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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Prepare residents for a safe transfer or discharge from the nursing home.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interviews and record review, the facility failed to ensure preparation for safe discharge was provided for one of three
sampled resident (Resident 1). For Resident 1, there was no documented evidence that insulin (medication for high
 blood sugar) syringes (needles) was provided upon discharge. This failure had the potential for Resident 1 not able to
 administer her insulin. Findings: Resident 1 was readmitted to the facility on [DATE] with [DIAGNOSES REDACTED]. An
 interview with Licensed Nurse (LN) 1 was conducted on 6/19/20 at 10:30 A.M. LN 1 stated, We do teaching and education
 before discharge. LN 1 further stated nursing also, Provide all the supplies that they may need. LN 1 also stated it was
 important for diabetic patient to have the insulin and syringes. LN 1 further stated, To make sure they are able to
 continue care at home. A phone interview with LN 2 was conducted on 6/22/20 at 11:44 A.M. LN 2 stated that Resident 1 had
 physician orders [REDACTED]. LN 2 further stated she went over the list of medications with Resident 1 before discharge
 which included the insulins. LN 2 further stated it was important for Resident 1 to have her insulin and syringes due to
 her diabetes. LN 2 stated she did not document how many syringes she gave Resident 1. LN 2 acknowledged it should have been
included on the discharge list but was not. A concurrent phone interview and record review of Resident 1's Discharge and
 Transfer form, was conducted with the Director of Nursing (DON) on 6/22/19 at 11:55 A.M. The DON stated it was important
 for Resident 1 to have syringes for her insulin administration. The DON stated it was her expectation for nurses to provide insulin
syringes and document the quantity given. The DON acknowledged there was no documented evidence that syringes were
 provided for Resident 1 upon discharge. A review of the facility's policy titled Admission, Transfer or Discharge, dated
 12/16, was conducted. This policy indicated, Residents will be prepared in advance for discharge . a. . as well as the
 recommended discharge services and equipment .
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