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

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

| This REQUIREMENT is not met as evidenced

Resident 1,2,3,4,5 has been
- discharged.

All other residents that were
transferred out or that are
currently on a bed hold were
reviewed to ensure a written
notice of the beckhold policy h
been ccmpleted,1

Administrator, DON, Social Services
designee and interdisciplinary
team reviewed and revised as
necessary the policy and
proceduregabout bed-hold
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Based on interview, record review, and policy
review, the provider failed to:

*Provide a written notice upon transfer to a
hospital specifying the duration of the residents'
bed hold during which the resident was permitted
to return to the facility for five of five (1, 2, 3, 4,
and 5) sampled residents who had transferred to
an acute care facility.

*Have a bed hold policy in place specifying the
length of time all private pay residents who
transferred could retain a bed before returning to
the facility.

Findings include:

1. Review of resident 4's medical record
revealed:

*He had been admitted to a hospital on 10/19/15.
*No bed hold policy had been sent to the hospital
or family.

*On 10/20/15 at 12:02 p.m. licensed practical
nurse (LPN) A documented she had called the
resident's daughter-in-law to inform her about the
bed hold poiicy. "No answerbut left a message
explaining bed hold policy et [and] if she had any
questions to call."

*On 10/21/15 at 9:19 a.m. the director of nursing
(DON) called the daughter-in-law and left a
message she had not received a call regarding
the bed hold, so the facility would discharge the
resident as of 10/21/15. "If you would like to
discuss this further please call facility and ask for
____[DON]"

*On 10/21/15 at 9:49 LPN A had documented the
daughter-in-law called to ask her about the bed
hold policy. "This nurse said after 1 had explained
the 5 day et the cost of $____ a day that if she
had any questions to call the nursing home et left
the number. The daughter-in-law said | should
have told her to call back because she didn't
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understand this bed hold business."

Interview on 12/21/15 at 3:30 p.m. with LPN A
revealed:

*She had left a phone message with resident 4's
daughter-in-law on 10/20/15 regarding the bed
hold policy.

*She had told the daughter-in-law there was a five
day bed hold policy.

*She stated the DON told her on 12/21/15 the five
day bed hold policy only applied to residents
receiving Medicaid benefits not private pay
residents.

Interview on 12/21/15 between 3:20 p.m. and
4:00 p.m. with the DON revealed:

*She had answered the phone when the
daughter-in-law called back on 10/21/15 but had
transferred the call to LPN A since she had left
the original message.

*The bed hold policy was not given to resident 4's
family.

*The five day bed hold policy only applied to
residents who received Medicaid benefits.
*Resident 4 paid privately, so the five day bed
hold did not apply to him.

*There was no specified bed hold for residents
who paid privately.

*When questioned if resident 4's room payment
stopped at midnight on the day of 10/21/15 she
stated she could not answer that question.

Interview on 12/21/15 between 3:20 p.m. and
4:00 p.m. with the administrator regarding
notification of discharge revealed resident 4's
family had not received a statement regarding
how to appeal the discharge to the state.

2. Review of resident 1's medical record

F 205
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revealed:

*He had been transferred to a hospital on
11/13/15.

*A bed hold policy had been discussed with his
wife, but she had not received a written copy of
the policy.

*A bed hold policy was signed by LPNA on
11/14/15 and placed in his file after resident 1
called to give up his room.

*There were no signatures on the bed hold policy
from the resident or family members.

*No signed admission agreement was located in
his record.

Interview on 12/21/15 at 3:45 p.m. with the social
services designee revealed she had been unable
to locate the admission agreement.

3. Review of resident 2's medical record
revealed:

*He had been transferred {o a hospital on
7M2/15.

*His daughter was present in the facility on the
day he was transferred.

*There was no documentation a bed hold policy
had been given or discussed with the resident or
family.

*There was no documentation a bed hold policy
was faxed to the hospital.

*No signed bed hold policy could be located in the
medical record.

*He had been discharged on 7/13/15.

Surveyor 33265

4. Review of resident 3's medical record

revealed:

*She had been fransferred to the hospital on
71281185,

*Her husband agreed to a bed hold per telephone
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conversation.

*No bed hold form had been completed for that
fransfer.

*Her husband took her to an appeintment with her
physician on 9/10/15.

-She was admitted fo the hospital for further
evaluation.

*The husband was asked per telephone if he
wanted a bed hold.

*He refused the bed hold.

*Bed hold form was filled out but not signed by
husband.

5. Review of resident 5's medical record
revealed:

*She was transferred to the hospital on 10/28/15.
*She was discharged from the facility on
10/28/15.

“There was no bed hold form filled out.

Interview on 12/21/15 between 3:20 p.m. and
4:00 p.m. with the DON revealed:

*She believed there had been a telephone call
from the family stating they had not wanted to
hold her bed.

*No documentation of a telephone call from the
family was found.

Surveyor 32332

8. Interview on 12/21/15 between 3:20 p.m. and
4:00 p.m. with the DON revealed:

*Bed hold policies should have been sent with the
resident/family at the time of the transfer.

*The five day bed hold policy did not apply to
residents who paid privately, so those residents
who had not responded about a bed hold were
discharged.

Review of the provider's undaied bed hold policy
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revealed:

*For Medicaid residents, "Government
regulations specify that Medicaid will pay for a
maximum of fifteen {15) hold days per therapeutic
leave per month and five (5) days per
hospitalization."

*"|f the source of payment for the resident's stay if
Medicare Part A or Private Pay and the
resident/financially responsible party requests to
have the bed/room held, the resident is
responsible for a private room rate to maintain
their bed at the facility. If the resident also has
Medicaid under this type of stay, Medicaid will pay
up to five {5) days."

“'If you choose to forgo the bed-hold policy,
personal items must be removed within five (5)
days."

*No documentation regarding specific bed hold
days for residents who were not receiving
Medicare or Medicaid benefits.

Review of the provider's undated Resident
Handbook revealed:

*Page 13, Bed Hold Policy: "You and a family
member (if known) or your legal representative
must receive written information from the facility
before you are transferred to a hospital or go on a
therapeutic leave that tells you:

-a. The bed-hold policy under your state plan (if
any) of how long the facility will hold the bed
before you return and become a resident again,
and

-b. The facility policy regarding bed-hold periods.”
*Page 21, Transfer to Hospital: "Bed hold policy
will be explained to resident being transferred or
legal representative for this individual and a
written Bed Hold Policy will accompany them."

Review of the provider's March 2011
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Discharge/Transfer Policy revealed:

*The purpose was to define and meet the
requirements for transfer/discharge regulaticns.
*Before a resident was transferred or discharge,
the provider was to notify the resident/family of
the reason for the move in writing.

*The notice would also have included a statement
that the resident had the right to appeal the action
to the state.
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