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- AnAbbrevisted Survey investigaling
KYOO022589 was initiated on 12/22/14 and
fconcluded on 12/23/14. KY00022589 was
substantiated with deficiencies cited at the
i highest Scape ang Severity of a D",

58=D; TRANSFER/DISCHARGE OF RES

. When the facility transfers or discharges a
 resident under any of the croumstances specified
in paragraph (a)(23() through (v} of this seclion,
! the resident's clinical record must be
documented. The documentation must be made
: by the resident’s physician when transfer or
discharge is necessary under paragraph (a{{2)()
or paragraph (a3 2)(5) of this seclion: and a :
physleian when transfer or discharge is necessary -
s under paragraph (2)(2)iv} of this section, :

‘ This REQUIREMENT is not mel as evidenced
by

Based on interview and dosed record review, i
was determined the facility failed to ensure the
: resident's Physician docomented in the medica!
“record upon discharge for one {1} of four {4)
. sampled residents (Resident #1) related to whiy
" the facility was unable to meet the resident’
. needs.

. The findings include:

*Interview with the facility's Executive Directa
i revealed the facility had no Transter/Discharge
policy but the facility did follow Federal guidefines.

" Review of Resident #1's medical record revealed

F 202 483.12(a)(3) DOCUMENTATION FOR - Fa,

3= . transferred due to unable fo meet
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Resident # 1 was discharged from the
facility on 11-11-2014 and no further
deficient practice affected this resident.
Discharged residents that have the
potential to be affected by the deficient
practice were reviewed with no further
residents affected by the deficient
practice, :
Nurses will be educated on or before
1-26-2015 by the DHS/ADHS/Madical
Records nurse regarding having the
physician document in the clirical
record when a discharge or transfer
is deemed necessary due fo unable
to meet resident needs. :
. 100% of residents discharged or

 their needs will be audited to ensure
that deficient practice did not aceur.
- 100% audits will be conducted for
three months, if campus achieves
100% compliance, then the campus

LABD?’?I"ORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRES ENTATIVES SIGNATURE

TTLE {45} DATE

-l 1D

Any deficiency statament ending with an astarisk () denotes a gef ciengy which

ather salequards provide sufficient protection: to the patients. {Sea instruclions.} Exce
- lowing the date of survey whelher or ot a plan of corecton Is provided, For nursing
.. 4¥5 following He date these dasumenls are made avail

arogram participarion.
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F 202 Continued From page 1
the resident was re-admitted 1o the facitity from
; an inpatient behavioral hospital on 11/07/14 with
- diagnoses which included Dementia with
: Behavioral Disorder and Chronic Obstructive
Pulmonary Disease (COPD). Continued review

behavioral hospital en 11/11/14 with 2 disgnosis
“with behaviars which included sexual acting out

facitity discharged the resident on H1A1/14;

s however, no decumentation by the resident's
Physician related to the discharge or the reason

- for the: discharge was found in the record.

i Interview with ihe Sogial Worleer, on 12/23/14 at
" 5:40 AM, revealed tha facility did not have a
i ransfer/discharge policy that she was awsreg of.

. Interview with the Adimission/Customer Services
* Specialist, on 12/23/14 at 1:30 FM, revealad the
; Interdisciplinary Team determined the fagility

- could no longer mest the needs of Resident #

| She staled she was not aware of &
transfer/discharge policy.

Interview with the facility's Executive Director
T{ED}, on 12/23/14 at 1:45 PM, revealed she

acknowledged the faclity failad to ohtain the
| appropriate documentation from the Physician
after the facility transferred or discharged
Resident #1, which she now knew was

" necessary.

F 203, 483.12(a)(4)-(6) NOTICE REQUIREMENTS
88=0 BEFORE TRANSFER/DISCHARGE

f Befare 3 facility transfers or discharges a

revealed the resident was fransferred back to the
: of Dementia with Mood andg Behavioral Disorder,

i and aggressiveness. Further review revealed the :

and made the decision fo discharge the resident,

F 202" will begin conducting quarterly 10%

- audits. These audis will be conducted
by ED/DHS/ADHSMedical Records.
Audit results will be presented and
reviewed by QA committee which will
determine need for further audits.
1-26-2015

F 203,
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F 203, Continued From page 2

resident, the facilily must notify the resident and,

it known, a famity rember or legai representative
of the resident of the Fransfer or discharge and

i the reasons for the move in writing and in a
language and manner they understand: record

- the reasons in the resident's clinical racord: ang
include in the notice the items deseribed in

* paragraph (a)6) of this section,

; (8) of this section, the notice of transfer or

: section must be made by the facility at least 30
- days before the resident is transferred or
i discharged,

i Natice may be made as soon as praclicable

. bafura ransfer or discharge when the health of
: ddividuals in the facility would be erdangered

, under (a){2){iv} of this section; the resident's

¢ health improves sufficiently to allow 5 more

(aK2)(i) of this section; an immediate transfer or
- discharge is required by the resident's urgent

! medical needs, under paragraph (2)(2)) of this
. Section; or a resident has not resided in the

+ facility for 30 days.

- The written notice specified in paragraph (a)(4) of
. this section must include the reason for transfer
' or discharge; the effective date of franster or

. discharge; the location to which the realdent is
 transferred or discharged; & statement that the

i resident has the right to appeal the action o the _
" Stats; the name, address and tefephone number |
. of the State long term care ombudsman; for

" nursing facility residents with developmertal

- disabililies, the mailing address and telephona

" Except as specified in paragraph (a)5)(ii) and (a) :

discharge required under paragraph (a)(4) of thie

. iImmediate transfer gr discharge, under paragraph;

F203: Resident #1 was discharged from
facility on 11-11-2014 and no further
deficient practice affected this resident.
Discharged residents have the
potential to be affected by the deficient
practice were audited and there were
no residents identified as having been
affected by the deficient practice.
Nurses and SS director will be educated
on or before 1-26-2015 by the DHS/ADHS/
Medical Records Nurse on the policy and
procedure of family notification for.
discharge/transfers.

100% of residents disaharged!transferred
clinical records will be audited by DHS/
ADHS8/Medical Records Nurse for 90

" days, then 10% of discharges will be

~ audited monthly x3 months to assure
notification. Audit results will be
presented and reviewed by QA
committee which will determine need
for further audits. '
1-26-2015
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t number of the agency responsibie for the
protection and advocacy of developmental ly

¢ disabled individuals established under Pant € of
the Developmental Disabifities Assistance and Bilt

- of Rights Act; and for nursing facility residents

_who are mentally ill, the mailing address and

 telephone number of the agency responsible for

. Ihe protection and advocacy of mentally il

“individuals established under the Protection and
Advocacy for Mentally 1! Individuals Act.

' This REQUIREMENT is ot met as evidenced

by

- Based on interviews and record review, the

 faciiity faited to ensure a writlen notice was issued .

tothe resident and the resident's family of legal

representative whien the resident was transferred

_or discharged from the facifity, for one (1) of four

- (4) sampled residents (Resicent #1). Raesident
#1 was transferred and admitied 'o a behavioral

hospital on 11/11714, and as a result was
discharged from the facility on the same date:

+ howeaver, the facility failed to send writter notice

_of the discharge ta the resident's responsible

i party.

+ The findings include:

 Interview with the facilily's Executive Direclor
 revealed the facility had no Transfer/Discharge
. holicy but did follow Federal guidelines,

: Review of Resitent #1's medical record revealed
 the resident was re-admitted to the facility from a
; behavioral hospital on 11/07/14 with diagnoses
* which included Dementia with Behavioral
 Disorcer and Chronic Obstructive Pulmonary
‘Disease (COPD). Resident #1 was fransferred

: back to the behavioral haspital on 11/51/14 after

" an incident with another resident. The resident

THE WILLOWS AT HAMBURG
LEXINGYON, KY 40508
A SUMMARY STATEMENT OF DEFICIENCIES 0 PROVICER'S PLAN OF CORRECTION PR
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was admitted to the behavigral hospital and i :
diagnosed with Dementia with Mood and

- Behavioral Disorder. Behaviors exhibited by

' Resident #1 included sexual acting out and
aggressiveness. Confinuad review revealad

" Resident #1 was officially discharged from the
Tacility on 11/11/14; however, no gvidence of 2 ¢

- written notice having been provided to #form the
Responsible Prarty of the discharge or the reason |

: for the discharge was found in the record,

. Interview with Registered Nurse (RN} #1, on

$12(23/14 at 10:00 AM, revealed when a resident

_ was transferrad to the hospital, a Notice of

i Transfer/ Discharge form was Io be sent with the |
resident,

i :
Interview with the Social Services Director (S&D),
con 1212314 at 940 AM. revaalerd Resident #1
“was in a skilled bed {Medicare/Medicaid certified
 level of care). The $3D siated the resident's
Tamily was nofified anc agreed to the transfer:

. however, a written notice of discharge was not

! sent i the resident's responsible party.

: Inlerview with the facitity's Exerutive Director, on

1223114 at 1:45 PM, revealed she and the

. Director of Health Services had spoken on the

* phone with Resident #1's son and explgined the

. heed for the transfer/discharge, but ¢id nof

' eonsider pulting it in witting. She acknowledged
the facility failed to follow E ederal guidalines.
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