
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes 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.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

465086 11/12/2025

Mountain View Health Services 5865 South Wasatch Drive
Ogden, UT 84403

F 0627

Level of Harm - Actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is prepared for a 
safe transfer/discharge.

(continued on next page)

465086 2

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

465086 11/12/2025

Mountain View Health Services 5865 South Wasatch Drive
Ogden, UT 84403

F 0627

Level of Harm - Actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility must permit each resident to remain in the facility, and not transfer or 
discharge the resident from the facility. Specifically, for 1 out of 3 sampled residents, a resident was not 
readmitted after being transferred to the hospital. Resident identifier: 1.Findings included:Resident 1 was 
admitted to the facility on [DATE] with diagnoses which included, but were not limited to, hypertensive heart 
and chronic kidney disease without heart failure, with state 5 chronic kidney disease, or end state renal 
disease, major depressive disorder, and anxiety disorder.Resident 1's medical record was reviewed.On 
4/11/25 at 5:18 PM, a General Note documented . Resident was transported by a transport service around 
1500 [3:00 PM], family was not present. Resident seems to know where she is at but not why she is alert and 
oriented x3 [person, place, and time]. Resident needs assistance with ADLs [activities of daily living] and 
transfers due to the risk for falls. Physician was notified and meds [medications] were brought in by hospice 
nurse.On 4/11/25 at 11:39 PM, a General Note documented a late entry Resident seen at the nurse's station 
very agitated and upset because she wants to go home. She purposely tipped over a chair at the nurse 
station out of anger. This nurse Tried to redirect and educate resident about safety of not doing that. 
Resident was taking [sic] to her room to get ready for bed. This nurse stepped out to get the CNA [Certified 
Nursing Assistant] to help with resident ADLs. While she was in there less than 5 minutes a loud repetitive 
banging was heard. Resident managed to get her W/C [wheelchair] foot Peddle's [sic] off and was hitting her 
side table with it. This nurse called Admin [Administrator] [name redacted] to report resident's behavior. 
While on the phone a CNA [name redacted] was able to retrieve the food peddle [sic] from the resident. She 
let go and he took it out of the room. [Name redacted] DON [Director of Nursing] was called and notified. This 
nurse was instructed to call the residents Hospice nurse. Hospice was called and [name redacted] and 
[name redated] was notified. Hospice nurse called the Dr [doctor] to get order for medication IM 
[intramuscular]. Several times DON and Hospice nurse was called and spoke with. Hospice nurse said she 
got order for Haldol IM but wasn't sure if it would be here before tomorrow. Resident settled down a bit but 
then said to this nurse and Both CNA at the nurse station 'Do you want to watch the picture show?' Not 
understanding what she meant, the resident threw the tissue box and then started to take things off the 
medication cart. At one point was touching the sharps container. Resident was pulled away from the med 
[medication] cart and CNA put med cart behind the dining room double doors. This nurse was on the phone 
with [name redacted] DON and instructed to call 911 to have the Resident sent to the emergency room to be 
evaluated and treated. [Name redacted] was going to call the Hospice nurse and inform her that we are 
sending resident out. This nurse called resident's SON [name redacted] tonotify [sic] him of resident's 
behavior that resident was being sent to [name of hospital redacted] for evaluation and treatment. Resident 
was picked up by EMS [Emergency Medical Services] and Report given.The April 2025 Medication 
Administration Record (MAR) was reviewed. On 4/11/25, resident 1 received an evening dose of lorazepam 
0.5 milligrams (mg) and methadone 2.5 mg.On 4/11/25 at 12:45 PM, a physician's order documented 
Haloperidol Lactate Oral Concentrate 2 MG/ML [milliliter] (Haloperidol Lactate) Give 0.5 ml by mouth every 1 
hours as needed for psychosis. It should be noted that there were no doses administered to resident 1 
according to the MAR.On 4/11/25 at 1:00 PM, a physician's order documented LORazepam Oral 
Concentrate 2 MG/ML (Lorazepam) Give 0.25 ml by mouth every 2 hours as needed for anxiety. It should be 
noted that there were no doses administered to resident 1 according to the MAR.The facility 
Transfer/Discharge Report documented that resident 1 was transferred to an acute care hospital on 4/12/25 
at 1:00 AM.On 4/12/25 at 6:33 AM, a Police Department (PD) Incident Report documented Narrative [name 
of PD redacted] was called by [city name redacted] Fire who was having an issue with returning a medical 
patient from [name of hospital redacted] to [name of Long Term Care (LTC) facility redacted] after treatment. 
On arrival the doors were locked, [city name redacted] Fire had their patient in their ambulance for over an 
hour while they tried to find a resolution. We made several attempts by knocking or calling into the facility 
and staff refused to communicate. I was able to speak to the Director of Nursing for the facility and explain 
our concerns. She contacted the Director of the Facility as well as the Hospice Nurse for the patient who all 
responded to the situation. As a result I and the [city name redacted] Fire Department determined the best 
place for the patient is not at the facility at this time. She was transported back to [name of hospital redacted] 
By [name of city redacted] Fire and her Hospice Nurse notified so they can make other arrangements. This 
case needs to be reviewed for any concerns involving the staff at [name of LTC facility redacted].On 4/12/25, 
the Emergency Department Provider Report documented Medical Decision Making Discussion: This is a 
[AGE] year-old female who presents to the emergency department via EMS. This patient was discharged 
from the emergency department a couple of hours previously. She was sent here by her skilled nursing 
facility when she reportedly was combative and not taking her medications as prescribed. The patient was 
evaluated here in the emergency department, was given Haldol. She was completely cooperative here in the 
emergency department during her previous stay, was discharged back skilled nursing facility. She returns 
now to the emergency department without any medical complaints. According to EMS, when they got back to 
the skilled, nursing would not take the patient back into the facility. Reportedly, the police were called, staff at 
the skilled nursing facility would not even open for the police. They called 911 on the police and the EMS 
who were trying to get into the building reporting that they were trying to break into the skilled nursing facility. 
We made attempts here from the emergency department to get in contact with the skilled nursing facility. 
Eventually, we were able to speak with the director of nursing from the skilled nursing facility. After 
discussing the patient's treatment here tonight, she was reporting that they would be willing to take the 
patient back into the facility. I also made contact with the patient's POA [power of attorney] who is her 
daughter [name redacted]. I discussed with her that the skilled nursing facility was having some difficulty with 
leading the patient back into the facility. She reportedly has contact information for an administrator there 
and will attempt to make contact with them. However, we received multiple calls back from EMS, they waited 
at the skilled nursing facility for several hours trying to get the patient back into the facility. Eventually, police 
and EMS made the determination that they felt it would be safer for the patient to come back here to the 
emergency department. Reportedly, the patient's hospice nurse has been called and she will come here to 
the emergency department to try to get the patient placed into a different skilled nursing facility.On 4/12/25, 
the Ombudsman received a personal rights violation. The complainant was the emergency room nurse that 
was on duty. Patient was transported to [name of hospital redacted] from facility with a complaint of 
abdominal pain and a 'verbal altercation with staff' per EMS and patient not want to take medication that is 
prescribed. After medical screening exam from emergency physician, patient was medically cleared by 
physician, primary RN [Registered Nurse] administered Haldol and discharged from ED [Emergency 
Department]. EMS was called for patient transport. EMS arrived at approximately 0030 [12:30 AM] 4/12/25. 
Patient left with EMS. Patient was cooperative and pleasant with ED staff throughout stay in ED. At 0057 
[12:57 AM], EMS called ED and reports facility is refusing to take patient back. Requested EMS staff to talk 
with facility staff members to request to speak with administrator on call. Multiple calls back and forth with 
EMS, with reports of the LPN [Licensed Practical Nurse] at facility cursing at EMS, refusing to take patient, 
and locking EMS and patient outside of facility and recording EMS and patient on personal cell phones. EMS 
also reported patient had to urinate but staff would not allow patient back into facility, resulting in patient 
soiling herself when a restroom was very close by per EMS. EMS also reported to [hospital name redacted] 
that staff at [LTC facility name redacted] stated if the patient was accepted back then they would be calling in 
for their upcoming shift the following evening. POA of patient notified of incidents by ED physician. To add, 
police were requested to facility, to which the officer reportedly knocked on doors of facility alongside EMS, 
and staff members proceeded to call police on the police on scene. Multiple communications with [city name 
redated] Fire EMS and [hospital name redacted] were made, resulting in a 3 hour long delay, in which patient 
eventually had to be transported back to [name of hospital redacted] ED due to continuous refusal of patient 
to facility.On 11/12/25 at 10:27 AM, an interview was conducted with the DON. The DON stated that she 
received a call from the nurse that a resident was acting erratically, banging things, and throwing things. The 
DON stated she instructed the nurse to call hospice to get emergency medications to the facility. The DON 
stated it was relayed back to the nurse that hospice would order the medication but it might not get to the 
facility for three hours. The DON stated the nurse called her back again and stated that resident 1 was hitting 
her bedside table. The DON stated she instructed the nurse to call 911 and inform hospice. The DON stated 
at around 1:00 AM, resident 1 had come back to the facility and the DON called the hospice nurse to be at 
the facility because the staff did not feel safe with resident 1. The DON stated when she arrived at the facility 
the hospice nurse had not arrived yet. The DON stated the fire department and police were at the facility and 
we got the issue resolved and resident 1 went back to the hospital. The DON stated that her staff did not feel 
safe with resident 1 coming back to the facility and the police and fire department did not feel safe leaving 
resident 1 at the facility. The DON stated the staff did not do an assessment on resident 1 and the Medical 
Director (MD) did not assess resident 1 to determine a safe discharge. The DON stated it was 1:00 AM, in 
the morning. The DON stated resident 1 was technically not their resident because resident 1 was a respite. 
The DON stated the MD was notified technically to state that resident 1 was no longer at the facility. The 
DON stated that staff did not allow the police and fire department into the building because staff did not feel 
safe with the people attempting to get into the building. The DON stated that staff were advised by herself to 
let the police and fire department into the building and that was not done. The DON stated the situation was 
not handled the way she would have wanted it to be handled. The DON stated she had asked for certain 
things from staff and that did not happen. The DON stated that resident 1 took the brunt of it and we have a 
reputation with the fire department now that we were trying to overcome. The DON stated that hospice would 
bring in the resident medications and an emergency kit (ekit) and the hospice for resident 1 did not have 
anything ordered. The DON stated that she will now enter in all the orders and she was working with the 
pharmacy to get an ekit. The DON stated a nurse to nurse form was not completed for resident 1.On 
11/12/25 at 10:43 AM, an interview was conducted with LPN 1. LPN 1 stated that the staff were told not to let 
resident 1 back in the building by the DON. LPN 1 stated that herself and the two CNAs had to write a report 
of what had happened. LPN 1 stated that residen 1 was brought back to the facility so fast that the staff were 
questioning if the hospital did anything. LPN 1 stated the police and ambulance staff were banging on the 
facility door. LPN 1 stated the Administrator and DON showed up to the facility. LPN 1 stated it was very 
scary because resident 1 was really mad and banging things. LPN 1 stated that resident 1 was going around 
the nurses station and knocking things on the floor. LPN 1 stated the police were banging on the door and 
that was very scary so she called 911.On 11/12/25 at 11:06 AM, an interview was conducted with the 
Administrator (ADM). The ADM stated that usually as a respite the hospice would deliver their ekit and the 
ekit never showed up for resident 1. The ADM stated that after the family signed the admission packet the 
family said good luck on the way out of resident 1's room. The ADM stated resident 1 was not their resident 
because she was respite. The ADM stated the facility was paid room and board for a hospice resident at the 
facility for a respite. The ADM stated the staff would administer medications but the hospice would bring in 
the medications. The ADM stated resident 1 had escalated and the nurse called him to tell him resident 1 
was running around the nurses station and the staff had boxed themselves into the nurses station with the 
medication carts to protect themselves. The ADM stated the staff called 911 when resident 1 started 
swinging the wc foot rest. The ADM stated that paperwork was sent with EMS. The ADM stated when 
resident 1 returned to the facility the nurse was reluctant to take resident 1 back because resident 1 was 
treated for something different at the hospital. The ADM stated the police were demanding that we bring 
resident 1 back in the facility. The ADM stated the police sergeant, EMS. and fire department were at the 
facility when he arrived. The ADM stated at the end of everything the hospice nurse showed up. The ADM 
stated after speaking with the nurse he realized there was a communication break down. The ADM stated 
that resident 1 was not super reasonable and the nurse did not want to bring her back in the facility. The 
ADM stated they agreed to bring resident 1 back in and that was when the fire department decided not to 
leave resident 1.
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