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INITIAL COMMENTS

An Abbreviated Survey investigating KY #23108
and KY #23066 was conducted on 04/17/15
through 04/24/15. KY #23066 was substantiated
with no regulatory violations identified. KY
#23106 was substantiated with deficiencies cited
at the highest S/8 of a "D".

483.15(g)(1) PROVISION OF MEDICALLY
RELATED SCCIAL SERVICE

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and facility
policy and Hospice contract review it was
determined the facility failed to ensure social
services obtained hospice services for one (1) of
eight (8) sampled residents (Resident #1).
Resident #1's family requested Hospice Services
for Resident #1 and Social Services failed to
obtain them for the resident. (Refer to F309)

The findings include:

Review of facility policy titled "Residents' Rights
for Residents in Kentucky Long-Term Care
Facilities", not dated, revealed before admission
to a long-term-care facility, the resident and the
responsible party or his responsible family
member or his guardian shall be fully informed in
writing, of all services available at the
long-term-care facility. The resident has a right to
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Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Excepl for nursing homes, the findings stated above are disclasable 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 documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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