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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold
policies.

Level of Harm - Potential for

minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39683

Residents Affected - Some Based on interview, medical record review, facility document review, and facility P&P review, the facility

failed to provide written information to the residents about a bed-hold information upon the resident
transferring to an acute care hospital for three of three sampled residents (Residents 1, 2, and 3). These
failures had the potential for the residents not receiving accurate information to determine if they wanted a
bed-hold and to return to the facility.

Findings:

Review of the facility'sP&P titled Bed-Holds and Returns revised March 2017 showed prior to a transfer,
written information will be given to the residents and their representative that explains in detail the residents’
rights and limitations regarding bed-holds, the reserve bed payment policy, and the per diem rate to hold a
bed beyond the state's bed-hold period.

Review of the facility's Bedhold Notification Upon Transfer form showed the form was to be completed upon
transfer and to provide a copy to the resident or their responsible party. The form showed the resident, or
their responsible party was notified of their options to hold the bed and had check boxes to show if a
bed-hold was desired, not desired, not appliable, or not eligible for a bed-hold, but still desired to pay
privately for a bed-hold.

1. Closed medical record review for Resident 1 was initiated on 5/29/25. Resident 1 was admitted to the
facility on [DATE], and transferred to an acute care hospital on 5/17/25.

Review of Resident 1's medical record failed to show the resident was provided information on the bed-hold
options.

2. Medical record review for Resident 2 was initiated on 5/29/25. Resident 2 was admitted to the facility on
[DATE].

Review of Resident 2's EHR census showed the resident went on an acute care hospital on a paid leave on
5/1/25, and returned to the facility on [DATE].

Review of Resident 2's medical record failed to show the resident or her responsible party was provided with
the information on their bed-hold options.
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F 0628 3. Medical record review for Resident 3 was initiated on 5/29/25. Resident 3 was admitted to the facility on
[DATE].

Level of Harm - Potential for
minimal harm Review of Resident 3's EHR census showed the resident went on an acute care hospital on a paid leave
4/30/25, and returned to the facility on [DATE].

Residents Affected - Some
Review of Resident 3's medical record failed to show the resident or responsible party wasprovided with the
information on their bed-hold options.

On 5/29/25 at 1012 hours, an interview and concurrent medical record review for Residents 1, 2, and 3 was
conducted with LVN 1. LVN 1 stated she was the nurse for Residents 1, 2, and 3, when they were
transferred to the acute care hospitals. LVN 1 stated the facility obtained the physician's orders for the
residents to have bed-holds if admitted to the acute care hospital. LVN 1 stated their process for the
bed-hold wasafter receiving the notification from the acute care hospital the resident was being admitted , the
LVN was then to call and ask if the resident or responsible party wanted a bed-hold. LVN 1 stated they did
not provide anything in writing to the residents or their responsible partyabout bed-hold options. When asked
what options LVN 1 discussed with the residents or responsible parties, LVN 1replied she only asked if they
wanted a bed-hold and did not know any particulars about who was responsible for the bed-hold payments.

On 5/29/25 at 1150 hours, an interview was conducted with the Administrator. The Administrator stated all
the residents should be offered written information about the bed-hold options upon transferring out of the
facility.
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