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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility placed the life of one of three sampled residents (Resident 1) in 
danger when the facility discharged her from the facility when her insurance coverage ended. The facility did 
so fully aware Resident 1's family could not provide care at home, and without an appropriate discharge 
plan, transfer documentation, or follow-up aftercare. In addition, the facility physician discharge orders for 
Physical therapy (PT, the practice of improving mobility and flexibility through a variety of exercises and other 
treatments), Occupational Therapy (OT, a therapy that uses everyday life activities to promote health, 
well-being, and the ability to participate in important activities) and Registered Nursing Services, dated 
11/28/25, were not followed.As a result, Resident 1 was immediately hospitalized after discharge from the 
facility, with a post-surgical abdominal wound dehiscence (when a surgical incision splits open again 
requiring prompt medical attention) requiring immediate surgery. A review of Resident 1's facility admission 
Record (Facility demographic), indicated Resident 1 was admitted to the facility on [DATE] with multiple 
diagnoses which included disruption or dehiscence of closure of internal operation (surgical) wound of 
abdominal wall, end stage renal disease (when kidneys lose almost all function, requiring dialysis or 
transplant), and cognitive communication deficit (a difficulty in expressing or understanding messages due to 
impaired thinking skills like attention, memory, problem-solving, or organization).A review of Resident 1's 
Minimum Data Set (MDS- a federally mandated assessment tool), dated 11/28/25, indicated Resident 1had a 
Brief Interview for Mental Status (BIMS- tool to assess cognition) score of 15 which indicated Resident 1 was 
cognitively intact (A score of 13 - 15 is cognitively intact, 08 - 12 is moderately impaired, and 00 - 07 is 
severe impairment). The MDS also indicated Resident 1 used a wheelchair, required substantial/maximum 
assistance for toileting, showering, dressing, bed mobility, and transfers. In addition, the MDS indicated 
Resident 1 received hemodialysis (a life-sustaining treatment that acts as an artificial kidney, filtering waste, 
toxins, and extra fluid from the blood when kidneys fail), speech therapy, occupational therapy, and physical 
therapy while in the facility. The MDS also indicated Resident 1 had a recent surgery requiring active Skilled 
Nursing Facility (SNF) care.A review of Resident 1's facility document titled, Care Plan Report, initiated on 
11/18/25 indicated interventions for safe discharge included, make arrangements with required community 
resources to support independence post-discharge for [Resident 1's] preferred home care, PT, OT, MD 
[Medical Doctor], Wound Nurse.make arrangements with required community resources to support 
independence post-discharge.A review of Resident 1's facility document titled, Order Summary Report, 
dated 12/04/25, indicated Resident 1 was prescribed wound Vacuum-Assisted Closure (VAC therapy- a 
special foam dressing, tubing, and a portable pump to create gentle suction on a wound, removing fluid, 
reducing swelling, and promoting the growth of new tissue for faster healing) care and to, apply black foam 
on top of wound bed and cover with vac tape. Set wound vac to 125 mmHg [meters of mercury, a unit used 
to measure pressure] continuous pressure.A review of Resident 1's wound care note titled, SNF Wound 
Care @ [at] [Facility name], dated 11/24/25, indicated Resident 1's abdominal wound measured 14.0 cm 
(centimeters-a unit of measure) x 10.0 cm x UTD [unmeasurable] after debridement (a medical procedure to 
remove dead, damaged, or infected tissue), with light serosanguineous drainage (a normal, watery, pale pink 
or reddish fluid from a healing wound, a mix of clear serum and a small amount of blood, indicating healthy 
healing).A review of Resident 1's facility Progress Notes, dated 11/25/25, indicated Social Services Director 
(SSD) presented Resident 1 and spouse (FM) with a Notice of Medicare Non-Coverage (NOMNC-a form 
Medicare providers must give beneficiaries when their Medicare-covered services are ending, informing 
them of their right to appeal the decision) on 11/27/25 for impending discharge on [DATE]. This note 
indicated when FM received this form, he stated, if she [Resident 1] discharges on 11/28/25 I will be bringing 
her straight back to the hospital and that's that.A review of Resident 1's facility document titled, Notice of 
Transfer or Discharge, dated 11/28/25, indicated Resident 1 was notified on 11/28/25 about impending 
discharge home on that same date. According to this document, the facility determined the reason for 
discharge was, The transfer or discharge is appropriate because your health has improved sufficiently so 
that you no longer require services provided by this facility. The form was signed by the SSD.A review of 
Resident 1's facility Progress Notes, dated 11/28/25, indicated SSD documented, this writer was approached 
by residents' [Resident 1's] spouse, resident and resident's spouse requesting transportation to be arranged 
for discharge, this writer arranged transportation for resident to discharge to home.During a phone interview 
on 12/04/25 at 2 p.m., FM stated the facility attempted to send Resident 1 home on [DATE], but he called an 
ambulance to take Resident 1 directly to [General Acute Care Hospital-GACH] instead because they lived in 
a recreational vehicle (RV). FM explained the RV had stairs and the doors/insides could not safely 
accommodate Resident 1's wheelchair. FM stated Resident 1 was initially informed of discharge because 
Medicare insurance coverage was ending on 11/20/25 but was granted a few more days after an appeal. FM 
stated he also appealed the next discharge date of 11/27/25 (Medicare coverage was ending on that date), 
however it was denied by the Medicare insurance company. FM stated the facility did not inform him of an 
opportunity of a second level appeal (when a Qualified Independent Contractor (QIC), contracted by CMS 
(Centers for Medicare and Medicaid Services) conducts a reconsideration in Medicare eligibility and 
coverage) for Resident 1's continued skilled nursing care after 11/27/25. FM also stated the facility did not try 
to find any alternatives for Resident 1's aftercare or offer any alternative means of staying in the facility, other 
than private pay options which FM stated he could not afford. FM stated he informed the facility of these 
difficulties each time the facility attempted to discharge Resident 1, including FM's inability to get after-care 
for Resident 1, and that he did not have the money to pay for Resident 1's continued stay at the facility 
without Medicare payments. At no time prior to Resident 1 or FM receiving the facility Notice of Transfer of 
Discharge on 11/28/25 had Resident 1 accumulated any unpaid facility charges.During a concurrent 
interview and record review on 12/04/25 at 2:31 p.m. with SSD, he stated Resident 1's Medicare insurance 
coverage would initially end on11/20/25, but an appeal for continued care and coverage was granted. A 
review of Resident 1's NOMNC, signed by Resident 1 on 11/25/25, indicated a new Medicare insurance 
end-date of 11/27/25, for which another appeal was filed for continued skilled nursing services. A review of a 
document titled, Beneficiary and Family Centered Cared Quality Improvement Organizations 
(BFCC-QIO-designed to help Medicare beneficiaries who have a complaint about clinical quality or want to 
appeal a healthcare provider's decision to discharge them from the hospital or discontinue other types of 
services) Determination Letter, from [Insurance company], dated 11/27/25, indicated Resident 1's last day of 
paid skilled nursing services would be 11/27/25. The denial reason documented indicated Resident 1 had not 
shown any further progress with therapy, and no skilled nursing services were needed to maintain function or 
prevent decline. The SSD stated a second level appeal would have allowed Resident 1 to remain in the 
facility during the second level appeal process, but he, may have missed offering Resident 1 that option. 
SSD stated Resident 1 would have benefited from additional skilled nursing services, but FM did not or could 
not afford to pay for this care on his own. SSD stated he did not arrange aftercare services or referrals for 
Resident 1, because FM told SDD that Resident 1 would be taken directly to an acute care hospital after 
discharge instead of home.A review of Resident 1's facility Prescriber Order Note, dated 11/28/25, indicated 
the facility physician (PHY) documented the following order, May D/C [discharge] home with meds 
[medications] PT/OT/RN on 11/28/25.A review of Resident 1's facility Progress Notes, dated 11/28/25, 
indicated [Resident 1] left the facility at 1230 [12:30 p.m.] via comfort care transport accompanied by 
husband.During an interview on 12/04/25 at 12:30 p.m., with PHY, he stated because of the difficulties 
surrounding Resident 1's discharge environment and the issues regarding Resident 1's after care, he 
considered it was a safe decision to send Resident 1 back to [GACH] rather than home. Yet, his discharge 
note (above) dated 11/28/25 indicated, May D/C home with meds.A review of a facility document for 
Resident 1 titled, Discharge Instruction, dated 11/28/25, indicated no appointments were listed as scheduled 
with Resident 1's primary care physician or in-home care services. Sections of the discharge instructions 
regarding special training/instructions for dressing changes, wounds, current treatments/therapies, and 
special observations were left blank. The skin condition section indicated Wound vac is disconnected on 
discharge and MD is aware. Resident 1 or FM's signature was not on this discharge document.A review of 
Resident 1's General Acute Care Hospital (GACH) document titled, Acute Care Surgery Consultation, dated 
11/28/25, indicated Resident 1, had a wound VAC in place which is not connected to anything, this was 
removed and there is an underlying open wound about 15 x 10 cm with pink granulation [the new, healthy, 
pinkish-red tissue that fills a wound during healing] tissue. This document was from the GACH that received 
Resident 1 after discharge from the nursing facility.A review of Resident 1's GACH document titled, 
Hospitalist History and Physical, dated 11/29/25, indicated Resident 1 was admitted to [GACH] on 11/28/25. 
This document indicated, .Patient [Resident 1] had bowel resection [surgery to remove part of the small or 
large intestine] on 10/20/2025 with skin dehiscence and wound VAC was in place. She [Resident 1] does not 
remember when it started malfunctioning. She says that her wound VAC was replaced earlier today. Surgery 
was consulted apparently wound VAC was not connected.During an interview on 12/04/25 at 1:20 p.m., with 
the facility Administrator (ADM) and Operations Manager (OPM), ADM stated the reason Resident 1 was 
discharged from the facility was because Medicare insurance was ending. ADM and OPM both stated it 
would have been clinically appropriate for Resident 1 to remain in the facility had Medicare insurance 
coverage continued.During an interview on 12/04/25 at 1:21 p.m. with the ADM and the OPM, the ADM 
stated Resident 1's wound vacuum was removed just prior to discharge on [DATE] at 12:30 p.m., because it 
was a facility-owned medical appliance, and a new one should have been ordered for replacement by the 
SSD as part of discharge planning. When it was discussed that the SSD did not make any post-discharge 
arrangements for Resident 1, OPM stated, that was a misstep on [SSD's] part.During a phone interview on 
12/10/25 at 3 p.m., with the facility's Director of Nursing (DON), the DON stated discharge planning was 
crucial for residents because it prevented harm. The DON stated the facility should have ensured Resident 1 
was discharged to a safe environment, and the facility was responsible for making referrals or appointments 
for ongoing medical/nursing care for discharged Residents. The DON stated in cases where a Resident was 
transferred to another facility or a GACH, the facility should send thorough documentation and make a verbal 
nurse-to-nurse report from the facility to the receiving hospital to communicate routine and special 
instructions. The DON stated the SSD was primarily responsible for ensuring discharges were made 
appropriately and completely. When asked why transfer paperwork was not sent to [GACH] for Resident 1, 
the DON replied, everyone thought that [Resident 1] was discharging home, yet FM had clearly 
communicated to SSD on multiple occasions that Resident 1 would go directly to a GACH from facility upon 
discharge.During an interview on 12/11/25 at 1:50 p.m. with a GACH (to which Resident 1 was sent on 
11/28/25) Wound Care Nurse (WCN), the WCN stated he had cared for and had personal knowledge of 
Resident 1's wound care hospital course. The WCN stated Resident 1 came to the GACH on 11/28/25 with a 
wound vac dressing which was not hooked up to suction, and per Resident 1's statement, was 
malfunctioning prior to this. The WCN stated surgery was performed on 11/28/25 at 9:20 p.m. to remove 
Resident 1's 3M foam dressing (key component for VAC Therapy to promote healing by removing fluid, 
reducing swelling, and encouraging tissue growth in various wounds) that should never have been left 
unattached to suction for more than two hours. The WCN stated because many hours had passed between 
when Resident 1 left the facility and when the dressing was surgically removed, Resident 1 was at risk for 
harm from delayed wound healing and infection. The WCN stated an attempt to restart wound Vac therapy 
on 12/8/25 was unsuccessful, thus another possibly slower healing type of wound care was immediately 
initiated for Resident 1.A review of the facility's current Policy and Procedure (P & P) titled, Transfer and 
Discharge Documentation, dated 1/2019, indicated, When a resident is transferred or discharged , details of 
the transfer or discharge will be documented in the medical record and appropriate information will be 
communicated to the receiving health care facility or provider.Each resident will be permitted to remain in the 
facility, and not be transferred or discharged unless b. The transfer or discharge is appropriate because the 
resident's health has improved sufficiently so the resident no longer needs the services provided by this 
facility. e. The resident has failed, after reasonable and appropriate notice, to pay for (or to have paid under 
Medicare or Medicaid) a stay at this facility.A review of the facility's current P & P titled, Transfer or 
Discharge Notice, dated 2001, indicated, In determining the transfer location for a resident, the decision to 
transfer to a particular location will be determined by the needs, choices and best interests of that resident.A 
review of a document provided by the facility, titled, Patient guide for 3M™ V.A.C.(R) Therapy with 3M™ V.A.
C.(R) Peel and Place Dressing, copyrighted 2024, indicated Keep the therapy unit on. If off for more than two 
hours, the dressing will need to be changed.
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