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INITIAL COMMENTS

An abbreviated standard survey (KY20582) was
initiated.on 09/12/13 and concluded on 08/13/13
The complaint was substantiated. Deficient
praciice was identified with the highest scope and
severity at D' level.

483, 12{a}(4)-(6) NOTICE REQUIREMENTS
BEFORE TRANSFER/DISCHARGE

Before a facility fransfers or dischargss a
resident; the facllity must notify the resident and,
ifknown, - family member or legal reprasentative
of the'resident of the transfer ordischarge and
the reasons for the move in writing and ina

-1 language and manner they understand; record

the reasons in the resident's clinical record; ang
include in the notice the items described in
paragraph {a)(€) of this section;

Exceptas specified in-paregraph {a)(5)i) and (a)

- (8} of this seclion, the notica of transfer or

discharge requirad under paragraph (2){4) ofthis
section must be made by the facility at least 30
days before the resident is fransferred or
discharged.

Notice may be made as soon as practicable

befors transfer or discharge when the heaith of

individuails Iny the facility would be endangered
under (8){2)(iv) of this section; the resident’s
health.impraves sufficiently to-zllow a tore

immediate transfer or discharge, under paragraph

{a)(2)(0) of this section; an immediate transfer or
discharge is required by the resident's urgent
medical peeds, tnder paragraph (a}(2)(i) of this
section; or a resident has not resided in the
facility for 30 days. .

F D00

F 203

The preparation and execution of this plan
of correction does not constitute admission
or agreement by the provider of the fruth o
the facts alleged or conclusions set forth in
the statement of deficiency. This plan of
corraction is prepared and executed solely]
because it is required by federal and state
A

1, Resident #1 and their responsible party:
have received in writing a Notice of Transfe
1 form informing thern of their transfer/discha
rights in the event of future need for transfe
discharge.

2. An audit wés. ccnducted by the
Administrator of ¢linical records for any
resident currently out of the facility, to
determine that written Transfer/Discharge
notification was provided to the resident an
family member/legal représenitative as
required.

3. The facility protocol for Transter/Dischar
Rights Notification has been reviewed/revis
to determine that this is performed as requ
Licensed nursing staff, the Medical Record
Clerk, and the Sccial Service Direclor have
received in-service education by the Admin
istrator on the reguirsment for the Notice o
Transfer form to be utilized hefore the facil
transfers or discharges a resident, and the
new facility profocol for conducting this
process.
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Any deficiency statement ending with an asterisk {*) denotesa deficiency which the institution m%y be' excusqi from cnrrect;ng providing it Is defermrined that

[}

other safeguards provide. sufficient profetfion to the-patients: (See instructions.}- Except for rursing homes, the findings stated gbove are disclosable 50 days
following the date of survey whethet ornela plan of carrection is provided. For nursing homes, the above findings and plans of correction are. disclosable 14
days following the date these docurnents are made available to the facllity. 1 deficiencies are cited, an appioved plan of correction is requisite to confinUed
program participation.
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1 4. The CQl indicator tool for the monitoring
F 203 | Gontinued From page 1 F 203| of Notice of Transfer compliance will be

‘The written notice specified in paragraph (g)(4) of
this section must include the reason for fransfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the adtion o the
State; the name; address and telepheng number
of the Slate long term care amibudsma; for
nursing facifity residents with developmental
disabilities, the mailing address and telephone
number of the agency responsible for the
protection and advocacy of developmentally
disabled individuals established under Part C of
the Developmental Disabiiities Assistance and Bil
of Rights Act; and for nursing facility residents
who are mentally i, the mailing address and
telephone number of the agency responsible far
the profection and -advocacy of mentally ill
individuals established under the Protection and
Advocacy for Mentally Il individuals Act.

This REQUIREMENT is hot mef as evidenced
by:

Based on interviews and record review, the
tacility faited to ensure a wiitten nofice was issued

“to the resident and the rasident's family or legal
représentative when the resident was fransferred

or discharged from the facifity for ong of five
residents (Resident #1). Resident#1 was
irahsferrediadmitied to the Jocal hospial on
(9/06/13 and as a result was discharged from the
faciity on 09/06713; however, the facility failed to
send writter notice of the transfer/discharge to
the resident's responsible party. Staff interviews.
revealed transfer notices are sent with residents
when transferred to the hospital. Interviews
further reveaied the transfer/discharge notices
are not given/mailed o the resident's family or

legal representative.

Administrator,

utitized monthly X 2 months, and then
quarterly thereafter as per the established
CQt calendar, under the supsarvision of the
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the resident's medical record revealed the

Continued From page 2
The findings inchide:

Reviaw of the facifity pelicy entitied Transfer and
Discharge Righis {not dated) revesled that
"hefore effecting & transfef or discharge of a
resident, cur faciiity shall (2) notify the resident
and, if known, 'a family member of the resident or
legal representative, of the transfer or distharge
and reasons therefore, and (B) record the reason
in the resident's dinical recerd.”

Review of Resident #1's medical record revealed
this resident was transfarred to the local hospital
on 09/08/13 after a fall. According fo the nurse's
nofes the resident was admitted fc the hospital
with a'diagnosis of a fight hip fracfure. Review of
resident's level of care was classified as Skilied.
Further review reveadled the resident was
admitied to the local hospital on 00/08/13 and, as
a result, was discharged from the facility on
09/06/13; however, no evidence of a wiittery
netice of reason for the discharge was found is
the record.

interviéw with the Assistant Director of Nursing
(ADON), LPN #11, and the Social Services
Director (S8 on 0871313 at 1250 PM, 12:00
PM,and 11:40 AM reveaied when residents are
fransferred to the hospital & Notice of Transfer or
Discharge form is sent with the resident.
According o the ADON, g copy of the form g not
retained for the resident's record,

Further inferview with the. S50 on.08/13/13 at

111:40 AM revealsd Resident #1 was in a Skilled

bed {Medicare level of carg}. The SSD stated the
residents family was notified of the transfer and
the bed-hold policy was expiained to the family on

F 203
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Before a nursing faciily tradsfers a resident toa.
hospital or allows a resident to go on therapeutic
feave, the nursing facility must provide written
information fo the resident and a famify member
or legal representative that spedifies the duration
of the bed-hold policy under the State plan, if any,
during which the resident is permitiad to retura
and resume residence in the nursing facility, and
the nursing faciiity's policies regearding bed-hold
pericds, which must be consisterit with paragraph
()3} of this section, pérmitting & resident fo
return.

At the time of transfer of a resident for
Hospitalization or thérapeutic leave, a nursing
facifity must provide 1o the resident and = family
member or legel representative written notice
which specifies the duration of the bed-hold pelicy
described in paragraph (bi(1).of this section,

This REQUIREMENT is not mef as evidenced
by:

Based on intefview and record review, the facility
failed to ensure & written bed-hold noticé was'
provided tirmely {o the resident and a family
member o7 legal representative for one of five
residents [Resident #1) when the resident was
transferred from the faciiity. Resident#1 was
transferred and admitied to a jocal hospital on

X4 D SUMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD 8E COMPLETION
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£203 | Continved From page 3 F203
09/06/13, however, a written noticé of discharge
was not sent to the resident’s responsible party.
According to the S8D, the family decided not to
hold the bed and the resident was dischiarged
from the facllity.
F 205 48_3;2_(13}(1}&{213 NS;&E TORiiEg—SOLD F 205! 1. Resident #1 and their responsible party | 10/10/13
$g=5| POLICY BEFORE/UPO SFR have received a written bed-hold notice

1 2. An auditwas condugted by the Administrator

‘received in-service education by the Admint

4. The CQI indicator tool for the manitoring

-quarterly thereafter as per the established

specifving the duration of the bed hold policy.

of clinical records for any resident currentiy
out of the facility to determine that written
bed-hold policy notification was provided to;
the resident and family memberflegal
representative as reguired.

3, The facility protocol for Bed-Hold Palicy
Netification has been reviewed/revised to
determine that this is performed as required.
Licensed nursing staff, the Medical Records
Clerk and thé Social Service Direclor have

istrator on the requirement for the bed-hoid
policy notification to be utiized before the
Tacility transfers or discharges s resident and
the new facility protocol for conducting this
process. :

of Notice-of Bed-Hold Policy compliance will
be utilized monthly X 2 months and then

CQI calendar under the supervision of the
Administratof.
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09/06713; however, 1o evidence of a writeén
bed-hold notice was sent with the resident to the
hospltal ar sent to the resident's family or legal
representalive. Stalf interviews revealed the
facility sends a bed-haold notice via mail fo the
family after a hospital admission. Howsver,
based on intervisws, the notice i5 not routinely
sent withit twerdy-four hours of the transfer,

The findings inclids;

Review 'of the facility’s poficy entiffed Bed Hold
Policy (not dated) reveaied the residentand a
family member or legal representative of the
resident will be notified of the Center's Bed Hold
Palicy at the fime of admission and upon fransfer
from the Center:

Review of Resident #1's medical record revealed
the resideni was transferred from the facility to
‘the local hospital on 03/06/13. The resigent was
‘admittad ta the hospital with a diagricsis of & right
fractured hip. Review of the resident's medicat
record revealed the resident’s level of care was
classified as Skilled. Further review reveaied
documentation that the resident's family member
was notified via phone of the faciiity's bed-hold
oalicy for the Medicare leved of cars and that the
family deslined to hold the resident's bed. The
record contained no evidence of & written
bed-hold notice being sent to the fesident,
resident’s family, or [eégal representative,

interview with fhe Office Manager and the Social
Services Director (38D} on 09/13/13 2k 11:55 AM
and 11:40 AM revealed when fesidenis gfe
admitted, the faciiity bed-hotd policy is sxplained
and reviewed with the resident and responsible

party. The inferviews revealed when a resident is.
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transferrgd to the hospital & Bed Hold
Reservation Form is mailed to the resident's
farnily which includes the number of days the bed
will be-heid. The SSD explained the hed would
be heid for 14 days for Medicaid beds and 0 daysg
for Medicare beds, According o the Office
Manager, the faciilty does not routingly send the’
bed-hold notice within 24 hours when the resident
is in a Medicaid bed. The Office Manager stated
if the resident was in the hospital several days
and it was getting close to the 14-day bed-hold
fimit then a bed-hold notice would b sent 1o the
famiy/responsible party. The Cfice Manager
stated Resident #4's family member was notified
via phone of the bed-hold notice on D8/06/M3.

Further interview with the 85D on 09/13/13 at
11:40 AM reveaied Resident #1 was in a Skilled
bed (Medicare level of care). The 55D stated the
resident's family was notified via phene of the
transfer and the bed-hold policy was explaingd to
the family. According o the 85D, the family
decided not to hold the bed and the resident was
discharged from the facility. The facility did not
have evidence that the bed-hold notice was
mailed fo Residant #1's family.
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