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An Abbravisted Survey fveshgating
CKYBOO21648 was iitimted and concluded on
OBI14/14. KYU0O2 1649 was substantated witk
deficlent practice identified 2t the highest Scope
and Severity of 5 "0
F 203 483 12>a)(4)48) NOTICE REQUIREMENTS
58«0 BEFORE TRANSFERDISCHARGE

B3

Belfore o facllty ransfers or discharges a
- resident, the faoiiy must noify the rosidant and,
it knowary, a farnily mensher or legat renreseniative
of the resident of the iransfer or dimsharge and
the reasons for the move inwiting snd n a
fanguage and manner they understand. record
e reasons in the residents dinfcal recard: and
Cinchude in the notice the items described in
* paragraph (3H6] of his section,

t Except as specified in paragraph (a)(5)H) and fa)

L (8 of this section, the nolice of transter or .

- dhschargs secuired under paragraph {a¥4) of this

. section must be made by the facilty a1 teast 30
days befare the residant Ie ransfarred o

- discharged,

Hefice may be made as soon.as practicable
< befori transfer o disclarge when the Realth of
ingividuale . the facility wolld be endengered
under (a32){v) of tis section; the resident's
. hepith improves sufficiently fo allow a more .
immediste transfor or discharge, under paragaph.
E)(2)) of this séotion; an immediate tansfer or
dlschargs is reguired Dy the resident's drgam

" statement of deficiencies. The plan of correction

‘All records for residents receiving a. 30 day

. All pelicies and procedures have been reviewed

for 30 day discharges. Updated information will
tbe included in the 30 day discharge notices going
, Forward, :

* to which the resident Is belng transferred and

- All postings throughout Fieility have been

d exesution of this plan of

g ! x5 not constiute admission or
agreement 1% the provider of the truth of the
facts alleged.or conclusions set forth in the

is prepared and/or executed solely because it is
required by the provision of Tederaf and state
faws,

Resident #1 snd Resident #4 have been G414
discharged and placed in other skilled nursing

fucilities,

discharge notice i1 the past 6 months have been
reviewed for accuracy and there have been no
other residents atfected by this practice,

and criteria bave been updated 16 reflect correct
contact information regarding the right of appeal

Sacial Services Direstor will assure all notices’
tegarding resident diseharges will include the -
reason for the fransfer or discharge; the location

aceuraté information régarding right of appeal
for the discharge, and acomate phone numbaers,

reviewed for correct address and telephone
wumber of ombudsman by the Social Services:

n'@ﬁeééé{x&i needs, under paragraph (B 23H of this - Director,
BBCHOM, of g resident has not resided in e
facility for 30 days,
L AROTET ey o : A e : ’ ; -
Ls QE; ?m; as;zmmj%{% O ;ﬁﬁgs&zsg;,ayg}gﬁe&w REPRESENTAYIVE'S SIGHATORE 4 . THLE Fiy DATE
B % e Friry o T s ey, R S ’ :
\‘.:;:'3:“ ’?mﬁf; Fi %r?y{é L 41 ﬁf;}gji: ¢ §§f; 3 f*ﬁ?ﬁ(?"j} 5{%{? H -+ "jf\;}‘" v;f{

& . & . : o o iy . 'u i
Ay deficiancy slatermant aruding with a0 dstenisl ") denctos 2 dafic R which e msdistion m

;s thar s&is}gas&sd& provide suflicient modedins 1 e palients. (See inslructions ) £
Cilowing the date of SurvEy whsier of 1ot @ plan of corsction i privdtded, Form
Says Wdlerang the dais these dotinents are mads svattanle o e facily. 1 oafiviencies
Hixgrary eartivipation, i -

OHREE RS B RO2.90) Previons Verpong Cisoiote E%ém Wy Fredstt

Fuact

ba sesised fom Sorrecting providding i s detersined that
3 Mo, the fndings stated abave g disuiosable 08 dave

HiE immaﬁ,_ !'jm abesve ﬁﬁ»::iing;z; ard plang of worschon s disclosatde 14
are e, B approved plan of coreeion i rggutaile o conbnuad
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. The written notice specified in paragraph {a)4} of

' this section must include the reason for transfer

or discharge, the effective date of fransfer or

" discharge; the location to which the resident is
transferred or discharged; a statement that the

resident has the right to appaal the action to the
Slate; the name, address and telephone number
of the State long term care ombudsmar, for
nursing faciity residents with devetopmentaf
disabilities, the malling address and tafephone

- number of the agency responsible for the

- proleclion and advocacy of developmentally
disabled individuals sslablished under Part C of

- the Developmental Disabiiities Assistance and Bilf

of Rights Act; and for nursing facilily residents
who are mentaily iff, the maiting address and
telephone number of the agency responsible for

»the protection and advocacy of mentally il
individuals eslabiished under the Protection and

- Advocacy for Mentally 1 individuais Aet,

, This REQUIREMENT is not mat as avidenced
by
Based on interview, record review and review of

' the facility policy, It was datermined the facility

 failed to provide a wrilten notice of discharge

;which included the required documentation for

~two (2) of seven (7) sampled residents -

- (Residants #1 and #4)..

For Resident #1 the facilly failed fo ensure the - .

“writlen nofice of discharge contained: the .-~
_ effective dale of the dischargs; the location to
" which the resident was to be discharged to: an

accurate telephone number to appeal the

decision for transfer. and the name, address and ‘

telephone number of the Siate Long Term Care
. Ombudsman.

' For Residen: #4 the facility failed o ensure the

CARMEL MANCR
FORT THOMAS, KY 41075
(@) 1y SUMMARY STATEMENT OF DEFICIENGES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX - (EACH DEFCIENCY MUST 8 PRECEOED BY Fui | PREF I {EAUH CORRECTIVE ACTION SHOULD BE COMELE i
TAG REGULATORY OR LSC HENTIFVING INFORMATION: TAG CROSS-REFERENCED TO THE APPROPRIATE BATE:
DEFICIENCY)
F2na  The Social Service Divector and Admissions

Director were in-serviced on 6/1/14 by the
Admindstrator regarding the importance of -
accurale information when sending 30 day
notice of discharge fefters, .

The Secial Service Director will verify and
update contact information for accuracy for
the Ombudsaan on a monthly basis, A
Quality Assurance Audit will be completed
by the Social Service Director er the
Assistant Administrator weekly for 4 weeks,
then biweekly for 2 months, then monthly
thereafter. The Quality Assurance Audit wiil
manitor correct information regarding: the
reason for discharge, correct placement
{destination} information, current correct
information for contacting the State
Ombudsman, and the right of appeal for all
30 day discharge notices, .

The Medical Records designee will monitor
all ransfes/discharge records at the time of
discharge fo assure ongoing compliance.

All netification letters reparding
" Transfer/Discharge in 30 days wili be .
- reviewed by the Administrator or designee
prior to mailing to assure accuracy of -
" information, i

Bvent il 228013
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I accurate telephone number to appeal the

_ telephone number of the State Long Term Care
*Ombudsman,

1;' The findings include:

_E Review of the facifity's poficy titled, "Notice of 3
- when a resident was to be transferred or

the Notification of Discharge or Transfer lstter. |
F Continued review of the policy revealed the leiter ;
i was to include the following information: '
rasident's name, place of transfer/discharge, ‘
- effective date and reason for discharge, ?
| statement regarding the resident's right to appeal
| the actien to the "Cabinet for Human Resources"; 4'
, and the name and address of the State Long
' Term Gare Ombudsman,
4
¢ 1. Review of Resident #1's medical racord i
, revealed the facility admitted Resident #1 o '
- U/06/13, with diagnoses which inchuded
1 Demenlia with Behavioral Disturbance,
.1 Depressive Disorder and Acute FRespiratory o
-, Faflure. Record review revealed Resident #1 had ,
| & physical aftercation on Q4/22/14, withan - . .’
i unsampled resident which did nat resyit in injury.
. Continued review revealed the facility sent
~Resident #1 out to 4 focal hospital's behavioral . - |
funit on 04/23/14. S B :

. Continued record review revealed a written nofice ;
_ of discharge dated 04/28/14, which was sent to

t Resident #1's Power of Atterney (POA), that

: stated the resident was being discharged as

written natice of discharge contained: the location i
' to which the resident was to be discharged to; an -

i deciston for transfer; and the name, address and

! Transfer andfor Discharge”, undated, revealed }

; discharged they were to be notified in writing per f

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORREGTION DENTIFICATION NUMEBER; ) COMPLETED
A. BUILDING
<
185208 B WING 08/14/2m14
NAME OF PROVIDER OR SUPPLIER STREET ADERESS, CITY, STATE, 21P CODE
108 CARMEL MANOR ROAD
CARMEL MANOR
FORT THOMAS, KY 41075
KA} SUMMARY STATEMENT OF DEFICIENGIES N PROVIDER'S PLAN OF CORRECTION T o
PREFIX | (EACH DEFICIENCY MUST BE PRECELED BY FULL PREEIK | {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG | REGULATORY ORLEC IBENTEYING INFORMAFION) TAG . CROS8-REFERENCED TG THE APPROPRIATE DATE
: ; DEFICIENCY)
| ; ;
i . i
F 203 Continued From page 2 i F 203 i
‘ ! i

i
i
;
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F 203! Continued From page 3 i

! histher "behaviors” posed a "direct and immediate -
| danger to tha health or safety of other residents.* !
. Continued review of the written notice of E
E discharge revealed no documented evidence it ;
 contained: the effective date of the discharge: the .
| focation to which Resident #1 was to be
discharged to; and the name, address and |
[ telephone number of the State Long Term Care .
{ Ombudsman. Further review of the written notice
. of discharge revealed the ialephone number

listed to appeal the decision for transfer was nota

* working number.,

!
if 2. Review of Resident #4's medical record i
' revealed the facility admitted Resident #4 on
{ 03/04/14, with diagnoses which included
; Bementia without Behavioral Disturbance,
* insomnia Not Otherwise Specified (NOS) and |
| Alzheimer's Disease, |
!
 Continued review of Resident #4's medical record
‘revealed the resident's POA signed an g
| authorization for release of information on .
E 04/23/14 In order for the facility to work on finding !
- a new placement, Record review revesaied g
[ written notice of discharge dated 05/09/14, which
i was senl to Resident #1's POA, that stated the
., resident was belng discharged as hisfher as
! discharge was necessary for his/her welfare,
1 facility could not meet his/her needs and
-y limmediate” transfer was reguired for the
_ resident's medical care needs. “The letter slated
| Resident #4's "behaviors" were "disruptive” to
i other residents. Continued review of the written
" notice of discharge revealed no documented
L evidence it contained: the location to which ;
1 Rasident #1 was o be discharged to; o the )
- name, address and telephone number of the
' State Long Term Care Ombudsman. Further

H

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA _
AND PLAN OF CORRECTION WENTIFICATION NUMBER: COMPLETED
A BULDING
C
185208 8 WING 05/14/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7iP CODE
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AN SUMMARY STATEMENT OF DEFICIENCIES P FROVIDER'S PLAN OF CORRECTICN (5]
PREFH | (EACH DEFIGIENCY MUST BE PRECEDED RBY FULL, ©OPREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLEYION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG 1 CROSS-REFERENCED TO THE APPROPRIATE DATE
: : ] DEFICIENGY)
f ; ;
E X :
- F203! :
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F 203 Continued From page 4
. review of the written notice of discharge revealed |
. the telephone number listed to appeal the j
! decision for iransfar was no longer a working :
Fnumber. :
i
Vnterview wilh the Assistant Administrator on
i 05/14/14 at 1:48 PM, revesied the Social
 Jervices (85) Director was on vacation at that
time. The Assistant Administrator statad the 58
. Director was responsible for generaling the
" written nioticas for discharge and for notifying _
residents' famities of the facility's intent fo ?
"discharge. According to the Assistant
{ Administrator, the facility did fax a copy of the
j written notice of discharge letter to the regional
| Ombudsman, The Assistant Administrator stated §
i the facility "thought® the address on the latter was |
the correct one for the Ombudsman. The
- Assistant Administrator indicated the written
“notice of discharge shouid contain the required
Hinformation and the Information contained in
I should be correct or the resident's appeat
 process colld be affected,

E
!

]
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