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Alderwood Post Acute & Rehabilitation 3701 188th Street Southwest
Lynnwood, WA 98037

F 0627

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
interview and record review, the facility failed to ensure preparations were made for a safe discharge
for 1 of 3 residents (Resident 1) reviewed for discharges. The facility failed to provide instructions
upon discharge, provide wound care training and ensure medications and wound care supplies were
provided at discharge. This failure placed residents at risk of an unsafe discharge and risk for medical
complications. Findings included .<RESIDENT 1>Resident 1 admitted to the facility on [DATE] with
diagnoses including diabetes, wound to right foot, and depression. Review of the residents' Minimum
Data Set (an assessment tool) showed the resident had moderate cognitive impairment.Review of a
progress note dated 02/20/2026, documented Resident 1 discharged home with family.Review of
Resident 1's electronic health record (EHR), showed discharge instructions and discharge summary
was incomplete.Review of Resident 1's EHR did not show documentation of wound care
training.Review of a document titled Medications discharged with Resident did not include a blood
pressure, antidepressant, and insulin medications.Review of Resident 1's discharge packet document
did not show discharge instructions, discharge summary, physician orders for wound care to the
resident's right foot, did not show documentation of wound care training, no documentation of wound
care supplies, blood pressure, antidepressant, and insulin medications sent with the resident upon
discharge from the facility. In an interview on 03/05/2026 at 1:13 PM, CC1 stated they were not
educated for wound care, and did not receive wound care supplies or insulin for Resident 1 prior to the
resident discharging from the facility.In an interview and record review on 03/05/2026 at 11:57 AM,
Staff C, Social Services, reviewed Resident 1's electronic medical record and acknowledged the
discharge instructions and discharge summary were incomplete. In an interview and record review on
03/05/2026 at 12:19 PM, Staff D, Licensed Practical Nurse, Nurse Manager, acknowledged Resident
1's discharge instructions and discharge summary were incomplete. Staff D acknowledged the
discharge packet showed no orders for wound care to the resident's right foot wound, no
documentation of wound care training, no documentation of medications for blood pressure,
antidepressants, and insulin provided at discharge. Staff D stated wound care supplies and insulin
would not be sent with the resident upon discharge from the facility.In an interview and record review
on 03/05/2026 at 1:42 PM, Staff B, Registered Nurse, Director of Nursing, stated discharged residents
would sign and receive a discharge packet containing a discharge summary, discharge instructions,
physician orders, prescribed medications, and wound care training and supplies. Staff B reviewed
Resident 1's discharge packet and acknowledged the discharge summary and discharge instructions
were not included, the form titled Medications discharged With Resident did not include blood
pressure, antidepressant, and insulin medications and was not signed by the resident and did not
show wound care orders for the resident's right foot wound or documentation of wound care supplies.
Staff B stated there was no documentation of wound care training provided prior to discharge.
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