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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews during the abbreviated survey (Complaint ID# 2613592), the facility failed to 
provide and document sufficient preparation and orientation to residents to ensure safe and orderly transfers 
or discharges from the facility for one (1) of three (3) residents (Resident #2). Specifically, Resident #2 was 
discharged on 05/19/2025 to the Department of Social Services via family transportation without consulting 
the Department of Social Services to ensure the plan met the resident's health and safety needs, and 
preferences. The resident had no identification, and no supportive services in place, and was discharged 
without proper education and supplies to manage their diabetes and diabetic wounds. This resulted in the 
likelihood of serious harm, serious injury, serious impairment or death that was Immediate Jeopardy to 
Resident #2. Findings include:The facility policy Discharge Planning, last reviewed 01/2025, documented the 
discharge planning program maintained a coordinated program to ensure each resident had a plan of 
continuing care which met their post-discharge needs. The Discharge Coordinator (Social Worker) was 
responsible to develop a discharge plan which reflected input from all appropriate disciplines, the resident 
and the resident's representative. They would initiate all referrals for post discharge care and needs. The 
attending physician was responsible for overseeing all discharge plans. The facility policy Discharge 
Medications, last reviewed 01/2024, documented the charge nurse verified the medications were labeled 
with the current physician orders including instructions for use and reconcile pre-discharge medications with 
post-discharge medications. The nurse completed the medication disposition record that included: the 
resident's name, name of the person assisting or administering the medication post-discharge, date of 
discharge, name of each medication, the prescription number for the medication, the quantity of each 
medication, the strength of the medication, any special instructions, telephone numbers for the physician, 
pharmacy and the facility, and the signatures of both the person receiving the medication and the nurse 
releasing the medication. Resident #2 had diagnoses including diabetes with hyperglycemia (high blood 
sugar) and diabetic neuropathy (nerve damage). The 04/13/2025 Minimum Data Set (a resident assessment 
tool) documented the resident was cognitively intact, was moderately depressed, had no behavioral 
symptoms, required supervision to touching assistance for most activities of daily living, had diabetic foot 
ulcers, and received insulin injections. The Comprehensive Care Plan documented: -10/17/2024 the 
resident's placement was short-term, the resident was currently homeless, and discharge was uncertain. The 
resident's family was working on finding an apartment. Interventions included to assist the resident with 
applications with community resources, assist with obtaining durable medical equipment and medical 
supplies prior to discharge, educate the resident and the family about community resources, make 
appropriate referrals as needed, obtain a discharge order and prescriptions as needed, and provide the 
resident or representative teaching as needed for medications, diet, wound care, or adaptive equipment.
-10/18/2024 the resident had peripheral vascular disease (poor circulation) related to diabetes, injuries to 
their extremities including multiple toe amputations and peripheral artery disease. Interventions included to 
monitor blood pressure and vital signs, and report results not within normal limits to the medical provider, 
monitor laboratory values and report abnormal values to the medical provider, and provide a therapeutic diet 
and supplements as ordered. The Discharge Medication listing documented two (2) different frequencies for 
wound care to the resident's wounds. This included:- A 05/12/2025 order to cleanse left third toe wound with 
wound cleanser and pat dry, apply collagen powder to wound bed, cover with an abdominal pad (absorbent 
pad) and secure with kerlix (gauze bandage roll) every Monday, Wednesday, and Friday. - A 05/19/2025 
order to cleanse left third toe wound with wound cleanser and pat dry, apply collagen powder to wound bed, 
cover with an abdominal pad (absorbent pad) and secure with kerlix (gauze bandage roll) every Monday and 
Thursday.- A 05/12/2025 order to cleanse the right plantar medial distal foot with wound cleanser and pat 
dry, apply collagen powder to wound bed, cover with an abdominal pad (absorbent pad) and secure with 
kerlix (gauze bandage roll) every Monday, Wednesday, and Friday.- A 05/19/2025 order to cleanse the right 
plantar medial distal foot with wound cleanser and pat dry, apply collagen powder to wound bed, cover with 
an abdominal pad (absorbent pad) and secure with kerlix (gauze bandage roll) every Monday, Wednesday, 
and Friday. The 05/15/2025 physician's order documented to inject 38 units of insulin glargine-yfgn (brand 
name Semglee) subcutaneous solution 100 unit/milliliters subcutaneously at bedtime for diabetes. The 
05/14/2025 Social Worker #4 note documented the resident's sibling called and stated they would be arriving 
on 05/19/2025 to pick up the resident to take the resident to the Department of Social Services as they were 
unable to find the resident an apartment in the community. The resident agreed and reported they did not 
have a primary care provider. Social Worker #4 scheduled a new patient appointment for the resident. The 
resident did not need services. The 05/19/2025 at 8:14 AM Social Worker #4 note documented they spoke 
with the resident's sibling who had toured an apartment on Friday and was waiting for a response from the 
landlord. If they were unable to get the apartment, they would come get the resident and take them to the 
Department of Social Services later. The 05/19/2025 at 9:45 AM Social Worker #4 progress note 
documented the resident's sibling stated the application for the apartment was rejected. The resident's 
sibling spoke with the resident, and they were still going to pick the resident up to take them to the 
Department of Social Services that day. The resident and the resident's sibling were informed of the primary 
care appointment scheduled for 05/22/2025 and the resident was happy to be returning to the community.
The 05/19/2025 Physician Discharge Summary by Nurse Practitioner #7, included in the resident's 
Discharge Packet documented the following Treatments/Interventions: ‘continue wound care for continuity of 
healing, Santyl w/DSD 2 times weekly and prn for soiled dressing, elevate legs & offload weaning off narcotic 
analgesics; only 1 tab po qd prn: #4-0 Rx monitor BS AC &HS; medications as only Rx; discuss with PCP on 
F/U Support DM with balanced nutrition to support wound healing and glycemic control'. The resident was to 
be discharged into their sibling's care with a community provider follow up for comprehensive management 
of their comorbidities and wound care. The resident had a primary care provider appointment on 05/22/2025. 
The Transfer/Discharge Notice dated for 05/19/2025 documented the resident was discharging to the 
Department of Social Services. The Team-Discharge and Care Plan Summary Guide, Nursing Discharge 
Plan signed by Licensed Practical Nurse Manager #8 on 05/19/2025 did not include a list of medications the 
resident was discharged with. There was no documented evidence the Medication Reconciliation was 
checked off as completed. The Social Service Discharge Plan, signed by Social Worker #4 on 05/18/2025, 
documented the resident's discharge destination was the Department of Social Services. The discharge plan 
checklist had none checked off for home services and documented the resident was to return to independent 
living. The discharge plan checklist indicated the discharge plan was reviewed with the resident and - a copy 
was provided to the resident. There is no documented evidence the resident representative was checked off 
as having received the information and there was no documented evidence of resident or representative 
signature on the discharge instructions There was no documented evidence Resident #2 was provided 
education for managing their diabetes or wound care prior to discharge, and there was no documented 
evidence the resident was provided with the needed supplies to effectively manage diabetes. There was no 
documented evidence facility staff contacted the Department of Social Services prior to discharge to ensure 
the resident would be provided with housing and needed services.The 05/22/2025 Hospital Record 
documented the resident presented at the emergency department as instructed by their primary care 
provider due to a blood sugar of 474. The primary care provider had informed the Emergency Department 
the resident's recent labs documented high blood sugars and the resident was recently discharged from a 
nursing home without insulin or medications sent to a pharmacy. The resident initially refused intravenous 
insulin and stated their blood sugars ran high, and the nursing home just gave him a shot to fix it. Resident 
was given 60 units of insulin in Emergency Department to come down to a blood sugar of 231. They were 
admitted to the hospital overnight for monitoring of blood sugar and elevated troponin. They were discharged 
from the hospital on [DATE] with medications, including insulin and glucometer, called into pharmacy for 
family pick up.During an interview on 10/15/2025 at 1:23 PM, Social Worker #4 stated the resident was 
hesitant to discharge to the Department of Social Services but ultimately decided to go. The resident had no 
identification or Social Security Card. Nursing was responsible for teaching the residents regarding wound 
care and diabetic management. The resident had not established with a primary care provider so they could 
not set them up with home health or wound care and they had to see their new primary care provider to get a 
referral. During a follow up interview on 10/21/2025 at 10:18 AM, Social Worker #4 stated they had not called 
the Department of Social Services prior to the resident discharging. They were unaware of how the 
emergency housing worked at the Department of Social Services and were unaware the resident was denied 
placement for emergency housing the day of discharge. They stated they would likely call the Department of 
Social Services for a resident who wanted to go and had no family support, but they would only inquire about 
general questions as they wouldn't release the resident's name due to the Health Insurance Portability and 
Accountability Act.During an interview on 10/16/2025 at 1:47 PM, the Director of Social Services stated they 
provided discharge transfer notices to all residents discharging the facility by the day of discharge listing their 
discharge date . They stated Resident #2's sibling was having a hard time locating them an apartment for 
discharge. They stated the family wanted the resident to discharge to the Department of Social Services, so 
the facility worked to make that happen. Sometimes a resident who did not have a primary care provider in 
the community needed to be seen by their new primary care before home health orders could be signed, it 
depended on the home health agency. Nursing was responsible for diabetic teaching. During a follow up 
interview on 10/20/2025 at 12:38 PM, the Director of Social Services stated nursing was responsible for 
ensuring the resident was discharged with enough medication to get them to their primary care provider 
appointment. If a resident needed a glucometer, one could be ordered through the resident's outpatient 
pharmacy or through a local medical supplier. They believed Nurse Practitioner #7 was aware the resident 
was being discharged to the Department of Social Services. During a telephone interview on 10/17/2025 at 
9:38 AM, the resident's sibling stated they picked up the resident from the facility on 05/19/2025 because 
they were under the impression (as reported in the initial complaint from the relative, the resident stated the 
facility was going to kick them out) the resident was going to be discharged to the streets in the same town 
as the facility (which is over 100 miles from the sibling's residence) due to them being unable to find the 
resident an apartment. The resident was discharged without insulin and the resident's sibling was unaware 
the resident had wounds until their doctor's appointment on 05/22/2025. Upon discharge, they were given a 
bag containing clothing and bandages and were handed pill cards of medications and a prescription for the 
resident's narcotic medication. The resident had no identification card or Social Security card. The resident's 
sibling had to obtain identification at the Sheriff's office to be able to present at the Department of Social 
Services. The resident was declined at the Department of Social Services on 05/19/2025 due to a previous 
non-paid emergency housing stay. The resident's sibling paid for the resident's hotel that evening and then 
returned to the Department of Social Services the following day to get the situation straightened out. The 
resident's sibling paid the resident's participation for the emergency housing, so the resident had a place to 
stay. The resident also had no food stamps in place when they were discharged and had to be provided 
groceries by their sibling. On 05/22/2025, the resident had blood work done at the doctor's office. The 
medical office notified the resident's sibling that evening and advised the resident to go to the emergency 
room due to high blood sugar. The resident was hospitalized [DATE] to 05/23/2025 due to hyperglycemia. 
During a telephone interview on 10/17/2025 at 3:42 PM, Nurse Practitioner #7 stated the resident was 
discharged with their sibling and into the sibling's care. They were unaware the resident was homeless and 
discharging to the Department of Social Services. It would not have been a safe discharge for the resident to 
be homeless or go to a hotel by themselves and they would not have signed off on it. A resident who had 
insulin should receive education prior to discharge and the needed supplies provided or called into the 
pharmacy. During a phone interview on 10/20/2025 at 10:34 AM, Medical Provider #3 stated a safe 
discharge included a safe place for the resident to go, they were medically stable, and able to do their 
medicine by themselves if that was the plan. Residents were sent with the medications they had left in stock, 
if their insurance allowed, except narcotics. Residents were also sent with 30 days of medications called into 
their pharmacy of choice. Residents were responsible for their own glucometers, but the facility provided the 
insulin that was left and a 30-day supply called into the pharmacy. If a resident discharged without insulin 
and needed it, the result may not be immediate, but hypoglycemia was the most dangerous, so they always 
made sure the resident and family were educated and had supplies. Wound care orders should be clear and 
concise, the patient and/or family should be educated prior to discharge, and an outpatient wound care 
appointment set up. Education should include demonstration by the resident to show comprehension and 
should be documented. They stated they understood Resident #2 was to be discharged home with their 
sibling. They were not involved in the discharge for the resident. They would never discharge a resident to a 
hotel, only to their home or with family/caregiver. During an interview on 10/20/2025 at 12:05 PM, the 
Director of Nursing stated medications like insulin and the administration were taught to residents who 
needed it and documented in a nursing note. Wound care was also to be taught to the resident and 
documented. They were unsure of the process if a resident did not have a glucometer and needed one. The 
discharge medication list told the name, dosage, how to take it, the last dose given, and when to take it, as 
well as any wound care orders. Residents were given enough medications and wound care supplies to get 
them to their primary care provider or wound care provider appointment. The nursing staff should be keeping 
a copy of all discharge paperwork provided to the resident. They were unaware Resident #2 was discharged 
without insulin or a glucometer. It was documented the resident was discharged with their sibling. The 
Director of Nursing stated they did not agree Resident #2 was homeless. During an interview on 10/20/2025 
AM at 12:05 PM, the Administrator stated a resident's discharge plan usually came up during the utilization 
review meetings or by resident or family request. The interdisciplinary team would then set up a care 
planning meeting with the family to discuss where the resident wanted to be discharged to and any care 
services that needed to be set up. Leading up to the discharge, a primary care appointment would be set up 
and the nurse practitioner or medical provider would see the resident to ensure they were safe for discharge 
medically. The resident was to be sent with their medications, wound care supplies, and be educated on 
administering their medications. For residents who were non-compliant, the facility would involve family and 
make sure the family was involved in these conversations prior to discharge. If a resident was homeless and 
wanted to discharge, the facility would ensure they were alert and orientated, had a safe place to discharge 
to, and make sure they had the proper equipment to discharge. A resident who had a history of poorly 
controlled diabetes should have diabetic education provided to them or to their representative/caregiver prior 
to discharge. The same was for a resident who had a wound. Resident #2 was discharged with their sibling. 
A resident who required insulin and was discharged without insulin could result in harm. If Resident #2 was 
to be discharged to the Department of Social Services, the facility providers should have been aware. During 
a telephone interview on 10/20/2025 at 1:09 PM, Licensed Practical Nurse/Previous Licensed Practical 
Nurse Unit Manager #9 stated when they did a discharge they would print the discharge instructions, 
medication list, and go over the medication with the resident or family and then quickly go over the discharge 
instructions and any follow up appointments. Any medications that were in the medication cart were sent with 
the resident and they tried to make sure the resident had enough medication until the primary care provider 
took over the resident's care. Resident #2 did not want to take their dressing off their foot to do wound care 
with their sibling, so they reviewed it verbally. They were provided with treatment supplies and a medication 
list as well. They were unaware the resident was discharged without housing; they thought the sibling found 
an apartment for the resident. A hotel by themselves was not a safe discharge location for Resident #2. They 
were unable to say if the resident discharged with insulin or a glucometer. During a telephone interview on 
10/20/2025 at 2:54 PM, the Medical Director stated a safe discharge included the resident receiving the 
appropriate medications and ancillary services that met the needs of the resident and their diagnoses to 
ensure the continuation of the care plan in effect at time of discharge. Safe and secure housing was required 
to ensure a safe discharge, and the facility would work with social services to ensure safe and secure 
housing. The medical providers of the facility should know if a resident was discharging with unsecured 
housing. Residents with a long-standing history of insulin diabetic management or wounds should have 
verification by the facility that they know how care for it and this should be documented. A resident who 
required insulin but was not provided insulin at discharge was at risk for their diabetes to be less controlled. It 
would not be preferable to discharge a resident to the Department of Social Services. 10 NYCRR 415.
11(d)(3) __________________________________________________________________________ 
Immediate Jeopardy was identified, and the facility Administrator was notified on 10/21/2025 at 2:59 PM. 
Immediate Jeopardy was removed on 10/21/2025 at 4:53 PM prior to survey exit based on the following 
corrective actions taken:- The pending discharge for 10/29/2025 was reviewed for verification of 
post-discharge services, receiving locations, and physician notification. - Social Services, the Nursing 
Management team involved in discharges, Director and Assistant Director of Rehabilitation, and the 
Recreation Director were educated on discharge planning process to include verification of safety and 
discharge medication. - A new discharge form was instituted that required medication listed with quantities, 
medical equipment provided, teaching provided, and discharge location that required both resident/resident 
representative signature in addition to discharging nurse. - All discharges in the last 30 days were reviewed 
for safety and called to ensure they had the necessary services in place. - All staff identified for education 
received education on 10/21/2025, with the exception of staff members who were not available. The 
individuals who did not receive education will complete education upon their return, prior to the start of their 
shift. - Interviews were completed on 10/21/2025 to determine compliance with staff training and education 
including the Director of Social Services, the Recreation Director, the Assistant Director of Rehabilitation, one 
(1) Unit Manager, and the Director of Nursing.

22335589

02/05/2026


