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F 000 | INITIAL COMMENTS ' ' . U F 000 ”Monterey Healthcare & Wellness M9
: ' Centre submits this plan of correction as- )
The following reflects the findings of the part of the requirements under state
. Califm_‘nia' Department of Public Health during the and federal law. By submitting this plan -
, investigation of a mmp'ai"t ' of correction, Monterey Healthcare &
Complaint number: CA00B15486. - | Wellness Centre does not admit that the
. : ‘ deficiency listed on this form exists, nor
Representing the Department: HFEN # 33638. does the center admit to any statements
The inspection was limited to the specific for the alleged deficiency. The center
| complaint investigated and does not represent . reserves the right to challenge in legal, .
the findings of a full inspection of the facility. regulatory, or administrative
' dings, the defici , stat ts,
Three deficiencies was issued for complaint proceedings, the e. clency, statemen’s
number CAG0815486. facts, and conclusions that from the
F 622 | Transfer and Discharge Requirements F 622| basis of the deficiency.” >
8S=D CFR(s) 483 15(e)( 1)) 2)(i)-{iii) , =
o
F622 e
§483.15(c) Transfer and discharge- . , . = |3
3???112?:(;3 Facl:nty reqittme‘:hems:d " , Corrective action for residents .

e facility must permit each resident to ; = :
remain in the facility, and not transfer or L:l;;?etnot hz::zﬁt::n affected by the% - :
discharge the resident from the facillty unless- , P : N
(A;ighe Fa nsfer or dlscharge 'S hecessary for the e Resident #1 written notification *~| ¢? 5
resident's welfare and the resident's needs _  the transf d disch W
cannot be met in the facility; ' ot the transier and discharge 2y
(B) The transfer or discharge is appropriate was called to sister on 12/2/18.
because the resident's health has improved - Written notification of transfer
:::ﬁv?gzgﬂpyrgsig; r:;‘gznégﬁi:;""ger needs the ' and discharge was mailed to
(C) The safety of individuals in the facllityis - sister on 2/6/19.
endangered due to the clinical or behavioral e Resident #1 was readmitted on
status of the res‘dent 12/10/18.

(D) The health of individuals in the faculity would
otherwise be endangered; c . ion f ident th
(E) The ressident has fafled, after reasonable and orrective action for resident that
appropriate notice, to pay for (or to have paid , may be affected by same deficient
under Medicare or Medicaid) a stay at the facility. | ~ practice:
[ABORATORY DIRECTOR'S OR EPRESENTATIVE'S SIGNATURE TITLE - {X8) DATE
Any deficlency statement en

h an asterisk (") denotes a deficiency which the institution may be excused from comrecting providing it is determined that
other safaguards pmvids sufﬁaent protect!on lo the pattents (Sse mstmuliuns } Except for nurslng hcmes, tha ﬁndmgs stated above are disclosable 90 days

3 0 pl Cofrection ara disclosable 14
days fnllowmg ths data thase documenls are made avaflable to the facifrly If deﬁclencies are c:led an approved plan of mrred!on s requisite to continued
pmglam participatian.
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F 000 | INITIAL COMMENTS . K F 000| “Monterey Healthcare & Wellness 2 /\T/I g
: ‘ Centre submits this plan of correction as -
The following reflects the findings of the part of the requirements under state
Califo.mia.Department of Public Health during the and federal law. By submitting this plan -
‘ investigation of a qomplalnt. ' of correction, Monterey Healthcare &
Complaint number: CAC0B15486. . Wellness Centre does not admit that the
. : : deficiency listed on this form exists, nor
Representing the Department: HFEN # 33638. does the center admit to any st4t8ments

The inspection was limited to the specific for the alleged deficiency. The center

| complaint investigated and does not represent . reserves the right to challenge in legal,
‘the findings of a full Inspection of the facility. regulatory, or administrative

' proceedings, the deficiency, statements,
Three deficiencies was issued for complaint P ¢ <

number CAG0515486. facts, and conclusions that from the
F 622 | Transfer and Discharge Requirements F 622/ basis of the deficiency.”
$S=D | CFR(s): 483.15(c)(1)(i)(i)(2)(i}{ii) |
’ : F622
§483.15(c) Transfer and discharge- _ .
§483.15(c)(1) Facility requirements- v Corrective action for residents
(i) The facility must permit each resident to found to have been affected by the

remain in the facility, and not transfer or
discharge the resident from the facility unless-
ge\;g::tgavc:lff:rr:raﬁlgct::zrrgeesil:er::et'?:::i for the * Resident #1 written notification
cannot be met in the facihty of the transfer and discharge
(B) The transfer or discharge is appropriate was called to sister on 12/2/18.
because the resident's health has improved Written notification of transfer
sufficiently so the resident no longer needs the :
services provided by the facility;

deficient practice:

and discharge was mailed to

(C) The safety of individuals in the facility is - sister on 2/6/19.
endangered due to the clinical or behavioral e Resident #1 was readmitted on
status of the resident, 12/10/18.

(D) The health of individuals in the facility would
otherwise be endangered;

(E) The resident has failed, after reasonable and Corrective action for resident that
appropriate notice, to pay for (or to have paid may be affected by same deficient
under Medicare or Medicaid) a stay at the facility. | ~ practice:
LABORATORY DIRECTOR'S OR PRO PLEFREPRESENTATIVE'S SIGNATURE - TITLE X6) DATE
( L oD ik

Any deficlency statement e g with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing It is determined that

other safegualds pruvide su 7 nt pmtectlcn to the palients (See mstmdions ) Except for nurs!ng hemes the ﬁndmgs slaisd above are dlsclosable 90 days

days followmg the data lhese documenls are made availab!e to the facﬂnty If deﬁc:enc:es are cited an approved plan of conea!on is requisste to ccntinusd
pmgram participation.
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F 622

Nonpayment applies if the resident does not .
submit the necessary paperwork for third party
payment or after the third party, including
Medicare or Medicaid, denies the claim and the
resident refuses to pay for his or her stay. For a
resident who becomes eligible for Medicaid after
admission to a facility, the facility may charge a
resident only aflowable charges under Medicaid;
or

(F) The facility ceases to operate. .

(il) The facility may not transfer or discharge the -
resident while the appeal is pending, pursuant to
§ 431.230 of this chapter, when a resident
exercises his or her right to appeal a transfer or

| discharge notice from the facllity pursuant to §

431.220(a)(3) of this chapter, unless the fallure to
discharge or transfer would endanger the health
or safely of the resident or other individuals in the
facility. The facility must document the danger
that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation.

When the facllity transfers or discharges a
resident under any of the circumstances specified
in paragraphs (c)(1)(i)(A) through (F) of this
section, the facility must ensure that the transfer
or discharge is documented in the resident’s
medical record and appmpnate information is
communicated to the receiving heaith care
institution or provider.

(i) Documentation in the resident's medical record
must include:

(A) The basis for the transfer per paragraph (c)(1)
(i) of this section.

(B) In the case of paragraph (c)(1)(i)(A) of this
section, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service available at the receiving

3ftha

affected by this deficient
practice.

Measures will be put in place to
ensure that the deficient practice
does not occur: :

e DNS reeducated licensed
‘nurses on 2/11/19 regarding
completion of Notification of
Transfer & Discharge.

e Administrator/designee
provided in-service to Social
services director rega rding
providing copy of written
notice of transfer and discharge
form to resident/responsible

party.

Measures to monitor its
performance to make sure that
solution are sustained:

o Medical record will perform
audit on discharge resident and
provide copy to DNS to review.

o  DNS will report any trends or
issue to QAA committee
monthly x3 months.
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F 622 | Continued From page 2 i ' F 622 ' 31079
facility to meet the need(s). v

| (i) The documentation required by paragraph (c)
(2)(i) of this section must be made by-

(A) The resident's physician when transfer or

discharge is necessary under paragtaph {c) (1)

(A) or (B) of this section; and

(B) A physician when transfer or discharge is

necessary under paragraph (c)(1)(i)}(C) or (D) of

this section.

(iii) Information provided to the receiving provider

must include a minimum of the following:

(A) Contact information of the practitioner

responsible for the care of the resident.

(B) Resident representative information mcludlng

contact information

(C) Advance Directive information

(D) All special instructions or precautions for

ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) All other necessary information, including a

copy of the resident's discharge summary,

consistent with §483.21(c)(2) as applicable, and

any other documentation, as applicable, to ensure

a safe and effective transition of care.

This REQUIREMENT is not met as evidenced

by: ' .

- Based on interview and record review, the fagcility

failed to provide a written notification of the

transfer and discharge to a resident and/or

responsible party for one of two sampled

residents (Resident 1). Resident 1 transferred to

the General Acute Care Hospital 1 (GACH 1), and

the Responsible Party 1 (RP 1) for resident was

not provided a written document of the transfer

and discharge, on 12/2/18, transfer to GACH 1,

and on 12/7/18, when resident was unable to be

readmit to the facility.

This deficient practice resuited in the violation of ‘ .
FORM CMS-2567(02-99) Previous Versions Obsaleta Event ID; 88QE11 Facility ID: CA2500076 If continuation sheet Page 3 of 14
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|| was conducted to the facility to investigatea -

. | planning tool), dated 9/28/18, indicated the

the resident's rights to know in writing the reason
for the transfer and discharge and ability to file an
appeal of the involuntary transfer and discharge.

Findings:
On 12/12/18, at 8:30 AM, an unannounced visit

complaint regarding permitting residents to return
to the facility following GACH 1 hospitalization for
Resident 1, on 12/7/18 (6th day of bed hold) and
was not permitted to return because there was no
bed available.

Areview of Resident 1's Face Sheet indicated
resident was admitted to the facility, on 11/7/18,
and readmitted back fo the facility, on 12/10/18,
with diagnoses that included schizophrenia
(mental disease that affects how the brain works
and thoughts may not be clear, or may jump from
one topic to another). The Face Sheet indicated
resident had a responsible party (RP 1).

Areview of Resident 1's Minimum Data Set
(MDS, a standardized assessment and care

resident was alert and required extensive
assistance with transfers, walking, dressing, and
toileting. ’

Areview of Resident 1's Physician and Telephone
Orders, dated 12/2/18, indicated Resident 1
transferred to GACH 1 via paramedics
{(emergency services). The physician order
indicated for a facility to hold Resident 1's bed for
seven (7) days.

Areview of an e-mail correspondence from
GACH 1, dated 12/7/18, indicated the facllity's

(X4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION 5)
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Continued From page 4

Social Services Director (SSD 1) informed GACH
1's Case Manager 1 (CM 1) that there was no
open beds available in the facility on 12/7/18. The
email indicated that the facility's DON informed
CM 1 that the facllity was not sure Resident 1
would be returning and could readmit Resident 1
on 12/10/18,

Areview of Resident 1's Notice of Proposed
Transfer and Discharge, notification date 12/2/18,
indicated Resident 1's responsible party (RP 1)
was notified by telephone of Resident 1's transfer
to GACH 1.

There was no documented evidence in Resident _
1's medical records of a written notification of the
transfer and discharge to the RP 1 on 12/2/18,
There was no second notification of the transfer
and discharge to the resident and/or RP 1, on
12/7118, when Resident 1 was ready to return to
the facility and was not permitted to return.

Areview of the facility's Daily Census Report
indicated no open male beds from 12/4/18 to
12/9/18.

During an interview, on 12/12/18, at 9:22 AM, the
Admission's Coordinator (AC 1) stated they could
not readmit Resident 1 an 12/7/18, because
resident's bariatric bed was returned to the bed
company.

On 12/12/18 at 10:15 AM, during an interview and
record review of facility’s Daily Census Report,
the Director of Nursing (DON) stated the facility
could read mit Resident 1, if resident’s bariatric
bed was in the facility. A concurrent record review
of the facility's Daily Census Report with the DON
for 12/7/18 indicated there was no open male

F 622

37«](01
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§8=D

| beds available that day. The DON stated they

| was transferred with an expectation of returning

Continued From page 5

would have to move residents around to
accommodate Resident 1. The DON stated that
another resident (Reslident 2) was occupying
Resident 1's previous room temporarily while
Resident 1 was away.

During a telephone interview, on 1/31/19 at 4:10
PM, the Administrator Designee (AD) stated the
facility staff did not provide the written notice of
proposed transfer when Resident 1 was
transferred to the GACH, on 12/2/18, and a notice
of proposed discharge when the facility could not
readmit the resident on 12/7/18. The AD stated
the resident's needs could not be met by the
facility, because Resident 1's bariatric bed was
not available on 12/7/18.

Areview of the facllity's policy and procedure
titled, "Bed Hold," revised date 7/17, indicated
that if the facility determined that the resident who

to the facility could not retum to the facility, the
facility would complete a Notice of Transfer and
Discharge document.

Areview of the facility's policy and procedure
tilled, "Notice of Transfer/Discharge,” revised date
10/17, indicated that the facility would provide the
resident and responsible parly with a written
notice of transfer/discharge prior to or at the time
of transfer/discharge and their appeal rights.
Notice of Bed Hold Policy Before/Upon Trsfr
CFR(s): 483.15(d)(1)(2) .

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

Fe22| | o oy

F625

Corrective action for residents
found to have been affected by the
deficient practice:

F 625 e Resident-#1 written
Notification of bed hold was
called to sister on 12/2/18.
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" | §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
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permltted ‘to
return and resume residence in the nursing
facility;

(i} The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(i) The nursing facility’s policies regarding
bed-hold pericds, which must be consistent with
paragraph (e)(1) of this section, permitting a
resident to return; and '

(iv) The information specrﬁed 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.
:his REQUIREMENT is not met as evidenced

Y.

Based on interview and record review, the facility
failed to provide a written bed hold nofification to
a resident and/or resident's responsible party (RP
1) for ane of two sampled residents (Resident 1).
Resident 1 transferred to the General Acute Care
Hospital 1 {GACH 1), and the Responsible Party
1 (RP 1) for resident was not provided a written
document of bed tiold notice, on 12/2/18, transfer

". |to GACH 1.

This deficient practice resuited in the violation of

was mailed to sister on 2/6/19.
e Resident #1 was readmitted on
12/10/18.

may be affected by same deficient
practice:

e No other residents were
affected by this deficient
practice.

Measures will be put in place to
ensure that the deficient practice
does not occur:

e DNS reeducated license nurses
.on 2/11/19 regarding
completion of Notification of
bed hold.
e Administrator/designee
provided in-service to Social
"services director regarding
providing copy of written of
natification of bedhold form to
resident/responsible party.

Measures to monitor its
performance to make sure that
solution are sustained:

Corrective action for resident that -
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: CH CORRECTIVE ACTION SHOULD BE COMPLETION

P?-ng ' a%ﬂ%ﬁ‘%ﬁéﬁ??éﬁ&?ﬁg ﬁ?fé’aﬁ%k) P?Eé'x ‘ csg%gsnessasgggglg ggs APPROPRIATE . DATE

’ Medical record will perform
F 25| Continued From page 7 : F 625 * . ; i il14
"+ | the resident's rights to resume residency at the . aud"f on discharge r‘es'dent, and 3/
facility during the timeframe that the resident was , provide copy to DNS to review. :
ready fo return. - e DNS will report any trends or
y issue to QAA committee

Findings:

monthly x3 months.

Areview of Resident 1's Face Sheet indicated -
resident was admitted to the facility, on 11/7/18,

‘| @nd readmitted back to the facility, on 12/1 0/18,
with diagnoses that included schizophrenia
(mental disease that affects how the brain works
and thoughts may not be clear, or may jump from
one topic to another). The Face Sheet indicated
resident had a responsible party (RP 1).

Areview of Resident 1's Minimum Data Set
(MDS, a standardized assessment and care

| planning tool), dated 9/28/18, indicated the
resident was alert and required extensive
assistance with transfers, walking, dressing, and
toileting.

A review of Resident 1's Physician and Telephone
Orders, dated 12/2/18, indicated Resident 1
transferred to GACH 1 via paramedics
(emergency services). The physician order
indicated for a facility o held Reésident 1's bed for
seven (7) days. _

Areview of an e-mail correspondence from
GACH 1, dated 12/7/18, indicated that the
facility's Social Services Director (SSD 1)
.informed GACH 1's Case Manager (CM) that
there was no open beds available in the facilityon | -
12/7/18. The e-mail indicated that according to
the facility's director of nurses (DON), Resident
1's bariatric bed was retumed to the bed
company, on 12/6/18, because the facility was
paying “for it (bed) to sit there."
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Areview of Resident 1's Notification of Bed Hold,
dated 12/2/18, indicated that Resident 1's RP1
was notified of the resident's bed hold rights that
started 12/2/18 and ends on 12/9/18. The
notification indicated, “A bed hold will be
maintained (not to exceed 7 days).”

During an interview, on 12/12/1 8, at 8:40 AM, the
Social Services Director (SSD) stated the facility's
bed held policy indicated the facilitysvould hold
the resident's bed while away in the acute
hogpital for seven days. :

Buring an interview, on 12/12/18 at 10:25 AM, the
Administrator Designee (AD) stated Resident 1's
RP 1.was notified via phone of the resident's bed
hold rights and the written notification remained in
the medical records. The AD stated the facility did
not provide RP 1 a written bed hold notification at
the time of transfer to the GACH or within 24
hours.

Areview of the facility's policy and procedure
titled, “Bed Hold," revised date 7/17, indicated the
facility would notify the resident and/or '
representative (responsible pary), in writing, of
the bed hold option, any time the resident was
transferred to an acute care hospital or requests
therapeutic leave.

Permitting Residents to Return to Facility
CFR(s): 483.15(e)(1)(2)

§483.15(e)(1) Permitting residents to return to
facility.
Afacility must establish and follow a writteri policy

on permitting residents to return to the facility
after.they are hospitalized or placed on

F 625

F626

Corrective action for residents
F 626

.

deficient practice:

e Resident #1was readmitted on
12/10/18

found to have been affected by the

o
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| § 483.5), the resident must be permitted to return

therapeutic leave. The policy must provide for the
following.

(i} A resident, whose hospitalization or therapeutic
leave exceeds the bed-hold period under the
State plan, retums to the facility to their previous
reom If available or immediately upon the first -
availability of a bed in a semi-private room if the
resident- :

(A) Requires the services provided by the facility;
and

(B) Is eligible for Medicare skilled nursing facility
services or Medicaid - -

nursing facility services.

(ii) If the facility that determines that a resident
who was transferred with an expectation of
returning to the facility, cannot return to the
facility, the facility must comply with the
requirements of paragraph (c) as they apply to
discharges. -

§483.15(e)(2) Readmission to a composite
distinct part. When the facility to which a resident
refurns is a composite distinct part (as defined in

to an available bed in the particular location of the
composite distinct part in which he or she resided
previously. If a bed is not available in that location
at the time of retumn, the resident must be givén
the option to return to that location upon'the first
availability of a bed there.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to implement the facility's bed hold policy to
hold the resident's bed for up to seven (7) days
and be permitted to retum to the facility in hisher
previous room following hospitalization for one
sampled resident (Resident 1). Resident 1
transferred to the General Acute Care Hospital 1

may be affected by same deficient
practice:

¢ Noother residents were
affected by this deficient -
practice.

Measures will be put in place to
ensure that the deficient practice
does not occur:

¢ Administrator/designee re-
educate Admission -
coordinator, Social service
director & DNS regarding
bedhold policy & procedure on
2/6/2019 '

¢ Admission coordinator will
check daily census report to
ensure bed is hold to resident:
who was transferred to an
acute care hospital according
to bed hold policy and
procedure. Any issué or
concern will be report to
administrator/designee.

Measures to monitor its
performance to make sure that
solution are sustained:

¢  Administrator/designee will
report any trends regarding
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| assistance with transfers, walking, dressing, and

| (emergency services). The physician order

Continued From page 10
(GACH 1) on 12/2/18.

This deficient practice resulted in Resident 1
Incurring additional unnecessary days of acute
care hospital stay and violated the resident's
rights to retumn to the facility during the seven day
bed hold time frame (started 12/2/1 8 and ends on
12/9/18).

Findings:

On 12/12/18, at 8:30 AM, an unannounced visit
was conducted to the facility to investigate a
complaint regarding pemmitting residents to return
to the facility following GACH 1 hospitalization for
Resident.1, on 12/7/18 (6th day of bed hold) and
was not permitted to retumn because there was no
bed available, -

Areview of Resident 1's Face Sheet indicated
resident was admitted to the facility, on 11/7/18,
and readmitted back to the facility, on 12/10/18,
with diagnoses that included schizophrenia
(mental disease that affects how the brain works
and thoughts may not be clear, or may jump from
one topic ta another). The Face Sheet indicated
resident had a responsible party (RP1). .

Areview of Resident 1's Minimum Data Set
(MDS, a Standardized assessment and care
planning tool), dated 9/28/1 8, indicated the
resident was alert and required extensive

toileting. 4
Areview of Resident 1's Physician and Telephone

Orders, dated 12/2/18, indicated Resident 1
transferred to GACH 1 vig paramedics

F 626

bedhold to QAA committee
monthy x 3 months

s
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