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DEPARTM OF HEALTH AND HUMAN SERVICES ‘ ATG
HEALTH C{RE FINANCING ADMINISTRATION FORM APPROVED

F {(X1) PROVIDER/ SUPPLIER/ (2) MULTTPLE CONSTRUCTION {X3) DATE SURVEY
s CLIA A BUILDING COMPLETED
F CORRECTION IDENTIFICATION NUMBER: B WING
465093 1600
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GODFREY'S FOOTHILL RETREAT INC 775 NORTH 208 EAST
BRICHAM CITY, UT 3431
0] SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORKBCTION 5)
PREF (EACH DEFICIENCY MUST BE PRECEEDED BY PREFIX (EACH CORRECTIVE ACTION SHOULD BE § COMPLETE
x FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TAG INFORMATION) DEFICIENCY)
Fius Fil4 "*This Plan of Correction is
. prepared and submitted ‘
$5=G 483.25(¢) Requirement &s required by law, By
gu)\‘}.m;oxf CARE o \gthmirling this Plan of o
ased on the comprebensive assessment of 3 orvection, Brigham Ci Ny
resident, the fa:fil‘uy mnist ensure that a resident who Nursing and Renil;b_ i . @W&
enters the facility without pressure sores does nol Center docs not admit
develop pressurs soes unless the individual's clinical that the deficiencies listed 5. -—’/ T2
condition demonstrates that they were unavoidable; on the HCFA 2567 exist, [ ‘9\
and a resident having pressure sores receives nor docs the Facilily admit éj
nccessary breatment and services to promote healing, to any statemnents, findings,
prevent infection and provent new sores from facts, or conchusions that
devuloping. farm the basis for the
alleged deficiencies. The
‘This Requirement is pot met as evidenced by: Facility reserves the right
Based on obiervation, interviews with ataff, review of to challenpe in legal and/or
resident mochical records, review of the facility’s | rcgulato.ry or administrative
polisies and procedures and revisw of Wound Care proceedings all deficiencies,
Team meating minutes, it was detzrmined that for 1 of statements, faets, and
13 current samgple residents, the facility did not ensure conclusions that forin the
that a resident who entered the facility without basis for cach deficiency.”
pressure sorcs did not develop pressure sores unless How will the corrective action
the individual’s condition demonsirated that they were be accomplished for
unavoidable. The facility also did not ensure that a Those residents found to
resident with a pressure sore received the necessary Have been affected by the
treatment and services 1o promole healing and prevent Deficient practice ?
infection, .
Resident identificr: 1. Resident #1 was placed on a pressure-
Reducing matiress on 1/4/00. This
Findings include: Resident continues to be on this mattress.
Treatments for this resident will be done
1. Resident ) was an 82 year old female who was As ordered by the atiending physician.
admined to the facility on 8/12/04 with the diagnoses
of multi-infarc dementia, seizure disorder,
hypertension, degenerative joint disease, chronic
abstructive pulmonary discaze, a hiatal hemnia,
hypothyroidism, and a cerebral vascular accident ]
(stroke).
After determining that resident 1 was at risk for . ' 1

LABORATORY nmw; SUPPLIGEREPRESENTATIVE'S SIGNATURE TME [X6) DATE
v’ |
"’"fZ s I /’Jm;ﬂmn.qﬁr S pl - 2o

Way statement ::;?{ with nﬁ{ul:ri {*) denol ficicncy which may be excused from cancction providing it is determined that other saleguards ovide

suflicfnt protection to the pafients. The findfngs statcd alefe are dlsclosable whether or nof a plaa of tomettion is provided, The findings ars disclosable within 14 days

fer sl information is mide avalohle 10 the Eacifity. IF deficiencios ars gited, an approved plan of comection is requisite 1o continucd program participation. "
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DEPARTMENT OF HEALTH AND HUMAN SERVICES : ATG
HEALTH CARE FINANCING ADMINISTRATION FORMAPPROVED
LA NWENT OF (X1) PROVIDER/ SUPPLIER/ (%) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: | A BULDING COMPLETED

B, WING !
465093 ¥16/00
NAME OF PROVIDER, OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GODFREY'S FOOTHILL RETREAY INC 775 NORTH 208 EAST
BRIGHAM CITY, UT 84302
X910 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTIO
PRER {EACH DEFICIENCY MUST BE PRECEEDED BY PREFIX (EACH CORRECTIVE ACTION SHOULS BE CUI?H?ETE
X FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TAG INFORMATION) DEFICIENCY)
F 314 Continued From page | E3l4 How will the & ity deatis; -
w e fac entify
other residents having the
developing pressure sores in August of 1999, the Potential to be affected by ”
Excility did not follow itz ewn palicy for "skin The same deficient practice?
breakdown prevention” which required the use of Al residents have the potential to be
pressure relieving devices o be implemented The resiien i P e
first pressure relicving deviees (foot booties) were ot Affected by the deficient practice.
implemented until 12/7/99 when resident | had been
identifiad with a "black heel”. The Facility did not
apply these booties az ordered by the physician for 10
of the 23 possible days in Decermber of 1999, 31 of 31 That measures will be put
days in January 2000, and 5 of 29 days in Febraary CI:Ih: P :s“n:':d?:::::n':e that
2000. "The sceond pressurc relieving device (presure Th :lgﬁciem ractice will not
mattress) was not implemented until 1/4/00, 28 days o oe P
after the pressure sore was first identified by nursing, Recur?
when it was recommended Lo nursing by the physical s . .
therapist. Neither of the pressage relieving devices g burses will be inserviced !:!y the DNS
wers care planned. The facility's wound care team did Perproper wound documentation and
not meet from 11/30/99 to 1/2/00, a period of five I '!““'E.Tf“"“‘e Assessments. The
weeks, during which time resident | developed the ve will be conducted on 51700,
"black heel”. The pressure sore increased in size Fom e R
"4 om {centimeters) round* oo 12/22/99 to 7.5 cm by ?n;l:lel:ﬁ::; :l;:;:nﬁ;:: rr?]cess of i
8 cm on 1/7/00. Treatment 1o the "black heel” was & hours  day, 7 da d‘“r“ Pposition
first ordered on 1/4/00. There was no documentation on will g s / C3ys a we, P - This
to evidence that the treatment ordered by the gzrﬂfonni:; . 1; :erstp}lo n‘;'b];n:r 4
physicizn was performed 22 of the possible 27 days in wocnd cob 1 the f:cu;:« o g:“‘g““
January 2000 or 8 of 9 possible days in February this time. This will assist in the contin
2000. When the treatment to the pressure sore of of wound eare pnd assure that uemmcnlstz
sesident | was taken over by physical therapy om performed consistently re
2/10/00, he described the wound to have "moderats '
purulent” drainage which produced » "moderate foul”
odor. On 2/15/00, tha physician ordered antibiotics
for this infection. Neither the dietitian or the dietary
manager were members of the facility's wound care
teamn. The presence of the pressuee sore lo the heel of
resident 1 was not relayed to the dietitian until
3/15/90 when the surveyor was asking staff if the
dietitian was aware of the pressure sore,  This was 98
days after the pressure sore was first obscrved by .
ATO021299 Il conbinuation sheet 2 of )}
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DE PARTMENT OF HEALTH AND HUMAN SERVICES FORM Appno%
HE.ALTH CARE FINANCING ADMINISTRATION . 2567-L
ST A TEMENT OF TX1) PROVIDER! SUPFLIER/ rm— X3) DATE SU
DEFICIENCIES ﬂ\ m“:;:mm”m ‘ ¢ }cmmrrégw
ANID PLAN OF CORRECTION IDENTIFICATION NUMBER: : f‘”‘;a G
465093 ' 3/16/00

NADVE OF PROVIDER OR SUPPLIER
GO DFREY'S FOOTHILL RETREAT INC

STREET ADDRESS, CITY, STATE, 2IP CODE

775 NORTH 100 EAST
BRIGHAM CITY, UT 34302

i —
(X410 SUMMARY STATEMENT OF DEFICIENCIES [+ FROVIDER'S PLAN OF CORRECTION )
PREF! (EACH DEFICIENCY MUST BE PRECEEDHED BY PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
X FULL REGULATORY OR L3C IDENTIFYING TAG CROSS-REFERENCED TO THE APPROPRIATE| DATE
TAG INFORMATION) DEFICIENCY)
F314 { Continued From page 2 F3l4 The wound management system: in the facility
Will be as follows:
tursing staff. The dietitian confirmed that she was Albresidents admitted to this faeility will
*riot made aware until today, that's why [ wrute the Have a tota) body skin assessment completed
order for increased protein.” There was no wpon admission and at Jenst weekly thereafter.
documentation to evidence that tuming and The totat body skin cheeks will be
repasitioning of resident 1, as required by her care Documented on the residents skin record.
plan, was performed on 89 days out of a possible 98 All residents wilt have a Skin Risk
days (12/7/99 through 3/15/00). Assessment completed upon admission
And at least quarterly or with any significant
Change on the MDS, Those residents identified
On 8/21/99, resident 1 had been svaluated by a "at risk” for skin breakdown will have
facility nurse as "at risk to develop pressure sores”. gmen;:g:rr::?;rrzs‘:gr—lmenmd and
ility's poli ding "Skin Breakdo : i
g:':vzﬁzgz.s’g::ﬂl:&w fng, "Skin Breakdowm All pressure sores will be measured weckly |
And documented on the residents skin record.
N . - . Te maintain communication thraughout
1. Resident will have a risk assesament (Pressure NP .
Risk Assessment) completed upon admit (Nursing Qﬂsﬁﬁtﬁlﬁﬁ r:i:;??cgs::c: t:l:::ezlf;l:;ny f
N H Ll
Skin Assessment) and 2t least quantesly to assess risk. Pressure Sore report will be utllized, This f
2. Residents who are at risk will be provided haning i"F:’; C‘:ﬂtloi::ndl:om}mm?h:ebcﬂsy and used ‘I
monitors, pressure relieving mattresses, and for 5 g tool by -
pressurc relieving cushions for wheelchairs. Al residents at risk with skin breakdown
|| 3. Residents who are at fisk will have appropriate g:l: l;, ;?:Lﬁmcc‘, atTthh: 3:5.1‘3 lh??nﬂeﬁil
refemals for improving mability (Rehab), impreving W'llg' hude L. iatives fi i 2
nutrition (Dietary), and decreasing N’I:ﬁ::; Diegmj:;iﬁ;: ;::In Therapy
friction/incontinence and pressure (Nursing). Dcpam;ems. Whnutes will ek ept and
L All in attendance will receive a copy.
4. Bes_idzms who are at risk will be reviewed . Copies will also be given o the gg])é
periodicatly by the Wound Care Team to determing And zdministrator,
elfectivencss of preventative measures.”
The care plan the facitity had developed for resident
1, "Potential...DQ formation” did not include the use
of pressure relieving devices as an intervention as
required by the facifity policy on skin breakdown
prevention.
ATOnz| 20w 1£ continuation sheet 3 of §1
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APR-28-00 FRI 09:39 AM  PEAK MEDICAL CORPORATION  FAX NO. 65053412326 P. 05
G
DEPARTMENT OF HEALTH AND HUMAN SERYICES AT
HEALTH CARE FINANCING ADMINISTRATION FORM APFROVED
STATEMENT OF {X1) PROVIDER/ SUPPLIER/ 3D
AL GRS cufk icz) MULTIFLE CONSTRUCTION ) C&m\gﬂ
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . "w“mo
465093 ' 31670
MAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GODFREY'S FOOTHILL RETREAT INC 775 NORTH 200 EAST
BRIGHAM CITY, UT 8002
X9 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTTON o5
PREFI (EACH DEFICIENCY MUST BE PRECEEDED BY PREFIX {EACH CORRECTIVE ACTION SEOULD BE | COMPLETE
X FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TAG NFORMATION) . DEFICIENCY)
i Fll4
F 314 | Continued From page 3 Haw will the facllity monitor its
Performance to smake sure that
Solutions are sustained? .
The MDS (minimum data set), a mandatory I 3 .
comprehensive agsessment completed by facility staff, The facility w_l_l_],c ct Tgn.thly
dated 12/2/99, documents that resident 1 was totaily Quality Assurance Committee
dependent for all activities of daily living, including Meetings and review the weekly
bed mability thow the resident moves to and from Pressure wlcer reports. Any
lying position, hams side to side, and pesitions body Concemns will be addressed
while in bed). This MDS atso documented that the And a plan of action developed
facilily was not using a pressure relieving device on Responsible Party: Director of Nursing
the bed of resident 1. Compleiion Date: May 5, 2000
1
On 11/26/99, a nurse’s monthly sumnary for resident ;
1 documents, ”,..no skin excoriation, DQ (decubitus
ulcer/pressure sore) form. (formation) or s/ (signs |
and symptoms) of UT] (urinary wact infection)
nored.”
On 12/7/99, a nurse's note describes ... Black heel
noted on R (right) foot and small DQ (decubitus
vicer/pressure sore) on L (lcft) big toe. Booties
applicd for protection with pillow under thigh.”
The nurse’s note did not provide a description of the :
wound to the resident's right foot. The Nurse's
Clinical Guide, Wound Care, Cathy Thomas Hess,
Springhouse, 1995, pg. 13 reads, "Assessment and
documentation of wounds throughout Lhe healing
process are erilical to proper manageinent and
healing. When assessing a wound and documenting
findings, include the following factors:
- classification by degrec of tissue layer destruction or
color
- anatomic location thar includes extremity and
ncarest bony prominence or other anatomic landmark
- size that specifies length, width, depth, and
funneling, using consistent units of measure
ATCHTITOY If continuation shest 4 of {1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HE ALTH CARE FINANCING ADMINISTRATION FORM APPROVED
STATEMENT OF xXn PROVIDER/ SUPPLIER/ DATE SURYEY
DEFICIENCIES CLIA o e STRUCTION O COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:! B Wuﬂ'ﬂ .
465093 31600

NAME OF FROVIDER OR SUPPLIER
GODFREY'S FOOTHILL RETREAT INC

STREET ADDRESS, CITY, STATE, ZIP CODE

775 NORTH 200 EAST
BRIGHAM CITY, UT B4302

(X4) ID
PREF!

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY
FULL REGULATORY OR LSC IDENTIFYING

INFORMATION)

F a4

Continued From page 4

- appearance of wound bed aud surrounding skin

- drainage , specifying amount, color, and consistency
- pain or tenderness, which may indicate infection,
underlying lissue destruction, or vascular
insufliciency

- lemperatur:, which may mdicate pressure ulcer
formation, if the skin is intact, or an underlying
infection

On 12//99, the physician ordered "Booties on while
in bed for L {lef) and R (right} heel blisters until
healed. There is no documentalion to evidence that
Eacility staff applicd those boofies, as ordersd, for 10
of the 23 possible days in December of 1999, 31 of 31
days in Tanuary 2004, and 5 of 29 days in February
3000, There is no farther documentation in the
resident's medical recard regarding the "blister” ar
*gmall DQ" oa the [eft foot.

The MDS, dated 12/8/99, dacumented that resident |
had a stage 2 pressure sore, Based on the 12/7/9%
nurses note which identified the "black heei”, the
staping of the wound was imaccumte, The Health
Care Financing Administration, Resident Assessment
Instrument, Verston 2.0, pg. 3-135, statcs “H necrotic
eschar is present, prohibiting accurate staging, code
the ulcer as Stage "4" until the eschar has been
debrided (surgically or mechanically) to allow
staginz.”

The next documentation of the wound to the right heel
of resident | was found on the " Decubirus/Pressure
Ulcer Risk Assessraent and Record”. The entry was
dated 12/22/99, 15 days after the initial observation,
and documented the wound at a stage 2, measuring "4
em (centimeters) round”, a “large blister intact”.

HOFA-2367L

b PROVIDER'S FLAN OF CORRECTION X5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Fll4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

| ATG
FORM APPROVED
2567-L

STATEMENT OF
D EFICIENCIES
ANDPLAN OF CORRECTION

(X1} PROYIDBER/ SUPPLIER/
CLiA
[DENTIFICATION NUMBER:
465093

B. WING

(%2) MULTIPLE CONSTRUCTION
A BUILDING

31600

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
GODFREY'S FOOTHILL RETREAT INC

STREET AD!

775 NORTH 208 EAST
BRIGHAM CITY, UT 34302

DRESS, CITY, STATE, ZIP CODE

(X4 1D
PREF
x
TAG

SUMMARY STATEMENT OF DEEICIENCIES
{EACH DEFICIENCY MUST BE PRECEEDED BY
FULL REGULATORY OR LSC IDENTIFYING
INFORMATION)

hio]
PREFIX
TAG

PROYIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

X5
DATE

F3l

Continued From page 5

On 1/4/00, physical therapy progress notes document,
“Observed R hee! wound per nursing request.
Biackened eschar on medial hecl. No drainage noted
Encouraged nursing Lo provide pressure relief
mattress, pillow under calf, and frequent position
changes.”

On 3/15/00, during an interview with the physical
Iherapist, he was asked why his 1/4/00 note contained

"1 a recommendation for a pressure relief macress. The

physical therapist replied, "she wasa't on a pressure
relizf mattress bafore then.”

On 1/4/00, the physician ordered a weatment for the
pressure sore 1o the right heel of resident | "4 X ¢
with kerlex wrap to R hee] until healed. Pressure
mattress.”

The order for the pressure relief makiress came 2§
days after the "black heel” wound was initially
obscrved by nursing staff,

On 1/7/00, the same facility nurse who had measurad

‘| the heel wound on 12/22/99, photographed the right

heel wound of resident | and measured it to be "7.5
cm X (by) 8 cm” and described the color as
red/yellow - black”™. From 12/22/9% 10 {/7/00, the
wound increased in size from "4 em roond” to *7.5 X
8em”.

The care plan the facility had developed fur resident
1, "Potential...DQ formation” included the
intervention "Turn and position q2h (zvery 2 hours)
and pm (as necessary)." Dhuring the revicw of all
nurse's notes fom the day the wound was first
observed (12/1/99) until during survey on 3/15/00,
2ud review of the treatment sheet for Decembuer 1999,

F3u4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

. ATG
FORM APPROVED
2567-1

STATEMENT OF {X!1) PROVIDER/ SUPPLIER/
DEFTICIENCIES CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

465093

(32) MULTIPLE CONSTRUCTION {X3) DATE SURYEY
A. BUILDING COMPLETED

B. WING

160

NAME OF PROVIDER OR SUPPLIER
GODFREY'S FOOTHILL RETREAT INC

STREET ADDRESS, CITY, STATE, 1P CODE

775 NORTH 200 EAST
BRIGHAM CITY, UT K02

XD
PREF

X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEEDED BY
FULL REGULATORY GR L5C IDENTIFYING
INFORMATION)

D FROVIDER'S PLAN OF CORRECTION 5
PREFTX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | CROSS-REFERENCEDTO THE APPROPRIATE| DATE
DEFICIENCY)

F 314

“| "staphylococcus harmolyticus™. When the physician

Continued From page &

January 2000 and February 2000, it was determined
that the facility did not provided mming and .
repositioning a total of 39 days out of a possible 98
days.

There was no docwmentation in the nurse's cotes of on
the monthly teatment sheets for resident 1 10
evidence that the physician's order from 1/4/00 {4 X 4
with kerlex wrap to R heel until healed) was followed
The Januury 2000 nreatment sheet for resident 1 is
missing documentation that the dressing change was
performed for 22 of the possible 27 days. The
Fubruary 2000 treabment sheet is missing
documentation that the dressing change was
performed 8 of the possible 9 days. On /%00, the
physician ordered that physical therapy take over the
wound carc for resident 1.

When the physical therapist took over the wound care
of resident | on 2/10/00, he described the wound to
have "moderate purulent® drainage which produced a
*moderate foul" odor. An order for a culture of the
wound was obtained and found to have

was notified of these resulls, he wrate an order for
*Cipro {an antibiotic) 500 BID (twice daily) X 10
days”

During interview with the physical therapist un
3/15/00, he stated he was on the wound care team.
When asked how eften the wound care team met, he
stated "every two weeks approximately”. During
review of the wound care team minutes, it was
revealed that there was a 5 week periad, om
[1/30/49 to 1/7/00, in which there was ao
documerttation that the wound care team met, It was
during this § week period that resident 1 developed

HCFPA-25671
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ATG
HEALTH CARE FINANCING ADMINISTRATION FORM APFROVED
RREstaa e X\, PROVIDER SUPPLIER/ (3C2) MULTIPLE CONSTRUCTION (X1) DATE SURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUMBER: | A BURDING PLETED '
B.WING
465093 16/00

NAME OF PROVIDER OR SUPPLIER
GODFREY'S FOOTHILL RETRFAT INC

STREET ADDRESS, CITY, STATE, ZIF CODE

775 NORTH 200 EAST
BRIGHAM CITY, UT B302

XH D
PREFI
X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY
FULL REGULATORY OR L5C IDENTIFYING
INFORMATION)

1o}
PREFTX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICTENCY)

£X3)
COMPLETE

DATE

FiNd

"| the pressure sore until 98 days after it was frst noted

Continued From page 7

her pressure uleer which increased in size ffom 4cm
on 12/22/99 to 7.5 by 8 cm ont 1/7/00. There is no
documentation to evidence that the wound care team
discussed the pressumre sore to the right heel of
resident | prior te 1/7/00.

During interview with the director of nurses and the
physical therapist on 3/15/00, they were asked if the
dietary manager or dictitian were on the fcility’s
wound care team.  Both siated that neither the dictary
manayer nor the dietitian were on the wound care
team. This was confirmed in interviews with the
dictary manager and dictitian on 3/15/00. During
further interview with the facility's distitian on
3/15/00 at 11:40 AM, she was asked if she had been
awaro of the pressure sore on the right heei of resident
1. The dietitian stated (hat she was "not made aware
untii loday, that's why I wrote the order for increased
protein.” The dietitian was not made aware of the
pressore sore Lo the right heel of resident 1 until
3/15/00, a total of 9% days alter the wound was firse
noted by mursing staff. The diet for resident | had not
been modified to include extra protein for bealing of

by nursing staff

Observation of the pressure sore to the ripht heel of
resident 1 on 3/15/00, revealed a stage 3 pressure sore
measuring approximately 4em by 2.5 cm with a depth
of approximately .25 cm. The wound appearcd
reddish-pink in color and did not appear o have any
signs or symptams of infeetion.

The Facility did not ensure that residenl | did not
develop a pressure sore, The ficility did not provide
the necessary treatment and services to promote
healing and provent infection of the pressure sore

F3l4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION g 2567 L
5T/ TEMENT OF {X1) PROVIDER/ SUPPLIER/ {PLE CONSTRUCTI X2) DATE SURVEY
DEFICIENCIES CLIA TB).M,“UDL;Z on ¢ )COMPI‘..ETED
ANDIPLAN OF CORRECTION IDENTIFICATION NUMBER: | '~
465093 ' 316/00
NADME OF PROVIDER OR SUPPLIER, STREET ADDRESS, CITY, STATE, 2/P CODE
GODFREY'S FOOTHILL RETREAT INC 775 NORTH 200 EASY
BRIGHAM CITY, UT 84302
X4 ID SOMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION x5
PREFI {EACH DEFICIENCY MUST BE PRECEEDED BY PREFX | {FACH CORRECTIVE ACTION SHOULD BE | COMPLETE
=~ FULL REGULATORY DR LSC IDENTIFYING TAG | CROSS-REFERENGCED TO THE AFPROPRIATE| DATE
TAG INFORMATION) DEFICIENCY)
F314 | Conlinued From page 8 F3l4
How will the corrective action
when it did develop. I';; a:mm;l:‘lli:h;drfor |
. ose rasjdents found to
Sl:‘:?)s 483,75(c)(5)-(7) Requirement F 496 Have been affected by the
ADMINISTRATION Deficient practice ?

comipetengy evaluation program.

Refore allowing an individual to serve a5 a purse
aide, a facility must receive registry verification that
the individual has met competency evaluation
requirements unless the individual i a fall-time
emplayee in a training and competency svaluation
program approved by the Siate; or before allowing an
individual to serve as a nurse aide, a facility must
seek information from every State regisiry
established under sections 1819(eX2XA) or
191%2)(2)(A) of the Act the facility believes will
include inforrnation on the individual.

Requircd retralning. If, since an individual's most
recant completion of a training and competency
evahiation program, there has been a continuous
period of 24 conseculive months during aone of
which the individual provided nursing or
nursing-related services for monetary compensation,
the individual must complete 2 new training and
competency evaluation program or a new

This Requirement is not met as evidenced by:

Based on tecord reviews and [nterviews, it was
determined that the facility did not scek registry
verification for T of 17 nurse aides before allowing
thewm to provide direct care to residents. (Refer to
Employee Roster, employees #] through #7.)

Findings include:

1. The mandated abuse prohibition protacol sample
(which fncluded § recently hired aidce) was expanded

e

No specific residents were ientified.

How will the facility identily
other residents having the
Potential to be alfected by
The same deficient praciice?

All residents have the potentia)
To be affected.

What measures will be put
Into place or systcmatic
Changes made to cnsure that
The deficient practice will not
Recur?

All staff identified during the survey
Have had a check through the registry.

The SDC hag been inserviced

On contacting the state registry
For all new hires and re-hires.
The facility has a system in place
As of 3/4/00 in which all nursing
Staff who are hired (or re-hired)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

' ATG
FORM APPROVED

HEALTH CARE FINANCING ADMINISTRATION 25671
STATEMENT OF X1) PROVIDER/ SUPPLIER/ D,
DEFICIENCIES E:u?\ (X2) MULTIFLE CONSTRUCTION (XJ)C oﬁ; Ig%gﬂv
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | * w
B.
463093 3/16/00
MAME GF PROYIRER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GODFREY'S FOOTHILL RETREAT INC 775 NORTH 200 EAST
BRIGHAM CITY, UT 34201
({4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PL AN OF CORRECTION s
PREFI (EACH DEFICIENCY MUST BE PRECEEDED BY PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
X FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCEDTO THE APPROPRIATE| DATE
TAG INFORMATION) DEFICIENCY)
F 496 | Continued From pape 9 F 496 Will be checked through the
Registry and the verification
to include the 17 aides hired since March 3, 1999 - Logged on 2 "Registry Log"
after the previous recertification survey, The Health -
Occupations Regisiry was consulted on March 14, VAV‘:SI::E::];% z_‘i};ﬂﬂ":ﬁj ces
2600, and it was learned that the facility did not caft t Through the toet m:a“
determine if the names of 7 of these nurse aides were Which will b?g_'::;y o they.
listed on the siate abuse registry. "Repistry log" as well, &
2. During an interview on March 16, 2000, the - .
facility's Stalf Developer said she called the registry if g::oz"f'ag‘:e r;"::::{::"f:‘:;f:
the aides were Certified Nurse Assistants to determine Solntions are sastained?
if they were qualified. She acknowledged that when
untrained/non-certified nurse aide applicants were e -
considered for employment, she did not call the Elt:gizcrg:tyv‘:#fli;i‘gg:ﬂ;“
registey. in the Quality Assurance
Committee monthly for 3
Months and then quarterly
Thereafter. Any issues or concemns
Identified will have a plan of action
Developed.
Ferson Responsible: SDC
Date of Completion: May 7, 2000 .
HCFA2567L ATGOTITM §f continuation sheet 10011}
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

ATG
HEALTH CARE FINANCING ADMINISTRATION FORM AFPROVED
[STATEMENTOF X1) PROVIDER/ SUPPLIER X3) DATE SURVEY
BEFICIENCIES E:LI.)A fiu) MULTIPLE CONSTRUCTION ¢ )C%‘:fl PL?TJ'ED
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: |+ Bl omNG
465093 3/16/00
NAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, CTTY, STATE, ZIF CODE
GODFREY'S FOOTHILL RETREAT INC 775 NORTH 208 EAST
BRIGHAM CITY, UT 84302
Y SOMMARY STATEMENT OF DEFICIENCIES 10| PROVIDERS FLAN OF CORRECTION )
PREF | (EACH DEFICIENCY MUST BE PRECEEDED BY PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
s FULL REGULATORY OR LSC IDENTIFYING TAG | CROSS-REFERENCED 7O THE APPROPRIATE| DATE
TAG INFORMA TION) DEFICIENCY)
F4% | Continued From page 10 F 456
FICFA~2567L ATGAnIZe
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