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F 000 INITIAL COMMENTS F 000 This Pltln ofCarreelion is the center's credible
i allegation of compliance.
| ; i | * Preparation and/or execution of this plan of correction
! This re.port is the result of an unanpounced f does not constitute admission or agreement by the
Abbreviated Survey conducted at Kindred 1 . provider of the truth of the facts alleged or conclusions
Seattle- Nor‘thgate : " set forth in the statement of deficiencies. The plan of
* on 01/04/13-01/09/1 3. A sample of 3 residents ; . correction is prepared and/or executed solely because
- was selected from a census of 27. it is required by the provisions of federal and state law.
' | =205 : 01-22-2013
The following complaint was investigated as part | Corrective Action
- of this survey:
Bed hold was discussed with resident #
2730014; 2735774 1 upon readmission and written notice
given. Residents #2 and #3 have
i ischarged and are not expected to
. The survey was conducted by: discharg P
;’ return.
e N, RN _
; , For all other residents,
|
‘ ! The facility bed hold policy will be
The survey team is from: initiated upon admission and prior to any
. transfers a resident may make either to
Department of Social and Heaith Services ! hospital, or for therapeutic leave. The
Qg”‘.g a’f IDésab”gV S?“"C“-Fj A‘?m"jl‘sgat.'t"g facility will provide written information
C(reeseki? dl:_rwaore ervices, Reglon &, Unt ! to the resident, and family member, oro
i -
20425 72nd Avenue South, Suite 400 i legal representative , that specifies the% E rzris
Kent, WA 98032-2388 ' dur'atlon of the bed hold policy during = - 3
— - ! which the resident may reumand o @
- Telephone: (253) 234 6003 resume residence in the facility, c£ ~ &
' Fax: (253) 395 5071 ; regarding bed hold periods which are 0 | § =
| ' consistent with paragraph of 483.12 (bxs "
‘ (3) (F-205).
o o Measures to be taken:
N Ly [
LR (5205 i .
Residential Care Services Date The facility staff has been m-serv1eed on

LABO W \{%M UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
LreClA e @'\cg—(\/ /23 - )

Any d cnency statement ending wnth an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that -
other Safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not-a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are crted an approved plan of correction is requisite to contmued
program participation.
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iD PROVIDER'S PLAN OF CORRECTION

ss=D POLICY BEFORE/UPON TRANSFR

' Before a nursing facility transfers a resident to 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 1

_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 1
" hospitalization or therapeutic leave, a nursing |
* facility must provide to the resident and a family
“ member or legal representative written notice f
which specifies the duration of the bed-hold policy
described in paragraph (b)(1) of this section.

" This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility

- failed to provide verbal notice of the facility

: Bed-Hold policy as required, to 2 of 3 residents

transferred to the hospital from the facility, and

 failed to provide written notice of the facility
Bed-Hold policy as required, to 3 of 3 residents
reviewed, who transferred from the facility to the
hospital for acute care needs. In addition, 5 of 5
facility staff confirmed the required written notice
for facility Bed-Hold policy at.the time of transfer, .

; for residents transferring from the faciiity to the

" “hospital was not done by the facility. This facility

failure placed the residents at risk for having a
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F 205 483.12(b)(1)&(2) NOTICE OF BED-HOLD F 205

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

the bed hold policy to include at
admission and time of transfer of a
resident for hospitalization or
therapeutic leave. Ensuring the facility
provides to the resident and a family
member or legal representative written
notice, which specifies the duration of

| the bed hold policy, to include sending
. acopy of the policy with the resident to
! the hospital or therapeutic leave.

Monitoring :

The ED or designee will monitor
through observation and 24 hour report
that residents have been provided a
written notice of the bed hold policy at
admission and transfer to hospital or
therapeutic leave.
The data will be reviewed monthly for
three months and then quarterly at the
Performance improvement meeting.
With a subsequent plan of action
developed and implemented as
indicated. The ED is responsible for th
overall compliance.
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F 205
lack of knowledge about their rights for holding |
- their bed,s and their possibilities of returning to |
 the facility after hospitalization. ;

Continued From page 2 l

' Findings include:

RESIDENT #1

- According to record review on 01/04/13, Resident
#1 was transferred to the hospital on #l§/12 for

@ care needs. According to the facility
medical record, at the time of the transfer,
Resident #1 was alert and oriented, responsible
for self, and requested/agreed.to the hospital

transfer.

- In an interview on 01/04/13 at 11:40 a.m.,

- Resident #1 stated the facility " Bed-Hold Policy "

- form was not given to the resident, or family
member, at the time of the transfer to the
hospital, and was not given to the resident or

' family member within 24 hours after the transfer.

Resident #1 stated no knowledge of the resident '

s rights in regards to having a " Bed-Hold " at

the nursing home for return after hospital
treatment, which had the potential to result in

anxiety about the ability to return to the facility
' after the hospitalization. ‘

. Record review on 01/04/13 revealed, no
documentation by the facility that a written notice

- of Bed-Hold policy was given to Resident#1ora

- family member at the time of the transfer to the
hospital, or within 24 hours after the transfer to

the hospital.

In an interview on 01/04/13 at 10:00 a.m., Staff A

stated they had no knowledge of a written notice
- for Bed-Hold policy done in the facility for

F 205,
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residents when they transfer to the hospital. Staff
. A stated they do not give a written notice to
 residents or families upon transfer out of the ;
: facility to the hospital, and Staff Ahad not seena
facility " Bed-Hold " written form used in the
facility.

. In an interview on 01/04/13 at 10:10 a.m., Staff B |

, also stated no knowledge of a written notice for

Bed-Hold, or a form to be given to residents or |
families when residents transfer out of the facility
to the hospital.

“In an interview on 01/04/13, Staff C also stated

; the Social Service department does not give any
- written notice for " Bed-Hold " to residentsor | !
- families when they transfer to the hospital.

RESIDENT #2
According to closed record review on 01/04/13,
Resident #2 was responsible for self, alert and
oriented to person, place and time, and alert and
. able to make decisions during transfer from the
facility to the hospital for acute care on 12/31/12.
There was no documentation in the resident' s
; record of any verbal or written notice of bed-hold !
policy when the resident was transferred to the
. hospital.

“In an interview with Staff E on 01/04/13 at 10:20
' a.m., Staff E, an administrative employee, stated
documentation of verbal notice regarding

: °
- Bed-Hold is placed in the medical record at the ) 2 «;}3
time of the resident transfer. | @ 7 f <
In an interview with Staff D on 01/04/13 at 11:55 () 'Z_J <
~a.m., Staff D stated a verbal notice is given to a ; if’z =4
resident or family for transfer but no written notice - ! N

o
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is given at the time of transfer. Staff D also stated

- documentation of verbal notices of Bed-Hold
. policy is placed in the medical record at the time

of transfer.

RESIDENT #3

According to closed record review on 01/04/13,
Resident #3 was sent to the hospital on 12/30/12
with no documentation of verbal or written notice
of bed-hold policy given to the resident or the
resident ' s family when the resident was
transferred or in the days following the transfer.

. Failure of the facility to notify residents in writing

of the facility Bed-Hold policy at the time of
transfer as required, left residents at risk for
having no knowledge of residents’ rights to hold

: ther bed for return from the hospital.
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