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‘ | This Plan of Correction is prepared and
483, 13(h){ 1) Reguirement . X
SS=E ' pVIRONMENT subm{agd as ;equnred by law. By
e : . . N subrmutting thig Plan of Correction, Salt
The facilicy must crovide 2 safe, clean, comforntaile Lake Nursing & Rehabilitation Ceuter
and homelike environment, allowing the resident o does not admit that the deficiencies
use his o¢ her personal belongings o :he extent listed on the HCFA form exist. nor does
possidle. the facility admit to any statements,
—- , : L , i findings, facts or conclusions that form
This Requirement is not met as evidenced by: the basis for the alleged deficiencies
- Based on observation on &/13/00, and the confidential : The facility reserves the right to
resident group interview on 6/13/0Q, it was ' chailenge in legal proceedings, all
determined cthat the fzciliry did not provide a deficiencies, statements, findings, facts,
comfortable and homelike environment for the and conclusions that form the basis for
residents. the deficiency.
- Findings include: F252 E Envirooment
o . N _ ‘ - k52 q}d Corrective action for concern
~ 1. During the confidential resident group interview on identified.
- 6/13/00, at 1:45 PM, one of || residents present : \E‘P Specific residents were not identified.
- stared that there were "strong oders cutside room Rooms 105, 107, 108, and 109 will be
103" : deep cleaned by housekeeping by
! . , ! 7/14/00C.
i 2. There was a swong unne odor outside roems 107, The soiled wtility room located directiy
108, and 109, at 6:40 AM, 9:00 AM, 1:25 PM, and across from rooms 105, 107 108 and‘
1 2:00 PM on 6/15:00. 109 will be deep cleaned by
» , , housekeeping by 7/14/00.
3. During the confidential resident group cn 6/13/C0, The facility has enlisted the assistance
. ar 1:45 PM, | of 1| residents present stated that of a professional plumber to determine
. frequently the water was coid during showers. the cause of the low water temperature ,
! L ) in the shower rcoms.
4. On 6/15/00, hot warer temperatures were taken of '
| the two communat shower rooms thar all residents Identification of residents who
| use: potentially could be affected,
D o All residents could be affected by strong
 First floor shower room arine odors and by cool showers.
i Time Temperature
P 642 e 6:47 AM 30 degrees
| 9:00 to 9:05 AM 70 degrees ;
} 1:25 10 1:30 PM 70 degrees : j AR f :
LABORATORY DIRECTOR! ROVIDERJS?%TATWE'S SIGNATURE TITLE {X8) DATE
F /

2//0{2¢o0

4
— . i LAk R o . - - ] . L. R . ] .
Any deficiency scMendlng with an asterisk (*) denotes a dcﬁcx{ncy which may be excused from correcticn providing it is determined that other safeguards pravide
sufficient protection to the patients, The findings stated above are disclosable whether or not a plan of comection is provided, The findings are disclosable within 14 days
after such information is made availzble to the facility. [ deficiencies are cited, an epproved plan of correction is requisiie 10 contnued program participation.
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F252 : Continued From page | ©F 152
i 5 Measures to Prevent Recurrence,
Resident rooms will be put cn a
2:00 to 2:05 PY! 70 degrees | schedule by the Housekeeping
' Supervisor to ensure pencdic deep
Second floor shower room cleaning, this schedule will be dewvised
6:50 10 6:35 AM 70 degrees by 7/12/00 by Housekeeping Supervisor
9:07 10 9:13 AM 55 degrees and gpproved b}_f the Ad.mmistrator.
1:32 10 1:37 PM 76 degrees prsmg staﬁ'ml} be mser*{iced by the
20510 2:11 PM 70 degrees Director of Nursing or designee by
: 7/13/00 on a) [mportance of reporting
| From 6:42 AM to 2:11 PM, the highest hot water any liqgerin_g strong urine odors or any
, remperature reached in the facility showers was 30 other lingering unp leasant odors in the
' ' degrees. This water was cool for resident bathing and facility. The certified nursing assistants
| did not promote a homelike environment. Asa | are to report to the charge nurse and if
E reference point, the Heaith Facility Licensure Rules the charge nurse is unsuccessful in
! state that hot water must be delivered 2t 2 munimurm finding the source of the odor and
; of 105 degrees. removing the odor then the nurse is to
F253 ¢ |483.15(h)(7) Requirement enlist the assistance of the Director of
9S=B C/E\WIRON\/[E\!T Nursing. Persistent odor problems are
" The faciliry must provide for the maintenance of 1o be referred to the Eerfonnance .
L comforiable sound levels. Improvement Comrmttee. o) P_ossfole
‘ sources of persistent strong urine odors
I . . . e and ways to correct these odors.
i This Requirement is not met as evidenced by: The shower rooms are to have the water
| Based on confidential resident group interview and temperature checked prior to giving a
| review of resident council minutes it was détermined resident a shower by the Nursing
that the facility was net providing for the Y £ .
maintenance of comfortable sound levels. Assw;axﬂ;._ Temperature of water is to
; be at a minimum of 105 degrees.
Findings include: Monitoring / Quality Assurance
‘ , _ The Administrator will be responsible
! |. During the conﬁdentllal resident group on 6/13/00, for continued compliance with odar
at 1:45 PM, Joi 1l rea_dents stated that there was control and comfortable water
noise at night. One resident stated that "staff was temperature for showers.
i laugh_mg and talking and we i:ave a hard time The Director of Nursing or designee will
sleeping because of the noise”. do rounds at least four times a week to
3. Review of the resident council minutes revealed assess the Eacility for persistent strong i
= , » , ‘ urine odors and will report to the |
that 7 times in last 10 months resident council :
members had discussed noise in the facility at night.
ATGU21299 If continuation sheet 2of 29
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I quality for 2 supplemental sample residents.
| (Residents 3 and 11)
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F138 - Continued From page 2 ! L
1 pag ! administration weekly starting 7/17/00
; i for six weeks. The Administrator or
. Rernarks were: on 8/17/99, "Aides are too noisy at Director cif Nursing will repert the
_night", on 8/26/99," Aides are too noisy at night”, on resuits to the Performance Improvement
'+ 2/24/00, "Needs improvement on nighr time noise”, Committee in July and August. Then
on 2/25/00, "Want more quiet at aight, ao loud continued monttoring and reporting will
: laughing", on 3/24/00, "Noise on aight shift, still an be done as directed by the Performance
“issue”, on 4/28/00,"Noise on right shift", on 6/9/00, fmprovem_ent Commn'_tee. )
- "Noise on night shift up and down". gjfiﬁizfr?zf :‘:g 2‘3 taken before
Y ion s . T 1 roper
SPSi?I’El , éjs?fggﬁé)ﬂ)sgéglg;g;? temperature levels with logs reported to
] e ; : . ‘ the administrator at least 3 times 3 week
- The services provided or arranged by the facility ! ith reports to the Perfo ce
' must meet professional standards of quality. i Improvement Comumittee by th;
P . . . ' Administrator and then as directed by
i This Requirement is not met as evidenced by: the Perfo ce Improvement ’ 8/15/00
: . . . . sriormancs 3
| Based on observanon,_and review of medical Committes.
. records, it was determined that the facility failed to
i provide services that met professional standards of F253 B Environment

Corrective action for identified

o residents. J
d{‘\ ¥ = No specific residents were identified. |

i Findings include: ~ i

i Y :

: ‘ Identification to residents whe could

- The textbook of Infection Control for the Health Care be affected.

1 Worker, second edition, William and Wilkes, 1995; All residents could be affected by

i Leigh G. Donowitz, M.D., page 6, states "Gloves uncomfortable sound levels at niight.

i reduce the incidence of hand contamination with

. infective material, which in turm reduces the | Measures to prevent recurrence.
opportunity for personnel to become infected and /or | The nursing staff will be inserviced by !
the organisms to spread to other personnel. Glaves " Director of Nursing or designee by
shouid never replace handwashing which actualiy 7/13/00 on maintaining comfortal;le
eliminates the pathogens. Hands should be washed . sound levels in the facility in the late |
whenever gioves are changed. Gloves should be : evening and night. ‘
changed between care of patients and between care of © The licensed nurses will be charged with ]
different body parts of the same patient.” :w the responsibility of menitoring staff '

_ i | and residents on their shifts to maintain .

Resident 3 | . comfortable sound levels.
Resident 3 was edmitted to the facilisy on 6/9/00 with | | t

| ‘ ! |

ATGOZ1299 If continuation sheet 3 of 29
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observed to provide a weatment for resident 3. The
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F 231  Contnued From page 3 o .
{- Monitoring / Qualitv Assurance
. The Director of Nursing will be
: diagnoses of upper Gl bleed, cirrhosis, seizure respon.s:ble for contigued ccmpﬁance, .
. disorder, aspirazion pneumonia, anemia and The Director O.f Nursmg or designee will
" hypokalemia. The resident was admirted with 2 do weekly audits for six weeks through
| seneralized skin rash, resident waterviews to assess
i compliance. The Director of Nursing
 Review of the resident's medical record reveaieda | wll report progress to the Performance
- physician's order dated 6/9/00, for the resident to ? Improvement Committee in July and
. have a ireatment of 1% hydrocortisone ointment to August and then as directed by the B
| the generalized body rash BID (2 times daily)and Performance lmprovement Committee. 8/15/00
' PRN (as needed). ‘ ‘
! . P81 F281 E Resident Assessment
: 1 . . . .
: On 6/13/00 at 10:40 AM, the reatment nurse was : ¥ Corrective action for identified

M residents.
A\ =

HCFA-2567L

: nurse was observed to enter the resident's room and Y

i ; : ) : "\\ ; ; :

! place an cintment container of 1% hydrocortisone The nurse identified as the treating

i creamn on the resident's bedside tabie. The resident : nursing applying the hydrocortisone

 was positicned on her left side.in the bed. Tas nurse i~ oitment to the rash of resident #3 will

- - donned clean gloves, and positioned the resident's ~ beinserviced by the Director of Nursing

! clothing to expose the resident's buttocks and back. . ordesignee by 7/13/G0 on how to apply

| By touching the resident's clothing, the nurse ointment using clean technique

- contaminated her gloves. The nurse did not change including proper handwashing and use

} gloves and was observed to open the container of of ¢lean gloves.

; hydrocortisone cream, dip her gloved fingers into the This nurse will also be cbserved by the
ointment and apply the ointment to resident 3's : director of Nursing or designee by
butteck area. The nurse then placed her gloved 7/20/00 on a return demonstration to

. fingers (which were contaminated from touching the assess for satisfactory learning and use
resident's buttock area) into the cintment container | i of clean technique.
and appiied the ointment to resident 3's back. The ! The nurse identified as the treating nurse

| nurse then had the resident turn to her back and - doing the dressing change on Resident

| without changing gloves, placed her fingers into the #11 will be inserviced by the director of
cmntment container and applied the ointment o the nursing or designee by 7/13/2000 on :
resident's chest. The nurse was not observed 10 wash the proper clean technique for dressing :
her hands before or after providing resident 3's changes, for the application of ;
treatment. medicated ointments and prevention of |

! cross contamuination. This aurse will '
Each time the nurse dipped her contaminated gloved
fingers into the hydrocortisone ointment container, ‘ ;
this caused the omtment to be contaminated. | |

ATGOZ1299 [ continuation sheet 4 of 29
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HEALTH CARE FINANCING ADMINISTRATION 25671,
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465072 06/16/2000
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i DEFICIENCY)
i . alsc be chserved by the Director of
F sl ; Continued From page 4 | Nursing or desig—ne}; by 7/20/00 ona
: retum demonstration 1o assess tor
Application of contaminated hydrocortisone oinument ! satisfactory learmung and use of clean
" to resident 3's rash increased the possibility for the techaique.
' resident’s skin to become infected. [dentification of residents who
| potentially could be affected:
Resident 11 All residems 11 need of clean technique
: for applicauon of medicated ointments
' Resident | | was admitted to the facility on #/10/00 and dressing changes are at risk to be
i with diagnoses of cerebrovascular aceident, pcterr_r.xaily affected by impreper
' hypopotassemia, hemiplegia, osteoarthrizs, technique.
| hypertension and folate deficiency. Measures to prevent recurrence
. Facility licensed nurses will be
' Review of the medical record revealed a physician's mserviced by the Director of Nursmg or
 order, dated 3/19/00, for resident L1 to receive a datly - designee by 7/27/2000 on proper clean
' treatment to muitiple skin tears with an application of - technique for application of aintments
bactroban antibiotic ointment, and adaptic dressing. . and dressing changes,
: The Director of Nursing or designee will
! The treatment nurse was observed to provide a observe each licensed nurse by 8/4/2000
! dressing change treatment to resident 1 1's muitiple | emher do an ointment application cr
| skin tears on 6/13/00 at 10:35 AM. The resident was dressing change in the clinical setting or
| positioned sitting in a wheeichair in her room. The in a classroom settmg to assess for
i resident stated "My skin is so thin, it tears when [ satisfactory skills and understanding of
! barely touch it." clean technique.
' The nurse was observed 1o bring the dressing supplies Monitoring / Quality Assurance
' ( tape, gloves, bactroban ointment tube, scissors and
| gauze dressings) to resident [ l's room and piace them - The Director of Nursing will be
on the residenr's bed. : : responsible for continued compliance.
| The Director of Nursing will report
The resident's bed is considered contaminated rather ! monthlyto the Performance
" than a clean or sanitary surface, By placing the Improvement Commuttee for three
dressing supplies on the resident's bed, instead of on 2 months on comtinued compliance
clean surface, the dressing supplies would b ; through use of spot checks, on a weekly
considered to be contaminated betore the dressing basts, of licensed nurses after the mniual
. change was performed. : inservice and retum demonstrations s
completed. After three months the
The nurse was observed to don clean gloves and use | Director of Nursing will report as
scissors with sharp pointed ends (instead of nursing directed by the Performance
bandage scissors with the safety blunted ends) to : Improvement Committee.
ATGC2:299 (f continuation sheet 5 of 29
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XHm SUMMARY STATEMENT OF DEFTCIENCIES !
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL
TAG REGULATORY OR LSC DENTFYING INFORMATION) i

D PROVIDER'S PLAN OF CORRECTION L xy
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | CROSS-REFERENCEDTOTHE APPROPRIATE - DaTs

DEFICIENCY

i remove the old dressings from resident | 1's right
., forearm and left upper arm. The nurse was not

' observed to change her gloves after removing :he

- soiled dressings. The scissors were not observed o

: be cleaned before or afier they were used by the
nurse. The resident was observed o have very frail,
tissue paper thin skin. Two open skin tears were
noted on the resident's right forearm and one open
sKin tear was noted on the resident's left upper arm.
The nurse was observed to open the bactroban _
antibiotic ointmient tube and piace the ointment on her !
gloved fingers. The aurse was observed to appiy the
: ointment with her gloved hand directly to the first
' skin tear on resident 11's right forearm and then,
withour changing gloves, the nurse used the same
gloved hand to apply the ointment directly to the
second skin tear on the right forearm and then
directly to the open skin tear on the resident's laft
upper arm.
By directly touching each of resident 11's skin tears
while applying the cintment, this caused direct
contamination of the wounds and increased the
. possibility of cross contamination and wound
. infection for resident 11.

When the nurse compieted the dressing change, the

lid for the bactroban antibiotic ointment was dropped .
on the floor of resident [ 1's room. The nurse was
then observed to pick up the lid, which was now
contaminated, and place it directly back on the tube
of bactroban ointment. This increased the possibility
of cross contamination and wound infection for
resident ! 1.

The treatment nurse was then observed to place the

contarmunated scissors back into the general use area

of the treatment cart. The treatmnent nurse was aiso
cbserved to place the contaminated tube of bactroban

F281 : Continued From page 3 . F

281

After three months the Director of
Nursing will report as directed by the
Performance Improvement Commuttae. 8/15/00

HCFA-2567L
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident who
enters the facility without pressure sores does not

develop pressure sores unless the individuai's clinical |

condition demonstrates that they were unavoidable;
and a resident having pressure sores receives
necessary treatrment and services o promote

healing, prevent infection and prevent new sores

| from developing.

This Requirement is not met as evidenced by:

Based on observation, interviews, review of resident
medical records and review of the facility's pohc1es
and procedures, it was determined that for | of 12
sample residents, the facility did not ensure that 2
resident who entered the facility without pressure
sores did not develop pressure sores and did not
provide necessary treatment and services 1o promate
healing of the pressure sores. The facility did not
assess, appropriately care plan, implement reatment
or notify the consulting dietitian of the resident's

prssure sores.
Resident identifier: 44.

Findings inctude:

Resident 44 was a 95 vear old male who was
readmitted 1o the facility on 2/15/00 with the

diagnoses of emphysema, chronic obstructive

pulmonary disease, rectal prolapse, cardiac

dysrythmias, hypertension, angina pectoris,

constipation, deafness, arthritis, colon cancer and

colectomy.

residents

Pressure reducing devices were placed
in the bed and wheelchair of resident
#44 on 6/15/00.

Resident #44’s care pian was updated on
6/13/00, related to actuai pressure vlcer
care and related to potential for skin
breakdown,

Resident #44’s stage 1T pressure ulcer
was healed as of 6/21/00 and measures
m place.

Identification of residents who
potentially could be affected.

All residents at high risk for skin
breakdown and those with actual
breakdown could potentially be affected.
Level of risk for skin breakdown will be
identified by either Braden or Norton
Scale (Skin risk assessment).

The skin risk assessments will be done
in conjunction with the MDS on
admussion, quarterly, annually and on a
significant change of condrtion,

Measures to prevent recurrence.

The Director of Nursing or designee wiil
audrt present facility residents for a
current skin risk assessment and will
update assessiments as may be indicated
by 7/14/00.

2567-L
| STATEMENT OF DEFICENCES | (X1) PROVIDER/ SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTION 3) DATE SURVEY
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B. WING
465072 36/16/2000
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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SALT LAKE CITY, UT 84102
XHD | SUMMA RY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION Xy
PREFIX i (EACH DEFICIENCY MUST BE PRECEEDED BY FULL | PREFIX (EACH CORRECTIVE ACTICN SHOULD BE I COMPLETE
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» DEFICIENCY) :
F 281 ; Continued From page 6 L F 28I
i
. oiniment back into the treatment cart.
F3l4 - 483.25(c) Requirement F3id F314 G Quality of Care
55=G - QUALITY OF CARE Corrective action for identified

HCFA-2567L
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2567-L
STATEMENT OF DEFICIENCIES (X1) PROVIDER/ SUPPLIER/ CLi& (X2) MULTIPLE CONSTRUGTION 0G)DATES
“AND PLAN OF CORRECTION [ENTIFICATION NUMBER A, BUILDING coeLemn
B. WING
465072 ' 06/16/2000
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SALT LAKE NURSING & REHABILITATION CENT) 165 SOUTH 10TH EAST
. SALT LAKE CITY, UT 84102
X4 D i SUMMARY 'STATEMENT OF DEFICIENCES ‘ D PROVIDER'S PLAN OF CORRECTION | X5
pREFIX |  {EACH DEFICIENCY MUST BE PRECEEDED BY FULL | pREFIX (EACH CORRECTIVE ACTION SHOULD &€ | COMPLETE
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) LTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! ‘ DEFICIENCY)
F314 | Continued From page 7 CFd
j i Facility residents will have a visual skin
| ; check done and documented by the
" The readmission nurse's assessment, dated 2/13/00, Director of Nursing or designee by
- did not document the presence of any pressure sores 7/12/00.
i an resident 44. Residents at hlgh risk fOI’ skin
! breakdown will have their care plans
: Observation of resident 44 during survev revealed updated to reflect preventive
r that he could transfer himself from his wheelghair to interventicns and will be audited by the
' his bed, but that the resident appeared unsteady when Director of Nursing or designee to
| doing so. Cbservation also revealed that he spent his confirm that preventive measures are in
| time either in his wheelchair or lying on his back in effect.
bed. From 6/12/00-6/14/00, neither the bed or the Residents found to have a pressure ulcer
wheelchair of resident 44 were observed to have on visual factlity sweep will be care
pressure relieving devices on them. Pressure planned by 7/21/2000 , for care of an
 relieving devices were first observed on 6/13/00, the actual pressure ulcer. The residents’
I day after faciliry staff were notified by the registered physician and the consultant registered
‘ nurse surveyor of a stage 2 pressure sore to the right dietirian will be notified.
buttock of resident 44, ‘ The facility wound care team will be
. : reestablished by the Director of Nursing
I The first pressure sore was recorded on 3/1/00 as i by 7/5/00, and will follow facility poiicy
| “skin warm, dry, et (and then) spots of breakdown ? regarding the wound care teams. The
noted on coceyx." The nurse's notes decumented on wonund team will meet weekly and do
3/24/00, "skin warm, dry, coloplast changed. Sore no weekly measurements and staging of
| longer open, wet scab, no drainage or s/s ' pressure ulcer as is specified m the
] (signs,symptoms) of infection.” The size and | facility policy. The licensed nurses will
i appearance of the pressure sore(s) were not described | be inserviced by 7/13/00, by the
! in the medical recocd of resident 44, The care plan Director of Nursing or designee on
' problermn, dated 3/1/00, read, "Breakdown on | facility expectaticns related to skin care
| coccyx”, the goal read, "pt. {patieat) coccyx will heal ‘ and treatment. These mservices will
‘ within | mo (month) or time allowed", the approach | include at a muntimum: 1) Scheduled
{ read, "coloplast o site and left In place for 12 days." . skin risk assessments.2) Sizing and
. . staging of pressure ulcers. 3) Role of
| The facility's policy regarding care pian requirements : i wound care team.4) Appropriate care
i states: ' planning for “patential for skin
| i breakdown” for high risk residents and
| "a. Add the pressure wound to the problem list. ; | for actual skin breakdown, updating of
| Specify the location, size and classification of wound | . care plan as status changes.5)
| type. i | Notification of physician and registered
: | |
1 b. Document interdisciplinary approaches, which | i
ATG021299 If continuation sheet 8ot 29
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' may include some or all of the foilowing:
i - wound care specifics

- preventive measures for further breakdown
i - specialty bed

: - pressure reducing surfaces

- nutritional needs

i - restorative nursing techniques
- PT (physical therapy) or OT {occupational therapy)

involvement
- hydration status
- contributing medical diagnoses

. ¢. Interventions described in the care plan must be
" measurable and have a defined time frame.

| d. Ongoing evaluation of the effectiveness of care |
| plan interventions and resident needs will determine
' when revisions are necessary. -Update the Care Plan
 for a change in status of the wound and/or new

physician orders.”

The facility's policy regarding Wound

. Documentation, "Routine Documentation” read:

"1. Daily

a. [nitial the pressure reducing device being used on
the resident's reatnent record or on other designated |

n

form.

There was nc documentation oa the March, April,

Meay or June 2000 Treatment Sheets to evidence that
pressure reducing devices were impiemented with the |
first pressure sore which developed on 3/1/00 or with 1 . _ :
either of the 2 subsequent pressure sores which : i 4) Compliance of wound teams with
developed 3/31/00 to the left lower back and 5/14/00 :
to the right buttock. The care plan for resident 44 did

i dietrtian regarding residents with

2567-L
STATEMENT OF DEFICIENCIES (X1) PROVIDER/ SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICA TION NUMBER: A BUTLOING COMPLETED
B. WING
465072 06/16/2000
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SALT LAKE NURSING & REHABILITATION CENTI| 165 SOUTH 10TH EAST
: SALT LAKE CITY, UT 84192
XHo | SUMMARY STATEMENT OF DEFICIENC(ES D PROY DER'S PLAN OF CORRECTION L
PREFIX |  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD 8 CompLeTe
TaG |  REGULATORY ORLSC DENTFYING IN FORMATIGN) [ TG CROSS-REFERENCED TO THE APPROPRIATE DATE
i g DEFICENCY)
F3l4 ; Continued From page 8 P F3id

pressure ulcer. Also notification of
registered distitian of residents at fugh
nisk for breakdown 6) Elemenrs of
proper documentation of pressure ulcers.

i - licensed nurse.

The certiried nursing assistants will be
mserviced by 7/13/00, by the Director

i of Nursing or designee on 1) théir role

~ in preventive measures related to risk of
residents’ development of pressure
ulcers. 2) Their role n observing
resident skin as they give daily care and
as they assist residents with their
showers. 3) Their role in reportng any
reddened or broken skin areas to the

Monitoring / Quality Assurancs

' The Director of Nursing will be
responsibie for continued compliance.
The Director of Nursing or designee will

do monthiy audits for four months and
will report for each of these four months |

not document the use of pressure reducing devices. ‘

to the Performance Improvement
Committee and then at the conclusion of
. these four months will continne aydits |
. and reports as directed by the
Performance Improvement Committee.
The audits to be done and reported |
mclude percent of compliance with:
3 i 1) Skin Risk Assessments
| { 2) Visual skin checks
‘ 3) Care planning of residents at high
risk for development of pressure
ulcers and updating of care plans. |

facility policy and procedure,

HCFA-2567L
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F3l4 : Continued From page 9 FE34 :
| : ! 3) Tumely notificatien of phvsician and
i . _ ‘ . : registered dietmian of presence of
| Observation of the bed and wheelchair of resident 44 ‘ oressure ulcers.
! on 6/12/00, 6/13/00 and 6/14/00, revealed that there 6) Proper documentation of lecation
| WEre 110 pressure relieving devices. During interview size, stage, and imerventicn for ’
| with resident 44 on 6/ 12/00, the resident stated that he : residents with pressure ulcers and
! had not been offered a cushion or softer marress for wrervention for high risk residents T 8/15/00

his bed. The residen: stated, "You can feel the
springs through this martress. They're all hard. 1
would like a softer mattress, maybe a pad for my
chair.”

The second pressure sore was recorded on 3/31/00 as
myreakdown found on L (left) lower back. #1 l(one)
cm (centimeters) circumference #2 112 {halfj cm
circumnference - stage [I - choloplast applied.” The
qurse filled out a "change of condition” form, but it

* did not include documentation that the physician was
notified. The care plan was not updated to reflecta _
stage 2 pressure sore t0 the resideat's left lower back. | | |

: i
- The third pressure sore, located on the resident's right ! ;
 burtock, was documented as first being observed by | |
the ADON (assistant director cf nurses) oa 5/14/00. !
On 6/14/00 at 7:13 AM, the registered nurse surveyor |
observed the buttocks area of resident 44 with a l ;
! facility staff person. Observation of the right
buttocks of resident 44 revealed an area
approximately 5 cm by 5 cm which was purplish red
in color. Within this area was an open stage 2
pressure sore measuring approximately .25 cm by .5
jem with minimal depth. The pressure sore was net
| covered with a dressing. As of 6/14/00 at 7:15 AM,
there was no documentaticn either on the May or
June 2000 Treatment Sheets or in the nurse's notes o i }
evidence that the current pressure sore, located on the ‘ i
resident's right buttock, had received treatment. The ;
current care plan for resident 44, dated as being }
printed on 5/26/00, did not contain concerns related |

HCFA-2567L ' ATGO21299 . £ continuation shest 10029
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Continued From page 10 P P34

Fii4

1o pressure sores and did not retlect the presence of
the pressure sore on the resident's right buttock.
During interview with the ADON on 6/14/00 at 7122
i AM, he stated he was aware of the pressure scre to

| the right buttock of resident 44.

A form the facility uses cailed "Pressure Sore | |
Record", documents that resident 44 was first | !
observed with a stage 2 pressure sore to his nght i
buttock on 5/14/00 measuring 2 cm by | cm. Neither ;
the Pressure Sore Record or the nurse's notes i
document that either the dietitian or the physician ‘ |
were notified of this new pressure sore to the ; i L
resident's right buttock until 6/13/00 and 6/14/00 ‘ |
respectively. The one nurse's note berween 3714100 !
and 6/13/00 which discusses the resident's buttocks is | | !
dated 3/19/00 and documents, “dressing on buttocks ’
dry intact.” This nurse's note did not contain a |
description of the pressure sore, of its exact location, !
size, color, odor or drainage. There are four other
nurse's notes between 3/14/00 and 6/13/00 which

refer to the skin of resident 44. Each of those four : !
notes document that the resident's skin is warm, dry
and intact or "skin fragile but intact.” :

Review of the medical record for resident 44 revealed | ;
that aithough the resident had developed three l i
pressure sores, one on 3/1/00, a second cn 3/31/00 | ‘
and the third on 5/14/00, there was no pressure ulcer
skin risk assessment in the resident's clinical record. |
| This was confirmed by a search of the medical record !
of resident 44 by both the DON (Director of Nurses) :
and the registered nurse surveyor. i

The facility's Pressure Wound Prevention Program
policy states that "All residents will be assessed on |
admission and routinely thereafter for risk of skin
bsreakdown. Preveation interventions will be 1 j

HA™A-2567L ATGO21299 If continuation sheet 110f 29
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DEFICENCY)

F3l4 | Continued From page 11

identified and implemented to prevent the
devetopment of pressure wounds.”

During interview with the facility's consultant
diesitian on 6/13/00 at 11:35 AM, she stated that she
was not aware that resident 44 had a current pressure
sore and that she had not been aware cf the pressure
sores in March, April or May of 2000. She stated that
she was there at the facility for the "NIT meeting”
(nutritional intervention team). The dietitian was

the issue of skin breakdown. The dietitian stated that
she had just recently started at the facility "a few
months ago", was not sure about the facility having a
skin committee, but was "going o press that issue.”

During interview with the DON (director of nurses)
on 6/14/00 at 9:30 AM, the DON shared with the
surveyor same of her expectaticns of skin care and
treatment. The DON was asked if the facility nurses
had been inserviced regarding her expectations of
skin care and treatment. The DON stated, "na". The
DON was then asked if the facility had a skin team ot
skin commuittee. The DON stated, "no”.

The facility's policy regarding the Wound Care Team
is as foliows:

"1 The Wound Care Team will meet weekly."

"3 Documentation of the meeting will be
maintained.”

"3 An agenda will be developed for gach meeting.
v4. Team members will be muiti-disciplinary.”

5 The meeting will include discussion of the
following

a. Review of minutes from last meeting with
follow-up discussion.

b. {dentify and review those residents identified as

"

asked if the facility had a committee which addressed 3

i F

i
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XD | SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION !
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| - DEFICENCYY :
F3ls . Continued From page 12 1 F3ld |
| "ar risk” to assure that aggressive preventive
: measures are in place.
| ¢. Assess and evaluate residents with pressure or
i other wounds.
' d. Review current weaument modalities.
e. Review results of previous interventions and
| resident response. ‘
! f. Review progress toward care pian goals.” !
F323 | 483.25(h)1) Requirement 3 oy F323 Quality of Care
SS=E | QUALITY OF CARE ;' ,J\P . Correction actign for identified
| The facility must ensure that the resident \f{‘\ \6) concern
i environment remains as free of accident hazards as is \—y'\
| possible. 7 The following bandrails will be repaired
by 8/1/0C,
| i 1) Handrail near sciled linen room on
{ This Requirement (s not met as evidenced by: : lobby floor.
! Based on observation on 6/12/00, it was determined 2) Handrails on first floor:
| that the facility had wooden hand rails which were a) across form room 119
1 cracked, nicked, and jagged creating an accident b) - outside sociai services
| hazard in the resident anvironment. ¢) outside room 103
. d) between rooms 109 — 110
: Findings include: j ' g) between rooms 110~ 111
: : f) from storage room 3 to reom
" | On the lobby floor there was a large, jagged gouge . 113
; in the handrail by the soiled linen room. : ; g) between rooms 121 - 122
| 2. On the first floor there were damaged handrails: ‘ © 3) Handrails on second floor
A. a cracked and jagged handrail across from room | ! a) outside room 220
L L9 | b) between rooms 203 - 204 .
| B.alarge crack in the handrail outside social “ ! ¢) by rehabilitation to 201 !
| services ' '1
| C.arough, chipped handrail outside room 103 ' The following other damage identified 1
| D.asharp, jagged handrail berwesn rooms . will be repaired by 8/1/00. : f
i 109-110 | i a) Sharp nick in wooden door on
| E.ashamp, jagged surface on the handrail between | Second floor, storage room 4,
| rooms [10-111 ! b) First floor loose molding b ‘.
; E. a jagged, sharp handrail from storage room 3o } i Storage room 3. . '
i room 115 “ 3 i
ATG021299 {f continuation sheet 13 0f 29
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(XHD | SUMMARY STATEMENT OF DEFTCIENCIES [ D ‘ : (X5)
PREFLX | (EACH DEFICENCY MUST BE PRECEEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
TAG 1 REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQO THE APPROPRIATE DATE
: ! DEFICIENCY
F323 | Continued From page i3 F3 o _
’ i Co p_ : Identification of residents who
! potentially cou be affected
G. a rough edge on the handrail between rooms All residents could potentially be
9] 122 : affected by damaged handrails, doors
' 3. On the second floor there were damaged handrails: and loose molding.
" A.adeep gouge leaving the handrail with a sharp
: edge outside room 220
. B. sharp nicks in the handrail between rooms Measures to Prevent Recurrence
' 203-204 The Mamtenance Supervisor or
G sharp nicks in the handrail by rehabilitation o designee will do weekly rounds‘for four
' room 201 weeks and then monthly or as directed
4. Other damage: by the Performance Improvement
A, Second floor, storage room 4 had a sharp nick Comml_ttee to rnomtor for damaged
" in the wooden door. handrails, loose molding and damaged
. B. First floor: loose moulding by storage room 3 doors. _ '
i The Maintenance Supervisor will make
! Residents holding or touching these handrails, iﬂdl_C?tEd fepairs on a Limely manner.
| moulding or doors could injure their skin. . Facility staff will be inserviced by the
i . : Administrator or desi 7/13/00
F332 | 483.25(m)(1) Requiremen: i ; st esignee 0y 7/13/00 on
SS=E | QUALITY OF CARE : importance of reporting any needed
'Q s s - : repairs including repairs needed to
| The facility must ensure that itis free of medication | . -
! tes of five percent or areater : handrails and doors to the Maintenance
| erer rates P = ' Supervisor for follow through and on
S . . - f maintenance request log. A
‘ s not met as evidenced by: use o .
} This Requirement 1_ L ’ maintenance request log will be
1 Based on 2 o_bservanons _of medication pass, maintained on sach nursing unit where
‘ imeryi;ws wuh staff, review of the me_dxcatl?n any staff member may log in needed
| adminiswation record (MAR), and review of the repairs including those needed to
| physician's orders, it was determined that for §3 handrails and docrs. The Maintenance
‘ opportunities, 6 medication errors cicc_uf'red‘. ‘ThlS Supervisor will check this log daily,
| represented 6.8% error rate. The facility failed to Monday threugh Friday, and make
; ensure that it was free of medication error rates of indicated repairs in a timely manner.
i five percent or greater for 4 supplemental residents.
- (Resideats 1, 17, 39, 49) Monitoring / Quality Assurance
‘ B . £6.3% 1 The Maintenance Supervisor will be
; In addiion to the medlCﬂthﬂ;ﬁOl’ r'ad[e oL o. ’°‘Et N responsible for continued compliance. |
? facility alsq f'a.lled to ensure that resi er;qts \Iere ree The Maintenance Supervisor or !
j from any significant medication errors for & designee will do an audit sheet on i
’ supplemental sample residents. (Residents [, 17, 39,
E and 49), ;
ATGOZ1299 [f continuation snest 4 of 29
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resident 1's AM insulin, 70/30, 36 units and sliding

hour after the insuiin was scheduled to be
administered aad 1 hour after the resident had been
observed to eat breakfast,

' Resident 17

On 6/13/00, resident 17 was observed to receive his
AM insulin dose of Regular 4 units and NPH 8§ units
administered at 9:13 AM. This was 1 hour and 43
minutes after the resident ate breakrfast and | hour

On 6/14/00, resident 17 was observed 1o receive his
AM insuiin dose of Regular 4 units and NPH 8 units
administered at 10:35 AM. This was 3 hours and 3

| minutes after the insulin was scheduled to be

! administered.

|
I
]l Resident 39

On 6/14/00, resident 39 was observed to receive her
AM insulin dose of Regular 5 units and NPH 13

and 45 minutes after the AM insulin was scheduled to :
be administered. ) i

 scale insulin, Regular 2 units at 3:30 AM. This was | M

2567-L
. STATEMENT OF DEFICENCIES {X1) PROVIDER/ SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTICN (X3} DATE SURVEY =
AND PLAN OF CORRECTION DENTIFICA TION NUMBER: A BUILDING COMPLETED
B. WING
463072 06/16/2000
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SALT [AKE NURSING & REHABILITATION CENT! 165 SOUTH 10TH EAST
‘ SALT LAKE CITY, UT 84102
(X4} D | SUMMARY STATEMENTOF DEFT‘_G ENCIES D ; PROVIDER'S PLAN OF CORRECTION | X5
PREFIX | {EACH DEFICENCY MUST BE PRECEEDED BY FULL PREFIX . {(EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDTO THE APPROPRIATE | DATE
! DEFICENCY) i
F332 | Continued From page 14 rounds to monitor for damaged handrails
: loose molding and damaged doors. The
Maimtenance Supervisor or designee
: will submit a report oo audis and status
 {Cross reference F-333) of any needed repairs monthly to the
| Safety Committee.
| Resident | The chairpersca of the Safety
i o Committee or designee will report on
| On 6/ 13/00, the medication nurse was observed 10 _ Maintenance Supervisor’s audits and
| start 10 administer Lanoxin 0.125 mg. (mulligram) 1/2 status of indicated repairs to the
| tablet to resident | without first assessing the : Performance Improvement Comrnittee
 resident's apical pulse for ! minute. This is not in momnthly for three months and the as
! accordance with an accepted professional standard of : directed by the Performance
quality. : Improvement Committee. 8/15/00
On 6/13/00, the medication nurse administered F332 F332 Quality of Care

Corrective Action for Concern
Identified

The nurse administrating the lanoxin to
Resident #1 on 6/13/2000 will be
identified and will be inserviced by the
Director of Nursing or designee on how
to administer lanoxin in accordance with
acceptable standards of practice of
checking the Apical pulse for a full
minute and withholding the medication
if the Apical pulse is below 60 and
netifying the physician for any further
instructions.

The nurse administering insulin for
residents #17, 39 and 49 on 6/13/2000
and 6/14/2000 for times cited will be
identified and will be inserviced by
7/27/2000 by the Director of Nursing or
designee on proper administration of
insulin in accordance with acceptable
standards of practice of administering
insulin ¥ hour prior to meal times or as
ordered by the physician.

a,
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XHD | SUMMA RY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN GF CORRECTION x5
PREFIX |  (EACH DEFICENCY MUST BE PRECEEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
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? DEFICENCY) :
E332 | Continued From page 5 | F332 Identification of residents who
| ‘ Potentially Could be Affected
. units plus a sliding scale insulin Regular 2 units . L
admirisrered at lg: 15 AM. This w;’s 2 hours and 43 All remld.ents f:urrently living in
I minutes afrer the insulin was scheduled to be the fa-_clhty Wrth qrders for
‘ administered and 2 hours and 435 minutes afier the lanoxull and msulin couid
! resident ate breakfast. potentially be affected by nurses 3
| not following acceptable standards i
| Resident 49 of practice for administration of _
| these medications.
i On 6/14/00, resident 49 was observed to receive his :
‘ AM insulin dose of 70/30, 22 units administered at Measures to Prevent Recurrence |
- 8:30 AM. This was | hour after the insulin was |
' scheduled to be administered and 1 hour after the Licensed nurses will be inserviced by
| resident had eaten breakfast. 7/13/00 by the Director of Nurses on |
. The facility failed to administer insulin for 4 residents how.to pr.operly ad,‘mmISter lanoxin
| in accordance with acceptable standards of practice and insulin according to acceptable 5
' and in accordance with MD orders. This was , standards of practice.
 evidenced by observations on 6/13/00 and 6/14/00 _
{ that 4 residents did not receive their AM insulin from | Monitoring / Quality Assurance
i 1 to 3 hours and 3 minutes after the medicaiion was
i scheduled 10 be administered and 1 hour to 3 hours The Director of Nursing or designee
- and 5 minutes after the 4 residents had saten will be responsible for continued
, breakfast. compliance.
F333 | 483.25(m)(2) Requirement
SS#E - QUALITY OF CARE The Director of Nursing will audit
. The facility must ensure that residents are free of any ; insulin and lanoxin administration for
significant medication errors. i compliance with acceptable standards of !
. : . : s practice, as defined above, weekly for
This Requirement is not met as evidenced by: ! | four weeks and then bi-menthly for two | i
Based on observations, staff interviews, and review : ‘ mounths and then as directed by the
. of medical records, 1t was determined that the facility | Performance [mprovement Committee.
! failed to ensure that residents were free of any : _
significant medication errors for 4 suppiemenial : The Director of Nursing and/or Staff
sample residents. (Residents I, 17, 39, 49) | D . ) ;
‘ ‘: evelopment Coordinator with j
| Findings include: i | Assistance ﬁ‘gm the_ Phamcy i
! Consultant will audit medication pass |
! | |
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' the resident’s other oral medications. The nurse was

beginning to administer the Lanoxin. The nurse was
stopped by the survevor before the Lanoxin was

not have a stethoscope 10 check resident i's apical
pulse and was then observed to check the resident's
radial pulse for 30 seconds. The nurse stated resident
| I's radial pulse was 68. The nurse then administered
the Lanoxin te resident 1.

¢ Mosby's Nursing Drug Reference, 1998; page 358,

. states for administrarion of Lanoxin: "Nursing

| Considerations, Assess: Apical pulse for | minute
| before giving the drug: if pulse (less than) 60 (beats
i per minute) in adult...take again in | hz. (hour); if

i (less than) 60 in adult, call prescriber...”

b, lasulin

| Review of the physician's orders and the MAR

| revealed resident ! was to receive insulin "70/30, 36

| units sq g AM (subcutaneously each AM)." The

I MAR documented the scheduled time for resident 1's
- AM insulin administration was 7:30 AM. The MAR
; documentation on 6/13/00 also revealed the resident

not observed to check resident l's apical pulse before .

administered to the resident. The nurse stated she did

AP

. 2567-L
STATEMENT OF DEFICENCIES | (X1) PROVIDER/ SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTION 1) DATES
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463072 06/16/2000
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITV, STATE, ZIP CODE
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X9o | SUMMARY STATEMENT OF DEFTCIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX |  (EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLeTe
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE : DATE
! DEFICIENCY)
F333 ! Continued From page 16 i o
: . at least once per week for six weeks for
‘ compliance with acceptable standards of
L Resident | praczice,
a. Lanoxin: The Direczor of Nursing will report to
the Performance Improvement
| Medication pass in the facility dining room was Commutree on compiiance for two
| observed on 6/13/00 at 7:30 AM. Resident | was Months and then as directed by the
 observed (o be eating breakfast in the dining room at Performance [mprovement Committes, 8/13/00
| 7:30 AM. The medication nurse was observed to i
 prepare resident |'s medications. The medication -
! nurse placed the medication Lanoxin 9.125 mg
| (milligrams) 1/2 tablet into the medication cup with F 333 F 333 Quality of Care $/15/00

. Q}N See Plan of Correcton for F 332

¥

| was o receive sliding scale insulin Regular 2 units in |
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Continued From page 17

" the AM, based on documentation of a blood glucose
“resuit of 241,

. In an interview with the medicatien nurse on &/13/00
tat 7:33 AM, the nurse stated that because resident |

was in the dining room, the nurse would not

admirister the resident's insulin untit after the resident -

finished breakfast and returned to her room. When
asked what the facility's policy was for insulin

administration, the medication nurse stated she would |

use her nursing judgement regarding when o
administer insulin.

The medication nurse was interviewed again at 9:00
AM and stated she had administered resident 1's AM
insulin at approximately 8:30 AM, when the resident
left the dining room. This was.! hour after the AM

insulin was scheduled to be administered and 1 hour

after the resident was cbserved 10 be earing breakfast.

: 2, Three other insuiin dependant dizbetic residents

were observed to receive their insulin administration
during the AM medication pass on 6/13/00 and
6/14/00.

In the Textbook of Basic Nursing, sixth edition,
Caroline Bunker Rosdadl, RN-C, BSN, MA,
copyright 1995, page 1067, states "Regular insuiin
and semilente insulin are quick acting and are given
15 to 30 minutes before a meal so they will reach the
blocdstream at about the same time as the glucose
from the meal....Intermediate-acting insulins are
usually given 30 minutes before breakfast...Their
action will handle the glucose from meals during the
day. Regular insulin is often combined with
intermediate and long acting insulin for the best
giucose management.”

! Page 1069 states "Nursing Skill Guidelines: Giving

HCZ4-2567L1
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£333 | Continued From page 19 L F 333 ;

| On 6/13/00, resident 17 was observed to be cating !
 breakfast in the dining room at 7:30 AM. '
' On §/13/00 at 9:15 AM, the medication nurse was
observed to administer resident | 7's insulin Regular
4 units and NPH 8 units. This was | hour and +3
minutes after the resident's meal and 1 hour and 45
minutes after the AM insulin was scheduled to be
administered. ‘

On 6/14/00, the medication nurse was observed to

start passing medications at 7:30 AM. When asked |
what time she would administer the diabetic residents ‘
their insulin, she stated she would not administer ; i
- insulin unsi! after the residents had finished breakfast. | |

|

k
Ar 10:25 AM, the medication nurse was informed by :
4 nurse assistant that resident 17 had not eaten his “
breakfast. The resident was observed to be in his |
room at this time. The medication nurse was i
\

&

|

observed to recheck the resident's blood glucose and
reported it was 103. The nurse stated she woutd ask
| her supervisor how to proceed regarding insulin
adminisiration, because the resident had not eaten his
breakfast. The medication nurse stated she was told
by her supervisor to give the resident some juice and
administer the AM insulin. At 10:33 AM the
medication nurse was observed 0 administer resident
| 7's prescribed insulin Regular  units and NPH 8
units. This was 3 hours and 5 minutes after the
insulin had been scheduled to be administered.

! b. Resident 3%

1
i On 6/14/00 at 7:30 AM resident 39 was observed to
| be sitting in the assisted dining room. The

| . :
| medication nurse was observed to pour and ;
| administer resident 39's AM oral medications.

| Review of the MAR and physician's orders revealed . ;‘

HO™ 4-2567L ‘ ATGO21299 {f centinuation sheet 200729




DEPARTMENT OF HEALTH AND HUMAN SERVICES

ATG
HEALTH CARE FINANCING ADMINISTRATION FORM APPR%XTEE

"STATEMENT OF DEFICIENCIES (X1) PROVIDER/ SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTION
. ; DA
AND PLAN OF CORRECTION [DENTIFICA TION NUMBER: . BULLDING (X'j)co TELSEURgEv

B. WING
465072 06/16/2000

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SALT LAKE NURSING & REHABILITATION CENT] 165 SQUTH 16TH EAST
SALT LAKE CITY, UT 84102

{X4) D SUMMARY STATEMENT OF DEFICIENCEES | D
PREFIX |  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL | BREFIX
TAG |  REGULATCRY ORLSCIDENTIFYING INFORMATION) |  TaG

PROY IDER'S PLAN OF CORRECTION | x5
{EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
CROSS-REFERENCED TOTHE APPROPRIATE |  DATE
DEFICENCY) :

L
La
(9%}

F333 Continued From page 20 L F

documenzation that the resident was tc receive insulin |

Regular 5 units and NPH [5 units sq q AM at 7:30

- AM. The MAR also documented that the resident

' was on a sliding scale Regular nsulin schedule.

i Docurnentation on the MAR for 6/14/00 reveated the
resident's AM blood glucose result was 135, This i

triggered the order for administration of the sliding |

scale Regular insulin of 2 units. The medication 1_

nurse was not observed to administer the AM dose or 1 :

sliding scale insulin dose to resident 39 at this time.

At 10:10 AM, the medication nurse had not been
observed to administer resident 39's A and sliding
scale insulin. When asked regarding what was the |
scheduled time for resident 39's insulin, the nurse
stated "I need to give itright now.” At 10:15 AM, the
medication nurse was observed to draw up and
administer resident 39's insulin Regular 3 units and
NPH 15 units, plus the sliding scale insulin Regular 2
units. This was 2 hours and 45 minutes after the AM |
insulin was scheduied and after the resident was
observed to eat breakfast.

c. Resident 49 |

On 6/14/00 at 7:30 AM, resident 49 was cbserved to
be eating breakfasz. At 8:30 AM, the resident was
observed to be in his room.

Review of resident 49's MAR and physician's orders
revealed documentation that he was to receive insulin 3
70/30, 22 units sq each AM, scheduied at 7:30 AM. i

The medication nurse was observed on 6/14/00 at |
3:30 AM to draw up and administer resident 49's I
insulin 70/30, 22 units sq. !

|

Administration of the AM insulin was | hour later

HCTA-2567L ATGO21299 If cotinuation sheet 21 of 29
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" than it was scheduled and | hour after the resident
: was observed to eat breakfast.

' The facility failed to administer Lanoxin for |

resident in accordance with acceptable standards of

! practice and in accordance with physician's orders.
This was evidenced by an observation on 6/13/00 that
staff did not agsess an apical pulse for | resident
before the administration of Lancxin.

The facility failed to administer insulin for 4 residents
in accordance with acceptable standards of practice
and in accordance with physician's orders. This was

! evidenced by observations on &/13/00 and 6/14/00
which revealed 4 residents did nct receive their AM
insutin from | to 3 hours and 3 minutes after the
medication was scheduled to be administered and | |
hour to 3 hours and 3 minutes after the residents had }
eaten breakfast. :
| 483.35(0H(1)-(3) Requirement

DIETARY SERVICES

Each resident receives aud the facility provides at
least three meals daily, at regular times comparable
to normal mealtimes in the communiry.

T
[
o
[=+]

There must be ne more than 14 hours between a
substantial evening meal and breakfast the foliowing |
day, except as provided in (4} below,

The facility must offer snacks at bedtime daily.

‘When a nourishing snack is provided at bedtime, up
to |6 hours may elapse between a substantial
evening meal and breakdfast the following day if a
resident group agrees to this meal span, and 2
nourishing snack is served.

|
|
i
|
i

2567-L
STATEMENT OF DEFICIENCIES {X1) PROVIDER/ SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTION e
‘ ) DATESURVEY
- RRECTION .
AND PLAN OF CO DENTIFICATION NUMBER: \ BUILDING COMPLETED
B. WING
4635072 06/16/2000
NAME OF PROVIDER CR SUPPLIER, STREET ADDRESS, CITY, STATE, ZIP CODE
SALT LAKE NURSING & REHABILITATION CENT)| 163 SOUTH 10TH EAST
‘ SALT LAKE CITY, UT 84102
XD | SUMMARY STATEMENT CF DEFTCIENCIES i o 3 PROVIDER'S PLAN OF CORRECTION i sy
PREFIX |  (EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG |  REGULATORY OR LSC DENTEYING INFORMATION) CoTag CROSS-REFERENCED TO THE APPROPRIATE | DATE
| i DEFICIENCY)
F 333 ; Continued From page 2! L F 333

' F368B Dietary Services

. Corrective Action for Identified
Residents
No specific residents were identified.

Identification of residents who
potentially could be affected

All residents currently living in the
facility have the potential to te affected
by not being offered Bedtime snacks.

Measures to prevent recurrence
Licensed nurses and certified nursing
asststants will be inserviced by the
Director of Nursing or designee by
7/20/00 on:

1. Importance of timely offering of
bedtime snacks to every resident
Importance of proper documentation
of bedtime snack offenng,
Bedtime snack flowsheets and how
to properly document results.

12

W
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PREFIX |  (EACHDEFICEENCYMUSTBEPRECEEDEDBYFULL | ppepry +  (EACH CORRECTIVE ACTION SHOULDBE | Comprete
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3 ; 232 1
68 ‘ Continued From page 22 F 368 Monitoring / Quality Assurance
' This Requirement is not met as evidenced by; Audrt teols wiil be developed by ths
! Based on observation and the confidential interview . Director of Nursing or designee to
. with the resident group, it was determined that facility f reflect a perceatage compliance of
| staff did not offer snacks at bedtime dailv to all . bectime snack offering to all residents
residents. ' ’ ~ through the use of resident satisfaction
! ! surveys and audrts of bedtime snack
' Findings include: . flowsheer documentation. The Director
| i of Nursing or designee wiil meniter
i During the confidential group interview on 6/13/00, 4 - ! weekly for six weeks and will report
| of the 10 residents said they didn't receive a snack | monthly to the Performance .
| after dinner or pricr to bedtime. One of the 10 Imp_rovement for July and August. Then
 residents stated that he/she "sometimes” received a | as directed by the Performance
' bedtime snack. During further discussion with the Improvement Commuttee. The Director )
- group, the residents stated that you had to be "on the of Nur;mg 15 responsible for continued 8/15/00
Hist" 1o get a snack at bedtime or thar you had o tell compliance.
: dietary you wanted "to get on the list" for those who
| received a snack before bedtime,
' During observation within the facilicy on 6/13/00 F371 oy F371E Dietary Services
' berween 7:00 PM and 8:35 PM, it was noted that the OU‘J‘PV Corrective action for concern
} kitchen brought several snacks to each nurses station \-4“ ov identified
! labeled with the names of residents on the snacks. : Y'oooa vacuum breaker was placed o the
| Those snacks were passed to the residents identified - spigot and hose in question on 5/15/00.
| on the label. The kitchen also brought several i The dishwasher kitchen helper was
! bananas and many packages of graham crackers to ; nserviced on 6/14/00 by Dietary
| each nurses station. These other snacks were not . Service Manager on proper
i offered to residents. When observed at 8:35 PM, the | handwashing / mfecticn control
! still full snack containers had been removed from the techniques.
|} aurse's station. They were observed back in another v .
room and next to the refrigerator. No non-labeled Identlt"lcatlon of residents who
snacks were observed to be offered to residents on potentiaily could be affected
| either the first or second floars, ?;Hi{;sylimfh?eontﬂihﬁgbm ﬂé; ed
N N : < ave the potential to be affecte
Ssub | o330 Requiremen: by staff who do aot follow infection
oy o ; comtrol peolicies and procedures.
The facility must store, prepare, distribute, and serve
food under sanitary conditions. Measures to prevent recurrence :
This Requirement is not met as evidenced by: i g;?e?haﬂ;fw:qsggeg ;D;ef::;:i zgmm] 4
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SUMMARY STATEMENT OF DEFICIENCES

SALT LAKE CITY, UT 84102

PROVIDER'S PLAN OF COQRRECTION

g and comfortable envircnment for residents, saff and
| the public.

l

| The facility must provide a safe, functional, sanitary, W‘\ \@
v"\

This Requirement is not met as evidenced by:
| Based on observation at 4:15 PM on 6/12/00, it was
\ determined that the facility did not provide a sanitary
envircnment for residents, staff and the public in the
i first floor dayroom.

|
|
|
I
|
|

X4 ; .
;EE)FEE)( | {EACH DEFICENCY MUST BE PRECEEDED BY FULL i pszg:rx {EACH CORRECTIVE ACTION SHOULD SE : coﬁlﬁ)gg
TAG 1 REGULATORY ORLSC DENTEFYING INFORMATION) O TAG CRCSS-REFERENCED TC THE APPROPRIATE DATE
: \ DEFICENCY)
- : : 1 ! "=
F 371 | Continued From page 23 : F 371 techniques related to handling dirty and
clean dishes during dishwashing process
 Based on observation on 6/16/00, it was determined by the Dretarquemce Manager or
- that the facility i not serving food under sanitary designee by 6/30/00.
: condtions. Monitoring / Quality Assurance
Findines include: The vacuum breaker will be checked
| S weekly for six weeks by the
1. During the kitchen inspection at 9:13 AM: Mautenance Supervisor who will report
i results to the Performance [mprovement
. A. There was 2 long hose attached to a plumbing Cornmrrtge monthly for two months and
' spigot adjacent to the steam table. This hose was then as directed by the Performance
- used to clean the steam table berween meals. There Improvement Committee. Continued
' was no vacuum breaker attached to the spigot and compliance will be the responsibility of
| hose t0 prevent back flow of dirty water into the the Maintenance Supervisor.
culinary and drinking water system. Back flow of _ _ _
dirty water into the ciean warer system could Dietary Service Manager will be
' contaminate the clean water supply. responsible for continued compiiance
! _ with proper handwashing by dietary
' B. The dishwasher kitchen helper was observed on staff. Random weekly checks will be
| 6/16/00 between 9:25 AM and 9:37 AM 1o alternate | done for sx weeks with results being
" approximately 6 times between loading dirty dishes reported to the Performance
' into the dishwasher znd unloading/putting away clean | Improvement Committee for two
dishes without washing his hands with soap and water : months then as directed by the 8/15/00
 or using a hand sanitizer in berween. Hand washing . Performance Improvement Commuttee.
. or sanitizing needs to be done between the dirty and |
- clean sides of the dishwasher so that bacterta from the ! _
dirty dishes is not contaminating the clean dishes.
F465 | 483.70(h) Requirement % F 463 . F465 B Physical Environment
SS=B ‘ PHYSICAL ENVIRONMENT gﬁrﬂ Corrective action for concern

identified

The facility will reupholster or replace
the sofas in question located in the first
floeor dayroom by 8/15/00. The carpet m
the first floor dayroom will be removed
and replaced if stains cannat be
removed by 8/15/00.

HCFA-2367L
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i i -
- ; . ol | 5 . ' .
F 463 : Continued From page 24 : F 463 [dentification of residents who
; } potentiaily could be affected
' All residents currently living in the
: Findings include: E Eacility h(aive ge potential to be affected
; j y stained sofas or carpet.
| 1. In the first floor dayroom, two sofas and the
11 northeast corner of the carpet were stained and the _1 Measures to prevent recurrence
! northeast sofa in: the dayroom smelled like urine. This | Housekeeper will do daily cleaning as
| day room was not supportive of a sanitary assigned by Housekeeping Supervisor.
environment.
F502 | 483.75(j) Requirement Monitoring / Quality Assurance
SS=E | ADMINISTRATION : E;’“Sfﬁzgf%v Supervisor wil o r°;“d5
' The facility must provide or obtain laboratory ; ee S resalts to th Pr:f‘x Weeks an
services to meet the needs of its residents. The repa v L C N ':t Glf[ anlcie g
facility 1s responsible for the quatity and timeiiness Ei?mvenéﬁninimo;; ﬁc;;cl; leallll he
of the services. AUgUst. oy iy o
| > the responsibility of the Admuinistrator 8/15/00

. This Requirement is not met as evidenced by:

i laboratory services that were timely for 2 of 12

Based on review of the medica_i record, review of the
facility’s laboratory log book, and staff interview it
was determined that the facility failed w0 provide

and Housekeeping Supervisor.

F 302 Administration
Corrective Action for Concern
Identified

HCFA-2567L

. sample residents and | closed record sample resident. ‘ ,\v'\ _
' (Residents 4, 19, and CR1) | Resident #4 had a CBC and Chem 7
| recrdered on 6/14/00 and drawn on
Findings include: ‘ 6/16/0C. Results were reported to the
1 doctor on 6/16/00.
Resident 4 -
Resident #19 had a protume and fasting |
Resident 4 was admitted to the facility on 5/23/00 blood sugar reerdered on 6/13/00 and '
with diagnoses of urosepsis, dehydration, drawn on 6/16/00. Resuits were ;
malnutrition, biindness, delusicns (paranoid type), reportad te the doctor on 6/19/00. The
and B12 deficiency. The resident expired §/10/00. order for morthly protimes and fasting
bicod sugar was entered on the MAR f
Review of the medical record revealed a physicians (Medical Administrauon Record) with |
order dated 5/23/00 for a CBC and Chem 7 to be . dates for draw clearly (dentified. .
drawn on 5/26/00. Review of the lab results in
resident 4's medical record revealed no lab reports for Residemt #CR1, was discharged so nc :
these orders. corrective action could be instituted.
ATGO21299 If continuation sheet 23 of 29
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! DEFICTENCY?
£502 : Continued From page 23 F 502 Identification of residents who
! Potentially Could be Affected
\
| H . . .
' [n an interview with the ADON on 6/15/00, he stated | ?ﬂ H?S‘diri; ‘l:“grenﬂy fivng in the
- that when labs are ordered for residents, the night act Ityl b 4 fgr ders have the
i nurse confirms the order, writes the order on the : Potential to be affected.
| MAR, and writes a lab slip requisition for the !
| laboratory services to draw the lab. The labthen | Measures to Prevent Recurrence
i draws the labs and faxes the results to the facility. ‘ © The Director of Nurses or designee wiil
i The nurse on duty is responsible o review and act on ' review each resident’s chart including
the lab results. The labs are then given to medical ' residents # 4 and #19 by 8/1/2000 for
I records © file in the resident's chart. ! MD orders, for lab draws, and currert
i | lab report in chart to ensure cortinuity
| When asked if resicent 4's labs had been drawn, the | between what labs are ordered and what
! ADON and nurse checked the lab requisition log and labs are being done.
called the laboratory services office and found there The system for tracking labs wil] be
was no indication that the lab had been drawn. The reviewed by the Director of Nursing
nurse stated the physician was notified and another by 8/1/2000 to show patients name,
order was given to draw the CBC and Chem 7 on lab ordered, whether lab was done,
6/16/00. when it was reviewed by facility, when
MD was notified.
Resident 1% ;
E -‘ Monitoring / Quality Assurance
| Resident 19 was admirted to the facility on 1/31/00 ‘ ‘ _
with diagnoses of diabetes meilitus, hypothyroidism, The Drrector of Nursing wiil be
atrial fibnillation, peptic ulcer disease, and dementia. feSPOH_SIbie for COUtE_lUEd compliance.
The Director of Nursmg or designee
Resident 19's medical record was reviewed on | will conduct audits weelkly for six
L 6/15/00. Review of the physician's orders revealed an | wesks and then as directed by the
order dated 6/7/00 for a protime and fasting blood Performance Improvemem Commtt:tee
sugar to be drawn in the AM (6/8/00) and every o assess compliance with tHHEl_Y
month. Protimes are reutinely ordered to assess the drawing of ordered labs. The Director
effectiveness of anticoagulant medication. - of Nursing will report compliance o
Documentation on the MAR indicated resident 19 the Performance Improvement 8/15/00
was currently taking the anticoagulant medication Comuuttee for two menths and then as
Coumadin 2 mg daily. Fasting blocd sugars are directed by the Performance
! routinely ordered to assess the stability and control of Improvement Comumittee.
diabetes. Review of the laboratory results for
resident 19 revealed no results for these ordered labs. :
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contacted the laborato

L 6/16/00.

Restdent CR1

5¢26/00 with diagnose
urethral smicture with

| services.

58=B | ADMINISTRATION

! staff,

F3502 | Continued Frem page 26

" The nurse providing care for resident 19 was asked if |
~she could find documentation that the labs had been
- drawn on 6/8/00 and if the results had been returned

10 the facility. The nurse stated that she had

ry services and there was no

- indication that the labs had been drawn on 6/8/00.
: The nurse stated she had notified the physician and
| had received a new order to have the labs drawn on

Resident CR1's record was reviewed as a closed
| racord. Resident CR1 was admirted to the facility on !

s of myocardial infarction,
a suprapubic catheter, and

congestive heart failure.

! Review of resident CR1's medxcal record reveaied
: that on admission the resident was assessed as having
- hemaria (blood in the urine).

| Review of the physician's progress notes dated 6/7/00
revealed the following: "Hematuria - Send UA {urine
| for a urinalysis). Review of the lab results in resident
i CR1's chart revealed no decumentation that the UA
 had been collected or processed per laboratory

F 320 | 483.75(0)(1) Requirement

t A facility must maintain a quality assessment and
= assurance commiftee consisting of the director of
‘ aursing services; a physician designated by the

i facility; and at least 3 other members of the facility's

This Requirement is not met as evidenced by:

1

| F 502

F520 B Administration

identified

Corrective action for concern

The Administrator will supply the
Medical Director with a calendar of
Scheduled Performance Improvement
Committee Mestings by 8/1/2000.
Administrator will alsa discuss with the
Medical Director the importance of his
Attendance at least quarterly at the

i Performance [mprovement Committee.

HCFA-2567L
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; | DEFICIENCY)
F320 | Continued From page 27 | Fo0 . Ideatification of residents who
! ‘ Potentially Could be Affected
: Based gn interview w1th_ the i\dmlms_n-a or and the All residents currently fiving in facility
| person in charge of medical records, it was | have the potential to be affected by lac!
" determined that the facility did not have a physician | ave We petential to be ariected by lack
i’ ved in their quality assessment and assurance | of Medical Director invoivement in the
- (pvolved In heir quatty ‘ ‘ facility Performance Improvemnent
i commuittes on at least a quarterty basis. |
: | Program.
 Eindings include: |
| Findings include: ] Measures to Prevent Recurrence
Upon mterview with the Administrator and person in i - The facility Administrator will invire
charge of medical records on 6/15/00 ar 1:00 PM, : . And ensure that the Medical Director :
| they both stated that a physician had not been ! . isinvoived at least quarterly in the
i involved in the quality assessment and assurance Performance Improvemem Committee *
i . . : !
corgmmee_ since Decen_'lber of 1969. Whenlaskgd if | Meetings and consulted on issues :
their physician had reviewed the committee's minutes Identified by the Performance !
: and provided input, the Administrator stated, "no”, Improvemerlt Co itee reg;r ding the
. _ Quality of service related to residems.
Monitoring / Quality Assurance i
i
I Continued compliance will be the 5
| responsibility of the Administrator who |
! will document at least quarterty the e
! Medical Director’s involvement. | /15/00
]
‘ |
| J
% |
: !
' i
|
i |
| | !
i H
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