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Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and resident and staff interview, the facility failed to ensure a resident received a
discharge summary and medications necessary for a safe and effective transition following discharge.
This affected one (#56) out of three residents reviewed for the discharge process. The facility census
was 54. Findings include: Review of the medical record for Resident #56, revealed an admission date
of 04/09/26 and discharge date of 05/14/26. Diagnoses included malignant neoplasm of lower lobe of
left bronchus or lung, depression, intervertebral disc degeneration of lumbar region with discogenic
back pain and lower extremity pain. Review of the Minimum Data Set assessment dated [DATE]
revealed Resident #56 had a Brief Interview for Mental Status score of 15 indicating intact cognition
and no behavioral concerns were identified. Review of discharge planning documentation dated
05/13/26 revealed Resident #56's discharge was planned for 05/14/26 with arrangements for
transportation via Provide a Ride at 9:00 A.M. and home health services. The resident was anticipated
to discharge to home. Review of physician orders and discharge documentation revealed discharge
orders were completed on 05/14/26. The discharge medication list included multiple medications
related to respiratory disease, pain management, cardiac conditions, gastrointestinal care, and routine
maintenance therapies. The discharge summary was completed but was not signed by Resident #56
prior to the resident's departure/discharge. Review of progress notes dated 05/14/26 at 9:31 A.M.
revealed nursing documentation stating the resident was ready for discharge and requested
assistance with belongings. The nurse documented she informed the resident she was retrieving
discharge medications and paperwork. The nurse further documented that upon return the resident
had already left the facility via arranged transportation prior to receiving discharge medications or
discharge paperwork. Review of the medication administration record and discharge medication list
revealed multiple medications were discontinued effective 05/14/26 including inhalers,
anticoagulation related therapies, pain medications, gastrointestinal medications, and chronic disease
management medications. Documentation did not reflect that medications were sent with the
resident, delivered to the pharmacy, or mailed after discharge. Review of discharge records revealed
the resident did not sign discharge paperwork prior to leaving the facility. Staff signatures were later
applied to documentation after the resident's departure/discharge. There was no documentation that
discharge paperwork or prescriptions were mailed or otherwise delivered to Resident #56 after
discharge. Review of post discharge follow up documentation revealed only one documented contact
attempt from the Director of Nursing on 05/15/26. No additional documented attempts were made by
nursing, social services, or administration to contact Resident #56 following discharge. Review of
facility records revealed no documentation that the resident's primary care provider was notified that
Resident #56 left the facility without discharge medications or instructions. There was no
documentation that the home health agency was notified of missing discharge instructions or
medication reconciliation needs. There was no documentation that prescriptions were sent to a
pharmacy or otherwise arranged for post discharge access other than the facility anticipating a return
from the resident to pick the items directly up from the medication storage room. Interview with
(continued on next page)
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Resident #56 on 06/11/26 at 10:07 A.M. revealed she stated she did not receive a phone call after
leaving the facility regarding her discharge medications or discharge paperwork. Resident #56 stated
she was informed prior to discharge that medications and paperwork would be sent or mailed, but she
did not receive either at her home address. Resident #56 stated she did not receive discharge
medications, prescriptions, or follow up communication from the facility after leaving on 05/14/26.
Interview with Registered Nurse (RN) #123 on 06/11/26 at 10:18 A.M. revealed she was responsible
for completing discharge preparation for Resident #56. RN #123 stated she left the unit to retrieve
discharge medications while the resident was waiting for transport. RN #123 stated when she
returned the resident had already left the facility. RN #123 confirmed the resident did not sign
discharge paperwork prior to leaving. RN #123 stated discharge medications were left in the
medication room and were not sent with the resident or otherwise arranged for delivery. RN #123
further confirmed she did not contact the physician regarding the resident leaving without
medications. Interview with Licensed Practical Nurse (LPN) #110 on 06/11/26 at 10:28 A.M.
confirmed Resident #56 left the facility without discharge paperwork or medications. LPN #110 stated
she immediately notified social services after the resident's departure. Interview with Social Worker
(SW) #188 on 06/11/26 at 10:36 A.M. revealed discharge planning had been completed in advance
with transportation scheduled for 9:00 A.M. SW #188 stated Resident #56 left the facility between
9:00 A.M. and 9:30 A.M. SW #188 confirmed that after discharge staff attempted to contact the
resident but no response was received. SW#188 confirmed there was no documented communication
with the primary care provider or home health agency regarding missing discharge medications or
instructions. SW #188 further stated medications were not sent to a pharmacy and remained at the
facility with the expectation the resident could return to retrieve them. Interview with Director of
Nursing (DON) and Regional Staff #200 on 06/11/26 at 12:43 P.M. and 2:02 P.M. confirmed there was
only one documented follow up attempt after Resident #56's discharge on [DATE]. They confirmed
there was no documentation that the primary care provider, home health agency, or pharmacy were
notified that Resident #56 left without discharge medications or instructions. They confirmed
medications were retained at the facility and were not delivered, mailed, or transmitted to a
pharmacy. They further confirmed the facility did not ensure completion of discharge medication
delivery or continuity of care after the resident left. This deficiency represents non-compliance
investigated under Complaint Number 3022352.
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