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An abbreviated standsrd survey (KY16638,
KY16774) was inltiated and conciuded on
10/11/11. KY16636 was unsubstantiated with no
deficlent practica Identlfied. KY16447 was
substantiated with deficient practice cited at 'D’ -
i level, ‘
F 205 483.12(b)(1)4(2) NOTICE OF BED-HOLD F 205

85=D | POLICY BEFORE/UPON TRANSFR
Before ing facilty transf dent fo 5 1. The resident identified no
ore & nursing fac ransfers a resident to e . ays
hospital or allows a resident to go on tharapeutic longcx: resides “} t.he f"acllﬂy.
leave, the nursing facllity must provide written . All residents residing in the ,

information to the resident and a family member . facility have the potential to
or legal reprosentative that specifies the duration be affected ‘
of the bed-hold poliey under the State plan, ifany, | = RN o
during which the resident is permitted to return ot 2. An a‘{d{t was mitiated P-V
and resume residance In the nursing facility, and the administrator to identify
the nursing facility's policies regarding bed-hold - any other residents who
perlods, which must be consislant with paragraph | e

1 {b)(3) of this section, permitting a resident to may hav? been affected, No
return. _ other residents were affected.

- Completion Date 11/04/2011.
Al the time of transfer of a resident for = - 3.The facility will review at
hospitalization or therapeutic leave, a nursing. : . - .
facllity must provide to tha resldent and a family - Inorming stand up meetings any
member or legal representative written notice ‘ residents which have been dis-
which specifies the duration of the bed-hold policy 1. charged to assure bed hold
der_acrlbed in paragraph (b){1) of this section., letters have been provided per
: : _ : EHS]I policy. Staff will be re-

This REQUIREMENT is not met as evidenced - , educated by the ETD (Educa-
tg‘;sed on interview and record review it was tion Dircctor) as to the re-
determined the facility fafled to provide one of | sponsibility and tasks to as-
three sampled residents (Resident #2) with a sure bed hold letters are pro-

bed-hold notice upon transfer to the hozpital on vided to all discharped resi-
07/13/11. Resident #2 was transferred to the _ :

. . Y
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th an astorisk (*) denote: & deficlency which the Institution may ba axcused from correcting providing It ks dotermineq that
othor safaguants provide sufficient protostion to the patients. (Sas instructions.) Except for nursing homes, the findings stated above are dizclosable 90 days
errection ks provided. For nursing homes, the abaye findings and plans of comaction are disglogable 14
ifity. If deficloncles are cited, an approved plan of corraction requighe (o continued

Program participation,
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F 205 | Continued From page 1 ' F205| dents per EHSI policy by 11/
hospltal on 07/13/11, refated to abnormal lab 11/2011. DON/UM (Unit
levels. Review of the resident record on Manager) to review all dis-
1011111, revealed no evidence the facility '
provided Resident #2 with a bed-hold notice upon charges from 11/01/2011 to
transfer, _ - ensure that EHSI policy for
' A : _bed hold notification was
The findings include: : completed timely. Beginning
Areview of the facillty's Notification of bed-hold’ 11/12/2011 D.ON/UM will )
policy (dated February 2011) revealed tipon randomly review at least 3 dis-
transfer to the hospltal the facllity staff isto - charges weekly x 2 weeks to
provide ihe resident with a written notice of o s
bed-hold requirements by utilizing the facility's ensure EHSI policy for bed hold
Bed-Hold Notice Letter. . has been followed.
) i ' 4. Review of discharged resi-
A review of Resident #2's medical record on dents and accompanying bed

10/11/11, revealed the facliity admitted Resident . .
#2 on 07/01/11, with diagnoses of Metastatic | { hold letters will be reviewed
Lung Caricer, Schizophrenla, and Chronic at momning meetings. QA

Respiratory Faliure. : : Committee consisting of Ad-

ministrator, DON, Unit

A review of the nursing notes and physician's

orders for Resldant #2 revealed the resident was . Manager, Life Enrichment
transferred to the hospital for evaluation reiated ta .| * Director and Soeial Services
abnormal lab levels on 07/13/11, and was i revi i isc

: will: review audits and issues

d h . . .

subsequently admitted to the hospital identified monthl_y for three
An interview conducted with Licensed Practical . months beginning the month
Nurse {LPN) #4 revealed sha had completed the : - of Oct ol:'g fo asfurc com-
nursing transfer sheet for Resident #£2 on SR
07113111, Further interview revealed she could pliance.

not recall whather & bed-hold notice had been 5. Date of Completion: 11/18/2011.
glven to Resident #2 at the time of transfor to the ‘

hospital on 07/13/11. Interview with LPN #4
further revealed it was the facliity's policy to
provide a bed-hold netica to all residents at tim
of transfar. :

/
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-transfar to the hospital. _

the resident and/or family member of the

'| &t the time of transfer to the hospital, Further

| certified letter to thé resident or family member to

interview with the Administrator revealed ft was

Continued From page 2 : L
An Interview conducted with LPN #3 (Unit
Manager) on 10/11/11, at 11:16 AM, ravealed a
bed-hold policy leller should accomparny all
residents at time of transfer,

An Inlerview with Medical Records personnel on
10/11/11, at 4:30 PM, revealed shoe had reviewed
the medical record for Resident#2 and was
unabie to find evidence that a bed-hold policy
letier was given to Resident #2 al the time of

An ir1ter§iew with the Nurse Consuyltant, on
10/11/11, at 6:10 PM, revealed a letter, informing

bed-hold policy, should accompany the resident

Inferview revoaled:if the letter did not accompany
the resident at time of transfer the Business
Office Manager was responsible to send a

&nsure their awareness of the bed-hold polioy.
Continued interview revealed a bad-hold policy
letter wag not sent from the facllity for Resident
#2. :

An interview with the Administrator on 10/11/11,
at G:15 PM, reveajed when a residenti was
transferred to the hospital a bed-hold policy letter .
should accompany the resident, Further

the responsibllity of the Business Office Manager .
to ensure that if the residents were not given &
bed-hold policy letier the rasident or the
responsibla parly was (o receive a certified letter
notifying them of the bad-held policy.
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