the discharge instructions included how much assistance was 
needed, any wounds or treatments that needed done, follow-up appointments, list of medications, and the 
facility contact information in case of questions. She stated the nurse went over the discharge instructions 
with the resident or their representative unless they left abruptly or against medical advice (AMA) and did not 
want to go over the instructions. She stated the nurse should still document their attempt at giving the 
discharge instructions.The facility's Discharge Summary, dated January 2025, directed the facility ensured a 
discharge summary was provided upon a resident's discharge which addressed the resident's discharge 
goals and needs, including caregiver support and referrals to local contact agencies. The policy defined a 
recapitulation of stay as a concise summary of the resident's stay and course of treatment in the facility. The 
policy directed a discharge summary included a recapitulation of the resident's stay that included but was not 
limited to diagnoses; course of illness/treatment or therapy; pertinent labs, radiology, and consultation results.
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The facility identified a census of 67 residents. The sample included nine residents, with three residents 
reviewed for bathing. Based on observations, record review, and interviews, the facility failed to provide 
consistent bathing for Residents (R) 5 and R6. This deficient practice had the risk of poor hygiene and 
decreased self-esteem and dignity for the affected residents.Findings included:- R5's Electronic Medical 
Record (EMR) documented diagnoses of generalized muscle weakness and unsteadiness on feet.The 
admission Minimum Data Set (MDS) dated 03/14/25 documented R5 had a Brief Interview for Mental Status 
(BIMS) score of 14, which indicated intact cognition. R5 required substantial/maximal assistance with bathing.
The Quarterly MDS dated 06/04/25, documented R5 had a BIMS score of 13, which indicated intact 
cognition. R5 required partial/moderate assistance with bathing.The Functional Abilities Care Area 
Assessment (CAA) dated 03/21/25 documented R5 reported weakness to upper and lower extremities as 
well as decreased range of motion (ROM- the full movement potential of a joint, usually its range of flexion 
and extension).R5's Care Plan dated 03/14/25 documented R5 preferred female caregivers only for showers, 
toileting, and all cares provided due to modesty and comfort level. The plan directed staff promoted R5's 
preference of choice regarding her individualized care.R5's Care Plan dated 05/22/25, documented R5 had 
an activities of daily living (ADL) self-care performance deficit requiring minimal to extensive assistance with 
ADLs. The plan directed R5 required extensive assistance with bathing.The Documentation Survey Report 
for 05/01/25 to 08/05/25 revealed the following documentation for R5's ADL- Bathing on Tuesday and Friday 
task: not applicable (NA) for 19 out of 28 scheduled bathing days, resident unavailable on one out of 28 
scheduled bathing days, and blank documentation for eight out of 28 scheduled bathing days.The 
Documentation Survey Report for 05/01/25 to 07/29/25 revealed R5 received shampoo with her shower/bath 
on 05/23/25, 06/03/25, and 06/17/25.On 08/05/25 at 03:57 PM, R5 sat on the side of her bed. Her hair 
appeared slightly greasy, and she had debris noted on her gown. R5 stated she last received a shower last 
week and she was not getting her showers regularly. She stated she would like more showers and would be 
happy with one shower a week. R5 stated not getting regular showers made her feel dirty.On 08/06/26 at 
11:40 AM, Certified Nurse Aide (CNA) M stated CNAs were responsible for bathing and they had assigned 
bathing. She stated the CNAs struggled to get bathing done recently. CNA M stated she documented bathing 
on paper and in the EMR. She stated if NA was documented, it might have meant that the CNA did not get to 
the bathing that day or they did not know how to document the bathing. She stated if a resident refused 
bathing, she asked them twice and if they continued to refuse then another CNA went in to ask them before 
they reported it to the nurse. CNA M stated R5 preferred to bathe in the sink, and it depended on how she 
felt that day if she accepted bathing.On 08/06/25 at 11:50 AM, Licensed Nurse (LN) G stated CNAs were 
responsible for their assigned bathing and when completed, the CNA gave the nurse the shower sheet and 
documented in the EMR. She stated if a resident refused bathing, the CNA told the nurse and filled out the 
shower sheet as a refusal then the nurse attempted to get the resident to bathe. LN G stated the CNAs 
documented refusals in the EMR and if the documentation was blank then she thought that meant the 
bathing did not get done. She stated R5 voiced her concerns but R5 did not report any bathing concerns to 
her.On 08/06/25 at 12:06 PM, Administrative Nurse D stated CNAs completed bathing and documented in 
the EMR and on a shower sheet. She stated if a resident refused bathing, the CNA reapproached one more 
time than the nurse offered bathing. Administrative Nurse D stated NA meant not applicable and she 
expected no blank documentation. She stated she expected CNAs to chart showers and refusals in the 
EMR. Administrative Nurse D stated she expected CNAs to complete their assigned bathing. She stated she 
had only had one resident complain about not getting baths and that was R5.The facility's Resident Showers 
policy, not dated, directed the facility assisted residents with bathing to maintain proper hygiene, stimulate 
circulation, and help prevent skin issues as per current standards of practice. The policy directed residents 
were provided showers as per request or as per facility schedule protocols and based upon resident safety.- 
R6's Electronic Medical Record (EMR) documented diagnoses of generalized muscle weakness, 
unsteadiness on feet, and need for assistance with personal care.The admission Minimum Data Set (MDS) 
dated 04/14/25, documented R6 had a Brief Interview for Mental Status (BIMS) score of 13, which indicated 
intact cognition. R6 required substantial/maximal assistance with bathing.The Quarterly MDS dated 
07/08/25, documented R6 had a BIMS score of 14, which indicated intact cognition. R6 required 
substantial/maximal assistance with bathing.The Functional Abilities Care Area Assessment (CAA) dated 
04/21/25, documented R6 was at risk for falls, complications of immobility, and depression (major mood 
disorder) due to functional decline.R6's Care Plan revised 08/04/25, documented R6 had an activities of daily 
living (ADL) self-care/mobility performance deficit. The plan directed R6 required extensive to total 
assistance with transfers using the stand-pivot method. The plan did not address bathing assistance.The 
Documentation Survey Report for 05/01/25 to 08/05/25 revealed the following documentation for R6's ADL- 
Bathing task: shower received for nine out of 28 scheduled days, not applicable (NA) for six out of 28 
scheduled bathing days, resident unavailable for four out of 28 scheduled bathing days, and blank 
documentation for nine out of 28 scheduled bathing days.The Documentation Survey Report for 05/01/25 to 
08/05/25 revealed R6 received shampoo with her shower/bath on 05/18/25, 07/06/25, 07/17/25 and 08/04/25.
On 08/05/25 at 03:45 PM, R6 sat in his wheelchair in his room and looked through his bedside table. His hair 
appeared greasy. R6 stated he did not get enough showers, and he wanted more.On 08/06/26 at 11:40 AM, 
Certified Nurse Aide (CNA) M stated CNAs were responsible for bathing and they had assigned bathing. She 
stated the CNAs struggled to get bathing done recently. CNA M stated she documented bathing on paper 
and in the EMR. She stated if NA was documented, it might have meant that the CNA did not get to the 
bathing that day or they did not know how to document the bathing. She stated if a resident refused bathing, 
she asked them twice and if they continued to refuse then another CNA went in to ask them before they 
reported it to the nurse.On 08/06/25 at 11:50 AM, Licensed Nurse (LN) G stated CNAs were responsible for 
their assigned bathing and when completed, the CNA gave the nurse the shower sheet and documented in 
the EMR. She stated if a resident refused bathing, the CNA told the nurse and filled out the shower sheet as 
a refusal then the nurse attempted to get the resident to bathe. LN G stated the CNAs documented refusals 
in the EMR and if the documentation was blank then she thought that meant the bathing did not get done.On 
08/06/25 at 12:06 PM, Administrative Nurse D stated CNAs completed bathing and documented in the EMR 
and on a shower sheet. She stated if a resident refused bathing, the CNA reapproached one more time than 
the nurse offered bathing. Administrative Nurse D stated NA meant not applicable and she expected no 
blank documentation. She stated she expected CNAs to chart showers and refusals in the EMR. 
Administrative Nurse D stated she expected CNAs to complete their assigned bathing. She stated she had 
only had one resident complain about not getting baths and that was R5.The facility's Resident Showers 
policy, not dated, directed the facility assisted residents with bathing to maintain proper hygiene, stimulate 
circulation, and help prevent skin issues as per current standards of practice. The policy directed residents 
were provided showers as per request or as per facility schedule protocols and based upon resident safety.
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