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Abbrevialed surveys { KY #15790, KY #18052 -
and Y #16461) were conducted on 06/29/11
through 07/05/11. KY #16790 was substantiated
with rio deficiencies cited. KY #16052 was
unsubstantiated with no deficiencies siled, KY '

#16461 was substantiated with a deficlency clied /
retated to the allegation,

£ 201 | 483.12(a)(2) REASONS FOR

ss=D | TRANSFER/DISCHARGE OF RESIDENT

F201] 483.12(a)(2) REASONS FOR 8/10/2011
TRANSFER/DISCHARGE OF RESIDENT

The faciiity must permit each resident to remain in
the facility, and not transfer or discharge the 1.
resident from the facllity unless the transfer or

discharge is necessary for the resident's welfare
and the resident’s needs cannot be met in the 2.

facility,

‘Resident #1 was dischargad homs
on 5/7/2011,

A churt audit will be compieted
8/2/2011 on current residents with
behaviors and Cave Trak
monitaring system o ensure
interventions are cate planned 1o
pormit the resident to remain in the
tacifity, and nof transfer or
discharge the resident from the
facility untess the wansfer or
discharge is necessary for the
resident’s welfare and the
resident’s needs cannot be met in
the facility,

The transfer or discharge is appropriate because
tha resident’s health has improved sufficiently so
the resident no longer needs the services
proviced by the facility;

The safety of individuals in the facility is
endangered, /

The haallh of individuals in the facitity would
otherwize be endangered;

The rasident has failad, after reasonable and
appropriata notice, to pay for {or ta have paid
under Medicare or Medicaid) a stay at the facilily.
For a -esident who becomes eligible for Medicaid
alter sdmission to a nursing facility, the nursing
facility may charge a resident only allowabie
charges under Medicaid: or

The fzcility ceases o operate.
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This REQUIREMENT is not met as evidenced
by:
Based on closed resord review and interviews, it
was determined the facifity failed to permit one
resident (#1), in the selected sample of three, 10
ramain in the facility and not transfar or discharge
the resident from the facility unless the rasident's
needs could not be met. Resident #1 attempted
to exit ihe building two times and removed the
care “rek bracatel. The fachily placed the resident
on one to one (1:1) supervision, nofified the
family and informed the family the resident would
be discharged because the facility did not provide

111 services.

Findings inchide:

A closed record review revealed Resident #1 was
admilted to the faclilty, an 05106111, with
diagnosgs to include Dementia and Alzheimer's
Disezse. A review of an elopement assessment,
dated 05/05/11, revealed the facility assessed the
resident as an elopement #isk and reviefw-of the
niurse's nole, dated 05/06/11 at 12:16 PM,
revesled 2 care trek bracelet was placed on the
resident, which would alert staff of the resident's
atternpt lo sxit the building. A review of lhe
interien care plan, no date, revealed interventions
inclused redirection as needed and enceurage
diversional activities. A review of the behavior
monitoring form, no date, revealed no evidence
the resident wandered, was combative of
exhib:ted exit seeking bahaviors.

A review of the nursss' notes, dated 05/06/11 at
12:16 AM, and interviews with License_d Practical
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Care Plany of current residents will
be audited, to be completed {date),
to ensure thay are dated
appropriately.

Trans-ﬁar and Disé]laz‘éé;’elicy was
deveioped and implemented
729201 1. '

Administrator was in-serviced
7/79/2011 on the new Transfer and
Discharge Policy by the Corporate
Officer (Attachment #1)

Facility Department Managers
were in-serviced on 7/29/2011 on
the new Transter and Discharge
Policy by the Administrator
{Attachment #2).

Licensed Nurses will be in-serviced
8/9/2011 on docurnentation
requirements to include Transter
and Discharge Policy, the dating of
care plan, Behavior Monitoring
Form, and Madication ,
Administration (Attachment #3)
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Nurse (LPN) #1 and LPN #2, on 07/01/11 at 7:30 Medioction Alows e

| AM and 8:10 AM, revealed the resident exhibited servived Bie5 || on bo;m?:a nHng
increased anxiety related to the absence of fmd df_l.“n.g buhsv&o;;iNe az;_oj‘ b
hisfher sgnificant other and refusaf to change mtervmmo‘n?,' o mﬁ weaon
his/her clothes for bed, The resident told staff when administered (Attachment
helshe did not intend 1o stay there, however, #a).
he/stie went to bed and went to sleep. At 400 o . P _
A she lab technician entered the resident's Certified Nuri"’,f—"» Assistants will be
roorn and the resident became agltated. The staff m—sewicet’ﬂ 8/9/2011 on -~
lefl the raom to allow the resident to calm down, documenting and dating behaviors
The 1.PNs revealed the resident was restiess and behavior interventions
throughout the night and expressed the desire to (Astachment #5).
call his/her significant other and have someone . ,
come get kimther, LPN #2 stated by the next CQi fprm §S-16, l?xscharge
moming the resident packtad his/her clothes and ?’[anmng, \\.ras devmioped and i
the resident was redirected from the door one 1rr_1pigmenlud)7ﬁ9/201 1. CQISS-
time and the resident became argumentative, but 10 will be completed monthly for
was hot combative. : thres (3) months, then quarterly

thereafer by a CQI commitlee
A review of & nurse's note, dated 06/06/11 al member.
10:00.AM, revealed Resident #1 became upset
and stated hefshe wanted to go home. The staff
explzined hisiher need to stay at the facility and
the resident agreed, however, afer a short fime,
j the resident becarne upset again, The nurse

called the physician and received an arder for

Xanax 0.25 milligrams (mg) two times a day
(BID), as needed (PRN) for anxiety. However, a
review of the Medication Administration Record
(MAF} and Controlled Drug Record, dated May
2011. revealed no docutnented evidence the
resident received Xanax and there was no
additional documented evidence of exit sesking

behaviors.

Further review of nurses’ notes, dated 065/06/11 at
3-:45 M and 4:00 PM, and an interview with the
Director of Nursing (DON), on 06/29/11 at 3:30

Completion Date: 8/10/2011

if conlinuation sheet Page 3 6i7

CO&M ChS-2587{02-BB) Previous Voryions Qbsolete

Byant 10 WW3CH:

Fagiity ID: 100395




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07M9/2011
FORM APPROVED
OMB NQ. 0838-0381

CENTERS FOF MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGIENCIES {¥1} PROVIDER/SUPPLIER/IGLIA (X2} MULTIPLE _CONSTRUCT}ON {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NMBER: COMPLETED
. _ _ 1A BUILDING
B. WING -
185400 : 07/05/2011
NAME OF PROVIDER OR SUPPLIER S{REET ADCRESS, CITY, §TATE, ZIF GODE '
& ALLENSVILLE AD, P.C, BOX 427
HEARTHSTONE PLACE 5 ROAD,
. ELKTON, KY 42220
(X4} 1D SUMMARY STATEMENT OF DEFICIENC[ESV D P.ROVIDER'S PLAN OF CORRECTION 3]
PREFIX {EACH DEFICIENGY MUST BE PRESEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG 'REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEIRENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
E 201

F 201 | Continued From page 3

PM, tevealed she enterad the resident's room
and observed the resident, holding the Care Trek
bracalet in hisfher hand. When she tded to take
the bracelet from the resident's hand, the resident
raises his/her arm, as if to strike. The DON
stated she backed off and initiated 1:1
supervision, The DON returned appmxifnately 30
minutes later and replaced the care trok bracelet
on the resident’s ankle and continued 1:1
supervision, The physician and the resident’s
signilicant other were notified. The residant's
significant other was made aware of the
resident's behavior and that the facllity did not
provide 1:1 superviston. She asked the
significant ather if hefshe could come and sit with
the resident. The significant other stated he/she
could not sit with the resident, due to health
reasons and cried stating, “What am | going to
do?" The significant other stated hefshe had to
call his/her son and would cafl back fater. A{ 7:00
PM, the DON recaived a call from the resident's
son and was toid the family was uncerain as 1o
what they would do about the resident. She told
the son the facility was sorry, however, they were
unable ‘o meet the resident’s needs. The son
told the DON they could not meet the resident's
needs aither, and that was why the resident was
placed in the facility. The DON told the son they
would work on a referral, however, they could not
keep the resident ai the facility, because the
facility did not provide 1:1 services. The son
informed the facility he would nof be abfe to come
and get the resident that night, because phone
calls for other plasement had to be made. The
son further stated, the resident couid not refurn to
his/hsr home, because it would put his other
parent in danger. The DON told the son they
would provide 1.1 supervision for the night. The
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son stated his brother would come the nexi day
and get tha resident. The DON notified the
physician of the family's hesltancy. The physician
told the DON that if the resident became anxious
and upset to the peint interventions would nat
calm himsher down, they could send the resident

to the hospita for treatment, The resident /
remained on 1,1 supervision, sitling in his/her
room quietly. Further review of the nurses' noles,
dated 05/06/11 at 11:80 PM and 05/07/11 a{ 2:00
AM, and interviews with the Staffing Coordinator
and Gertifisd Nurse Aide (CNA) #1, on 06/30/11
at 2:20 PM and 2:45 PM, revealed the resident
had received hisiher medications, went to bed
and slept wel, tha night before the dischargs.
The Staffing Coordinator made no further
attempts to exil the faciity and exhibited no
cambative behaviors. CNA #1 revealed Resident
#1 slapt through the night and sat in the recliner
when he/she awakened the next morning, The
CNA stated the resident, at ong time, stated
hafshe needed fo check on his/mer significant
other, but mads no altempts to exit the building
and no combative behaviors were noted.

An inlerview with the DON and Admissions
Coordinator, on 06/26/11 at 3;30 PM and on
06/30/11 at 12:55 PM, revealed that on 05/07/11,
the discharge paperwork and referral wers
completed. At approximately 8:30 Ai, she
-attempted to call the family and recaived no
answer. She called the Administrator and was
told that legally, by law, they could not meet the
resident's needs and they couid not hold the
resident against his/her rights, due to the fact the
resident did have g guardian. The DON siated
the Adrministrator toid her to have the Admissions
Couordinator go with her and to take lhe resident
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to hisfher home. She fook the discharge
paperwork, state and federal regulations and the
papework the family needed 10 sign, as
instrected by the Administator.

A review of the nursa's notes, dated 08/07/11 at
10:15 AM, revealed Resident #1 was discharged
home and lefl the facility with the DON and the
Admissions Coordinater.

A review of a General Powsr of Attorney, dated
02/20/98, revealed Resident #1 designated
his/her significant other and stepchildren as
his/her health care surrogates to enable them to
make health care decisions, when he/she no
longer had decisional capacity. Further review of
the record revealed Resident #1's significant
ather signed all admission paperwork, to inciude
a Do Nat Resuscitate {DNR) order,

An interview with Resident #1's son, on C8/20/11
at 2:18 PM, revealed Resident #1 chased his/her
significant other out of the hame and threatensd
to Kill the significant other, on 04/26/11. The
palice were notjfied and Resident #1 was
hospitaiized, at that time. The family determined
Resident #1's significant other could no longer
meeat the resident's care needs and a decision
was made to place the residant in a nursing
home. The significant other was unable to sit
with the resident the evening/night of 05/06/11,
dua to his/her own health tssues, He stated the
family was tolg that the resident would be
discharged, because they did not provide 1.1
services, however, the facility would make &
referial fo another facility. The nexi moming, on
05/07/11, two staff puiled up in a car with the
residanl and brought the resident in the hause
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with discharge paperwork to be signed.

A review of the facility's notice for transfer or
discherge revealed the resident was discharged,
dus to the facility's inabilily to meet the regident’s
needs. [t revealed Residenl #1 attempted to
feave “he facility unattended and became
aggressive when staff redirected or provided care
for the resident. However, a review of the record
and interviews with staff revoaled there were only
two incidents when the resident attempted to walk
toward the exit door and one incident when the
resident raised hissher arm, as if to sirike
SOMene, ‘
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