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i Preparation and execution of this responss and |
Plan of Correction do not constitute an admission

This report is the result of an unannounced or agreement by the provider or signer of the
Abbreviaied Sulrvey ConQUCted at fda Culver truth or accuracy of the alieged facts or
House Boroadview Nursing Care Center on conclusions sei forth in this Statement of
02/20/13. A sample of 3 residents was selected Deficiencies, This Plan of Correciion is prepared
from a census of 71. ‘ andfor executed solely because the provisions of

federal and slate iaw reguire it. This Plan of
' _ . _ Corredtion is not an admission of non-complt

The following complaint was investigated as part with the cited reguiation(s) nomcomptanee
of this survey: This Plan of Correction constitutes the provider's

2756380 written Credib!e' altegation of campliance for the

deficiencies noted.

The survey was conducted by:

. MN, R.N.

The survey team is from:

.| Department of Social and Health Services
Aging and Disability Services Administration

Residential Care Services, Region 4, Unit B

Creeksids Two

20425 72nd Avenue South, Suite 400

Kent, WA 88032-2388 ;

Telephone: (253) 234 6003
Fax: (253) 395 5071

O 1Big 342012 Hokog,,, |

Residential Care Service$ Date
| 9D sl
X6) DATE

LABORATORMDIRECTOR'S OR PRQVIDER/SUFPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(" Lt ipvria  SRlled flnoe ¢ Jletre MW@M/&& 35713

= 7 E
Anyﬁ'é?nﬁency statar‘%nt ending with an astgrisk () denotes & deficiency which the institution may beQxcused from correcting providing it is determined that
ather safeguards provide sufficient protection o the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether ornot a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made avaliable to the facifity. If deficiencies are cited, an approved plan of correction is requisite o continued
wogram participation.
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PROVIDER'S PLAN OF CORRECTION

\ during which the resident is permitted to return
! | and resume residence in the nursing facility, and

| p6¥'IDdS which must be consistent with paragraph
' (b)(3) of this section, permitting a resideni to
| return.

H
H

At the time of transfer of a resident for

 information to the resident and a family member |
or legal representative that specifies the duration |
! of the bed-hold poticy under the State plan, if any,

 the nursing facility's policies regarding bed-hold

" hospitalization or therapeutic leave, a nursing

' faciity 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.

|

, Thzs REQUIREMENT is not met as evidenced

by:
. Based on interview and record review, the facility

| failed to provide written and verbal notice to 1 of 3 |

readentsffamt%y member sampled (Resident #1),
| that specified the facility bed-hold policy at the
time of Resident #1's transfer to the hospital for
" acute care needs. This failure caused Resident
“#1 to have unmet needs in regard to knowledge
ofthe right to bedhold and fear of where Resident
#1 would go after hospitalization.

: found ro have been 3ffccted by the |
| idendfied practice.
i

The Administrator and Director
Nursing Services immediately

of Bed Hold" policy before/upon transfer,

How and what corrective action Wu’l
be taken.

i Al residents are  deemed

those as specified above and bslow.

Whar measures will be put into place
or what systemic changes will the
facility make o ensure that
identfied practice does not recur.
The Administrator with the assistance 01‘
the Director of Nursing Services (DNS) |
will provide additional in-service and
education training for personnel who

i paperwork  for transfers fo  inform

' policy per facilities policy and send

Findings include:

~ written notice upon leaving the facility.

- have the responsibility of preparing the |

| e
& residents of the “Notice of Bed-Hold™ -

jﬂ) 2Anlis

41D SUMMARY STATEMENT OF DEFICIENCIES ) (X5)
PREEDX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY QR LSC iDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY) }
! .
i . ) 1
£ 205 | 483.12(6)(1)&(2) NOTICE OF BED-HOLD . poos P 205 483.12(b)(1)&(2) Notice of
$58=D POLICY BEFCORE/UPON TRANSFR t Bed-Hold Poh(:y Before/Upon :
| Transfer
' Before a nursing facility transfers a resident to a ‘ :
hospital or allows a resident to go on therapeutic | How corrective  action will  be
leave, the nursing facility must provide written accomplished  for those residents

|

off
trained i
and educated the administrative staff
. and ficensed nursing staff of the “Nofice

1

: to be .
potentially affected by the identified |
practice. Corrective actions will include |

the
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F 205 ! Continued From page 2 F 205
According to record review on 02/20/13, Resident How the facility plans to monitor i

. #1 was admitted to the facilityon = L. 13 for
rehabilitation after a hospitalization and was on
. Further record review revealed, on
02/05/13, Resident #1 was transferred to the
hospital from the facility for acute care needs.

According to interview of Resident #1's family
| member on 02/20/13 at 11:17 a.m., when
Resident #1 was sent to the hospital from the

not offer any verial or written notice to the

had no idea a bed-hold was a possibility when

the resident's belongings the day after
~hospitalization.

| Accordlng to interview on 02/20/13 at 10:20 a.m.,
' Staff C had no knowledge or documentation of a
J bed-hold policy offered to the Resident #1 or their

| family member.

Interiew on 02/20/13 at 9:2C am.,
B, an administrative employee, did not have

presented to Resident #1 or their family.

| A had no documentation or knowledge of a

facifity for emergency care needs, the facility did

resident or family/representative about the facility
bed-hold policy. The family member stated they

Resident #1 was sent out to the hospital, and they

worried about where resident 1 would go after the
' hospital since the facility asked them to pick up

revealed Staff

documentation or knowledge of a bed-hold policy

lnterview on 02/20/13 at 9;25 a.m., revealed Staff

The DNS will cenduct regular audits to.
verify that resident receive “Notice of Bed |
Hold" policy per facilities policy at the
time of transfer. The audii wil be.
submitted to the Administrator on a'
monthly basis so that training and
education may be conducted as’
necessary on a timely basis. A Summary -
Report regarding the audit results for
presentation fo the Quality Assu{ancel
Committee meeting for commiftee rewew
and recommendation as warranied to'
ensure compliance.

Dare when corrective actions will be
completed.

- March 11, 2013

%}}Da\u\n
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: According to record review on 02/20/13, the- :

: nurse on duty when Resident #1 was transferred, |

' did not document any verbal or written bed-hold .

* policy presented to the resident or family upon or
after transfer to the hospital.

Continued From page 3

bed-hold offered to Resident #1 or their family
during transfer or after trasnfer to the nospital on
02/05/13. '

Interview of the Director of Nursing on 02/20/13 at
| 9:25 a.m., confirmed the bed-hold notice was not |

presented to Resident #1 or the family member
by the facility at the time or after the tranisfer to
the hospital.

F 205
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