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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 
interview and record review, the facility failed to ensure transfer training was provided to family resulting in an 
unsafe discharge for 1 of 3 sample residents (1) reviewed for discharge process. This failure placed 
residents at risk for an unsafe discharge into the community and a diminished quality of life. 

Findings included .

Resident 1 was admitted to the facility on [DATE] for rehabilitative services. The 5-day Minimum Data Set 
Assessment, dated 02/29/2025, indicated that Resident 1 was cognitively intact and required moderate 
assistance from staff for transfers. 

Review of the hospital Physical Therapy (PT) note, dated 02/22/2025, indicated that Resident 1 was 
independent with all mobility using a 4 wheeled walker prior to hospitalization. 

On 04/29/2025 at 12:15 PM, Staff D, Social Services Director, said that the last covered day for stay 
depends on insurance. Staff D said that the insurance case manager decides when the resident no longer 
qualifies for therapy services. Staff D was unable to provide documentation that Resident 1's spouse was 
able to provide the care needed for Resident 1 to safely discharge home. 

At 12:42 PM, Staff C, Social Services said the facility does a discharge planning care conference shortly 
after admission to the facility. Staff C said they do not have a formal conference when residents are closer to 
discharge. Staff C said that Resident 1 was given notice that services where ending on 04/19/2025 as 
determined by special insurance coverage. Staff C was unable to locate records to indicate that transfer 
training was provided to the spouse of Resident 1, to ensure he was able to safely care for Resident 1 after 
she was discharged home. 

At 12:36 PM, Staff B, Director of Nursing and Registered Nurse, said that the residents progress towards 
discharge was not documented in the record after weekly skilled rounds. Staff B said that Resident 1 was 
trained about care needs for discharge. Staff B, said Resident 1 required hands on assist with transfer. Staff 
B unable to provide documentation that Resident 1's spouse was trained or capable to safely transfer 
Resident 1 in preparation for discharge. 

On 05/05/2025, at 9:13 AM, Collateral Contact (CC) 1, spouse/family member, said that Resident 1 required 
assistance with transfer since being home. CC 1 said he was not provided training for AV to discharge home 
to his care. CC 1 said he did not feel that AV was safe to return home at the time she was discharged . 
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