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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Complaint: 
2582599 Based on interview, review of the medical records, and review of other pertinent facility documents, 
it was determined that the facility failed to ensure a safe discharge for a resident (Resident #3) with severe 
cognitive impairment, who lived in the community alone, and was denied at home nursing care services upon 
discharge. This deficient practice was identified for 1 of 4 residents reviewed (Resident #3). Resident #3, 
who was had a Brief Interview for Mental Status (BIMS) score of 5 out of 15, indicating a severely impaired 
cognition with an admission diagnosis of cognitive impairment, was discharged from Medicare Part A 
services with a last date of coverage on [DATE]. Resident #3 lost an appeal and was discharged to the 
community on [DATE]. Resident #3 was assessed upon discharge to need at home nursing services, 
physical therapy (PT), and occupational therapy (OT). A review of a denial email from the home care nursing 
services (HCNS #1) [name redacted] indicated that since the resident was not ambulating without contact 
guard assist and wheelchair follow, with no caregiver to assist at home, it was not a safe referral for HCNS 
#1 [name redacted] to take. During an interview on [DATE], with the Director of Nursing (DON), the DON 
confirmed that Resident #3 would not have been a safe discharge to the community. The facility's failure to 
ensure Resident #3 was discharged from the facility safely with all the services required to meet the 
resident's needs placed Resident #3, as well as all residents being discharge from the facility at risk for an 
unsafe discharge. This posed the likelihood of serious harm, injury, impairment, or death which resulted in an 
Immediate Jeopardy (IJ) situation. The IJ began [DATE] at 1:33 P.M., when Resident #3 was discharged 
from the facility. The facility was notified of the IJ on [DATE] at 4:08 P.M. The facility submitted an acceptable 
Removal Plan (RP) on [DATE] at 4:23 P.M. The surveyor verified the implementation of the RP on-site 
during the continuation of the survey on [DATE] at 11:00 A.M. The evidence was as follows:A review of the 
facility's policy titled Transfer/Discharge/Bed Hold Policy and Procedure dated 4/2025, included This facility 
will ensure that it will not transfer or discharge a resident in an unsafe manner such as location that does not 
meet the resident's needs, does not provide needed support and resources, or does not meet the resident 
preferences and therefore should not have occurred. The surveyor reviewed the closed medical record for 
Resident #3. According to the admission Record (AR) face sheet, Resident #3 was admitted to the facility 
with diagnoses which included but were not limited to: mild cognitive impairment, enterocolitis due to 
clostridium difficile (C. diff; a bacteria infection that causes diarrhea and gastrointestinal cramping), 
hyperlipidemia (high cholesterol), essential hypertension (high blood pressure), unspecified protein-calorie 
malnutrition, and Parkinson's Disease without dyskinesia (movement disorder). According to the discharge 
Minimum Data Set (MDS), an assessment tool dated [DATE], Resident #3 had a Brief Interview for Mental 
Status (BIMS) score of 5 out of 15, which indicated the resident's cognition was severely impaired. A review 
of Resident #3's Care Plan (CP) included the following focus areas: A focus area initiated [DATE], for 
impaired cognition- that the resident triggered for cognitive loss related to diagnosis of cognitive impairment 
secondary to a history of Parkinson's Disease, stroke and BIMs score of 6 out of 15 (severely impaired). The 
resident is alert, oriented to themselves, and can follow one step directions. Resident #3 has impaired safety 
awareness. Interventions included: to provide activities that are not overly demanding; provide simple, 
structured activities that highlight the resident's capabilities while not drawing attention to deficits; use cueing 
as a technique to maximize independence, decrease potential frustration, attempt to keep daily routine, and 
monitor for change in mental status. A focus area initiated [DATE], that the resident is admitted for an 
anticipated short term sub-acute placement; expected to discharge from skilled nursing facility upon 
completion of care/services. Interventions included: interview the resident (or representative as appropriate) 
to understand resident's post-discharge transportation needs to determine/assess potential barriers to care; 
provide instructions at discharge that include at a minimum current medications, treatments, therapies, and 
allergies as applicable; refer resident to clinicians that coordinate care with this facility; arrange for post 
discharge support services; ascertain information about discharge setting to ensure needs can be met upon 
discharge; and discuss/address limitations, risks verses benefits, and importance/need for maximum 
independence. Meet with resident/family throughout stay to discuss discharge planning and coordinating 
needed services after discharge. A review of the Social Service History and admission Assessment (SSHAA) 
dated effective [DATE] at 11:07 A.M., included the following information: 1.Power of Attorney.1C. Is the 
resident/patient able to make decisions at this time? Yes, (1D. explain) patient and their significant other (RR 
#1) make decisions together. 6.Background Information.1. Background information informant: patient, 
medical records, other. 1A. explain: due to [resident's] confusion, the writer confirmed information with [RR 
#1].6. Parents/Siblings/Marital Status/Children/Other Supportive Family or Individuals: Per [resident, they] 
are divorced. [The resident] has a long term [significant other], [RR #], they have been together ten years.
Note: called [primary care physician (PCP)] care coordinator to inquire if there are any concerns regarding 
[the resident]. Per care coordinator, [the resident] has some cognition deficits has no local family. [The 
resident's] support is [RR #1]. [RR #1] was recently diagnosed with cancer and has been having other health 
issues. Called [the resident's] friend to confirm information, [the resident] has been staying on first floor. Prior 
to hospital admission, [the resident's] home is messy, and feces on the couch and other places in the home.
[RR #1] does not want to place [the resident] in a nursing home. At this time, the plan is to return to [the 
resident's] home. 7.Home Environment.7A. Comments: [The resident] has been staying with [RR #1] 
occasionally but since [RR #1's] cancer diagnosis that has declined. 11.Social Determinants of Health 
Transportation. [RR #1] has been transporting [the resident] to [doctor's appointments]; however, due to [RR 
#1's] own medical issues [RR #1] is unable to transport [the resident]. A review of the Progress Notes (PN) 
included the following notes: A PN dated [DATE] at 4:12 P.M., by the Social Worker (SW), revealed that the 
Notice for Medicare Non-Coverage (NONMC) form was completed with the resident's significant other (RR 
#1) via telephone informing them that [Medicare's] last day of coverage was [DATE], and the resident would 
be discharged from the facility on [DATE]. RR #1 was informed that they could appeal, and the 
Interdisciplinary Care Provider (IDCP) filed the appeal as RR #1 was unable to due to chemotherapy. A PN 
dated [DATE] at 4:16 P.M., completed by the SW, revealed that they received a call from the resident's 
primary care physician (PCP) care coordinator and insurance case worker. The SW informed both the care 
coordinator and insurance case worker that resident was issued a discharge date of [DATE], and lost the 
appeal. The SW informed both the care coordinator and insurance case worker, a referral was sent to HCNS 
#1 [name redacted], and the writer is going to call Adult Protective Services (APS) upon discharge. The 
resident was provided information on [state run community care giving program name redacted], a geriatric 
case worker, and at home meals delivery service. The SW wrote that they would continue to follow case 
closely. A PN dated [DATE] at 1:45 P.M., completed by the SW, revealed that Resident #3 was discharged 
home with HCNS #1 [name redacted] and a call was placed to APS, and got voicemail, will contact again. A 
PN dated [DATE] at 3:09 P.M., indicated that HCNS #1 [name redacted] denied the referral, and a referral 
was sent to HCNS #2 [name redacted] and HCNS #3 [name redacted]. A PN dated [DATE] at 3:33 P.M., 
revealed that the SW received a call back from APS and notified them of Resident #3's situation and that 
Resident #3 was denied from HCNS #1, HCNS #2, and HCNS #3 [names redacted] services. A call was 
placed to HCNS #4 [name redacted]. A PN dated [DATE] at 11:40 A.M., revealed that [name redacted] 
PT/OT does not cover Resident #3's county and a call was placed to Resident #3's insurance case manager 
notifying them of the insurance denials. A review of the resident's NOMNC dated [DATE], indicated that 
patient unable to sign. A review of Resident #3's Discharge Planning and Care Coordination Patient Report 
(DPCCPR) dated effective [DATE] at 9:48 AM, included the following: A. General Information Related to Stay.
12. Support System: Patient has no support system, patient's [spouse] is the only support [the resident] has. 
The writer connected [the resident] to case worker. 13. Participants in Discharge Decision Making: 
individual/patient and representative. 14. Attitude about discharge/comment: IDCP appealed for patient, 
patient is agreeable to discharge plan. 2. Social Services Referrals 1. Per your request, a referral was made 
for: an evaluation for skilled home care services 1a. Name of skilled home care services: HCNS #1 [name 
redacted].Psychosocial 2. Any psychosocial concerns? Yes, (2a.) called PCP care coordinator to inquire if 
there are any concerns regarding patient. Per care coordinator, patient has some cognition deficits has no 
local family. [RR #1] was recently diagnosed with cancer and has been having other health issues. Patient's 
home is messy, and feces on the couch and other places in the home. 4. Therapy Services.Functional Status.
3. Toileting hygiene [.] setup or clean-up assistance; 4. Shower/Bathe Self [.] setup or clean-up assistance.
12. Transfers - Sit to Stand [.] setup or clean-up assistance. 13. Transfers - Chair/Bed-to-Chair [.] setup or 
clean-up assistance. 13. Transfer Toilet [.] setup or clean-up assistance.The following were not attempted 
due to medical condition or safety concerns: walk 150 feet, walk 10 feet on uneven surface, step (curb), and 
picking up an object. 6. Nursing.4. Were discharge goals met? No.Behavioral Patterns: oriented to person 
and long-term and short-term memories were fair. 7. Post Discharge Pharmacy Information.B. Prescriptions: 
A1. This current reconciled medication list has been provided to Resident/Family/Caregiver: verbally in 
person and paper-based via copy/printout. medications included a tapered dosing of an antibiotic to be 
administered from [DATE] through [DATE], with the frequency of doses varying. A review of Resident #3's 
Wheelchair Run Sheet for discharge home, indicated that Licensed Practical Nurse (LPN #1) signed the form 
because patient was unable to sign reason weak. The resident was picked up from the facility on [DATE] at 
1:33 P.M., and the resident arrived home on [DATE] at 1:52 P.M. A review of an email dated [DATE] at 3:07 
P.M., to the SW from HCNS #1 [name redacted], revealed that it seems the patient was still not ambulating 
without [contact guard assist] and wheelchair follow.with no caregiver to assist at home this isn't a safe 
referral for us to take, we are going to have to decline. On [DATE] at 11:45 A.M., the surveyor interviewed 
LPN #1 about the discharge process, who stated that if a resident was not cognitively intact, they would 
speak to the power of attorney (POA) and escalate the situation to the Licensed Nursing Home Administrator 
(LNHA) or the DON. LPN #1 also stated she did not recall Resident #3. On [DATE] at 11:58 A.M., the 
surveyor interviewed the Director of Social Work (DSW) regarding what she would consider a safe 
discharge. The DSW stated that the facility typically had a discharge planning meeting that was 
interdisciplinary and at that meeting, recommendation options and plan of care was reviewed with the 
resident and their family. The DSW also stated, If a patient is alert and oriented, they have their rights, but if 
we are concerned then we do follow up with an APS referral. We look at BIMS, how they make their needs 
known and take in the whole picture. I don't do it just based off the BIMS. We don't look only at the BIMS 
because if you have been here a while it's easy to lose track of the week. The DSW further stated that 
residents went home with visiting nurses and that there was an occasional gap in services because the 
county only had two home care nursing companies that cover them. On [DATE] at 12:09 P.M., the surveyor 
interviewed the Assistant Director of Nursing (ADON), who stated that she was familiar with the unit that 
Resident #3 was on because they did not have a unit manager at that time. The ADON stated that she did 
recall Resident #3. When asked about discharging a resident who was not cognitively intact home alone, the 
ADON stated, We would not discharge a resident if they were not cognitively intact because we would not 
consider that a safe discharge. On [DATE] at 12:33 P.M., the surveyor interviewed the DON regarding the 
facility's discharge process. The DON stated that a safe discharge should be planned upon admission and 
an interdisciplinary meeting with responsible parties was held. When asked about Resident #3 and their 
discharge home, the DON stated that she vaguely remembered Resident #3. The DON also stated, If a 
resident is cognitively impaired, we would work with their responsible party. If the responsible party is not 
able to step in, usually we would have to meet as a team and find out why and see how we would work to 
keep the patient. If a resident has a BIMS score of 5 staff should not be speaking to them regarding their 
medical decisions. To discharge a resident with a BIMS of 5 with no one home is not correct. This is not per 
policy for [the facility]. Usually if the DON and LNHA are notified we could have stopped this. I was never 
notified of this, and if I was, I would have escalated to the proper channels. I would agree that [Resident #3] 
was an unsafe discharge. On [DATE] at 1:18 P.M., the surveyor interviewed the Director of Rehab (DOR), 
who stated that she was familiar with Resident #3 and that Resident #3 was independent at the end of PT. 
When asked why Resident #3 was recommended for PT/OT services upon discharge, the DOR stated it was 
recommended for Resident #3 so that they could have a safe at home recommendation. On [DATE] at 1:35 
P.M., the surveyor interviewed the DSW and the ADON together and questioned if a social work home 
consultation (consult) was conducted for Resident #3 as per the facility's Social Service History and 
admission Assessment (SSHAA) dated [DATE]. The DSW stated that they would look to see if a social work 
consult for the home was conducted but that RR #1 stated that RR #1 would clean up the home. When 
questioned if Resident #3 lived with RR #1 or if RR #1 was home at discharge, the DSW stated that she was 
unsure. During that interview, the surveyor questioned why the DPCCPR under Nursing indicated that 
discharge goals were not met, and the ADON stated that she would have to refer the surveyor to the LPN 
(LPN #1) who discharged Resident #3. On [DATE] at 1:54 P.M., the surveyor re-interviewed LPN #1, who 
discharged Resident #3, in the presence of the ADON. LPN #1 stated that she could not recall Resident #3 
completely but stated that she pressed the wrong button on the DPCCPR regarding Resident #3's discharge 
goals not being met. LPN #1 further stated that she did not complete Resident #3's discharge as per facility's 
discharge policy. At that time, the surveyor requested original discharge paperwork with signatures, and the 
ADON stated that everything was computerized and what the surveyor had was all that the facility had. On 
[DATE] at 2:08 P.M., the surveyor conducted a telephone interview with the SW who oversaw Resident #3 
during their stay in the facility. The SW stated that the facility was working under the impression that 
Resident #3 had capacity. The SW stated that she was working with RR #1, and RR #1 stated was telling me 
that home was not a good decision. The SW stated that she tried to appeal the discharge, and she made the 
care coordinator and the LNHA aware. The SW stated that she gave the resident and RR #1 resources to 
the best of her ability, and she wanted the resident to stay in long-term care, but the resident had the 
capacity to make their own decisions. The SW stated that no one had told her that Resident #3 did not have 
the capacity to make their own decisions, and the SW stated that she made the DON and the LNHA aware of 
all her concerns. (This contradicted the surveyor's previous interview with the DON who denied knowledge of 
the concerns surrounding Resident #3's discharge.) The SW stated that the resident was denied for all 
visiting nursing services as well as at home PT/OT. The facility submitted an acceptable Removal Plan (RP) 
on [DATE] at 4:23 P.M., indicating that the action the facility will take to prevent serious harm from occurring 
or recurring. The facility implemented a corrective action plan to remediate the deficient practice to include: 
on [DATE], the LNHA and DON reviewed the facility's Transfer/Discharge/Bed Hold Policy with no revisions 
made; on [DATE], the LNHA re-educated the DSW on the facility's Transfer/Discharge/Bed Hold Policy; on 
[DATE], an audit was conducted by the DSW for the pending facility discharges for the week and confirmed 
all discharges had confirmed at home care services setup; on [DATE], the DON conducted in-services with 
all licensed nurses and SW to re-educate on the Transfer/Discharge/Bed Hold Policy and that the licensed 
nurses upon discharge, the discharge summary must be printed out and signed by the resident and/or their 
representative and uploaded to the electronic medical system. On [DATE], the LNHA and DSW spoke to the 
SW regarding the resident's discharge and confirmation of services prior to discharge. The surveyor verified 
the implementation of the RP on-site during the continuation of the survey on [DATE] at 11:00 A.M. NJAC 
8:39-5.4(c); 39.1
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Complaint # 2582599Based on interview, review of the medical records, and review of other pertinent facility 
documents, it was determined that the facility failed to ensure a discharge summary was written at the time a 
resident (Resident #3) was discharged from the facility. This deficient practice was identified for 1 of 4 
residents reviewed (Resident #3).The surveyor reviewed the closed medical record for Resident #3.
According to the admission Record (AR) face sheet, Resident #3 was admitted to the facility with diagnoses 
which included but were not limited to: mild cognitive impairment, enterocolitis due to clostridium difficile (C. 
diff; a bacteria infection that causes diarrhea and gastrointestinal cramping), hyperlipidemia (high 
cholesterol), essential hypertension (high blood pressure), unspecified protein-calorie malnutrition, and 
Parkinson's Disease without dyskinesia (movement disorder).According to the discharge Minimum Data Set 
(MDS), an assessment tool dated 7/25/25, Resident #3 had a Brief Interview for Mental Status (BIMS) score 
of 5 out of 15, which indicated the resident's cognition was severely impaired.A review of Resident #3's Care 
Plan (CP) included the following focus areas:A focus area initiated 7/18/25, for anticipated short term, 
sub-acute placement; expected to discharge to community from skilled nursing facility (SNF) upon 
completion of care/services. Interventions included: to arrange for post discharge support services; make 
necessary referrals for Durable Medical Equipment (DME) & home care services; social services will 
communicate with nursing and physicians for medical needs; encourage ongoing resident participation in 
discharge planning; set reasonable goals for reaching safe discharge; communicate with resident/family 
regarding services, equipment, prescriptions, and follow up recommendations; assess need for education 
regarding meds, diet, etc., & provide teaching as needed.A review of Resident #3's Progress Notes (PN), did 
not include a final discharge summary note written by the LPN at the time of the resident's charge.On 
8/11/25 at 01:35 P.M the surveyor interviewed the Assistant Director of Nursing (ADON). The ADON stated 
the facility's policy is to leave a note at the time of discharge and confirmed this was not done for Resident 
#3.On 8/11/25 at 01:54 P.M the surveyor interviewed the Licensed Practical Nurse (LPN) who was 
responsible for discharging Resident #3. LPN stated that she could not recall Resident #3 completely, but 
she confirmed did not complete Resident #3's discharge as per facility's discharge process.A review of the 
facility's policy titled Transfer/Discharge/Bed Hold Policy and Procedure dated 4/2025, included under 
Documentation: The facility will ensure that the transfer/discharge is documented in the resident's medical 
record (when applicable) an appropriate information is communicated to the receiving health care institution 
or provider.
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