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F 000 INITIAL COMMENTS F 000 This Plan of Correction is the center's credible
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An abbreviated survey was initiatad an cf Preparation and/or execution of this plan of correction
concluded on 01/24/13 to investigate KY 1 ‘36’ does not constitute admission or agreement by the
The Division of Health Care uns t‘ stantiated provider of the truth of the facts alleged or conclusions
allegation with regulaic \f deficiencies. set forth in the statement of deficiencies. The plan.of
0F "Fection i. d and/or executed solely because
F 205 483.12(b}1)&(2) "JC"‘“ CF BED-HOLD F 208 correction Is prepared and, ;
- - it is required by the provisions of federal and state law.
sS=B POLICY BEFORE/UPON TRANSFR quired by the p 4

Before a nursing facllity transfers a1

. hospital or allows a resident to go on
“leave, the nursing faciity must provi
“information to the resident and a fan

fg membee
or legal representative that specifies the duration
of the bed-hold policy under the Siate plan, if any,
during which the resident is permitied o refurm

and resume residence in the nt
the nursing facility's policies regardi

U plriods, which must be consisient
(b3} of this section, permit
retum.
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F 205 SS=B Notice of Bed Hold Polic
Before/ Upon Transfer

L. How is the corrective action will be - - Completed
accomplished: The bed hold policyis ~ 2/7/13
provided to residents/responsible party

on admission and at time of transfe 1A/

. I1. How: correctlve actlon will be Completed
accompl shed for those residents 3/1/13
having potentlal to be affected: -
Resident #1, #2 and #3 bed hold pohcy
was mailed out with exception of #2 due
to resident did expire. All residents
currently res1d1ng at facility and any
resident that has been discharge in the
last 90 days that could have been
affected was mailed a copy of the bed
hold policy and discharge notice. A
review was conducted of all discharges
within the last 90 days as well and bed
policy and discharge notice provided.
Going forward for all residents: The bed
hold policy is covered as part of the
Admissions package during admission
of the resident. The Admissions
Coordinator will review and go over the
Bed Hold policy and Transfer Discharge
policy with resident, Family or Legal

mmrdmn at the time of Admission. The

LABORATORY DIRECTORE OR HR

lic Estaff prior to a transfer 1 90
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following the date of %uw;a m“xe{he £
days following the datg theSe docwr
program participation.
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F 205 CO‘VSi 53{}} me page 1 F 205 This Plan of Correction is the center's credible
; allegation of compliance.
fa f“‘%ity i the ﬂv%u, . Preparation ar?d/or exec’utforz of t/zts‘ plan of correction
does not constitute admission or agreement by the
#3 was transferred from me provider of the truth of the facts alleged or conclusions
hospital en 01/197 set forth in the statement of deficiencies. The plan of
natices, correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.
The findings include X -
provide a copy of the Bed Hold Policy .- ... .
‘Review of the fac ol dtinld & and Transfer/Discharge notice to thes = =020
- Readmission, revision date 04/28/11, revealed resident. If resident is unable to s 55
‘the facility would provide the bed-hol d policy to and there is no responsible party presentf
the patient at adr vhen any changes upon transfer the bed hold policy wﬂl be
cccurred under the & tima of mailed within 24 hours to the
fransfer or tempo g responsible party providing the
policy further stat notification to resident’s responsible
regardiess of payn aview party . .. !
corof the faclity's polic S
emergency lransfe & . R S
A b rroyicoee e . Lice s
‘:g;‘;;; ;:fﬁ :f‘f i e = ;’ ’ HI. What measures will be put in Completed
a e upan : policy place/systemic changes made. to 3/1/13
also a*&@cx &V . .
ensure correction: The licensed staff
was inserviced by Director of Nursing
Services on the Bed Hold policy and
Transfer/Discharge Notice. Dates of in-
services were 2/1/13; 2/5/13; and 2/6/13.
Additionally to validate their
understanding License Staff will be
, given a copy of transfer /discharge
resi deﬂ% t€} th The notice form by director of nursing /staff
faci%iw WES Ui development coordinator to complete
and confirm their understanding of how
o to complete and what to do after
Review of th ; g if §2 completing it. The Medical Records
re‘iéa?‘s‘ﬁ the facil Clerk has also been inserviced by the
? /25/ :2 with dia director of nursing and has validated
neepralopal understanding of form by completing
blank form as.swell to director.of
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F 205 Continued From p: F 205 This Plan of Correction is the center's credible

Hepatic Cirrhosis. allegation of compliance.

resident o the hoso
facility was unza
evidence of a be

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because

Review of the clis
it is required by the provisions of federal and state law.

revealed the fa

conduct daily audits of all discharges to
ensure that the forms have been .
completed correctly and given'to - .
resident-or responsible party If. medlca] ~
record clerk concludes an issue with bed
holds policy transfer/discharge form she
will notify the DNS (Director of

* Nursing) and the director of nursing
will immediately educate responsible
licensed nurse and also make contact
with the resident/family or responsible
party to provide the written bed hold

o notification.

IV. How does the faclhty plans to  Completed

monitor its performance to make sure 2/7/13

the solution are sustained: The

Director of Nursing will be responsible

to present the daily (Monday-Friday)

audits from the medical records clerk to

the P.I.Committee monthly for review

and actions, as indicated for six months

and as directed thereafter.
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. documented evideroe ¢©
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01/24/73 at 3:40 P
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packet

Inften.
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N 000 INITIAL COMMENTS N 000
This Plan of Correction is the center's credible
A complaint investigation was conducted and allegation of compliance.
P ! N AN #
COHCMGQQ on 01;24/,1 2 for COm?‘e‘“m K{ 1 96{_512‘ Preparation and/or execution of this plan of correction
The D}VFS%OY} of Health Care gnsuastantaa%ed ine does not constitute admission or agreement by the
alligation with deficiencies cited. provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
. . L correction is prepared and/or executed solely because
N 081 902 KAR 20:300-4(2)(a) Section 4. Admission it is required by the provisions of federal and state law.

Trans & Discharge Rights

{2) Notice of bed-hold policy and readmission.

- +(@). Notice before fransfer. Before a facility
" transfers a resident to a hospital or allows a

 ressident to go on therapeutic leave, the facilif
! g y

- return and resume residence in the facility. and -

shall provide written information 1o the residert
and family member or legal representative that
specifies the duration of the bed+hold policy if
any, during which the resident is permitted to

This requirement is not met as avidenced by:

- Based on interview, record review and review of

" hospitalization, the resident and a family member

the facility's policy, it was determined the facility
failed to ensure that at the time of transfer for

receive written notice that specified the duration
of the bed hold for three (3) of (3) sampled
residents. ‘Resident #1 was transferred fom the
nursing facility to the hospital on 01/14/12,
Resident #2 was transferred from the nursing
facility to the hospital on 01/15/13 and Resident

#3 was transferred from the nursing facility to the

hospital on 01/19/13 it without & written bed hold |
notices.

The findings includs:

_ Review of the facility's policy entitled Bed-Hold &

- the facility would

Readmission, reviglon date 04/28/11, revealed
Yo P ¥
pravide the bed-hold poiicy to

- N 0o

N 091 902 KAR 20:3004-4 (2) (a) Section - .. -

4. Admission Trans & Discharged Rights -

_Compl
2/7/13

I. How is the corrective action will be -
accomplished: The bed hold policy is
provided to residents/responsible party
on admission ar}d at tit_t;_e; Qf t;ansf?ré;: !

Compl
3/1/13

I1. How corrective action will be
accomplished for those residents
having potential to be affected: -~
Resident #1, #2 and #3 bed hold policy
was mailed out with exception-of #2 due
to resident did expire. All residents
currently residing at facility and any
resident that has been discharge in the
last 90 days that could have been
affected was mailed a copy of the bed
hold policy and discharge notice. A
review was conducted of all discharges
within the last 90 days as well and bed
policy and discharge notice provided.
Going forward for all residents: The bed
hold policy is covered as part of the
Admissions package during admission
of the resident. The Admissions
Coordinator will review and go over the -~
Bed Hold policy and Transfer Discharge
policy with resident, Family or Legal

eted

eted

guardian at the time of Admission. The

ABORATORY
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licensed-statfpriorto-atransfer-swill-
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' Review of the clin

.. .Pressure Ulcer. The facil
" resident to the hospital for care on 071/14/13
“facility was unable fo provide documented

. Hepatic Cirrhosi

- Muscle Weakness,

~ the patient at admission, when any changes

occurred under the state plan and at the time of

- transfer or temporary discharge. The facility's

policy further stated it applied to all patients,
regardiess of payment source. Continued review
of the facility's policy revealed in case an
emergency transfer was initiated, the notice
would be provided to the patient, surrogate, or
representative upon transfer. The facility palicy
alsa stated a written notice may be nc.hczed in the

~-papers sent with the patient o the hospital.

cord for Resident #1,
nton

ical e
revealed the facility admj &a,cz the reside
08/31/12 with diagnoses of Urinary Tract
Infection, Sepsis, Vitamin Deficiency and
ity transferred the

. The

evidence of 3 bed-hold notice,

- Review of the clinical record for Resident #2,
~revealed the facility admitted the res

ent on
10/25/12 with diagnoses of Toxic Metaboiic
Encephalopathy, Urinary Tract infecticn and

5. The facility ransferred the
resident to the hospital | e on 0115713, The
facility was unable to ;vrav, > documented
evidence of a bed-hol

id notice.

Review of the cfi zcaé record for Resident #3,
reveated the facility sdmitted the resident on
08/08/12 with diagnosas of Peritoneal Abscess
Abnormal Galt: The facility
transferred the resident to the hospitat for care on
01/19/13. The facility was unabie to provide
documer 4!6@ evidence of g baed-hold notica.

Interview with the Business Nianager, on 01/24/13

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

provide a copy of the Bed Hold Policy .
and Transfer/Discharge notice to the
resident. If resident is unable to sign
and there is no responsible party present .
upon transfer the bed hold policy will be
mailed within 24 hours to the -
responsible party providing the -
notification to resident’s résponsible

party
oI, What measures wﬂl be put in Completed
place/systemic changes made to 3/1/13

ensure correction: The licensed staff
was inserviced by Director of Nursing
Services on the Bed Hold policy and
Transfer/Discharge Notice. Dates of in-
services were 2/1/13; 2/5/13; and 2/6/13.
Additionally to validate their
understanding License Staff will be

" given a copy of transfer /discharge
notice form by director of nursing /staff
development coordinator to complete
and confirm their understanding of how
to complete and what to do after
completing it. The Medical Records
Clerk has also been inserviced by the
director of nursing and has validated
understanding of form by completing
blank form as well to director of
pursing. The Medical Record Clerk will ¢
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ol

at 3:30 PM, revealed the facility did not provide
the residents or family regresentative with a
writien bed-hold uosic . She further stated the
facility's business offxge ersosmei wouid notify
the resident or family represeniative by phone
regarding payment Gmu‘z if & bed-hold sayment
was warranted afier the i days.

urtee

ax/

Interview with the Admission Coordina
01/24/13 at 3:40 PM, reve
a copy of the bed-hold pali

packet.

aled the facili
oy in the aﬁmbé‘;i(ﬁ‘;

interview with the Dir
01/24/13 at 4:15 Ph, -

. did not provide a writf 539:‘5 .d
policy upon transterring e facility.
“'Review of the clinical record for Res ident #1

revealed the facil ty inm»t ﬁ the r
08/31/12 with a dia
Sepsis, Vitamin Def cie m‘acy and Pr

 The facility transferred the res sffm
for care on 01/14/13. The fagi
provide written document
notice.

Review of the clinical record for Resi
revealed fhe fae.,,,stg ac “fia 851

28t

ransferrad the
on 011813 The
fac ty was unabi :

documentation of a ¢

- Review of the clinical reco sident #3

> revealed the facility \Aﬁ he resident on
08/08/12 with a diagnosis £ ,‘é'*c;zze {Abscess
Muscle Weakness, Abnormal Gail. The facil sy
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N 081 Continued From page N 091

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

conduct daily audits of all discharges to
ensure that the forms have been
completed correctly and given to
resident or responsible party. If medical
record clerk concludes an issue with bed
holds policy transfer/discharge form she
will notify the DNS (Dlrector of v
Nursing) and the director of nursmg o
will immediately educate responsible
licensed nurse and also make contact
with the resident/family or responsible -
party to provide the written bed hold
notification.

_TV. How does the facility plans to .
monitor its performance to make sure
the solution are sustained: The
Director of Nursing will be responsible
to present the daily (Monday-Friday)
audits from the medical records clerk to
the P.I.Committee monthly for review
and actions, as indicated for six months
and as directed thereafter.

Comp
2/7/13

eted
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01/19/13. The facility was > 10 provide
written documentation sau-hold notice
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