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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is
prepared for a safe transfer/discharge.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, record review, and document review, the facility failed to ensure the
Discharge Summary was completed before obtaining a resident's signature and prescribed discharge
medications were appropriately coordinated and transferred with the resident upon discharge for 1 of
36 sampled residents (Resident 118).The deficient practice had the potential to result in an
incomplete medical record and discharge instructions, interruption of prescribed medication therapy,
lack of continuity of care, delayed treatment, inappropriate billing and medication charges, and
adverse clinical outcomes following discharge. Findings include:Resident 118 (R118) was admitted on
[DATE], with diagnoses including fracture of left femur and anemia.A Case Management Progress
Note dated 04/28/2026, documented R118 expressed a desire to discharge to an assisted living
facility. The receiving facility accepted the transfer, scheduled discharge for 04/30/2026, and
arranged wheelchair transportation.1) The Packing Slip/Proof of Delivery dated 04/30/2026,
documented the facility's receipt of the prescribed medications. The record indicated Nitrofurantoin
100 mg capsules, Rx #90512785/001, quantity 14, and Oxycodone, Rx #90512388/001, quantity 30
tablets, were delivered to the facility and received by nursing staff, as evidenced by the signature on
the Proof of Delivery.On 07/09/2026 at 9:50 AM, the Director of Nursing (DON) indicated R118 was
discharged on 04/30/2026, with the scripts to the accepting facility. The DON confirmed the
Oxycodone and Nitrofurantoin were delivered to the facility and it was returned to the pharmacy post
resident's discharge.On 07/09/2026 at 10:01 AM, the Pharmacist confirmed, upon review of the
medication return log, there was no documentation indicating 30 tablets of oxycodone had been
returned to the pharmacy. The Pharmacist indicated being unable to determine whether the
nitrofurantoin had been returned because it was a non-controlled medication and was not tracked.On
07/09/2026, in the morning, the nurse who discharged R118 confirmed the facility had ordered and
received the Oxycodone containing 30 tablets before R118's discharge; however, the medication was
not provided to R118. The nurse acknowledged the Nitrofurantoin was received after R118's
discharge. The nurse indicated R118 was discharged on 04/30/2026 after 11:00 AM and confirmed the
prescribed discharge medications had not been appropriately coordinated and transferred with R118
upon discharge.On 07/09/2026, at 1:36 PM, the DON acknowledged the facility ordered and received
the Oxycodone prior to R118's discharge. The DON indicated staff were expected to clarify discharge
medication orders with the physician whenever there was uncertainty regarding whether a controlled
substance, such as Oxycodone, was to accompany the resident upon discharge. The DON explained
the physician's discharge orders should clearly specify whether the narcotic medication was to be
sent with the resident, and staff were expected to obtain clarification before discharge.The DON
located and presented R118's previously delivered unopened bubble pack containing 30 tablets of
(continued on next page)
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Oxycodone. The DON indicated the Nitrofurantoin may have already been destroyed and acknowledged
R118 may have been billed for the medication because the resident was private pay.2) On
07/09/2026, in the morning, the nurse who discharged R118 confirmed the Discharge Summary had
not been completed before R118 signed the document and acknowledged the practice was not
consistent with the professional standard of practice. The nurse explained the discharge information
should have been completed, reviewed and explained to R118, and the resident's signature obtained to
acknowledge understanding of the discharge instructions.On 07/09/2026, in the morning, the Medical
Records staff confirmed R118's Discharge Summary contained blank sections despite documentation
of R118's signature.On 07/09/2026, at 1:36 PM, the Director of Nursing (DON) confirmed R118's
Discharge Summary had not been completed. The DON indicated nurses were expected to complete
the discharge information before obtaining the resident's signature to ensure the discharge
instructions were complete, appropriate, and understood by the resident.A facility policy titled,
Discharge Summary and Plan, revised October 2022, documented when a resident's discharge was
anticipated, a discharge summary and post-discharge plan were developed to assist the resident with
discharge. The policy documented a copy of the evaluation of the resident's discharge needs, the
post-discharge plan, and the discharge summary was provided to the resident and receiving facility,
with a copy maintained in the resident's medical record.Complaint #3025672
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