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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Notify the resident or the resident’s representative in writing how long the nursing home will hold the 
resident’s bed in cases of transfer to a hospital or therapeutic leave.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44211

Based on interview and record review, the facility failed to provide, one of three sampled residents (Resident 
1), Resident 1's representative with the 7-Day Bed-hold written notice at the time of transfer or within 24 
hours of Resident 1's emergency transfer to a higher level of care on [DATE]. This failure resulted in a 
facility-initiated discharge on [DATE] for Resident 1.

Findings: 

During a review of Resident 1's Summary for Providers, the Summary indicated that Resident 1 had an 
emergency transfer to the hospital on [DATE], due to a change of condition (COC). 

During a review of Resident 1's face sheet (FS), the FS indicated that Resident 1 was admitted to the facility 
on [DATE] and discharged on [DATE] (7 days after an emergency transfer due to a COC). 

During a concurrent interview and record review on [DATE] at 4:20 PM with Executive Assistant (EA), the EA 
was unable to locate documented evidence to show Resident 1's representative was provided with the 7-Day 
Bed-hold written notice at the time of transfer on [DATE] or within 24 hours. The EA verified that Resident 1 
was discharged from the facility on [DATE]. The EA stated the facility's social worker should have provided 
the 7-Day Bed-hold written notice at the time of transfer on [DATE] or within 24 hours.

During a concurrent interview and record review on [DATE] at 9:33 AM with Director of Nursing (DON), DON 
stated that Resident 1's representative was not provided with the 7-Day Bed-hold written notice at the time of 
transfer on [DATE] or within 24 hours.
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Review of facility policy and procedure titled Bed-Holds and Returns, dated [DATE], indicated that, 1. All 
residents/representatives are provided written information regarding the facility and state bed-hold policies, 
which address holding or reserving a resident's bed during periods of absence (hospitalization s or 
therapeutic leave). Residents, regardless of payer source, are provided written notice about these policies at 
least twice: a. notice 1: well in advance of any transfer (e.g. in the admission packet); and b. notice 2: at the 
time of transfer (or, if the transfer was an emergency, within 24 hours) . 3. Multiple attempts to provide the 
resident representative with notice 2 should be documented in cases where staff were unable to reach and 
notify the representative timely . 7. Residents who seek to return to the facility after the state bed-hold period 
has expired . are allowed to return . provided that the resident: a. still requires the services provided by the 
facility; and b. is eligible for Medicare skilled nursing facility or Medicaid nursing facility services . 9. If the 
facility determines that a resident cannot return, the facility must comply with the requirements for 
facility-initiated discharges . 
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