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E 000 Initial Comments E 000

 A survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted on June 19 through June 21, 2018 
during a recertification survey. The facility is in 
compliance with the Appendix Z Emergency 
Preparedness Requirements.

 

F 000 INITIAL COMMENTS F 000

 On June 19 through June 21, 2018, a standard 
survey was completed at your facility by the 
Minnesota Department of Health to determine if 
your facility was in compliance with requirements 
of 42 CFR Part 483, Subpart B, and 
Requirements for Long Term Care Facilities.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 625

SS=D

Notice of Bed Hold Policy Before/Upon Trnsfr
CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a 
nursing facility transfers a resident to a hospital or 
the resident goes on therapeutic leave, the 
nursing facility must provide written information to 

F 625 7/31/18
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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 cited, an approved plan of correction is requisite to continued 
program participation.
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F 625 Continued From page 1 F 625

the resident or resident representative that 
specifies-
(i) The duration of the state bed-hold policy, if 
any, during which the resident is permitted to 
return and resume residence in the nursing 
facility;
(ii) The reserve bed payment policy in the state 
plan, under § 447.40 of this chapter, if any;
(iii) The nursing facility's policies regarding 
bed-hold periods, which must be consistent with 
paragraph (e)(1) of this section, permitting a 
resident to return; and
(iv) The information specified in paragraph (e)(1) 
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At 
the time of transfer of a resident for 
hospitalization or therapeutic leave, a nursing 
facility must provide to the resident and the 
resident representative written notice which 
specifies the duration of the bed-hold policy 
described in paragraph (d)(1) of this section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to provide the written bed hold policy 
at the time of hospital transfer for 1 of 1 residents 
(R20) who was reviewed for hospitalization.
Findings include:
R20's admission Minimum Data Set dated 4/4/18, 
identified R20 had moderate cognitive 
impairment. R20's undated Face Sheet identified 
her primary payer source was private pay.
R20's progress note(s) identified:
- 6/17/18, at 11:12 a.m. R20 was transferred to 
the hospital for excessive edema, nausea, and 
diminished lung sounds and a elevated 
temperature.
- 6/17/18, at 3:31 p.m. R20 was admitted to the 

 F625     SS=D

The facility has policies and procedures in 
place to ensure a Notice of Bed Hold is 
given before/upon transfer.  Notice of 
bed-hold policy and return.   Notice before 
transfer to a hospital or the resident goes 
on a therapeutic leave, the nursing facility 
provides written information to the 
resident or resident representative that 
specifies � (i) The duration of the state 
bed-hold policy, if any, during which the 
resident is permitted to return and resume 
residence in the nursing facility;  (ii) The 
reserve bed payment policy in the state 
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hospital.
R20's medical record lacked evidence a written 
bed hold agreement/policy was provided at the 
time of hospital transfer. 
During interview on 6/21/18, at 1:21 p.m. 
registered nurse (RN)-A indicated  an e-mail was 
sent to the administrative staff when a resident 
was hospitalized and the social service designee 
(SSD) followed up with the bed hold agreement/ 
policy. A written bed hold agreement/ policy was 
not routinely given at the time of transfer.  She 
indicated the nurse should try and get a verbal 
acceptance or denial to a bed hold when 
transferring to the hospital.  
When interviewed on 6/21/18, at 1:21 p.m. the 
DON stated she was the nurse on duty who sent 
R20 to the hospital. She confirmed a written bed 
hold agreement/policy was not sent with R20 at 
the time of transfer. She contacted the 
responsible party and was given a verbal 
agreement to the bed hold and she emailed the 
SSD to follow up. 
On 6/21/18, at 1:21 the SSD  stated the nurses 
were supposed to ask if the resident and or family 
verbally if they wanted to hold their bed while 
hospitalized. If the resident/ responsible party 
wanted to hold the bed she sent a written copy of 
the bed hold agreement/ policy to the responsible 
party for signature. The facility had not been 
routinely providing a written copy of the bed hold 
policy/ agreement at the time of transfer. She 
indicated she felt it was important to provide the 
bed hold agreement/policy at the time of transfer 
so the resident/ responsible party can make an 
informed decision, as it could have a financial 
impact for the resident.
The facility policy revised 5/14, identified the bed 
hold was "To inform residents and their 
responsible parties of rights regarding bed holds 

plan, under 447.40 of this chapter, if any;  
(iii) The nursing facilities policies 
regarding bed hold periods, which must 
be consistent with paragraph ( e)(1) of this 
section, permitting a resident to return; 
and (iv) The information specified in 
paragraph ( e)(1) of this section.  At the 
time of transfer of a resident for 
hospitalization or therapeutic leave, a 
nursing facility must provide to the 
resident and the resident representative 
written notice which specifies the duration 
of the bed-hold policy described in 
paragraph (d)(1) of this section.

Current facility policy and procedure has 
been reviewed and deemed appropriate.  

R20 has been provided with the Bed Hold 
Policy Notification form.

All residents have the potential to be 
affected by the same deficient practice.

Bed Hold Policy Notification forms will be 
given to resident/responsible party at the 
time of transfer for hospitalization or 
therapeutic leave. Bed Hold Policy 
Notification forms will now be made in 
triplicate. They will be attached to the 
envelope that is sent with residents when 
they are hospitalized. The white copy will 
either be signed by the 
resident/responsible party, or sent with 
them to the hospital if they are unable to 
sign. The yellow copy will be placed in 
chart. The pink copy will go to SS.  If a 
verbal conversation occurs with a 
responsible party and/or legal 
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during hospitalizations and therapeutic leaves 
and prevent fraud, waste and abuse and ensure 
proper reimbursement. Prior to or at the time of 
transfer a resident for hospitalization or 
therapeutic leave, a nursing facility must provide 
to the resident, responsible party or legal 
representative written notice which restates and 
specified the duration of the bed hold policy."

representative over the phone, then this 
will be indicated on the form and a copy 
will be mailed to the responsible party 
and/or legal representative within 24 
hours of the transfer.  

Social Services have been trained to this 
process on 7/2/18.  All licensed nurses will 
be trained to this process by 7/31/18.  The 
process has also been added to the 
licensed nurses� orientation checklist.

Audits will be completed on all transfers 
and hospitalizations for the next 2 months. 
Bed hold forms will be reviewed for all 
residents who are transferred for 
hospitalization or therapeutic leave during 
this time period.  The quality council team 
will analyze data obtained during auditing 
process and determine need of on-going 
monitoring and/or protocol enhancements.  
The Administrator will be responsible for 
ensuring this process is followed. 

Date of completion:  7/31/18
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On 6/19/18-6/21/18, surveyors of the MN 
Department of Health completed a survey for 
state licensure. All licensing orders were found in 
compliance with state regulations.
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