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F 000 | INITIAL COMMENTS F 000 url
Rockeastie Health and Rehabilitation, A Signat SRS
Healthcare Facllity does not believe and does 61215
An abbreviated standard survey (KY23092) was not believe and does not admit any deficiencies
initiated and concluded on 04/28/15. The existed befora, during or after survey. The facility
oomplaint was substantiated with deficient reserves the rights to conlest the survey findings
practice identified at a scope and severity of "D". | through informal dispute resolution formal appeal
F 202 | 483.12(a){(3) DOCUMENTATION FOR F 202 proceedings or any administrative or legal
ss=p | TRANSFER/DISCHARGE OF RES proceedings. This plan of correction is not meant
1o establish any standard of care contract obligation
When the facility transfers or discharges a or position and the facility reserves all rights to
resident under any of the circumstances specified raise all possible contentions and defenses in
in paragraph {a)(2){i) through (v} of this section, any lype of civil or ciminal claim, action or
the resident's clinical record must be proceeding. Nothing contained in this plan of
documented. The documentation must be made otz 08 JLJC L SR
by the resident's physician when transfer or patentially applicable Pasr review, Quality ’
discharge is necessary under paragraph (a)(2)(i) assurance or self critical examination privilege
physician when transfer or discharge is necessary :g:;:;la;:; ':;i’;’:“::_f:g::::;‘ eg' c_:,‘:L :'arcmty
under paragraph (a)(2)Iv) of this section. offers it's response, credibla allegations of ;
cempliance and plan of correction as part of it's
This REQUIREMENT is not met as evidenced |Shgona,efiors 10 provice ausky cate o
by: . . 1. Residant #1 was safely discharged from the
Based on interview, closed record review, and facllity on 3/26/15.
rev_iéw °f_ the facility policy it was determined the 2. All discharges for the past three months wers
facility failed to ensure one (1) of three (3) reviewed by nurse managers no ather residents
sampled residents (Resident #1) had the required were affected.
physician documentation in the medical record 3. Education will be compleled for all nurse
when the resident was transferred/discharged managers and Social Service Director by
from the facility. Resident #1 was transferred to a June 18, 2015 by the Administrator on facility
psychiatric facility on 03/26/15 due to policies regarding discharge of residents that the
inappropriate behaviors and the facility’s inability facility is unable to meet their needs or residents’
to meet the resident's needs. The facility failed to well-being. Beginning May 20, 2015 all residents
! assure the record contained the required that are discharged from the facility for resident's
documentation from the physician, welfare or if the facility is unable to meet their
needs will have the required physician
The findings include: documentation in the medical record per facility
policy. l
Review of the facility Policy titled "Transfer or
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6} DATE
Alicia Bublock e 5120115

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficiant protection to the palients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documants are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to conlinued
program participation.
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Discharge Documentation," dated October 2013,
revealed the basis for the transfer or discharge
must be documented in the resident's clinical
record by the resident's attending physician if the
transfer or discharge was necessary for the
resident's welfare and the resident's needs
cannot be met in the facility. Further review of
the policy revealed if a resident was discharged
because the health of individuals in the facility
would otherwise be endangered, a physician
must document the basis for the
transfer/discharge in the resident’s clinical racord,

Review of the closed medical record for Resident
#1 revealed the facility admitted the resident on
05/31/02. A review of the most recent diagnoses
revaaled the resident was diagnosed with
Demaentia with Behavior, Alzheimer's diseass,
and a Mental Disorder (unspecifiad). A review of
the most recent Minimum Data Set Assessment
dated 02/14/15 revealed Resident #1 was
assessed to be cognitively impaired with a Brief
Interview for Mental Status (BIMS) score of 1.
Further review of the record for Resident #1
revealed no evidence of the required physician
documentation on the basis for discharge from
the facility.

Interview conducted with Licensed Practical
Nurse (LPN) #1 on 04/28/15 at 1:25 PM revealed
the LPN observed Resident #1 touching another
resident's groin area on 03/26/15 at
approximately 10:00 AM. According to LPN #1,
she told Resident #1 to stop and the resident
started up the hall quickly and went to the
Assistant Director of Nursing (ADON), who was
walking in the hallway, and tried to grab her
breast.

ROCKCASTLE HEALTH & REHABILITATION CENTER 371 WESTMAIN STREET
BRODHEAD, KY 40409
(4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 202 | Continued From page 1 F 202 AL

6215
4, The Director of Nursing, Assistant Director's of
Nursing or Social Service Director will audit each
discharge for the next three months to ensure the
proper documentation from the physician. The audits
will be reviswed In the QAPI meeting monthly for
three months and then at the discretion of the QAR
Committes.
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Interview conducted with the Assistant Director of
Nursing on 04/28/15 at 1:00 PM revealed
Resident #1 was ambulating up the hallway
quickly with a walker on 03/26/15 after LPN #1
had told the resident to stop touching another
resident's groin. Further interview revealed
Resident #1 approached the ADON and
attempted to grab her breast. According to the
ADON, Resident #1 was redirected to the
resident's room and placed on one-to-one
supervision. The resident's physician was
contacted and orders were received to send the
resident for a psychiatric evaluation.

An interview conducted with the Administrator on
04/28/15 at 2:20 PM revealed the Administrator
contacted a facility to accept Resident #1 for
transfer on 03/26/15. However, a bed was not
available for the resident until 03/27/15.
According to the Administrator, the resident's
physician was contacted on the day of the
incident for orders to transfer the resident for a
psychiatric evaluation. The resident was
transferrad to the psychiatric facility and the
resident's bed-hold expired while receiving
treatment. The Administrator stated the facility
admitted another resident to replace Resident #1.
Further interview revealed the facility
interdisciplinary team had decided the facility
could na longer meet the resident's needs
because the resident was still having
inappropriate behaviors at the psychiatric facility.
Therefors, the resident was discharged.

F 203 | 483.12(a)(4)-(6) NOTICE REQUIREMENTS
s§8=p | BEFORE TRANSFER/DISCHARGE

Before a facility transfers or discharges a
resident, the facility must notify the resident and,

F 202

F 203

1. Resident #1 was safely discharged from the facility

on 3/26/15.

6HEM6—
6/12115

2. The Director of Nursing, Administrator, Social Sendice

Director and Assistant Directors of Nursing reviewed
discharged resident racords for the last three months|
to ensurs that notification to restdent, family member,
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