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The following reflects the findings of the
California Department of Public Health during an
abbreviated survey regarding investigation of

three complaints conducted on 1/1 9/17 1/20/17, This plan of correction constitutes the facility's
2/1/17, and 2/2/17. credible allegation of compliance. Preparation
and/or execution of this plan of correction do not
For Complaints CA00517443 and CA00520482 ' e o aIoiciing ENa Devilar of e It
! e 3 of the facts alleged
regarding Admission, Transfer, and Discharge the stat:n'lseitetgn‘: é@é&?ﬂﬁ'wsrﬁ f;:: (::nf
Rights, a federal deficiency was identified (see correction is prepared and/or executed solely
FQOG). * because it is required by the provisions of 42 CFR
483 et.seq and the health and safety code section
For Complaint CAD0517408 regarding Quality of desn.

Care/Treatment, the Department did not

substantiate a violation of federal or state s - | i
regulations. ‘ Corrective Action: . '
Mountain View Healthcare Center Is agreeing to
A Class "B" Citation on Permitting Resident readmit Resident 1 when she is appropriate for
Return to the Facility was issued for F206. readmission to a skilled nursing facllity. On
Fecrlbruary 16, 2017 Mountain View's DON and
o i ’ i Admission nurse assessed Resident 1 a
!nspec_:tlon was limited 1o the SpeclfIG comp!qlnts were notlfied by Social worker and MDttfl(;?tzr;d
:nvestlggted anq does not represent the findings patient was not medically stable to be
of a full inspection.of the facility. transferred to a nursing home. On February 22,
2017 Mountain View's admission nurse received
Representing the California Department of Public a telephone call from ECH case manager that
Health: 20259, Health Failities Evaluator Nurse, 1o rsinghome. ECH I e ot Mo
; g home. S aware that
F 206 | 483.15(e)(1)(2) POLICY TO PERMIT F 206 view will readmit Resident 1 when sm:rs]::ibr:e
ss=D { READMISSION BEYOND BED-HOLD although Resident 1 still refuses to sign Mountain
View's standard admission agreement,

(e)(1) Permitting residents to return to facllity.

A facility must establish and foliow a written policy o
on permitting residents to return to the facility '
after they are hospitalized or placed on
therapeutic leave. The policy must provide for the
following.

(i) Aresident, whose hospitalizatiops6r therapeutic
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Any deficiency staternent ending with an aste a deficliency w lch the institutlon may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
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 1acﬁlty If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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The following reflects the findings of the
California Department of Public Health during an
abbreviated survey regarding investigation of
three COi"ﬂp|aimS conducted on 1/19/17, 1/20/17, This plan of correction constitutes the facility’s
2/1/1 7, and 202117, credible allegation of compliance. Preparation
and/or execution of this plan of correction do not
constitute admission by the provider of the truth
of the facts alleged or conclusions set forth on

For Complaints CA00517443 and CA00520482

regardmg Admlss*onl! Transfer, gﬂd Dlisoharge the statement of deficiencies. This plan of
Rights, a federal deficiency was identified (see correction is prepared and/or executed solely
F206). because it is required by the provisions of 42 CFR
483 et.seq and the health and safety code section
For Complaint CA00517408 regarding Quality of 1280.
Care/Treatment, the Department did not i
substantiate a violation of federal or state
regulations. Corrective Action:
! Mountain View Healthcare Center is agreeing to
| A Class "B" Citation on Permi'}_—ting Resident readmit Resident 1 when she is appropriate for
| Return to the Facility was issued for F2086. readmission to a skilled nursing facility. On
E February 16, 2017 Mountain View's DON and
| ) L . . Admission nurse assessed Resident 1 a
| !l‘lSDE‘(?'[iOI"l was limited to the SpECIfIC corn_plr:_unts were notified by Social worker and MDtti(;:It;r;d
investigated and does not represent the findings patient was not medically stable to be
of a full inspection of the facility. transferred to a nursing home. On February 22,
2017 Mountain View's admission nurse received
Representing the California Department of Public a telephone call from ECH case manager that
Health: 29259, Health Facilities Evaluator Nurse. patient & still nat medically: steble to return biack
F 206 | 483.15(¢)(1)(2) POLICY TO PERMIT FOUB vyl s e AL fain
en she is stable
5s-p | READMISSION BEYOND BED-HOLD although Resident 1 still refuses to sign Mountain

View's standard admission agreement.
(e)(1) Permitting residents to return to facility.

A facility must establish and foliow a written policy ' OF PUBLIC HEALTH

on permitting residents to return to the facility

after they are hospitalized or placed on i
therapeutic leave. The policy must provide for the FEB 27 2017
following. |

L & C DIVISION
SAN JOSE

(i) A resident, whose hospitalizatiop-dr therapeutic

(X6) DATE

2-22-13
Any deficiency statement ending with an aste dupotés a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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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leave exceeds the bed-hold period under the
State plan, returns to the facility to their previous
room 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.

(i) 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.

(e)(2) Readmission to a composite distinct part.
When the facility to which a resident returns is a
composite distinct part (as defined in § 483.5),
the resident must be permitted to return 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 return, the resident must be given
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 readmit one of one sampled resident
(Resident 1) following a hospitalization during a
seven-day bed hold period and to follow the
Department of Health Care Services'
Administrative Appeals' order to readmit the
resident. These failures violated the resident's
right to readmission as required by law.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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Application to others:
F 206 | Continued From page 1 F 20@ Residents who have been discharged and have no

admission contract signed with the facility as
required by California state law.

Measures or a systematic change to ensure
deficient practice does not recur:

The Administrator, Social Service Designee and
I/Admissions team reviewed existing policies and
procedures for readmissions to the facility from
the acute care hospital.

Review of Business files of resident who are
discharged to the acute will be done to ensure
'standard admissions agreement is in place.

Monitoring:

The Administrator will review all resident
discharges to the acute hospital to assure that all
residents are readmitted to the facility where
there is a legal duty to readmit and report to the
QA Committee on a quarterly basis.

Completion Datz 2.~ 2.2-4"F
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Findings:

Resident 1's clinical record was reviewed and
indicated she was admitted to the facility in
7/2016. Her Minimum Data Set (MDS, an |
assessment tool), dated 10/20/16, indicated she
| was cognitively intact. A physician order, dated
‘ 7/14/16, indicated she was capable of making
| healthcare decisions.

Resident 1's progress note, dated 7/13/16,
indicated the resident refused to sign the
Standard Admission Agreement. Resident 1
deferred to a family member and he also refused
to sign the agreement. There was no
documentation indicating the family member was
the responsible party (RP, individual designated
to make medical decisions) or had power of
attorney. Numerous attempts were made by the
facility to have the Standard Admission
Agreement signed, but to no avail.

Resident 1's progress note, dated 12/28/186,
indicated she had a fever and a headache. Her
physician was called and a chest X-ray and
laboratory tests were ordered. The family
member refused to allow the laboratory tests to
be drawn.

Resident 1's progress note, dated 1/2/17,
indicated she vomited. Her physician was called |
and visited on 1/3/17. A physician order, dated
1/3/17, indicated she was to be transferred to the |
hospital for further evaluation. The Bed Hold
Request Form, dated 1/3/17, indicated the

resident consented to a seven-day bed hold.

' During interviews with the administrator (ADM) on |
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‘ 1/19/17, at 11 a.m., and 2/1/17, at 1:15 p.m., she
stated Resident 1 refused to sign any documents
| and never produced any documents indicating
her family member was the RP or had power of
attorney. She stated when the hospital called on
1/9/17 to transfer the resident back pursuant to
the bed hold, the facility refused unless the
| Standard Admission Agreement was signed. 1
The ADM stated a hearing was held before the 1
State of California, Department of Health Care ‘
Services on 1/19/17 and the hearing officer
ordered the facility to take back Resident 1. She
stated the facility refused to take back the
resident, and she was transferred to another
| facility on 1/20/17.

| The ADM further stated Resident 1 became ill at |
| the other facility and was transferred to the

| hospital six days later. She stated the resident

| needed surgery and remained hospitalized.

|

| During an interview with the hospital social worker
(HSW) on 2/2/17, at 10:30 a.m., she stated
Resident 1 was transferred to the hospital on |
1/3/17 for treatment of pneumonia. She stated |
while the resident was a patient in the hospital ‘
she refused to sign any papers as did her family
member. The HSW stated the facility refused to
take back the resident so the resident was
transferred to another facility where she also
refused to sign any papers. She stated after

| Resident 1 became ill at the other facility on |
' 1/26/17, she was transferred back to the hospital '
' where she remained hospitalized. The HSW
stated Resident 1's physician thought the resident
needed surgery but the resident would not
consent.
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' Review of the Department of Health Services'
Administrative Appeals Final Decision and Order,
dated 1/30/17, indicated the facility must
immediately readmit Resident 1.
|
|
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