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Based on record review and interviews, the facility failed to ensure completion of a discharge summary 
including a recapitulation of the resident's stay and final status of discharge for three of three (Resident #1, 
Resident #2, Resident #3) reviewed for discharge summary. 

The facility failed to complete a discharge summary and recapitulation for Resident #1, Resident #2 and 
Resident #3. 

This failure could place residents at risk of not having complete records, necessary services, or information 
after permanent discharge from the facility. 

Findings included: 

Review of Resident #1's face sheet dated 05/19/2025 revealed an [AGE] year-old man admitted on [DATE] 
and discharged on [DATE] with diagnoses of erosive (osteo) arthritis (severe form of joint inflammation and 
bone erosion in hand), muscle weakness, cognitive communication deficit (problem with communication that 
results in impaired thought processes), mild cognitive impairment (condition where a person experiences 
more memory or thinking problems than expected for their age), and other symptoms and signs involving 
cognitive function and awareness (problems with memory, attention, and awareness of surroundings). 

Review of Resident #1's care plan dated 05/19/2025 reflected Resident #1 wished to be discharged home.

Review of Resident #1's discharge MDS dated [DATE] reflected a BIMS score of 10 which indicated 
moderate cognitive impairment. 

Review of Resident #1's physician orders reflected an order dated 04/29/2025 that indicated Resident #1 
could discharge home on 04/30/2025 with home health and medications.

Review of Resident #1's discharge instruction form reflected a date of 05/19/2025. Form included scheduled 
follow up appointments details of scheduled appointment with PCP for follow up and medication refills by 
05/25/2025 despite Resident #1 discharge on 04/30/2025. Further review reflected dietary, skin, patient 
education/teaching, and patient /RP signature method used (electronic or hand written) was left blank. 
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Review of Resident #1's recapitulation of stay form dated 04/30/2025 reflected complete this form when the 
resident is discharged . All items must be addressed. Nursing services section was incomplete and did not 
include physical function stats, if assistive devices were needed, if any therapies were planned at discharge, 
disposition of medications, and condition of skin. Activities section was. Dietary section was incomplete as 
well as rehabilitation services section. 

Review of Resident #1's progress notes from 04/07/2025 to 04/30/2025 reflected no discharge note was 
completed. 

Review of Resident #1's medical chart reflected no discharge summary was completed or uploaded. 

During an interview on 05/19/2025 at 11:06 AM, FM stated that at discharge of Resident #1 a nurse went into 
his room and kind of went over medications but did not provide a copy of medication list or the last time the 
medication was administered. The FM stated that medications were sent home at discharge, but no 
paperwork was provided. The FM stated that there was no follow up information provided at discharge and 
the paperwork that was provided was from Resident #1's hospital stay. 

Review of Resident #2's face sheet dated 05/19/2025 reflected an [AGE] year-old male admitted on [DATE] 
and discharged on [DATE] with diagnoses of generalized anxiety disorder (persistent and excessive worry), 
Parkinson's disease with dyskinesia (involuntary jerky movements as a side effect of some medications), 
polyneuropathy (disease affecting nerves and can cause weakness, numbness or pain), and unspecified 
fracture of left acetabulum (break in the socket of the hip joint).

Review of Resident #2's discharge MDS dated [DATE] reflected a BIMS score of 0 which indicated severe 
cognitive impairment. 

Review of Resident #2's physician orders dated 05/13/2025 reflected Resident #2 to discharge to assisted 
living on 05/15/2025. 

Review of Resident #2's discharge instruction dated 05/15/2025 reflected an incomplete form that did not 
include dietary recommendations, skin condition, patient instructions/teaching, and the resident or RP 
signature method. 

Review of Resident #2's progress note dated 05/15/2025 reflected Resident #2 was discharged to an 
assisted living with belongings and medication was sent with driver. 

Review of Resident #2's medical chart reflected there was no discharge summary or recapitulation of stay 
completed or uploaded. 

Review of Resident #3's face sheet dated 05/19/2025 reflected an [AGE] year-old man admitted on [DATE] 
and discharged on [DATE] with diagnoses of aftercare following joint replacement surgery, unspecified 
cirrhosis of liver (condition characterized by chronic liver damage), hypokalemia (low potassium levels), and 
hyperlipidemia (high level of fats in the blood). 

Review of Resident #3's discharge MDS dated [DATE] reflected a BIMS of 15 which indicated no cognitive 
impairment. 
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Review of Resident #3's physician orders revealed an order for Resident #3 to discharge on 05/12/2025 
dated 05/09/2025. 

Review of Resident #3's recapitulation of stay dated 05/12/2025 reflected and incomplete document with 
only vitals and weight generated in the form. 

Review of Resident #3's medical chart reflected there was no discharge summary completed or uploaded. 

During an interview on 05/19/2025 at 2:06 PM, LVN B stated that she was made aware a resident was going 
to discharge from the SW. LVN B stated the SW let the nurses know and put in a discharge order. LVN B 
stated that the process to discharge a resident was to print out their orders, review medications and 
instructions with the resident or family. LVN B stated that she also counted the medications that were going 
to be sent with the resident. LVN B stated if the medication was less than a week's supply or the resident 
was not going to see their PCP for more than a week, then she asked the NP to send a prescription. LVN B 
stated that the resident or family signed discharge paperwork and instructions at discharge. LVN B stated 
that the discharge paperwork included medication list and what the medication was for, last time they took 
the medication and home health information. LVN B stated the discharge summary was started by the social 
worker and included where the resident was going, and the nurses inputted their part so it was completed 
together by the SW and nurse. 

During an interview on 05/19/2025 at 2:11 PM, RN A stated that she was made aware of a resident's 
discharge by the order the SW put in. RN A stated that medications were verified with the NP and the 
resident was sent with a week's worth of medication. If the resident did not have a week's supply for they did 
not have an appointment within a week to see their PCP then the NP may have provided a prescription. RN 
A stated during discharge medications were reviewed with the resident and reviewed with the resident or the 
family if the resident was not considered alert and oriented. There was a form that was reviewed and the 
family or resident was supposed to sign it. RN A stated the form included upcoming appointments, 
medication list and home health care information. RN A stated this also included a medication list and the 
last time a resident took the medications. RN A stated on the discharge summary the NP summarized their 
part and information was added by therapy and the SW. RN A stated the SW was supposed to put an order 
in for discharge and any DME the resident needed. 

During an interview on 05/19/2025 at 2:27 PM, the SW stated that as a team it was decided when a resident 
was medically stable to discharge or met their goals with therapy. The SW stated that the resident could 
have received notification of non-coverage and she spoke with the family and let them know an anticipated 
day. The SW stated a discharge list went out to management that included who was going to be discharged . 
The SW stated that it was also discussed during the morning meeting and confirmed the time and day of 
discharge and communication was made with the nurses. The SW stated at discharge residents should have 
received a discharge form, list of medications and any home health information that has been set up. The 
SW stated she opened the discharge form at the time she put in the discharge order and it had where the 
resident was going and home health information. SW stated nursing completed the rest of the form. The SW 
stated home health information was usually documented on the discharge instruction form. 
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During an interview on 05/19/2025 at 3:56 PM, the DON stated that for discharge, medications were sent 
with the resident, a discharge summary a medication list, and any personal belongings. The DON stated the 
discharge summary included where the resident will be discharged to, background information of the resident 
and if they were going home with home health. The DON stated a recapitulation of stay was completed by 
the IDT members and they each had their own section. The DON stated it was definitely completed before 
discharge. The DON stated it was not usually sent with the resident and stated it was usually the discharge 
summary that was sent. 

During a subsequent interview on 05/19/2025 at 4:25 PM with the DON, he stated that the discharge 
summary was its own UDA and was specifically titled discharge summary. 

During an interview on 05/19/2025 at 4:50 pm, the ADM stated that at discharge she expected the resident to 
have had a clear plan of where the resident was discharging to, plan of care (home health care, hospice or 
sitter services), medication list, and equipment to have the tools the resident needed to be successful. The 
ADM stated she expected that the resident had all the documentation to shower their baseline, where they 
began and ended and if they reached their goals so it painted a clear picture. The ADM stated the SW was 
responsible to ensure the discharge summary and recapitulation was initiated and completed. The ADM 
stated that there was not a process that checked that the information was completed other than a 30-day call 
back process and discussing any hospitalization after discharge. The ADM stated she expected discharge 
information to be in PCC so that the facility was aware of where the resident went and who is following them 
(home health/ hospice). 

Review of facility policy titled Discharge Summary and Plan dated October 2022 reflected when a resident's 
discharge is anticipated, a discharge summary and post-discharge plan is developed to assist the resident 
with discharge. Further review reflected the discharge summary includes a recapitulation of the resident's 
stay at the facility and a final summary of the resident's status at the time of discharge in accordance with 
established regulations. Discharge summary should included, current diagnoses, medication history, course 
of illness, physician and mental functional status and ability to perform ADLs. A copy of the following is 
provided to the resident and receiving facility and a copy will be filed in the resident's medical records: a. An 
evaluation of the resident's discharge needs; b. The post-discharge plan; and c. The discharge summary. 
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