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Pacific Post Acute 1323 17th Street
Santa Monica, CA 90404

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 the policy and procedures for resident
discharge and discharge planning were followed, for one of three sampled residents (Resident 1).This
failure resulted in Resident 1's discharge planning documentation to be incomplete.During a review of
Resident 1's admission Record , dated 7/17/26, indicated Resident 1 was admitted to the facility on
[DATE], with diagnoses including pain in left and right hips, presence of left artificial hip joint,
chronic pain syndrome, lack of coordination, abnormalities of gait and mobility, asthma (chronic lung
disease where your airways become inflamed, swell, and produce excess mucus), and arthritis (pain,
swelling and stiffness in joints). During a review of Resident 1's History and Physical (H&P) dated
5/29/26 indicated the resident had decision making capacity. During a review of Resident 1's
Minimum Data Set (MDS - resident assessment tool) dated 6/18/26 indicated, the resident had intact
cognition (function of the mind, related to thinking memory, problem-solving, decision making,
judgement) and required setup or clean-up assistance from staff for mobility, transfers and activities
of daily living (ADLs - routine tasks/activities such as bathing, dressing and toileting a person
performs daily to care for themselves), except for eating (the resident was independent). During a
concurrent telephone interview and record review with Interim Director of Nursing (IDON) of Resident
1's IDT (interdisciplinary) meeting notes, physician progress notes and discharge planning care plans
from 4/1/26 through 6/1/26 were reviewed. The IDON verified there were no IDT meeting notes for
discharge planning, no physician progress notes indicating the reason for discharge, nor any discharge
planning care plans with discharge goals during this time-period. The IDON stated discharge planning
documentation is important, so the resident's needs are met, the resident is included in the discharge
planning process and the plan is known to the staff. During a review of the facility's policy and
procedures (P&P) titled Discharge Planning Process, reviewed/revised 11/19/25 indicated, Initial
information and discharge goals will be included in the resident's baseline care plan. Subsequent
assessment information and discharge goals will be included in the resident's comprehensive plan of
care. If discharge to community is a goal, an active discharge care plan will be implemented and will
involve the interdisciplinary team. During a review of the facility's P&P titled Transfer and Discharge
(including AMA, Against Medical Advice), reviewed/revised 11/19/25, indicated Non-Emergency
Transfers or Discharges - initiated by the facility, return not anticipated. Document the reasons for
the transfer or discharge in the resident's medical record. The physician shall document medical
reasons for transfer or discharge in the medical record, when the reason for transfer or discharge is
for any reason other than nonpayment.

555054 1

10/09/2026




