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F 2062 Documentation for Transfer /
F 000 | INITIAL COMMENTS F 000 Discharge of Res
An abbreviated standard survey (KY21180) was The facility has ensured the following
conducted on 02/20/14, The complaint was corrective action:
substantiated with deficiant practice identifiad at !
"E" [evel. *  The physician for Residents #1, #2, and
F 202 | 483.12(a)(3) DOCUMENTATION FOR F 262 #3 completed chart documentation
§8=E | TRANSFER/DISCHARGE OF RES regarding the appropriateness of the
currently assigned level of care.
When the facility transfers or discharges a
residant under any of the circumstances specified The facility has taken the following action
in paragraph (a)(2)(1) through (v) of this section, to prevent this practice from affecting
the resident’s clinical record must be other residents:
documented. The documentation must be made
by the resident’s physician when wransferor * A 'Transfer and Discharge Policy’ was
discharge is nacessary under paregraph (a)(2)(i developed 2/20/2014 (Policy Attached),
;L:;gg;‘::é:’fiﬁ':{;f:';i::h’:::’g“s' ;“:;ssaw The policy outlines the rcquirements for
under paragraph (a){2)(iv) of this section. ppysiclan documentation regarding
discharge / transfer plans (Attachment
#1} and written notification to the
This REQUIREMENT is not met as evidenced resident and/or responsible family |
by: : member (Attachiment #2).
Basad on interview and record review the facility . * The staff charge nurse shall be
failed to ensure the resident's physician responsible for informing a physician o
documented in the medical racord when a a pending transfer / discharge and
discharge and/or transfar was appropriata, ensure the completion of the ‘Edgewoo
berause the resident's health had improved Estates DiSChﬂng Plans' form.
sufficiently and the resident no longer needed the e The Social Services Director shall be
servicas provided by the facllity or when the bl idi .
needs of the rasident could no longer be met at responsible for providing written
the facility, for three of three sampled residents notification to resident / responsible
. (Residents #1, #2, and #3), Interviews ravealed family member and obtain appropriate
the facllity transferred Residants #1 and #3ta a signature on the ‘Discharge Notice’
lesser (licensed) leve! of care and Resident #2 to form,
a higher (certified) lavel of care in order to *  Nursing / Social Services staff received |
appropriataly meet the needs of the residents; in-service training on the policy /
howavar, the physician failed to dotument why | attachments on 27202014 - 2/21/14
the transfers were necassary. ' (Attachment #5),
LABORATORY DIRECTOR'S OR PROVIDER/AFUPPUIER REPRESENTATIVES SIGNATURE TITLE {X8) DATE
L] 3/[3

Any deficiency statamant ending with an ammrisk (%) denctes o defickaticy which ihe inaiwtion may be excusad from correcting providing it Is determined that
othar safeguerds. provide sufficient arotection to the patients., {Bea lnatructione.) Excopt for nuraing homes, the findings stated ebove are disciosatie 80 days
follawing the date of survey whether ar not a plan of comectan provided. Far Autaing homns, the abova findings and plans of comrection are disclanabie 14
feye follewing the date thase Apcuments ara made avaiable to tha faclity. K caficioncies are cited, sn epproved plan of carrection is requisite to continuad
Program participation,
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F 202 | Continued From page 1 F 202 | The facility has initiated the following
systemic changes to prevent this practice
The findings include: from recurring:
Intarview with tha Social Worker on 02/20/14 at *  The staff charge nurse ghall complete
12:40 PM ravealed the fadility did not have & the ‘Transfer/Discharge Checklist’
dischargeftransfer policy. {Attachment #3) and forward to the
Social Services Director for review,
:'“‘;i':';;t,‘,g;*“'“ﬂ;;‘;‘“’";:’g"ﬁ “F;"%" * The Social Services Director shall
ate , ravaa was cility's policy : : ' :
to honor all reskients’ rights. A review of the g;;::ii::,df:;g:c?:mlr:::erpmharge
s " pletion , or
resident rights policy revealed the definition of d ded ive action /
transfar and discharge includad movement of 8 LA AL L b g2 5 T
resident 1o @ bed outsida of the cartified facility follow-up.
whether that bed was In the same physical plant
ornot. The facility was to permi each residant to The facility will sustain performance
remain in tha facllity and not transfer or discharge through the fellowing monitoring
the resident from the facility unless the transfer or practices:
discharge was nacassary for the resident's
:wetltf:r?a ;rl\:y tr;:e rE:aide?fs na:z; could net be met e The Social Services Director shall
n i nsfar or atge was
! present a summary of Transfer /
appropriate because the resident's heaith had Discharge reviews sach quarter as part
improved sufficiantly so the resident no longer fthe facility’ ing Quali
 needed the services providad by the facliity; the of the tacility’s ongomg Quality
. gafety of individuals in the facllity was Assurance monitors (Attachment #4).
endangered; the health of individuals in the facility :
would otherwise have been sndangarad; the F 202 Completion Datc: 3/13/14
resident failed after reagsonable and approprizte
notice to pay for a stay at the faclity; or the facility
ceased to oparate. When the facllity transfemad
or discharged a resident because the resident's
health had mproved sufficiently so tha resident
no longer naaded the servicas provided by the
facility or the resident's needs could not ba met in
the facility, tha rasident's ¢linical racord was
required {o be documentad. The documantation
was to be made by the resident's physician when
the transfar or discharge was necesseary because
| the rasident’s health improved or the needs could
: ot be met by the facllity. i
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F 202 { Continued From page 2

" 1. Areview of the medical record for Resident #1
revealed the facllity admittad the resident on
08/16/1. Further reviaw revealed on 01/21/13
the facility transferred Resident #1 from & higher
(cartified) level of care facility to a lesser
(licensed) level of care facility. However, the
facility failed 10 abtain a physiclan's order and/or
documentation from the resident's physician to
indleate why the resident's transfer to a lesser
(licensed) level of care was appropriate and/or
nacessary. '

2, Areview of the medical record for Residant #2
revealed the faciiity admitted the resident on
03/01/42 1o tha facility's lesser (licensed) level of
cara. Fusther review revealed the facllity

" transferred the rasident on 11/08/13 to the
facility’s higher (certified) level of care. Howevar,
the facility failed to obtain a physician’s order
and/or documentation from the resident’s
physician to indicate why the resident's fransfer
was appropriate and/or neceasary

3. A review of the madical record for Resident #3
revealed the facility admitted the resident on
08113113, Further review revegled on 11/08/13
the facility transferred Resident #3 from the
higher (certified) lavel of care to a lesser
{licensed) lavel of care. Howaver, the facility
tailad to obtain a physician's order and/or
dozumentation from the resident's physician o
indicate that the transfer to a lesser leve| of care
was appropriate and/or necassary.

Intarview with the Social Worker on 02/20/14 at
3:15 PM revealed tha facility did not obtain a

writtan transfer/discharge order for Resldent #1
and Resident #3 when thay were moved from a

F 202
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F 202 | Continued From page 3 F 202
higher lavel of care lo a lesser lavel of care; or
when Residant #2 was moved from a lesser level
of care to a higher laval of care, Tha Social
Worker acknowledged the residant's phyaician
had not documanted in the medical racord the
reason for the transfer/discharge of the residents.
Interview furthar revealed the Social Worker was
not aware the physician was required to
document a transfer/discharge order whan a
resident's level of care changed from & higher to
lessar lavel or from a lesser level of care lo a
higher level of care,
: Interview with the Diractor of Nursing (DON) on
02720114 at 1:50 PM ravealed she was not awara
the reaident's physiclan was raquired 1o
document the resson a rasident was
transferred/discharged from one laval of care ta
anothar level of care. Tha DON acknowledged
tha facility had failad to obxein the apprapriate
documeniation from the physician to indicate why
the transfer/discharge of Resident #1, Residant
#2, or Resident #3 was neceszary. . .
F203 483.12(a)(4)-(6) NOTICE REQUIREMENTS F203 F 203 Notice Requirements Before
S5 BEFORE TRANSFER/DISCHARGE Transfer/Discharge
Befora a facliity transfars or discharges a The facility has ensured the following
residant, the facility must notify the resident and, corrective action:
if known, a family member or legal representative
of the resident of the transfar or discharge and » A ‘Transfer and Discharge Policy’ was
the reasons for the move inwriting and in a developed 2/20/14 (Policy Attached).
language and manner they undaerstand; record The policy outlines the requirements for
the reasons in the regident's clinical record; and . physician documentation regarding
| include in the natice the ftems dascribed in discharge / transfer plans (Atachment
paragraph {a)(6) of this saction, #1) and written notification to the
Except as spacified In paragraph (}(B)(i) and (a) resident and/or responsible family
{8) of this section, the notice of transfer ar | member (Attachment #2).
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discharge required under paragraph (a)(4) of this
section must be made by the facility at least 30
days bafore the resident is transferred or
discharged.

Notice may be made as soon as practicable
before transfer or discharge when the health of
individuals in the facility would be endangered
under {a){2)(iv} of this section; the residents
health improves sufficiently to allow a more
immediata transfer or discharge, under paragraph
{a)(2)(i) of this section; an immediate trangfer or
discharge is required by tha resident's urgent
madical needs, under paragraph (2)(Z){ii) of this
section; or a resldent has not resided in the
tacility for 30 days.

The written notica specified in paragraph (a){4} of
this saction must includa the reason for transfar
or discharge, tha affective date of transfer or
discharge; tha lacation 1o which the resident is
transferred or dischargad; a statement that the
resident has the right to appeal the action to the
State; the name, addrass and teiephone number
of the State long term care ombudsman; for
nursing facility residents with develepmental
disabilities, the mailing address and telephane
number of the agancy responsible for the
protection and advocacy of develepmentally

- disabled individuals established under Part C of
the Developmantal Disebilities Assistanca and Bifl
of Rights Act; and for nursing facility residents
wha are mentelly ill, the maifling address and
telephone number of the agensy reaponsible for
the protection and advocacy of mantally Il
individuals established under the Protection and
Advocacy for Mentally |Il Individuals Act.

This REQUIREMENT is not met as evidenced
by:

: other residents:

~*  The Social Services Director shall
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F 203 | Continuad From page 4 F 203

The facility has taken the following action
to prevent this practice from affecting

* A record review was completed 2/20/14
with no other current resident noted to
be affected by this practice.

*  The Social Services Director shall be
responsible for providing written
notification to resident / responsible
family member and obtain appropriate
signature on the ‘Discharge Natice'
form.

¢ Nursing / Social Services staff reccived
in-service training on the policy /
attachments on 2/20/14 - 2/21/14
(Attachment #5),

The facility has initiated the foHowing
systemic changes to prevent this practice
from recurring:

*  The staff charge nurse shall complete
the ‘Transfer/Discharge Checklist’
(Attachment #3) and forward to the
Sacial Services Director for review.

review and sign the *Transfer/Discharge
Checklist® for accurate completion . or
document any needed corrective action /
follow-up.
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F 203 | Continued From page 5 F 203 The facility will sustain performance
Basad on interview and record review the facility through the following monitoring ;
failed to ensurs three of three sampled residents practices:
(Residants #1, #2, and #3) and thelr family
members were notified, in writing, within thirty *  The Social Services Director shall
days or as soon as practicable of the resident's present a summary of Transfer /
transfer and/or discharge. Interviews revealed i Discharge reviews each quarter as part

the facility transferred/discharged Resident #1
and Resident #3 from a higher (eartified) [evel of
cara to 8 lesser (licensed) level of care due to

in i ione.
';?,E.;?:’;‘::;,di;“;t:’;m??;,‘:m, F 203 Completion Date: 3/13/14
transferredidischarged Rasident £2 from & lesser
{liconsed) level of came to a higher {cartified) level
of care due to a decline in the rasident’s
condition. However, the fecillty failed to provide a
written statarnent to the residents and family
regarding the transfar/discharge.

of the facility's ongoing Quality
Assurance monitors (Attachment #4),

The findings include:

Intarview with the Socia’ Worker on 02/20/14 at
1 12:40 PM ravealed the facility did not have a {
' policy on transfer/discharga.

: A review of tha facllity's Resident Rights pelicy
! dated 10/24/02 revealed it was the faulﬂy‘s policy [
to hanor all rasidents’ rights. A review of the
resident rights policy ravealed the definition of
transfar and discharge includad movement of a
resident 10 a bed outsida of the certified facility
whether that bad was in the same physical plant
of not The facllity must permit each resident to
remain in the facility and not transfer or discharge
i the resident from the faciiity uniess the transfer or

- discharge was necassary for the resident’s

welfare and the resident's needs could not be mat J

in tha facility; the transfer or discharge was

appropriate because the resident’s health had )
| Improved sufficiently so the resident no longar I
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F 203

Continued From page 6

needed the services provided by the facility; the
safely of individuals in tha facllity was
endangered; the haalth of individuals In the facility
wotld otherwise have been andangered; the
resident failed after reasonable and appropriate
notice to pay for a stay at the facllity; or the facility
caased to operate. Before tha facility transferred
or discharged a resident the faciiity must notify
the resldent and, if known, a family mamber or
legal represantstive of the resident and the
reasons for the move in writing, and in a
language and manner understood. The nolice
must have bean made by the facility at least 30
days before the resident was transferred or
discharged. Netice could ba made as soon as
practicable before discharge or transfer when the
resident's haalth improves sufficiently to allow
more immediate transfer or discharge.

1. A reviaw of Resident #1's madical record
revealed the facility admitted the resident on
08/16/11. On 01/21/13, the facility
transfarrad/discharged the resident to a lesser
{licensed) level of care, According to an interview
on 2/20/14 at 12:20 PM with the Social Worker,
the transfer was due to an improvement in the
resident's health, Hewevar, even theugh the
facility verbally informad the resident and his/her
family mamber of the transfer/discharge. the
facility failed to provide the resident and histher
famlly member a written transfar/discharge
notice,

2, Areviaw of Resident #2's medical record
revaaled the facility admitted the resident on

+ 63104112 1o the faclity's lesser (licensed) lavel of
. care. Further review revealed the facility

transferred the residant on 11/08/13 1o the
facifity's higher {certified) level of care, Interview

F203
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F 203 | Continued Frum page 7

with the Director of Nursing on 02/20/14 at 1:50
PM revealed the resident's transfer was due to a
decline in the resident's heaith, However, even
though the facility verbally informed the resident
and family of the transfer/discharge, tha facillty
did not provide a writien transfar/discharge notice
to the resident and family member.

3. Areview of Resident #3's medical record
revealed the facllty admitted the rasident on
05/13/13. On 11/08/13 the faclfity
transfamrad/discherged the resident {o a lesser
{licensed) level of care bed., Howevar, evan
though the facility verbally informed the resident
and hig/her farmily membar of the
tranefer/discharge, the facility failed to provide the
residant and his/her famfly mamber a written
fransfer/discharge notice.

Interview on 02/20/14 with the Soctal Worker at
12:20 PM and the and the Director of Nursing
(DON] at 1:50 PM ravealed they were not aware
the fecility was required to provide a written
transfer/discharge notice to residents and families
when the resident was transfarred/discharged
from a higher (certified) lavel of care to 2 lesser
{licensed) level of care; or from a lesser '
{licensed) laval of care to a higher (cartified) leve!
of care, The Social Worker and the DON
acknowledged the facility had not provided a
writtan notice to Residant #1, Resident #2, or
Rasident #3 and/or thelr family members of their
transfer/discharge.

F 203
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