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F 0580

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to notify the physician as indicated in the interdisciplinary
team (IDT, comprises professionals from various disciplines who work in collaboration to address a patient
with multiple physical and psychological needs) meeting documentation for one of three sampled residents
(Resident 1) reviewed for notification requirements.This failure resulted in Resident 1 experiencing
emotional distress, uncertainty, and Resident 1 remains without physician review or documented medical
evaluation related to discharge appropriateness from 2/19/2026 to 3/1/2026. During a record review of
Resident 1's admission Record, indicated Resident 1 was admitted to the facility on [DATE], with diagnosis
of chronic kidney disease (damage to the kidneys so they cannot filter blood the way they should).During a
record review of Resident 1's Minimum Data Set (MDS- resident assessment tool) , dated, indicated
Resident 1 had capacity to make decisions. The MDS indicated Resident 1 required clean up assistance for
eating, oral hygiene, and maximal assistance for toileting, showering, lower body dressing, putting on
footwear. The MDS indicated Resident 1 required partial assistance for lying to sitting, chair transfer, and
supervision assistance for upper body dressing and personal hygiene.During a record review of Resident
1's progress notes, dated 2/19/2026, the progress notes revealed documentation that an Interdisciplinary
Team (IDT) meeting was held on 2/19/2026 to discuss Resident 1's desire to discharge home. The IDT
stated Resident 1 will remain in the facility to support full recovery then discharge home once deemed
appropriate safe by medical doctor (MD). The progress notes indicated Resident 1 had expressed a desire
to go home since September 12, 2025.During a record review of Resident 1's Care Plan, dated 8/8/2025,
the Care Plan indicated:Evaluate and discuss with the resident/family the prognosis for independent
assisted living.Identify, discuss and address limitation, risks, and benefits and needs for maximum
independence.Establish a pre-discharge plan with the resident/family and evaluate progress and revise
plan.Make arrangements with required community resources to support independence post-discharge
homes care, PT, OT, MD, Nurse.Monitor for and address episodes of anxiety, fear, distress.During an
interview on 2/27/2026 at 1:50 PM with Resident 1, in Resident 1's room, Resident 1 sat down on his
wheelchair and verbalized experiencing emotional distress related to the facility's failure to clearly
communicate discharge goals, discharge planning, and delays in progressing toward discharge. Resident 1
stated he has resided at the facility since August 2025, and for six months he has been frustrated due to
the lack of updates regarding discharge process and uncertainty about the steps needed to facilitate a safe
return to the community. Resident reported feeling uninformed and expressed concern that the absence of
clear communication and planning has prolonged his stay and impacted his emotional and financial
well-being. Resident 1 stated he thinks the facility will not let him go home because they want to take
advantage of receiving his Social Security Benefits allowance, and stated he feels captured in the facility.
Resident 1 stated he had a meeting regarding his request to
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Residents Affected - Few

go home, but nothing was further done. Resident 1 stated he had not even seen a doctor since he arrived
at the facility.During an interview on 2/27/2026 at 3 PM with Social Services (SS), the SS staff stated she is
part of the IDT and stated that Resident 1 was not deemed safe to discharge. The SS failed to provided
documentation outlining the specific clinical, functional, or safety factors that made discharge not feasible.
The SS stated Resident 1 had decision-making capacity related to discharge, but had not updated
Resident 1 on his discharge goals after the IDT meeting on 2/19/2026. The SS also stated she had not
notified the physician as stated on the summary of the IDT meeting notes.During an interview on 2/27/2026
with the Director of Nursing (DON), the DON stated as of 2/27/2026, the resident remains in the facility
without documented discharge goals or a documented rationale explaining why discharge home is not
feasible. The DON stated some goals and planning to be discussed is to assess if modifications need to be
made to the resident's home such as grab bars, wheelchair access, make sure they educate resident on
risks and ensure home health as follow up care. The DON stated in Resident 1's case it may be necessary
to notify Adult Protective Services to follow up on resident. DON stated he usually participates in the IDT
meeting, but could not remember if he was part of the meeting with Resident 1, however, someone from the
team should have notified the MD to evaluate Resident 1 to determine discharge goals. The DON stated
failure to document discharge planning efforts and resident-centered goals resulted in Resident 1
remaining in the facility without a clear plan, explanation, or pathway toward discharge.Documentation from
the IDT meeting dated 2/19/2026 stated that the physician would be notified regarding the resident's
request for discharge and the team's determination that discharge was not deemed safe.Record review as
of 2/27/2026 revealed:No documentation that the physician was notified.No physician progress note
addressing discharge appropriateness.No physician order related to discharge planning or safety
concerns.No follow-up documentation indicating consultation occurred.Staff interview confirmed that the
physician had not yet been notified.During a review of the facility's policy and procedure titled Change of
Condition Reporting dated 3/2025, indicated it is the policy of this facility that changes in resident condition
will be communicated to the primary physician for proper management. Any sudden or serious change in a
resident's condition manifested by a marked change in physical or psychological status of the resident will
be communicated by the Licensed Nurse to the physician with a request for physician visit promptly and
acute care evaluation.
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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
interview and record review the facility failed to develop and document discharge goals and failed to provide
a documented rationale for determining discharge was not feasible for one of three sampled residents
(Resident 1) reviewed for discharge planning.This failure resulted in Resident 1 verbalizing experiencing
emotional distress due to the facility's failure to clearly communicate discharge goals, discharge planning,
and delays in progressing toward discharge.During a record review of Resident 1's admission Record,
indicated Resident 1 was admitted to the facility on [DATE], with diagnosis of chronic kidney disease
(damage to the kidneys so they cannot filter blood the way they should).During a record review of Resident
1's Minimum Data Set (MDS- resident assessment tool) , dated, indicated Resident 1 had capacity to make
decisions. The MDS indicated Resident 1 required clean up assistance for eating, oral hygiene, and
maximal assistance for toileting, showering, lower body dressing, putting on footwear. The MDS indicated
Resident 1 required partial assistance for lying to sitting, chair transfer, and supervision assistance for
upper body dressing and personal hygiene.During a record review of Resident 1's progress notes, dated
2/19/2026, the progress notes revealed documentation that an Interdisciplinary Team (IDT) meeting was
held on 2/19/2026 to discuss Resident 1's desire to discharge home. The IDT stated Resident 1 will remain
in the facility to support full recovery then discharge home once deemed appropriate safe by medical doctor
(MD). The progress notes indicated Resident 1 had expressed a desire to go home since September 12,
2025.During a record review of Resident 1's Care Plan, dated 8/8/2025, the Care Plan indicated:Evaluate
and discuss with the resident/family the prognosis for independent assisted living.Identify, discuss and
address limitation, risks, and benefits and needs for maximum independence.Establish a pre-discharge
plan with the resident/family and evaluate progress and revise plan.Make arrangements with required
community resources to support independence post-discharge homes care, PT, OT, MD, Nurse.Monitor for
and address episodes of anxiety, fear, distress.During an interview on 2/27/2026 at 1:50 PM with Resident
1, in Resident 1's room, Resident 1 sat down on his wheelchair and verbalized experiencing emotional
distress related to the facility's failure to clearly communicate discharge goals, discharge planning, and
delays in progressing toward discharge. Resident 1 stated he has resided at the facility since August 2025,
and for six months he has been frustrated due to the lack of updates regarding discharge process and
uncertainty about the steps needed to facilitate a safe return to the community. Resident reported feeling
uninformed and expressed concern that the absence of clear communication and planning has prolonged
his stay and impacted his emotional and financial well-being. Resident 1 stated he thinks the facility will not
let him go home because they want to take advantage of receiving his Social Security Benefits allowance,
and stated he feels captured in the facility. Resident 1 stated he had a meeting regarding his request to go
home, but nothing was further done. Resident 1 stated he had not even seen a doctor since he arrived at
the facility.During an interview on 2/27/2026 at 3 PM with Social Services (SS), the SS staff stated she is
part of the IDT and stated that Resident 1 was not deemed safe to discharge. The SS failed to provided
documentation outlining the specific clinical, functional, or safety factors that made discharge not feasible.
The SS stated Resident 1 had decision-making capacity related to discharge, but had not updated
Resident 1 on his discharge goals after the IDT meeting on 2/19/2026.There were no documented
discharge goals developed in collaboration with the resident.There was no documented assessment of the
resident'sThere was no documentation of exploration of community supports, services, or alternative
discharge options.The resident care plan did not reflect discharge planning interventions or measurable
objectives.The record did not
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reflect ongoing communication with the resident regarding next steps.During an interview on 2/27/2026 with
the Director of Nursing (DON), the DON stated as of 2/27/2026, the resident remains in the facility without
documented discharge goals or a documented rationale explaining why discharge home is not feasible. The
DON stated some goals and planning to be discussed is to assess if modifications need to be made to the
resident's home such as grab bars, wheelchair access, make sure they educate resident on risks and
ensure home health as follow up care. The DON stated in Resident 1's case it may be necessary to notify
Adult Protective Services to follow up on resident. DON stated he usually participates in the IDT meeting,
but could not remember if he was part of the meeting with Resident 1, however, someone from the team
should have notified the MD to evaluate Resident 1 to determine discharge goals. The DON stated failure to
document discharge planning efforts and resident-centered goals resulted in Resident 1 remaining in the
facility without a clear plan, explanation, or pathway toward discharge.During a review of the facility's policy
and procedures (P&P) titled Transfers, Bed holds, and Discharges out of the facility dated 4/2025, indicated
The IDT will reevaluate the resident's potential for discharge on a weekly basis to identify changes that
required modification of the discharge plan. The discharge plan will be updated and changes documented
in the medical record. The SSD will updated the resident's comprehensive care plan to include the
discharge plan. The physician will document the basis of the discharge when a resident's health has
improved sufficiently so the resident no longer needs the services provided by the facility.During a review of
the facility's P&P titled Discharge Summary and Plan dated 4/2025, the P&P indicated the discharge
summary will include a description of the resident's discharge potential (the expectation of discharging the
resident from the facility within the next three months). If it is determined that returning to the community is
not feasible, it will be documented why this is the case and who made the determination. A copy of the
following will be provided to the resident in the resident's medical records:An evaluation of the resident's
discharge needsThe post discharge planDischarge summary.
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