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F 0660 Plan the resident's discharge to meet the resident's goals and needs.

Level of Harm - Minimal harm 41876
or potential for actual harm
The facility failed to ensure the discharge process was followed by failing to:
Residents Affected - Few
1. Ensure a resident's discharge location was accurate (Resident #1);
Note: The nursing home is
disputing this citation. 2. Ensure a resident and/or resident's responsible party (RP) was provided information in order to select a
home health agency (Resident #1); and,

3. Ensure the resident and/or RP received the discharge summary and instructions prior to discharge
(Resident #1).

This deficient practice was identified for 1 (Resident #1) of 3 (Resident #1, Resident #2, Resident #3)
sampled residents investigated for discharge planning.

Findings:

Review of Discharge-Transfer of a Resident Policy and Procedure effective 08/21/2017 revealed, in part, the
purpose of the policy and procedure was to ensure a safe departure from the facility and provide sufficient
information for after care of the resident. Further review revealed when a resident was discharged , the
facility must complete the Discharge Summary/Instructions assessment and review the assessment with the
resident and/or RP prior to discharge. Review revealed the resident and/or RP must sign a copy of the
assessment form to indicate they have received and understood the instructions, and a copy of the
assessment form should be given to the resident and/or RP. The signed copy of the assessment form should
be placed in the resident's record.

Review of Resident #1's Admission Minimum Data Set with an Assessment Reference Date of 03/31/2024
revealed, in part, Resident #1 was admitted to the facility from the hospital on 03/06/2024 with a goal to be
discharged back into the community.

Review of Resident #1's care plan with a start date of 03/25/2024 revealed, in part, Resident #1 was care
planned to return to her home with interventions for staff to assist Resident #1 with obtaining community
resources for discharge, accommodate for Resident #1's discharge goals of care and treatment, and arrange
and/or notify Resident #1 of the home health agency of Resident #1's choosing.

Review of Resident #1's Face Sheet revealed Resident #1's address and Resident #1's Responsible Party's
address were the same location.

(continued on next page)
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F 0660 Review of Resident #1's note written by S4Social Services Director (SSD) on 03/08/2024 at 8:32 a.m.
revealed, in part, prior to admission, Resident #1 resided in a senior living community. Further review
Level of Harm - Minimal harm or revealed Resident #1 planned to be discharged to the community after she completed therapy.

potential for actual harm
Review of the facility's Detail Admission/Discharge Report from 04/03/2024 through 06/03/2024 revealed, in

Residents Affected - Few part, Resident #1 was discharged home from the facility on 05/02/2024 with home health care.
Note: The nursing home is Review of Resident #1's Discharge Summary/Instructions revealed, in part, on 05/02/2024, Resident #1 was
disputing this citation. discharged home with home health services. Further review revealed Resident #1's RP's address was listed

as Resident #1's discharge address. Review of the discharge instructions revealed no signature present to
confirm the above mentioned information was provided.

There was no documented evidence, and the facility was unable to provide any documented evidence
Resident #1 and/or Resident #1's RP was provided discharge instructions or signed the Discharge
Summary/Instructions assessment form to acknowledge receipt of the discharge instructions.

There was no documented evidence, and the facility was unable to provide any documented evidence
Resident #1 and/or Resident #1's RP was provided a list of compiled home health agencies to pick from.

In an interview on 05/31/2024 at 3:20 p.m., Resident #1's granddaughter indicated there were issues with
Resident #1's discharge because the facility had set up Resident #1 to be discharged to Resident #1's RP's
address instead of Resident #1's home address. Resident #1's granddaughter further indicated at discharge,
Resident #1 nor Resident #1's RP were provided information regarding the location Resident #1 was being
discharged to. Resident #1's granddaughter also indicated Resident #1 and Resident #1's RP were not
provided a list of home health agencies to choose from.

In an interview on 06/04/2024 at 12:39 p.m., S2Licensed Practical Nurse (LPN) confirmed when she
discharged a resident, a copy of the discharge instructions were provided to the resident and/or the
resident's family. S2LPN further indicated she would obtain the resident and/or the resident's family's
signature on the discharge instructions and then would place the copy in the resident's chart. S2LPN further
indicated she would have the resident and/or resident's family sign the instructions to acknowledge the
discharge instructions were provided to them prior to the discharge.

In an interview on 06/05/2024 at 11:33 a.m., S3LPN confirmed she was the nurse who discharged Resident
#1. S3LPN further confirmed she did not get the discharge summary form signed by Resident #1 or Resident
#1's RP. S3LPN indicated she did not go over Resident #1's discharge arrangements with Resident #1 or
Resident #1's RP at the time of the discharge.

In an interview on 06/05/2024 at 11:45 a.m., S2Director of Nursing (DON) indicated she was aware Resident
#1 planned to return to her own address when discharged . S2DON confirmed Resident #1's Discharge
Summary/Instructions revealed Resident #1 was discharged to Resident #1's RP's address, which was
incorrect. S2DON stated Resident #1's Discharge Summary/Instructions form should have been reviewed
and signed by Resident #1 and/or Resident #1's RP to ensure Resident #1 and/or Resident #1's RP were
aware of all discharge arrangements prior to discharge. S2DON indicated reviewing the discharge
arrangements prior to discharge could have caught the error of Resident #1's discharge location. S2DON
confirmed S4SSD should have confirmed Resident #1's discharge address of the prior to initiating and
setting up discharge.

(continued on next page)
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F 0660 In an interview on 06/05/2024 at 12:56 p.m., S4SSD indicated when in Resident #1's care plan meeting,
Resident #1's family said Resident #1 would return home on discharge, and S4SSD assumed the address
Level of Harm - Minimal harm or on Resident #1's face sheet was Resident #1's home address. S4SSD stated she could not recall if she ever
potential for actual harm specifically verified that Resident #1 was going back to the address on Resident #1's face sheet. S4SSD
confirmed Resident #1's discharge address was incorrect, and S4SSD should have verified the discharge
Residents Affected - Few location during the discharge process. S4SSD confirmed she had not provided Resident #1 and/or Resident

#1's RP a list of available home health agencies to choose an agency from.
Note: The nursing home is

disputing this citation.
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