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An abbrevisted standard survey {KKY23200) was S
conducted on 05/18/18. The complaint was — el a—‘&ached :
substantiated with deficlent practica identified at i
“D" lavet,
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$$=D | POLICY BEFORE/UPON TRANSFR

Before a nursing facility transfers a residentio a
hospital or allows a resident to go on therapeutic
Ieave, the nursing facllity must provide written
information te the resident and a family member
or legal representative that specifies the duration
of tha bed-hold policy under the State plan, if any,
during which the residant is permitted to retumn
and resuma residence in the nursing facility, and
the nursing facility's policies regarding bed-hold
pariods, which must be consistent with paragraph
(b)(3) of this section, permitting & resident to
return.

At the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the residant and a family
member or legal raprasantative written notice
which specifies the duration of the bed-hold policy
dascribed in paragraph (b)(1) of this section,

This REQUIREMENT is not met as gvidenced

Based on intarview, record review, and facility
policy review it was detemmined the faclility failed
to provide writtan notice which spacified the '
duration of the facllity’a bed-hold policy to a
- resident and farnily member at the time of
tranafer for one (1) of three (3) sampled residents |
(Resident #1). A review of the medical record for ‘

LABORATORY DIRECTOR'S OR PROVI PLIER REPRESENTATIVE'S SIGNATURE TITLE X8) DATE

a_j- : Dol Stratn  (2-26S

Any deficlency statement ending with an asterisk (*) danotes a daficiency which the institution may be excused from comecting providing It I determined that
other safequands provide sufficient protection to the patients. (See instructions,) Except for nursing homes, the findinga stated abeve are disciosable 80 days
lollowing tha data of sutvey whether or not @ plan of correction is proviged, For nursing homes, the above findings end plans of correction are disclosable 14
days felowing tho date these documents are made avallable to the facllty. I deficlencles are dited, an approvad plan of corection is requisite 1o continued
program participation,
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Resident #1 revealed the rasident was
transfarrad to a local hospital on 03/28/15. A
review of Resldent #1's record and interviaws
with fecllity staff revealed the residant or his/har
family member was not notified of the facility's
bed-hold palicy before or at tha time of transfer to
the hospital as requirad on 03/25/15.

The findings include:

Raview of the facility policy titled “Bed Hold
Palicy," not dated, revealed facllity staff was to
hold the resident’s bed for hospital visits up to 14
days per year. Howsver, the policy did not direct
staff to notify the residant or a family member of
any information related to the duration of the
faciltty's bad-hold policy. The policy also had not
directed staff to notify the resident or his/her
family member of information ralated to when the
residant was permitted to retum and resums
residence in the nursing facility before and at the
time of transfer, as required.

Review of the medical record for Rasident #1
ravaaled tha facility admitted the resident on
04720110 with diagnosas that included All-Terrain
Vehicla (ATV) Accidant with brain injury and
Depression. Review of an Annual Minimum Data
Set Assassment (MDS) dated 02/20/15 revealed
the resident required exienalve assistance from
staff with dressing and bathing. Fatility staff had
asseszed the rasident to have a Brief Inferview
for Mental Status {BIMS) score of 15 and to be
interviewable. However, the resident had been
discharged from the facility and was unable to be
interviewed during the investigation.

Interview with Licensed Practical Nurae {LPN) #1
on 05/18/15 at 12:35 PM revealed she transferred

~See astached
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Rasident #1 to the haspital on 03/25/15. The
LPN stated she had not provided the resident or
hismhar family member with any written or varbal
information related to the facility's bed-hold policy.
LPN #1 stated she had never been trained to
provide residents or a family member with
bad-hald information when they were transferred
to the hospltal.

Interview with the facility's Admissions
Coordinator (AC) on 05/18/15 at 1:00 PM
ravaaled sha had been trained by the previous
AC (no longer emploved at the facility) that the
facility Resident #1 was transferred to was a "free
standing” psyechiatric facility. She stated sha had
been trained that when a resident was transferred
io 3 "frae standing” psychiatrio facliity they had to
be discharged from the facility if they had
Medicaid insurance; therefare, bad-hold days
would not be provided ta the resident. She atated
someone from the hoapital that Resident #1 was
transferred to had contacted her (unable to
remember dateftime) with an attempt to transfer
the resident back to the faclity, The AG sistad
she informad hospital staff that tha resident had
been discharged, and there was no longar a bed
avallable for the resident,

Interview with the facility's Billing Coordinator on
05/18/16 at 1,15 PM confirmed she had
discharged Resident #1 from the facility's system
on 03/27/15 (two days after the resident was
transferred to the hospital). She statad with
Resident #1's insurance caverage the resident
should have had bed-hold days avatiable, but was
instructed 1o discharge the resident on 03/27/18.
She stated the previous AC (no longer empioyed
at the facility) had told har that the resident was
transferred to a “free standing” faclity and the
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resident's insurance would not cover bad-hold
days., Therefore, the resident was discharged
from the faciiity. The Billing Coordinator statect
she had not callad the facikity where Residant #1
was transfarred to verify if the facility was a "free
standing” facility and stated, "l did as | was told."

Interview on 05/18/1% at 1:37 PM with the
Assigtant Director (AD) from the hospital
Resident #1 was transferred to ravegiad their
fatility was not a “free standing” facility, The AD
stated Resident #1's insurance and stay at the
hospital would not have affected the recldant's
bad-hold status at the long-term care (LTC)
Faciiity. The AD stated the LTC facility had been
contacted on 03/30/15 (fiva days after admission
to the hospital) to transfer the resident back to the
LTG facility, but was notifled by facliity staff the
resident no longer had a bed avaliable at the LTC
facility.

Interview with the Director of Nursing (DON) on
0518115 at 2,50 PM revealed nurses had not
been irainad to provide any bed-hold Information
to residenta before or when they were transferred

 to the hospltal. The DON acknowledged

Resident #1 had not been pravided with the
requirad informatian when the resident was
transfamed to the hospital on 03/25/15 and was
not aware it was a regtlatory requirament

Interview with the Administrator on 05/18/15 at
3;10 PM revealed facility residents or a family
member were not notified of bad-hold policy
information at the time of transfer to the hospital.
She statad =he was not aware the facilily was
required to provide bed-hald information to the
resident or a family member before or at the time
of tranafer. The Administrator stated billing stafi
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had notified her that the facility Residant #1 was
transferred to was a "free standing” paychiatric
facility, and therefore the resident wes not given

any bed-hold days, and was discharged from the — 9 ee a.Hqch P
facility, The Administrator stated she had spokan

with staff at the psychiatric facility, after the
resident's bed-hold days would have expirad, and
* was notifiad that the facility was not a "free

" standing” facility. The Administrator

. acknowledged "someone should have" talked to
hospital staft to varify that the facility was a “free
standing” facility when Resident #1 was
transferred and prior to the resident belng
discharged from the facllity,
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