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F 0626 Permit a resident to return to the nursing home after hospitalization or therapeutic leave that exceeds
bed-hold policy.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45524

Residents Affected - Few Based on interview and record review, the facility failed to follow their policy and procedure (P&P) by not
allowing one of four sampled residents (Resident 1) to return to the facility from [DATE] to [DATE] after
hospitalization .

This deficient practice resulted in Resident 1 remaining at the hospital longer than necessary and had the
potential to affect the resident ' s psychosocial wellbeing.

Findings:

During a review of Resident 1 ' s Admission Record indicated the resident was admitted to the facility on
[DATE] with diagnoses that included acute respiratory failure (condition in which your blood does not get
enough oxygen or has too much carbon dioxide), hypertension (HTN-high blood pressure), and dementia (a
progressive state of decline in mental abilities).

During a review of the history and physical (a term used to describe a physician's examination of a patient. In
an H&P, the physician obtains a thorough medical history from the patient, performs a physical examination,
and then documents their findings) dated [DATE] indicated Resident 1 did not have the capacity to
understand and make decisions.

During a review of the Minimum Data Set (MDS - a federally mandated resident assessment tool), dated
[DATE], indicated Resident 1's short- and long-term memories were impaired. The MDS indicated Resident 1
was dependent the following Activities of Daily Living (ADL- toilet hygiene, shower/bathe self, upper and
lower body dressing, putting on/taking off footwear, and personal hygiene).

During an interview with Family Member (FM) 1 and FM 2 on [DATE] at 10:15 am, FM 1 stated that Resident
1 was transferred to the hospital on [DATE] and was ready for discharge on [DATE]. FM 2 stated that the
facility Admission ' s Coordinator (AC) informed her that the facility did not have any female beds available.
AC stated that Resident 1 ' s bedhold (when a nursing home holds a bed for you when you go into the
hospital) had expired on [DATE]. FM 1 stated that Resident 1 ended up staying in the hospital 7 days longer
until the hospital were trying to find her another Skilled Nursing Facility (SNF) to be discharged to. Resident 1
was eventually discharged on [DATE].

(continued on next page)
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F 0626 During a concurrent interview and record of the facility census with the AC on [DATE] 1:02 pm, the AC stated
that FM 1 had gone to the facility on [DATE] and informed her that Resident 1 was to be discharged on

Level of Harm - Minimal harm or [DATE]. The AC stated that she informed FM 2 that there were no available female beds at that time. During

potential for actual harm a review of the facility census for [DATE], the AC admitted that there was a female bed available but that she
was keeping it for another resident was hospitalized and had also passed her 7 day bedhold and was

Residents Affected - Few discharged on [DATE].

During a review of the facility's policy and procedure (P&P) titled Bed Hold, revised 7,2017, the P&P
indicated the following:

I. Upon admission, the Facility advises residents and /or their representatives in writing that the Facility has a
bed hold policy and will hold the resident's bed for up to seven (7) days if the resident Is transferred to an
acute care hospital or goes on therapeutic leave of no more than the state allowed overnights per calendar
year, as long as the resident or his/her representative notifies the Facility within twenty-four (24) hours of the
transfer/leave that they wish to have the Facility hold the resident's bed. Residents who are not eligible for
Medi-Cal/Medicaid are responsible for the cost of the bed hold days not to exceed the patient's daily rate for
care.

Il. When the resident's Attending Physician notifies the Facility in writing, that the resident's hospital stay is
expected to exceed seven (7) days, the Facility is not required to maintain the bed hold.

lIl. In the event that the resident is in the hospital for more than seven (7) days, meets the standards for
skilled nursing care, and is Medi-Cal/Medicaid eligible, the Facility will readmit the resident to his/her
previous room or the first available bed in a semi-private room.
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