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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50144

Based on observation, interview, and record review, the facility failed to ensure one of three sampled 
residents (Resident 1) was able to return to her room upon readmission from a General Acute Care Hospital 
(GACH).

This failure resulted in Resident 1 experiencing frustration and sadness after being placed in a new room 
upon return from the GACH.

Findings:

During a review of Resident 1's Admission record (Face Sheet), dated 9/27/2024, the Face Sheet indicated 
Resident 1 was admitted to the facility on [DATE], with diagnoses including respiratory failure (a condition in 
which the blood doesn ' t have enough oxygen) and embolism (blood clot) of right femoral vein (a large blood 
vessel in the thigh).

During a review of Resident 1 ' s Minimum Data Set (MDS - a federally mandated resident assessment tool), 
dated 8/14/2024, the MDS indicated Resident 1 had the ability to understand and be understood by others.

During a review of Resident 1's Transfer Form, dated 9/25/2024, the Transfer Form indicated Resident 1 was 
transferred to a GACH on 9/25/2024 11:43 a.m. for right shoulder pain.

During a review of Resident 1 ' s Bed Hold (a resident ' s right to keep a bed vacant and available for seven 
days after their transfer to the hospital in anticipation of their return to the facility) Agreement form, dated 
9/25/2024 and timed at 11:08 a.m., the Bed Hold Agreement form indicated the facility informed Resident 1 
that her bed would be held for up to seven days upon transfer to the GACH.

During a review of Resident 1 ' s Progress Notes, dated 9/25/2024 and timed at 9:51 p.m., the Progress 
Notes indicated Resident 1 was readmitted to a different room in the facility on 9/25/2024 at 9:30 p.m.

During an interview on 9/26/2024 at 4:15 p.m. with Resident 1, Resident 1 stated she was only in the GACH 
for about 11 hours and upon return to the facility, she was told by Social Services (SS) that she was unable 
to return to her previous room.
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During an interview on 9/26/24 at 4:35 p.m. with the Director of Nursing (DON), the DON stated Resident 1 
was readmitted to a different room because the facility had moved another resident into Resident 1 ' s room 
while she was at the GACH.

During a review of the facility ' s policy and procedure (P&P), titled Bed Hold, revised July 2017, The P&P 
indicated, when the resident or his/her representative provides notice within 24 hours of transfer that the 
resident elects his/her right to hold the bed, the Facility keeps that bed available for seven (7) days.
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