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483.13(0) PHYSICAL RESTRAINTS LA IR """lt
e e e
ident has the right 1o e e G ¢ |
al reslraints imposed st - NOV 03 2004
pline or convenience, ati! nat rog
reai the resident's nedical sy aolama "N breage o
s oM 2R Raginan """‘ccmur
mentioned in !h[f docament have also
it re-evituated for the jeans
sestrictive restraints or
jon/clirumation of present !
i vestraints according o new
i Gritvestraing protocol and nelicis
necessitale the implementtation and u-.o of /// 12, Prosch asscssmand ook, ;
: physicai restraipts for 6 of 13 ampic resieits ) > AL new admits will be i
*(residents CL1, 4, 8,9, 10 an 11) an ! ‘ 6/ SR
! | supplemental residents, (residents 14 1o, GL2, O}
ig I CL4.and CLG). One resident (i % *Quality Assurance meetings wii be ‘
: ! sustained a serious injury requiring i N2 hetd every week. To teview :
! i treatment, fl:’e of the residents (m';ul' acy, 10, Restraints, Falts, njurics and
114, 15 and CL6) sustained (m’u(:l h(‘mn aned f\r-/o | Jatections aed 1o establish & nlim of
X " of the residents (residem 4, ‘L_‘, Hi, Clg s CLg) action (or residents identificd Onees
| had a polential for expericncing harm as L e
‘ i ; f R | substantial compliwace is establishied
| of being physically restraine:! without « U I Ouality Assurmmice mecting will 1
i assessmerntof the need. Duc o the lack of : hcl;i ”;m”‘l';]_, :
; assessment and subsequent harm, the facilivy [ >
| was found to be i Imrediat Jeopardy.” . ) L :
! A The DLON. will Leep o QA !
! Findi i epoit Sunmnony o, Plus dop wi
: Findings include: |l,\!|(u devery month in QA 1 1 i
i .
I Facility Policy i look for teends,
| 5. he Tanber pregram vas implenicricd
| Areview of the facility "Physical Resiraini ‘ that identif idents that ave hiph risk
Ma”aqemﬁnt" program was dene on 9, for fails. Vhese Teees are placed on the
i The policy stated," Purpose/Objoctive: To : rasident’s door, The stall i
‘ provide an environment for 1« sidenis whio iy | ean thic progras on /1104 12,008 wi
I allows for zero usage of restrainte or, whion ; oTHor, ‘
- resteaints are required--the leas! restrictive typis \
i possitle . A restraint will be use: ¢ :
| restrictive methods iave beon nsad ¢ i !
I appropriate inter-disciplinary tooim hos roached | ! :
i '
'ju nu’fyow. R W|Dr9;°uvr)r fIHERE L / (6 DAT -
s {O } <_/,[ /(;‘“J/yn"}llit
L sy statement ending with an asterish ) denoter ftion umv be excrsed from carechng providing itis
uaids provide sufficient protection o it tior nursing heines, the findings stated above are di :
ing the daie of survey whether or not a plar - correction i FHvi rke}. For nursdng hoimes, the above lindings and plans of correstion ar g .mu 14
lizwing the date these documenis sre made availabic 1o the laciiily. 1 duniciencies aie cited, an approved plan of correction is regHisit ontinued
rram participation.
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F221] Continued From page 1 : 21

recornmendations will be pre
physician who will authorize appropriate orders.
| Informed choice will be obtaincd from the
I resident and/or surrogate/reprosentaiive. All
i restraints will be ordered by a physician. The
i order must specify type, reason for use, and
| times to be used.."
\

‘ an agreement that the restraini i
|

| Observations 1 |
‘ !
1 On 9/21/04 at approximately 3.10 AM, 4:10 AM,
15:10 AM and 6:10 AM, the following observations i
! were made throughout the faciity: :
| 1. The special needs unit had 7 of the 44 ; i
tresidents in bed with full length side i ails up on
i bolh sides, or the side rail used was on the sige :
i of the bed opposite the wall, witii the Lied i
| positioned against the wall. ‘
i 2. The 100 hall had 7 of the 15 residents in bed |

with full length side rails up on both sides, or the

side rait used was on the side of the bed opnosite !
 the wall, with the bed positioned agairst the wall,
| 3. The 300 hall had 8 of the 24 residents in bed | }
with full length side rails up on both sides, or the
side rail used was on the sidc of the bed opposite
! the wall, with the bed positioned against the wall.

Based on these observations, it was dclormined
that 22 of 51 residents (43%) werc pl yaically
restrained.

Resident who experienced serious injury ais o
“result of being physically restraned without
assessment of tha need inclided the following:

1. Resident CL1 was admitted (o the ¢
11/1/01 and re-admitled on 10/22/02 with
diagnoses which included diaboles melites,

0. A Nurse Consultant was hived o
comply with the directed plan of
correction. Inservices were held 10/05/04,
10/06/04 ow fall and incident policies,
protucols. and assessmient fools by RN
Consultart and DLON. A Knowledge tesi
given to stalf in conjunction wilh

on resteaing and
incideni/accident. She has participated in

QA meetings

7.13.0.N. 1o wenitor tracking and Jogs
weekly.

8. Medical records to moaitor forms
in charts monthiy vii chatC audits,

9. The Above was integrated into QA
system on 16/14/04. '
). The above to be in eleet T1/15004.

Resident CLT was discharged
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1,

cystitis, congestive heart failn ¢, candidinsis and
prostate-cancer. .

A review of resident CL1's mexlical record was
completed on 9/23/04,

A significant change Minimum Data St (MDS) i
assessment completed by focility staff on 7/5/04,
documented that resident CL1 had short and long |
term memory problems and his cognitive skills for}
daily decision making were severely impaired. !
The facility staff also documaiied that resident |
CL1 resisted cares. The facilify staff documented
that resident CL1 was able to hansfer with

extensive assistance and wis able lo snbulate
wilh extensive assistance. Th. facility 1 taff

"entry: "Nurse found pt (patient) lying under bed

decumented that resident CL | iised fuli bod rails |

i daily.

QOn 7/9/04, the interdisciplinary e
performed a "Restraint Evalt and Quarterly
Review for Elimination” asses:ment. The IDT
documented that resident CL1 had side rails, a
bed alarm and a soft waist resiraint. There was
no documenlation that the DT had allempted |
alternatives or determined the need for the ‘
restraint. The IDT documented that the side rails
and soft waist restraint were the least roctrictive
measures. There was no documentation io
indicate which restraint alternalives were
previously used.,

am (0T}

Review of the medical record revealed tat
resident CL1 had been residing in the facility SCU
(Special Care Unit), a secured unit, until 7117/04. .

On 7/2/04 at 5:45 AM, a nurse's note in iesident
CL1's medical record documaniled the following

|
|
I
|
. : 1
when entering room... [no] s/s (signs and i

(X4} ID SUMMARY STATEMENT (' DEFICIE! | Is] PROVIDE ¢
PREFIX {EACH DEFICIENCY MUST BE 1 o FULL PRECEX (LLACH P 'w
TAG ! REGULATORY OR LSC IDENTIFYHG INFORMAT TAG | CROSS-R : AT
. i ;
- ‘ -
F 221 Continued From page 2 ‘ 221
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F 221| Continued From page 3
symptoms) injury...™

On 7/2/04, a facility nurse documented the
following-on'a fax to resident CL1's physician,
"Your pt{patient)...was found under his bed {at]
0545 (5:45 AM)... fno] s/s (signs and svinptoms)
injury..." w i

' On 7/2/04, a facility nurse documenied the
following on an “Incident/Accident Repori”:
"..Was restrairit in yse? Yes bed alarm...Nurse
‘faund pt (patient) lying under neath bed
was so long on alarm that it was still at

On 7/3/04 at 2:30 AM, a nurse's nole in resident
| CL1's medical record documaenied the foilowing
cenlry: "Pt(patient) found sitting on flcor baside
bed, alarm did not sound, no injuries noted. PL
bed exchanged for bed [with «ile rails to
discourage pt from getting ot of bed. "

- ON 7/3104, a Tacility nurse docsimented e
following on an "IncidentAccidunt Repuil”
"...Was restraint in use? Yes boed alanm.. Pt
(patient) attempted to get out of bed, bed alarm
failed 1o sound, pt slipped to floor. No injuries,
Bedl exchanged for one [with] side rails...Have
bed alarm [checked]..."

On 7/3/04 at 8:00 PM, a nurse's note it resident
CL1's medxcal record documentaed the: loliowing
fentiy: "...Not responding 1o quoestions loo

| confused .More confused than-usual tonight.."
\

On 7/4i04 at 1:30 PM, a nurse’s note in rasident
iCL1's medlcal record documented the following

‘ entry: "...c/ (compiams) when moved from bed to !
WC (whoolchair)

‘ On 7/5/04 at 4:30 AM, a nurse's nole i esident

{

|
1|
|

i
i
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CL1's medical record documented the {<llowing \
entry: " Pt (patient) yelling continuotisly, comfort !
measure provided.[with] poor effoct, vory restless ;

|

climbing out of bed...”

On 7/17/04 at 7:00 P4, a nurse’s nole in resident
CL1's medical record documented the following |
entry: "...Pt (patient) found on floor by his bed on ‘
fleft] side. Pt turned on back, slightly litcd |left] |
legi : ; ’

On 7/17/04, a facility nurse documented the

i following on an "Incident/Accident Report™:
"..Were bed rails ordercd? Yes..Wete Laod rails
present? yes...Pt (patient) found on fluor next to
bed...Found out [after] sent t» R (emciyency :
room) fleft] hip fix'd (fractured)..." ’

There was no documentaticn of a physician's
order for side rails in resident CL1's medicai
record.

. A phone interview was held wilh a faailily staff
nuise on 9/21/04 at 2:15 PM. She stated that
resident CL1 resided on the spacial needs unit,
She stated that resident CL1 had constantly
climbed out of bed. She stated that prior to
7/3/04, he had a bed with side rails but he broke
the left side rail, so on 7/3/04, she go! a new bed
with working side rails on both sides. She further
stated that resident CL1 was @ high fail risk and
that anytime resident CL1 was in bed he had side |
rails up times two.

An interview was held with a sccond facility nurse |
on 9/22/04 at 3:15 AM. She staled thai resident
| CL1 was able to stand but not walk. She further |
! stated that resident CL1 had side rails np when
ever he was in bed, as well as a bed alarm. She

i further staled that by the time facility staff could

|
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respond to the bed alarm he vsualiy had already |
fallen.. The facility nurse further statoed hat I
resident CL1 had many falls from his b, }

|

Residents who experienced actual v as
result of being physicaily rastrained withwout :
assessment of the need included the {ilowing: \

2. Resident 8 was admilted to the (acility on

4/27/04 and then re-admitted to the ity on
5/19/04 with diagnoses which includc:d psycholic |
"disorder, chronic edema, hypothyroidism, ! ‘
dementia, anxiety, hypertensigi and o cognitive !
disorder.

e

Resident 9 resided on the facility's SCU.

| Areview of resident &'s medical record was ‘ :
completed on 9/23/04, j j

|
On 5/3/04, the DT performead an "Admission ;
Restraint/Side Rail Evaluation % Bed Enirapment ;
Hazard Risk Assessment" for resident 9. The
IDT documented the following, "...Pt (paticnt) will
| require a lap belt when in the wic (wheelchair) i
; and 2 side rails up when in bed..." There was no | |
i documentation that the IDT had atiemptad
" alternatives or determined thie noed o e
crest-aint. The IDT did not decumient shad the side
rails and lap buddy were the foast restriciive
smeasures. There was no docimentaiion lo
- indicate which restraint allemitiver wore
- previously used.

| A admission MDS assesstmiciil compleied by

! facility staff on 6/1/04, docure nted hol resident 9 :
I had short and long term memory probloms and | |
| her cognitive skills for daity ¢ on inking wore ‘
jmodcra(ely impaired. The f: stafi ‘ !

I documented that resident 9 cquired supervision

‘ { PROVIGLR'S PLAN OF CORRLETION e
PREFIX (2ACH DEFICIENCY MUST BE HULCEEDED JILL : ‘ (EACH CORRECTIVE AGTION SHOULD BE COMPLE TION
TAG REGULATORY OR LSC IDENTI YIMG M O IOH) i THEG h CROGS-REFERENCED TO §1HE APPROPIUAT i
I ! DEFICIENC)
|
F 221| Continued From page 5 | F 221
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with transfers and was able 1o ambufale wilh
i limited assistance. The facitily staff documented
that resident 9 did not use aiy restiaints

) On 6/1/04, a "Physical Reslraint Consen!” form
Pwas signed by resident 9's husbansd which

\ documented, "...I defer judgiment regarding

\ restraints until the appropriate heallhe
. professionals have assessed he need

aint/Side
ard Risk

performed a re-admit "Admizsion R
Rail Evaluation & Bed Entrapment H:
Assessment".on 5/19/04, for resident &

On 5/5/04 at 6:00 AM, a iurse's note in 1esident

. 9's;medical record documented the following

; entry: "VWoke-up at 0400 (4:00 AM) in morning

fand] climbing QOB (out of bed) [and] over SR
(side rails)..."

9's.medical record documented the following
entry: "Found pt (patient) on buttocks between
bed and wall, states she was climbing QOB (out
of'bed) on that side when the bed shifted, clo
(complaing of) [left] knee pain..."

fOn 5/27/04, a facility nurse documentexd the
following on an "Incident/Accident Report™
"...Were bed rails ordered? No...Were bed rails
present? Yes...Pt (patient) found sitting cn
buttocks between bed. and wail...Pt c/o
(complains of) [left] knee pain..."

QOn 7/9/04, a facility nurse doctimented the
following on an "Incident/Accident Report™;
"...Were bed rails ordered? Yes no..Were bad

' rails present? Yes...Fell out of bed at 9:30 PM._."

There was no documented evidence that the IDT !

On 5/27/04 at 1:45 AM a nurse's note in resident

I 0 | PROVIDER'S PLAM OF CORRECTION oo
PREFIX {EACH DEFICIENCY MUST X Y UL | PREFX EACH RECTIVE ACTION SHOULD B "U’vl‘[x;“ ON
TAG | REGULATORY OR LSC IDENTE WIS NI TRIR) | 1AG ROSS PIFERENCED TO THE APPROPRIATL : e
! DEICIENCY) |
: [ — —
221} Continued From page 6 F221 '

Resident 9 hid conseni form updated
with signatures (/7/04; new choice
dacumented,

A. Bed entrapment updated 9/29/04.
B. New piysical therapy evaluation
for restraint reduction 9/29/0.4
C. Removed side rails and applicd
bed alarin. Bed moved mway from
wat].

1. Physician crders obained 10/6/04.
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F 221} Continued From page 7

h | On 7/10/04 at 12:00 PM, a nurse's nole in

* resident 9's medical record documented the
following entry: "Documented in CNA {curtified
nursing assistant) charting 7/9/04 that pt {patient) |
fell out of bed at 9:30 PM...becn sitting herself on |
the floor frequently the lasi few days. ~

|
|
F 221 |
|
|
|
|

: On 7/19/04 at 5:30 AM, a nurse's note in resident

9's medical record documenici! the fuitowing :

entry. "Pt (patient) found siting cross legged on | | i
floor next {o bed... [At] 0630 (G:30 /\M) 2t found | i !
on floor below recliner...” i 1

On 7/19/04, a facility nurse don umcntmi thc i
following ori a fax to resident 9's physician, *. .[at]
0530 (5:30 AM) your pt (patient), [resident n] was |
found sitting cross legged on ficor below rails on

her bed.. [1t] 0630 (6 30 AM) found on ilsor below: |
recllner

| |
On 7/19/04, a facility nurse documanled Ju ‘
i  following on an "Incident/Accident Ropo: i
"..Were bed rails orcered? No.. Were bed rails . |
present? Yes...aide found pt (patient) silting cross ; ! i
legged on floor fat] bedside... [Left] great toe nail
area had a few gtts {drops) of biood...” 1
\

On 7/28/04 at 3:00 AM, a nurse's nole inresident |
. 9's medical record documented the fellowing i
i entfy: "Aide found pt {patient) sitting cioss legged |
"on floor beside bed, pt states ::he does not know |
'+ how she got there, later she states she'was tired |
; of being in bed [and] climbed out. Ptdocs have 2 |
i om (centimeter) swelling area under old ssenile
; purpura on [right] antecubital..”

! On 7/28/04, a facility nurse documented ihe
“foliowing on a fax to resident 9's phy: ;
i"...Your pt (patient); [resident:9] was found sitting
'r Cross legged on floor, SRX2 (side rails limes | o ‘
i ' . |

|
- |
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F221} Continued From page 8
2)...Pthas 2 cm (centimeter) Liimp under old
sehile purpura on [right] antecubitai...”

On 7/28/04, a facility nurse documentod the
foliowing on an "Incident/Accidlent Report”:
"...Were bed rails ordered? No.. Were bod rails
present? yes...Pt (patient) stales she waes tired of
being in the bed so she climbied out, pt was sitting
cross legged on floor when found by nide 2 cm
(centimeter) swelling under senile purpura [right]
antecubital,.."

On 9/21/04 at 6:30 AM, resident 9 was observed
to be in her room lying in bed. The side rail used
was on the side of the bed opposite the wall, with
the bed positioned against the wall.

: On 9/22/04 at 3:10 AM, resident 9 was observed
to be in her room lying in bed. The sid= rail used
was on the side of the bed upposite the wall, with
the bed positioned against the wall.

On 9/22/04 at 4:12 AM, resident 9 was observed
10 be in her room lying in bed. The side rail used
was on the side of the bed opposite the wall, with
the bed positioned against the wall.

- On 9/22/04 at 5:25 AM, resident 9 was observed
] to be in her room lying in bed. The side rail used
was on the side of the bed opposite the wall, with
the bed positioned against the wall.

On 9/22/04 at 6:05 AM, resident 9 was observed
to be in her room lying in bed. The side rail used ;
was on the side of the bed opposite the wall, with
the bed positioned against the wall.

VOn 9/23/04 at 8:30 PM, resident 9 was observed |
to be in her room lying in bed. The side rail used
was on the side of the bed opposite the wall, with
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F 221! Continued From page 9
the bed positioned against ihe wall,

There was. no documentation of a-physician's
order for side rails in resident 9's medical record.

On 9/23/04, the ADON (assistant direcior of

9's medical record she stated that she could not

She further stated that resident 9 tries to rolf
herself out of bed and that was why resident 9's
bed was up against the wall, with the othar side
rail used. She further stated that a fow Led would
not be an option for resident 9 becaune of
resident 9's weight and thal rezident 9's knces
were not strong enough to hold her up.

“3. Rasident 10 was re-admitt:d 1o h fcility on
9/19/04 as a respite resident, with dizignoses
which included seizures, urinary tract infections,
neurogenic bledder, cancer of ihe prostate,
hypothyroidism, cerebral vascular accident
(stroke) with psychotic and it
I arthritis.

Areview of resident 10's maedical record was
completed on 9/23/04,

Resident 10 had multiple stay: in the facility for
espite Care. During one of these slays from

| 6/7/04 to 7/14/04, an admission MDS

| assessment was completed by facility staff on

16/7/04. The MDS documenied that iesident 10

had short and long term memory probiems and

his cognitive skills for daily decision making were

moderately impaired. The facility staff

and ambulate with extensive assistanc:. The
. facility staff also documented that resid nt 10
I used full bed rails daily.

v

nurses) was interviewed. Aiter reviewing resident -

find a physician's order for the usage of side rails. |

Hed {outures, and

documented that resident 10 was able o transfer |

1
I\)

Lesident 10 was dischas ped. 9724/04

|
|
N
|
§
|
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On 6/7/04, a "Physical Restraint Consend form i
was signed by resident 10's glaughler which ! i

| documented, " defer jucgment regarding ' i :
restraints until the appropriate healthcare ! ‘ 1
professiohals have assessad the necd.” - ;

i !

. On 6/20/04, the IDT perfornicd a "Restraint :
Evaluation and Quarterly Koview for Elimination” .
assessment. The IDT docunented that yesident | i !
10 had a soft restraint - lap huildy. Thore wasno \ !
documentation that the 1D had allempiod
allaratives or delermined the need lor rostraints, |
The (DT did not document that the soft iostraint - |
lap buddy were the least reshictive ineisures, 1

1 There was no docuientation to indicsde which |

| restraints were provieusty ured. |

COR BSNA al 520 A, 8 nat o note e ‘

Ty medical tecord docum ad e (ol wmg i

Ceniry: "pl(patient) Z\,md to WO (vhicel chair) i
frecondiry to] restlessnoss ad] mdipic !

i allempls to climb OOB (out o Hed).

SOn 6/18/04 at 8:45 PM, a ntiro's nioto i resident |

1 i0's maedical record documaonfed the (oflowing '
entry: "pt {patient) crawled vider seat helt

restraint {and] fell on floor. 1ol apparent injury.."

On 6/18/04, a facility nurse documenioed mu 1

‘followmq on a fax to resident 10's physician, ! :
| "Your Pt (patient) slid under It wais! rostraint in : I

1 wic (wheelchair) [and] fell. [N injury. Can we ;

. have something to help his agitation [ail] for '
sieep. Risperdol [sic], Remeron, Hal-lo! nothing i i

sl tries to climb out of bed fiequenlly 2t nact | :

| (niqht) . !

\ On 6/18/04, a facmty nurse documenlted the 3 ;

‘ ! following on an "Incident/Accident Reports . 1Pt ‘ |

|
\ I
418111 Il continuation ~heet Page 11 100
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F 221 i Continued From page 11
| (patient) slid under seatbeit restraint in vwic
4 (wheelchair) fand] fell.... [Check] into ty: buddy
i for this res. (resident).
I
,‘ Oni 6/21/04, a nurse's note i residen '
i medical record documented the folicyiig enty:
"...doesn't want soft restraini on..SK (nide raits)

1 [up] X 2 (times two). Bed alhrm on.”

1'0n 6/21/04 at 8:50 PM, a nurse's nole in resident

1 10's medical record documenled the [cliowing

i entry: "pt (patient).pulled restraint over hiead,

}tried to stand [up] [and] feil - lying (?) bed, alert

: [and] responsive - family netilied - [no] injury fat]
this time."

» On 6/21/04

a facility nurse documente Hhe i
' {oliowing on & tex to resident 10's s

I [resident 10] climbed under seat belt restraint
- fand] felt on floor - [no] apparent injury. Will
i monitor 72 fhourl. FY1 (for yosr information) |
“‘again: Risperdol [sic}, Remaron, Haldo ot ‘
rworkirlg. but [sic) about a sleepar? o otling. ‘
| i & 1
i Constanlly crawling nut of .
i uses bed alarm toe fand] & p
| two)." [
1 On 6/21/04, a facility nurse dccumeniod the !
* following on an "incidernt/Accicont iR
' (patient) pulled waist restraint over hoad i
+ {wheet chair) [and] fell by b, !

i
I
i ian, |
!
|
I

, On 6/22/04 at 9:00 PM, a nur:e's nole inresident
1 10's medical record documented the following ‘
‘ entry: "...satin front of nurscs station in w/c . I
‘ (wheel chair) [with] restraint. Got oul of restraint

‘ and stood up - was walking holding onio chair -
| aide got by him and held him und eased him to
| floor as he started to fall. Order from Lr. (doctor)
I Ativan 0.5 g mg po (by moutis) ghis (2very night).”
I

i
P
1
1
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There was no documentation that au
"Incident/Accident Report” wits completd
. regarding this falt,

1 On 6/22/04 at 4:00 AM, a nurea's ot in cesident
“10's medical record documenied the foliowing

s eniry: "Pt (patient) very resiless strigainig lo

| climb under soft waist restrain! hing doar
I

[and] floor, rocking we (wheolchair), placed in
i shpulder restraint to preventinjury by lipping over
we." :

i
1 On 6/23/04 facility stalf oblained a plysician's

| order which documented (he [ollowing, "FT |
| (physical therapy) toreval (evituate) ros (resident)
| for Lap buddy [and] [change.] of W/C (wheel chair).
| {withj foot rests” ‘
|

On 7/6/04, the physical therapist perforned an

"Admission Restrailit/Side ol Evaluaiien and
Bed Entrapment Hazard Assescment” It |

should be-noled that this alion aid not oceur
until 13 days after a physician’s order was
! obtained. The physical therapist doctuinented :
: that resident 10, "leans to [right] needs kip buddy |
i [with] w/c (whoelchair) and ride rails while in
"1 bed" There was no documaritation thai the 10T
1 had attempted atiernatives or determin. ! the
| necd for the restraints. The 1T did not
| document that the side rails and lap buddy were
| the least restrictive measures. There was no
| documentation to indicate which resiiaind
allernatives were proviously ased.

|
|
H
i
;

,
|
i There was no documentation of a physivian's ;
i order for a waist restraint in resident 10's medical |
record. !
! ;
| i
i
|

On 7/5/04 at 3:00 AM, a nursa's nole in resident

STATEMEMT OF DEFICIENCIES (K1) PROVIL TSP L CONSTRUCTION 1 SURVELY
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465099 BRING ©128/2004
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] PRICE, UT 84501
(X4} ID SUMMARY STATEMENT G DEFIC e I 'S PLAN OF CORRLGHION
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F 221' Continued From page 13 [F221

f 10's medical record documenicd the following | :
entry: "Aide responded to yelting found i i |
(patient) lying on R (right) sidc below left side of | I
bed, small superficial abrasica R {right) knee. Pt I ‘
bed alarm secure, removed by pt." | !

O 7/5/G4, a facility nurse dociment:d the
following on a fax to resident i0's physician,
"your pt. (patient) [resident 10] was found lying on

{right) side on floor below raised bed rails, |
i standard ROM (range of motion}, superficial 1 cm !
(centimeter) abrasion R (right) knee.. pt had
unclipped bed alarm..."

“1-On 7/5/04, a facility nurse documentad he 1
following on an "Incident/Accident Repe i™: }
"...Were bed rails ordered? Yos.. . Weie bed rails ‘
Lpresent? Yes.. Was a resuaint in use? Yos bed |
alarm...Aide responded to yeling found ot i |
1
|
|
|
I
|
|

(patient) lying on R (right} sid» on L {left) side of
bed on floor, superficial (1 cin) abrasion 2 {right)
knee...bed alarm in place but bt had removed..."

On 7/6/04 at 5:30 AM, a nursc’s note in 1esident
10's medical record documented the following

entry: "Pt (patient) climbing OOB (out of bed) X ;
(times) 1..." : : ‘

There was no documentation of a physician's

order for side rails in resident 10's medical ;

record. |
i

Resident 10 had another Respite stay fiom
1 9/19/04 to 9/23/04. Review of resident 10's i
- current respite stay's medical record was :
completed on 9/23/04.

O 9/20/04 at 8:00 AM, a nur=e's note in resident ‘
10's medical record documeniad the following . |
entry: "..Was a restraint in vze? No...{"ound in '
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F 221, Continued From page 14 F 20 ;
i room in front of W/C (wheel ciair).” AL 70:50 AM, i i
| the same facility nurse doctnnenled, !uk! HO7 : i
I when he came it [sic] that he ! '
head. Sall (7) notod on bry « of (158 ! : i
eonlin. {continue) to inenitor ior problene ; {
i |
On 9/20/04 at 10:15 AM, a facdlity nurse !
s dosumented the following o an H
: {Incident/Accident Report™. "t ound pl ipatient) on ‘
Hloor in front of W/C (wheel c1air). Sl he was | ; |
| iooking for son. No apparcnl injury. [oid son at | I | |
1 10.50 A hae hit back of haa! ! !
: : ]
i On 9/21/04 at 9:00 PM, 2 nui..o's note in resident ! i
110's nmdu,al record documenlad the billowing 1 } !
‘ entry: "... soft waist restraint lor safcty.” ‘ !
On 9/21/04 at approximately 4:00 M, 1 nurse ; 5 :
sufveyor observed resident 10 in his bod with the | '
bed against the wall and a siie rail up un the ' ; i
open side of the bed. Resident 10 wiis pulling | |
himsell to a sitting position wilh bolir of Lis legs | !
over the side rail. Resident 10 appesed o be
getling ready to climb over the side il. His bed ‘ ;
alarm cord was observed 1o be approxinialely 18 | ! !
" iinches long. The bed alarm dict not sound until | :
he was at the edge of the bed., close lo the
bollom of the bed, with his leys over the sido rail
and his upper body was leaning forward. At that
time the surveyor told an aid:, who was in |
airother room, to help resideit 10 so he would not
" fall. The aide came into the raom and asked 1
| resident 10 what he was deing. Resident 10 i
' stated that he wanted to got up. He alss stated |
"This is hurting my leg. (poinling to the wirda rail 1 |
that his legs were over). The aide stated "It's the | )
side rail, let me put it down." The aide the helped | ‘ ‘
. him into his whee| chair and put his soft waist J
t | restraint on and affixed it to the back of lhe wheel © - !
chdir. Resident 10 then staled, "Do [ necd that - | I
s L
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F 221] Contihued From page 15
there." (pointing to the soft waist restroin!) The |

aide stated "Yes, s0 you will be safe.” |

i GCn 9/22/04 at 3:10 AM, resident 10 wau observed ‘
I to be in his room lying in bed.  The side rail used |
was on the side of the bed opposite the wail, with

the bed positioned against the wall.

|
Qn 9/22/04 at 4:08 AM, resident 10 was observed ‘
: to be in his room lying in bed. The side rail used

was on the side of the bed opposite he wall, with |
the bed positioned against the wall. ‘

On 9/22/04 at 5:20 AM, resident 10 was observed |
to be in his room lying in bed. The side rail used ‘
was on the side of the bed opposite ihe wall, with |
the bed positioned against the wall.

O 9/22/04 at 6:30 AM, resident 10 wis obscived |
1o be in his room lying in bed. The side rail used |
was on the side of the bed opposite the wall, with :
the bed positionaed against the wall,

i
On 9/22/04 at 7:10 AM, resident 10 was observed |
to be in the dinning room in a wheel chair with a }
soft waist restraint on.

On 9722104 at 10:20 AM, resident 10 was
observed to be in the 100 hallway in a wheel chalr

with.a soft waist restraint on.

1 On 9/22/04 at 8:00 PM, resident 10 was observed
i to be in his room lying in bed.  The sice rail used |

- was on the side of the bed opposite the wail, with | ‘
the bed positioned against the wall. !

On 9/22/04 at 8:20 PM, a facility nurse was ;
| interviewed. The nurse staled that the "respile |
‘ gentlemen"” (resident 10), fcll over this weekend \
whlle in a wheel chair. She siated he was a fall 1

!
|
E
i DEFICIENCY)

FFORM CMS-2567(02-99) Previous Versions Obsu

41B111 If conitnuntics

dist Povge 14 af 10



DEPARTMEN | OF HEALTH AND HUMAN G vICES FORM APPROVILD
CENTERS FOR MEDICARE & MEDICAID  "RVIC: ES OMEB MO, 0938-0291
SIATEMENT OF DEFICIENCIES (X1) PROVIDUER/SURT L FIGUA (X2 MULTIPLE CORSTRUCTION (X3) DA ANRVEY
AND PLAN OF CORRECTION IDENTIHCATI SN NN R A RUILDING CORPLETED
© 465098 BWING — 128I2004
" NAME OF PROVIDER OR SUPPLIER I STREET AD CCITY, STATE, 2P CODE e
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F 221| Continued From page1s ' N AR
‘ risk. The nurse stated that he crawled out of bed,
} had an alarm on and side riils. She staled that i
| facility staff usually would coteh him holore qomg
- over the side rails. :
! There was no documentation of a phyaician's !
i order for side rails in resident 10's modical !
tecord. : |
w I
There was no dosumentation | o thatan |
*Adrnission Restraint /Side 12 : .\.Ix()n . |
Assessiment” was compiete? ‘ i
I i
' On 9/23/04, the ADON was inierviewd. After '
: reviewing resident 10's medical record she stated
| that she could not find a phy.ician's o1der for the \
! usage of side rails. !
|
4. Resident 14 was admilt:d b e Bellity on | :
12/2/03 with diagnoses whic! ided left hip ' | | i
| fracture, insomnia, neurogeric Dladd:r, fron ' !
! deficiency anemia and Alzhw: mos, I !
; 1
]
Resident 14 resided on the facility's SOt ' . !
A review of resident 14's medicnl record was : ‘ |
; completed on 9/23/04. | ; !
Two quarterly MDS assessmaents woie: completed ;
by facility staff on 5/27/04 wnd 8/3/04. Loth : :
assessments documented that resident 14 had
problems with his short term memory and his
cognitive skills for daily decision making were I
modified independence. The facility staff aiso ;
documented that resident 14 wandeicd (inoved | ;
with no rational purpose, seemingly oblivious fo : ‘
needs or safety). The facility staff documented i I
b that resident 14 was able to transfer and ! ‘
i ambulate with limited assistance. The facility
staff documented that resident 14 used full bed I
| g |
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Continued From page 17 : e
rails daily.

On 5/27/04, the IDT performed a "Restraint ; i
Evaluation and Quarterly Review for Elirnination” | i
assessment for resident 14. The IDT i i
| documented that resident 14 had side rails and a |
i merry walker. There'was no documentation that :
the IDT had attempted alternatives or determined |
the need for the restraints. The IDT documented |
that the side rails and merry walker restraint were |
the least restrictive measurcs. There was no ‘
‘ documentation to indicate which alternatives were:
previously used.

On 8/23/04, the IDT performed a "Restraint
Evaluation and Quarterly Review for Zlimination”
issessment for resident 14. e

I'documented that resident 14
“merry widker, Thore was @
tha 10T had atlempied o
the need for the re ris. The 10T did not
document that the side rails 2od meny wulkr\r
restraint were the least restriciive mea
There was no documentaticn o indicate
alternatives were previously tned.

side rods and a
Cdocurentation that :
¢ oo ddetermined

1 On 12/3/03, a "Physical Restizint Consent” form
"was signed by resident 14, There was no |
documentation to provide evidence that resident | i
14 conseiited to the use of any restraints. ‘
A physicion's order dated 1/20/04, documented |
the following, "...Crisscross trstraint wiile in wic
{wheel chair)unaware of sality r/t (related to)
Alzhiemers [sic]...”

There was no documentation in resident 14's
“medical record to provide evidence that he had |
| been evaluated by the IDT for the use: of a i
| erisscross restraint while in his vheolchair, | i
i I

Resident 14 new physical therapy

cvaluation on 9/29/04 wh s

SR’s x1 weve De’d. |
A. Low bed and bed alarm and wieet 1
chair alarm ordered.

12, Physician order obtained 10/06/G:4

C. Physical restraint consent updated

on 10/12/04,

DT mecting 10721104 Wil
alfoctive, resident remic ‘
{imes and contin: nally et up Witk (r;))
assistance, Gail nesies whe Lap Buddy
while i W/ o applicd.
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o

©On 3/17/04, a faci!iiy nurse documenion (he
- following on an "Incident/Accident oo™
: "...Were bed rails ordered? Yos.. W bed rails

{ | present? Yes.. Pt {patient) climbed out of foot of
| bed; SR (side rail) present X2 (times 2) fell on
I flcor..." . »

1 On 3/31/04, a facility nurse documented the ‘
1 following on a fax to resident 14's physician, *...Pt |
| (patient) climbed out of foot of bed. SRX2 (side

* I rails imes 2) present. Found on flooi..."

. On 4/24/04 at 9:00 PM, a nurse's nole in resident
: 14's medical record documented the following

.l entry: "TAt] 1630 {4:30 PM) res (resident) FOF
(found on floor) in haliway outside his room- SR

| (side rails) were both up- Res had swelling [and] |
bruisirg [with] scrapes above [right] ey= land] ‘
scratches to sm (small) finger-on (rigit) hand,
' eyes unequal, unreactive to light..." !

1 On 4/24/04, a facility nurse documeniced the
following on an "Incident/Accident Report”
"..Were bed rails ordered? Yos...Woere bed rails
present? ves...Res (resident) climb:od over [and]
around SR (side rail) [and] fell inlo hall- res found
on [right] side [with] bruise [and] swelling forming
above [right] eye [with] dime sized sciaich- eye
unequal, unreactive to light..."

On 4/25/04, a nurse documented the following on
a "Referral Physician/Clinics", "...Resident
climbed over side rail walked inlo hall [and] fell hit
head 4/24/04 (1630) (4:30 PM)...Pupils are

| uneygual {right] side not reaclive to light...”

On 7/404, a nurse's note in resident 14's medical
record documented the following entry: "Pt
(patient) found on floor crawling out from PVC
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i (merry walker) chair...”

L On 774704 at 6:00 PM, a faciliy nurse
- documented the foliowing on

| "Incident/Accident Repost™ " W -
fuse? PVC (merry walker) clior with b
“on floor crawling out of PVC chair. .

siraint in
Found

'On 8/3/04 at 3:00 PM, a nurae's nole w iasident
' 14's medical record d()f‘Ulht‘ll‘(‘(l the iollowing

Centry: "Pt (patient) found ori oor in tcxl room
. from his, lying against bed i erri [sic) - walker
"lipped over..."

\ On 8/3/04, a facility nurse documenio llw
! following on an "Incident/Acciiont 1<
"..Was a restraint in use? N {sicy .
« {patient) found on floor in next room over, iylnq
"against bed, inside merry waiker tippad over.,"

1 On 8/3/04, a facility nurse docamented e
: following on a fax to resident 14's physician,
"...Your pt'(patient) [resident 14] was iound on
ftoor in merri [sic] - walker..."

W
Oh 8/24/04 at 9:00 PM, a nurse's not: in resident
14's medical record documented the iofowing
A entry: "[At] 1915 (7:16 PM) res (resident) was
found lying on back in his room next to window,
stated hit his head..."

On 8/24/04, a facility nurse documented the
following on an "Incident/Accident quni"-

.Was arestraint inuse? Lap belt. ixes
(resrdent) found lying on back in rm (room) next
to window, stated hit head...”

On 9/14/04 at 5:00 PM, a nurse's note in resident
14's medical record documenied the following
entry: ."Pt (patient) found on floor fwilh]
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.| soft waist restraint. | .. i

fall...One small bump on top of head noied, tump
on [right] temple..."

On 9/14104, a facility nurse ducumente the !
foliowing on an "Incident/Accident Reyaii® *..Pt |
{patient) tipped over to [right] side in muiry walker |
inroom. 1. 2 x4 cm.(centimeter) abrasion 2.

Reddened area {at right] temple. 3. Abicsion (1 |
x2 cm) [at right] wrist..." |

i

On 9/14/04, a facility nurse dosumentod the !
following on a fax to resident 14's physician,

" Jresident 14] took a fall in his geri-chidr in his
room- fell on [right].side, hit his head Jand] pinned
{right] wrist under chair...Lump on top of head
[and at right] temple..." i

On 82104 at 6:35 AM, resid-it 14 ws observed
1o be in his room lying in bed with full tength side
rails up on both sides.

On 9/22/04 at 3:10 AM, resident 14 was ubserved
to be in his room lying in bed with full length side |
rails up on both sides. i
On 9/22/04 at 4:12 AM, resident 14 was observed |
to ba in his room lying in bed with full tength side !
rails up on both sides.

On 9/22/04 at 5:25 AM, resident 14 wis observed }
to be in his room lying in bed witl: full tenath side |
rails up on both sides. i
On 9/22/04 at 6:05 AM, resiclent 14 wac observed !
to be in his room lying in bed with full lenyth side
rails up on both sides.

On9/22/04 at 12:00-PM, residont 14 v !
observed in the hallway up in o wheel chair with a

(X4) 1D SUMMARY STATEMENT O DEFICIENCIES i8] : PROVIDER'S PILAN OF CORREGTION B
PREFIX | /*1% (EACHDEFICIENCY MUST Bi PRECEEDED [Y FULL PREFIX (CAGH CORRECTIVE ACTION SHOULD UE B
TAG REGULATORY OR LSC IDENTIFNYING INFGIRMA TION) TAG | CROSS-REI'ZRENCED TG THI APPROPRATI. |
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)

1 |
Qn.9/22/04 at 1:45 PM, resi-leni 14 wii: observed |
in the hallway up i a wheet -hair with o soft waist
restraint, . . ' . .

{fon 9/22/04 at 7:4% PM, resicont 14 was observed : !
| to.be in his room lying in bed with full length side :
! rdils up on both sides. ’ ' |

There was no documentation of a piysician's i }
 order for side rails, a marry wailker, a kap belt or a ‘ i
| geri chair in resident 14's niedical record. i

i ;
| :
‘ 611 ‘9/22/04 at 8:00 PM, a fucilily nurse =fated that 1
! resident 14 tipped over his memy waiter awoek
i age and resident 14's wrist was sore aiterwards. | :
: | '
| On 9723104 at 9:45 AM, the ADON wizs .
Dinlerviewed. After reviewing 1osident 14's
medical record the ADON stuled that the
crisscross restraint was discontinued on @ i
at 5:00 PM, and that a physicin's order was : |
obtained for the merry walker -ind wheclchair with
: soft waist restraint as needed. She stated that
I resident 14 required the merry walker and
} wheelchair with soft waist restraint because
i resident 14 has had a declinc and requitos them |
for safety. The ADON was not able to find a 1 !
physician's order for side rail:: while resident 14
was in bed. She stated that resident 14 uses the
‘ full length side rails for mobility.

. 5. Resident 15 was admitted 1o the facility on
l 5/8/01 with diagnoses which included Alzheimers,
. dyspnea, angina, anxiety and arthylhmias

|
Resident 15 resided‘ on the faaility's LU !

completed on 9/23/04.

i
} Areview of resident 15's medical record was |
+
i
!

SUMMARY STATEMENT 01 DESICILEER S 1§} i PROVIBERS FLAN OF CORRLCTION (20}
L PREFIX L (EACH DEFICIENCY. MUST BE PRECELDED 80 UL PREFIX (A ORRECTIVE ACTION LY RE C““v;“yx:;“““
Y TAG REGULATORY OR ESC IDERTIEVING INFCHRIATION) ; AG CROSS-VREFERCNGED TO THI APPROPRIATE
: | i DEFICIENCY)
' i |
T i
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= 221 . Continued From page 22 e
3 ‘ Two quarterly MDS assessiants were completed! Jesidont 15 Physical restraint conser s
i ; by facility staff on 4/21/04 and 7/8/04. 1uth apdated 10/12/04. i
. | assessments documented thal resident 15 had A Oreders obtained for physical
) problems with her short and ong tenn inemory thvv,r.uw {0 re-cvaluate on 9729704
"and her cognitive skills for daify d jon inaking : B Ur&m ehtained o e 5Rs on !
i were moderately impaired. The facilily staff ; |(}’(nﬁ/(>ll and apply Jow bed with hee !
{ documented that regitont 15 was abla o translcr ‘ e [|. Buddy when -
+ with supervision and ambutate: with-linited ‘ ' atagan al fap budds ! ;
: assistance. The facility staff documented that | i
i resident15 used full bed rails Jaily. ; whaet chiaie ?
| On 5/18/01, a "Physical chh';zint GConsenl" form
W( s signed by resident 15' sen. The consent |
| documented that reslramts (,ould be used ifthe |
] appropriéte heailthcare professionals hi i
- assessed.the necdfor such auid a vesbi diing ' :
i dem,c wass indicated as pait of e recommonded
plan of care.
A physician's order dated 870002, docneniod !
the following, "...8ide raiis up X (times) 2 safety ¥ : : !
(refated to) alzheimers unawarc {u physical i , ! ;
limitations..." i ‘ !
: | i
On 5/5/04, the IDT performed a “Rastiant ; i i
Evaluation and Quarterly Roview far Iimination” : i |
tassessment for resident 15, The 10T 1 .
documented that resident 11 hiad side tials on : ! |
both sides of the bed. There was no ' ‘ !
» documentation that the IDT 1+ g attens, : | i
aiternatives or determined thi: nried for e . !
restraints. The 1DT documantad that the side : i |
raiis were the least restrictive: tanasure, There i |
was no documentation o indicale with | 5
alteinatives were previously vsed. ; 1 ;
! | i
On 7120/04, the tDT peifornia:d a "Reslaint ‘ ! i
! Evaluation and Quarterly Review for Elimination” ‘
1 assessment for resident 15. The IDT | ‘ |
i ' ! ! : ! i
PR CMS-2567(02-99) Frevious Versions Obsaointe 413111 I sontinuation vt Page 4 e
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'F 221; Continued From page 23 : 224
 documented that resident 15 had side ridls on i !
!both sides of the bed. There was no !
documentation that the' IDT had atier:pled !
alternatives or determined i pecd for th
- reslraints. The IDT documenied that (i side
N rails were the least rest:ic mensurt, There !
i ) was no documentation to indicate which !
i alternatives were previousty 1ed ,
On 4/22/04 at 8:30 PM, a nurcic's nolue in resident |
15's. medical record documantnd the following I I !
entry: "Found on floor next to bed. Side rails [up] |
sm (small) red area’on bac': [t} center
waistline..." ;
On4/22/04, a facilify nurse -focumented thc
followmq on a fax to resident 15's physician, .. | i
[Resident 15] found on fioor [af] bedside:..." ' i
On 4/22/04, a facility nurse documenled the |
follawing.on an "Incident/Accident Repor™ |
... Were bed rails ordered? Ycs.. Were Lad rails }
present? Yes...Found on floor beside bed. Sm
{small) reddened area on back {at] waist linc..." ‘
| I
On 9/21/04 at 6:35 AM, resident 15 was observed ‘ :
to bz in her room lying in bed with fuill lenglh side ! :
rails up on both sides. : i |
On 9/22/04 at 3:10 AM, resident 15 wis observed | 3
to be in her room lying in bed with full fength side ‘
rails up on both sides. ‘
} On 9/22/04 at 4:12 AM, resident 15 was observed ‘ } ;
to ba in her room lying in bed with full length side |
rails up on both sides. ‘ ,
| i
On 9/22/04 at 5:25 AM, resident 15 was obes . | I
to be in her room lying in bed with fug lenglh side | ‘
i rails up on both sides. ‘ |
P ORM CMS-25667(G2-99) I'ravious Varsions Obscloie A1 iiontingation L.
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| On 9/22/04 at 8:25 PM, residont 15 was observed
"o be in her room lying in bed with full fength side
Iraiis up on both sides. |
| |
| On 9/22/04 at 6:05 AM, resident 15 wus observed :
‘ to be in her room lying in bed with full longth side i
| rails up on both sides. *
|

i On 9/22/04 at 12:00 PM, a'facility nurse: stated
i i that resident 15 "frequently f1ies to climily out of 1
i‘ bed." :
|
‘ On 9/22/04 at 8:20 PM, a facility nursing assistant |
! stated that resident 15 tries often to got out of her |
I bed by going to the bottom of e bed. She \
| fusther stated that she did not hiow w! i/ resident
115 had side rails, "probably because sie gats out |
} of bed and is unsteady.” ) |

P

. On 9122104 &t 8:32 PM, a faciiity nursinig assistant |
| stated that resident 15 work tor way down to the |
j end of the bed. 3he stated 1t residont 15 docs :
“nat walk well and the “side 124l slow by down |
| from getting out of bed.” I

1'6. Resident CL6 was admitled to the Gicityon |
; 5/17/04 with diagnoses which included '
1 pneumonia, CVA (cardiovas ilar cecident or i
i "stroke") with depressive fesitores, int

I hemorrhage, and progressive: Alzl
discase,

|

sl

. Areview of resident CLE's medical reca ¢ was k
i completed on 9/23/04, |

AR admission MIDS assessmont completed by
Taciiity staff on 5/17/04 docuticnted thit cesident :

! CLG had short and fong tenm iecmory problems |
and that her cognitive skills fo dlaily decision
! I

1A G286 7 (00205 Drevious Versions Obue i
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| making were moderately impoad, e facitity

" staff docurnented that resident CL6 rocired

| exlensive assistance with tri:r slars, anibwlation,
“ ealing, toilet use and personat hygiernn. Facility
| staff documented that residei CLG unod full rails |
. daily and a trunk restraint day.
I

|

. On 7/8/04, the interdisciplinary team (inn
I'performed a "Restraint Evalu:ition and Quarterly |

i Review for Elimination” assewsment. Tlhie IDT i |
‘ documented that resident GLG had side tails. ; ;

i There was no documentation that the 10T had

i attempted alternatives or detormined the need for
the restraint. The IDT documcnted L the side |

[ rails-were the least restrictive measuie, Thare i |

i was no documentation to indicate which restraint

5 alternatives were previously used. i

| On 5/17/04, a "Physical Restraint Carseint” form . |
was signed by resident CL6's son. Thi: consent .

| documented that restraints could be (oo fthe |

| appropriate healthcare professionals had

} assesscd the need for such and a restiining ‘

1 device was indicated as part of the (econmended |

“ plan of care. !

e

| O 6/8/04 at 11:00 AM, a nurse’s note: in resident |
CL6's medical record documented the following !
entry. "...Continue o assist [wilh] walking [and] }
keep rails up {and] alarm altached.” ‘
On 6/20/04 at 3:00 AM, a nurse's note i resident i
CL6's medical record docurmenied the following

[ entry: "[Resident CL6] has gotien hersclf OOBX2
{out of bed times two) this shift: Apparenily i |

| climbs over the rait or out of the bollom.. "

I
j On'6/21/04 at 2:00 AM, 2 nurse’s nole: in esident i
| CL6's medical record documunted ti folfowing
Lentry: "...Ambulating [withoul| assist frwing

+ clirbed over rails..." X i

HB111
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On 6/26/04, a nurse's note in 1esidont CLG's
medical record documented the followis g entry:
"Had anew [gic] incident. [Facility aice] went into
her room and found her siiting on floor toxt to
bed..." There was no docurentation that an
"Incident/Accident Report” was complated
regarding this fall.

On 6/28/04 at 12:00 PM, a nurse's note in
resident CL8's medical record documenled the

following entry, "Pt (patient) found sitiing on fioor |

in front of w/c (wheelchair). Said 'l slid out of
chair.." There was no documentation that an
"ncident/Accident Report” was compleiad
regarding this fall.

On 7/7/04 at 10:30 AM, a faciliiy nurse
documented the following on ai
“Incident/Accident Report™ "...PL (paient) sli
ott of restraint, walked to dooi of reois fand slid
down wall to floor..."

On 7/25/04 at 2:00 PM, a BUIEes Holc i tesident
ClL6's medical record documanled lhe loltowing
entry, "Found pt (patient) lyiny on floor. .~

On 7/25/04, a facility nurse documented the
following on an "Incident/Accidenl Report™
"...Found patient lying on floor. Chest 1estraint
stiff attached to chair..."

On 7/29/04 at 5:30 PM, a nurse's nole in resident
CLG's medical record-documented Lhe following
enby: Pt (patient) untied restiaint stood fup)
nurse catched [sic] pt to break tall, wic (wheet
chair) landed on pt sm (small) skin {eay {righl]

, elbow.."

On 7/29/04 at 5:30 PM, a facility nursc

(x4) 1D SUMMARY STATEMENT OF DEFICIENGIE 5 D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED [ “HLL L PREFIX {EACH CORRECTIVE ACTION SHOULD BC B 0“"3"/5"}‘ 101
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) [ VY CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 221} Continued From page 26 F 221
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! i DEFICIENCY) }
F 221) Continued From page 27 221"
documented the following on i i i | |
"Incident/Accident Report": “...pt untied o straint I

i from wic (wheel chair) stood [up] - nurse caught !

I pt to break fall, wic fell on pt caused «m (small) ‘“ :

" skin tear [right] elbow..." i ‘

i |

i On 8/22/04 at 11:30 AM, a nurse’s note in . .

"resident CL6's medical record documented the i i

| following entry: Pt {patient) found wills wheel | | !

J‘ chair lip over on her. Restraints were slifl on._" | ;

H |

| |

‘ On 8/22/04 at 11:30 AM, a facility nurse ; | !

i documented the following on «n ! )

 "Incident/Accident Report”: "...Found pt (patient) ; |
in room tipped over in wheel chair restraints were | |

i still on..." ! ‘

| i

i There was no documentation <t a physician’s |

i order for side rail or a chesl revraint in rosident | ,

| CL&'s medical record. ! | i

! I !

Residents who had potentiaf for expericncing ;
harm as a result of being physically rostrained I

without assessment of the need included the
following: !

71 Resident 4 was admitted (0 the facilty on =~ - | ;
11/28/04 with the diagnoses of pre-senil : | |
dementia, Alzheimers, falls, and hypothyroidism. i ! !

t | A review of resident 4's medical record was ! i
& completed on 9/23/04. ‘ | :
A quarterly MDS assessment dated 8/21/04 and | j ;
a significant change MDS assessment dated | : :
5/25/04 were completed by facility staff. Both [ ;

assessments documented thal resident 4 had I

short and long term memory problems and her | !
cognitive skills for daity decision making were ; i ;
‘I'moderately impaired. The facility staff 3 | ‘

|
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P

{p extensive assistance. The facility staff |
documented that resident 4 was usually continent

! [independently]. She would b
. seat belt restraint while in w/c

There was no documentatios: 1) indic

| the side rails and seat belt restraint weie the least
! restrictive measures. There was no :
documentation to indicate which restrain, |

documented that resident 4 was able to transfer
with limited assistance and ambulate with limited

of bowel and occasionally incontinent of bladder.
It was also documented that resident 4 used full
bed rails and a trunk restiaint daity.

On 12/3/G3, the IDT performed an "Aimission !
Restraint/Side Rail Evaluation jand) Bed !
entrapment Hazard Risk Assessment.” The (DT |
documented, "Pt. (patient) atteinpts to get up
frequently unassisted and is not saic in <oing so
fit from having a
vheel chiir)”
There was no documentation that the i£7 had
attempled alternatives or delennined e need for
Ihe restraint. The IDT decuimcnted thai the side
rails and criss cross restraint wiere to be used and
that they were the least restiictive measiies.

2 which
restraint alternatives were previously used.

On 5/25/04, The IDT performed a "Resiraint
Evaluation and Quarterly Review for Ulisnination.”
The IDT documented, "SR's (side rails) [up], SB
(seat belt) [up]} in w/c (wheei chair) fand] bad
alarm." There was no documentation that the
IDT had attempted alternatives or detormined the
need for the restraint. ‘The IDT documented that

alternatives were previously used.

On 8/9/04, the IDT performed a "Restraint
Evaluation and Quarterly Review for [limination.”
The IDT documented, "Evalu.ate SR's (side rails)
[up] when in bed seat belt when in wic {(wheel
chair}), cont (continue) {with] SR's and seat belt in

(X4) 1D SUMMARY: STATEMENT -OF DEFICIENCIES ! D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRIZCEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE LIOMJHF“O“
TAG REGULATORY OR LSC IDENTIF YING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE
) : R DEFICIENCY) :
F 221| Continued From page 28 F 221

Resident 4 Bed entrapment updated
on 9/22/04.

A. Order for physical therapy re-
cvaluation for resiraints 9/29/04
update,

B. D seat belt while up in wheel
chair.

C. Ordered low bed, with bed alarm
and wheel chair alarm on 10/06/04
D. Physical restraint consent npdaicd
16/07/04.

.. Monthly Summary... D.O.N. to :
inservice all nursing staft 16/28/04 on .
docnmenting skills,

. Order obtained 10/06/04 0 e
SRs,
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1
i

F 221 Continued From page 29 '
w/c.” There was no documentation that the 10T
had atlempled alternatives or delerinined e

i need for the restraint. There was no
documentation that the reslraint and/<ir sicie rails |
were recommended. There was no
documentation that the side rails and soft bt
restraint were the least restrictive mea:
Tnere was no documentation 1o indic e which
 restraint alternatives were proviously o,

{ On 6/7104, a "Physical Reslraint Consent” fosm |

as signed by resident 4's whte 04

: doaumenled "I defor judgmiens rega
restraints until the approprials nwllh .

\ professionals have assessad the e

dang

L On, 11729103 at 10:00° PM, s ise’s nole in

\ resident 4's medical record doctmeited the
Hollowing entry: "..Pt {paticvup in aetio [sicl
| chiair for dumcrr vedl Anxicree [sic] <H‘dj

\ Restless...

[ On11/30/03 at 10:00' PM, & nurse’s vels in

{resident 4's medical record documersicd the

| fellowing entry: "..up in geri - chair or Cinne

meal..”

{ There was no documentation »f o physiian's, ’

'$ order fora geri chairin resident 45 e wal i

‘ record, i
i

0N 12/12/03 at 10:00 PM, a riirse's hod

resident 4's medical record documented the
FHollowing entry: "CNA (certificd nurse's nssistant) | i
| reported finding Pt (patient) or- floor next iowlc |
‘(wneel chair). Daughter was observed mmovmg !
! Iap belt prior to Pt falling...pt denies any pain.”

i On 12/12/04, a facility nurse documentod the
i following onv an "Incident/Accident Report™
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1

oA SUMMARY STATEMENT 2 V{/? [[SRmE T (18} | PROVIDER'S PLAN OF CORRECTION
PREFIX | (EACH DEFICIENCY MUST B PUT-CER iy U [REL NP ‘ (FACH CORRFECTIVE AGTION BHOULD OF :
TAG ! REGULATORY OR LSC INDEN T UG INEFCRRATIOMN)Y TAG | CROGS REVERE

010 THE APRRGPRIA I
DEFICIENCY) i

F 221} Continued From page 30 221
"..Was arestraint in use? No {has lap beit |
ordered).. .CNA (certified nurses assisiant) |
reported finding pt (patient) or: floor sitting below |
wlc (wheel chair) on her bultocks. Diinghter was |
observed removing safety beil. Pt denios painto

i bottom....." : ‘
i
i

'On 12/12/03, a facility nurse documentad on a fax
to resident 4's physician; “[resident 4] was ;
observed by a CNA to be found on floor sitting by |
wic (wheel chair). Daughter was okscrved i
removing safety belt prior to pt falling. Pt (patient)’
denies any pain to bottom:” No injury.” ; . !

' i
i On 12/31/03 at 2:30 AM, a nurse's note in !
resident 4's medical record documented the |
following entry: "pt{peatient) found knouling on j :
floor beside bed states 'l dou't knew how | got i !
I
|
i
i
I

here' no injuries noted..."

On 12/31/03, a facility nursc documented ihe
| following on an "incident/Accident Repornt™: !
"...Were bed rails ordered? Yus..Were bed rails :
present? Yes..Was a restraint in use? Yes..pt :
(patient) found on fleor beside bed. No injuries
noted pt states "l don't know how | got here," bed
i alarm had been removed.”

; |
On 12/31/03 at 9:20 AM, a nurse's nole in ‘
resident 4's medical record documenterd the, ‘
foilowing entry: "...wic (wheel chair) [wilh] cris i
[sic] - cross restraint on ..." ‘

|

I

In January 2004, a "Nursing Monthly Summary”
documented, "...side rail X (iimes) 2, tap |
restraint...” |

On 1/3/04 at 10:10 AM, a nur=a's note in 1
4's medical record documentoed the {rille
rentry: "pt {patient) found on iteor of LR
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NAME OFF PROVIDER OR SUPPLIER e i_!N, TADORESS, GITY, BTATE, ZIP CODI :

CASTLE COUNTRY CARE CENTGR | 1340 EAST 300 8ORTH !
| PRICE, UT 84501 ‘

oAy SUMMARY STATEMENT i 1 BT ! i PROVIDER'S PLAN OF CORIRUCTION i
PRUFIX i (EACH DEFICIENCY MUST B SELDED S U PIREE R {UACH CORIRECTIVE AGTION SHOULD T i
TAG | REGULATORY OR LSC IDENTHVING INFOA TION) LG CROSSREFTRENCED TO THIT APPROFRIA 1 P
i i DEFICGINCY) :
 221] Continued Fror page 31 e ‘
i (bathroom) Belt restraint remcved by po Pt :
; stated she was going 1o BR mnd lost o balence |
shiding down the door to the loor, ed area !
neled {left] upper back from door knes " |
- On 1/3/04 at 10:10 AM, a fad vty nu
" documented the following o
"Incident/Accident Report™ . straint
| type Belt - pt (patient) removi+i, 1Pt <ialed she :
| was going to the BR (bathroomn) and lusi her |
! balance sliding down the flout, red spol imarked ‘
on diagram of body on the foft upper Bnck)., " ; '
: i
On 1/3/04 at 6:00 PM, a nuise's note in iosident |
4's medical record documentcd the i i | !
entry: "...some c/o {complain: of) back ‘ i
discomfort.” i ‘
On 1/15/04 at 5:40 AM, a nurae's noio in resident :
4's medical record documenind the foliowing
5 entry: "found sitting on fleor Letow beed, bod rails :
4 up,X (times) 2 ..."
|
| On 1/15/04 at 5:40 AM, a facility nui: ;
! documented the following on iin I !
i "Incident/Accident Report™: . .Were hod rails ‘
ordered? Yes...Were bed rail prosenl? i
{ Yes...Was a restraintin usc? Yes bed atarm pt |
i (patient) removes.., pt found silting on bultocks :
| below left bed corner; states she docsi't know i
" how she got there...[no] s/s (signs dnd symptoms) !
i injury...pt confused crawled ont {alj end of bed." ;
|
{ On 1/15/04, a facility nurse documented on a fax | 3
‘ fo resident 4's physician, "pt (patient) was found ‘
" sitting on floor at bottom of bed, [no] «/s (signs |
{and symptoms) injury ...pt had removed bed ‘
} alarm..." ‘
| I I
| It February 2004, a "Nursing Monlhly Summary” ‘ !
; i
FORM CMS-2667(02-99) Previous Versions Obsolote 41B111 Feontivuation sieel Page 32 of 106
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X9 | " SUMMARY STATEMENT OF DE| i D : PROVIDER'S PLAN OF CORRECTION Eoper
PREFIX : ' (EACH DEFICIENCY MUST BE PINECEEDS AL . OPREFIX (EACH CORRECTIVE ~ACTION SHOULD BE | CompLE
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| i DEFICIENCY)

NC

F 221 Continued From page 32 N
% documented, "...side rail X (lines) 2, tap

restraint.. "

! On 2/2/04 at 8:10 PM, a nurse's nole in resident | !
I 4's medical record documeniles the following ! i
1 entry. "...said wlc (wheel chiaii} restraml was 160 |

iight. Checked and there was 2 tinger space
slack in but adjusted it a little inosor..."

i
|
[ In March 2004, a "Nursing Monthly Sumimary”
,‘ documented, “...side rail X {limes) 2, I
restraint...”

On 3/3/04 at 4:15 AM, a nurse's note in resident
4's medical record documentud the Tuilowing

entry: "...found pt {patient) on floor laying on ;
[right] side, pt c/o (complains of) bump on fright]
side of head above ear, slight swellirg roled, fno] |
abrasion...will monitor for 72 {hours] fwith] reuro .
ck (check) [secondary] head binp.” | ; !

On 3/3/04, a facility nurse documer
following on an "Incident/Accicient R 3 !
"..Were bed rails ordered? Yes..Were bed rails ‘ j : !
y present? Yes...Was a restraint in use? Yes bed

| alarm...aide responded to light found it (patient)
on floor on right side, pt staled she climbad over ‘ i
bottom of bed [and] fell striking right side of I :
: head...Type of injury Hematoma...” |

fhe

On 3/3/04, a facility nurse documenled on a fax to
resident 4's physician, "Your pl, [residont 4] was | }
found on [right] side on floor below bed.. pt stated T !
she climbed over bottom of bud. Pt sustained
small bump on [right] side of iead above ear. " | : ;

On 3/8/04 at 3:30 PM, a nurse's note in resident
4's medical record documenicd the: foliowing ! :
entry: "...bed rail and bed aiurm for safoty.." k

FORM CMS-2567(02-99) Previous Versions Obsoliln 41B111 If continuatio
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! SHOULD BL Com e
A

\ On 3/15/04 at 7:00 PM, a rue's noles i rosident |
! 4 s inedical record documerted e fi Howing

I entry "...can you take this et off, so | uan gt |
| ot of chanr SR (side rail), i2ed o, i

+In April 2004, a "Nursing Month
- documented, "...bed rails, bed alarm, 504

| (fali precautions)...” |
‘ !
: On 4/5/04, a nurse's note in resident 4's medical

‘ record documented the following cnire: ™. w/c

| (wheel chair) [with} soft waini "

Stinumay"

On 4/18/04 at 7:00 AM, a murse's note in resident |
Y s medical record docuinentd the foliowing i
ontry "Pt (patient) climbed cver side il land] in

| chair...

} On 4119104, a nurse's note in 1osident 4's medical |
i frecord documented the following enit (side }
| 1ails) while in bed - ded alain - soll wais! rcslminti

! when [up] in wic (wheel chan .. !

fin May 2004, a "Nursing Moniltly Sunwaary” ;
: documented, "...side rail X (lines) 2, t-od alarm..

On 5/22/04, a nurse's note in resident 4's medlcal |
record documented the following ciliv: "%
(patient) found sitting on floor, no injurics..."

On 5/22/04, a facility nurse documentzr) the

3: i following on an "Incidenit/Accident Report™;

- ) . Were bed rails ordered? Yes...Wore bed rails

i ‘ présent? Yes..Was a restraint in usc? Yos soft ‘
 belt restraint...Found on floor by member of !

kitchen staff member, no injuries...assisted back

to w/c {wheel chair) soft belt restraint placed back |
ron..." |
On 5/22/04, a nurse's note in resident 4's medical |
|

F221 |

: 0 PROVIOER'S FLAN 1OF CORRECTION
PREFIX | (EACH DEFICIENCY MUST B -1 PREFIX | (1:ACH CORREGTIVE AC
TAG | REGULATORY ORLSC IDENTIAING INFUAAATION) TAG GROSS-REFERENCED 6 11 APIROPRIAT
! DEFICIENGY)
FF 221} Continued From page 33 i
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record documented the following entry: "Pt
‘(patlent) found sitting on floor in bedrodim, no
injuries, no complaints of pain, fell on kiees

On 5/23/04, a nurse's note in resident 4's medical ‘
record QOcumenled ihe following entry: "Pt 1
(patnent) in w/c (wheel chair) jwith] soft belt ‘
restraint on..

On 5/24{04, anurse's note in rosident 4's medical -
record documented the following cniry: “...soft
waist lap belt on...."

\ On 5/25/04 at 6:30 PM, a nurse’s nuie in reside nt ;
) medlral record documented the [ollowing I
jentry: ™. Has a bruise on [icil] leg  Did not want
\ to be re°llng earlier and was tiying lo gei out of |
‘ i bed herself. Assisted lo wit (wheel chair).. .wears
Iap restraint in wic ries to got ap alone and is ‘

tprone {o falls...

| Cn 5/31/04 at 3:00 PM, a nurse’s note in residen t
| 4's medical record docurmenicd thn following
lentry: "pt {patient) found on {loor by bed, pt

[ states she slid out under w/c (wheel chair)

‘ reblralnt tried to put self to bed....[no} apparent
Linjury.

On 5/31/04, a facility nurse documentod the

foliowing on an “Incident/Accident Ropor1™: "Lpt
! (patient) found an fioor by bed - states she slid \
. qut of chalr restraint [and] was trying to put self to .
bed i

On 6/11/04, 12 days after resident 4" fall |
occurred, a fasility nurse documented ¢ a fax to
resident 4's physician, "pt (palient) fotind on floor
by bed, states she slid under wic (wheel chairy
i -restraint [and] tried Lo put seif o b, " !

i
| i
|

L |

STATEMENT OF DEFIGIENGIES (X1) PROVIDUR/S (X2) MULTIPLE: SOMSTRUCTION (X3)DAT SURVEY
AND PLAN OF CORRECTION . IDEN! rmATmu ] A BUILDING COLLETED
NI B WING
‘ 465017 - T 4128/2004 ;
| NAME OF PROVIDER OR SUPPLIER } i STREET ADUR Y, BTATE. ZIF CODE
CASTLE COUNTRY CARE CENTEH 1340 EAST 300 NORTH
PRICE, UT 84501
(XdyiD SUMMARY STATEMENT GF DEF ICI 114 | D T PROVIDER'S PLAN OF SORRGCTION ] 7
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED Y FULL . PREFIX | (EACH CCRRECTIVE ACTION SHOULD BE § com IFLT'O”
TAG REGULATORY OR LSC IDENTIFYING INFORIMATION) TAG . CROSSREFERENCED TO THE APPROPRIATL | "
' } DEFICIENGY) )
. | . ) T —
F 221) Continued From page 34 F 221
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NAME OF PROVIDER OR SUPPLIER ! T
CASTLE COUNTRY CARE CENTER ST 300 NORTH
' Ut 34561
| ) SUMMARY STATEM R PROIER'S PLAN OF GORRLC TON o
 PREFIX (EACH DEFICIENCY MUST COr G uwnul PR CACH CORRECTIVE ACTION SHOULD BE : “”’g;\f o
TAG . REGULATORY ORLST IDENT -¥iNs 5 INE Oy A1 I0m) G RiZFERENCED TO THL APPROPRIATI i i
i i DEFICIENGY) |
F 221 Continued From page 35 3 2ut }
C T | On6/1/04 at 10:30°PM, a nurue's not i tesident | j |
' 4's' medical record documented [he folkwing I
i entry: "...she does hate lap belt..." |
On:6/22/04 at 6:30 PM, a nurse's note in resident | : !
4's medlcal record documented the following } 1
entry: "..pt (patient) in w/c {(wheel ch air) putling at: \ ‘
Iap belt..." ; ! i
\ |
On 6/30/04 at 6:00 AM, a nurse's ot in resident | i
4's medical record documented the fuilnwing ; i B :
entry; "during routine end of «hift bed ¢liacks ! . '
aide found pt (patient) sitting cross legged s | ! :
on the floor.." 1 : '
B : |
; On 6/30/04, a Iarilily nurse ducumenicd the
; fo;(uwing on an "incident/Accid it leputs i !
| .. Were bed rails ordered?
Spresent? Yos.. .\Was a restr: ;
wann/ptremoved..aide found ot (patent; siiting . I
i cross legged below open six. of bed below bed |
i rail...ptremoved bed alarm... : ‘
On 6/30/04, a facility nurse documenicd an a fax | 1
to resident 4's physician, "pt (patient) rosident 4] w
was found [wilh] am bed chicchs sitling on floor ' :
next lo bed, [no] injury...Pt SR (side rails) were ! \
both up, pt had removed bed alarm per solf." :
i i i
On 7/27/04 at 6:30 PM, a nurse's note in resident ‘
4's medical record documented the following
entry: "...can toilet self with assistance taking off
belt...." |
On 8/9/04, a nurse's note in resident 4's medical l
record documented the following entry: *..wi |
i (wheel chair) mobility when [up] [with] soft waist }
restraint..." !
On 8/17/04, a nurse's note in resident 4's medical |
- HU" i1 I continuation hoet Page 36 of ‘U:’;
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‘ CIENCY) :
SR oo -
. F 221‘ Continued From page 36 CooF221!
4 record documented the fo.nuqu enliy: " Ctake :
‘ th|s belt off".." i
| ON'8/30/04, a nurse’s note in sesidut A medical | :
record documented the following entiy [uplin:
wic (wheel chair) soft belt restraint in s dace waist; |
restraint w/c mobdlty " i
On'8/13/04, a nurse's note in resident 4 medical | | ‘
tecord documented the following eniiy: .. coit : :
waist restraint while in w/c (wheel chair) [dnd] SR | | |
{side rails) in bed." ‘ ! !
i ‘ 1
On 9/21/04 at 8:30 PM, a nurse's note m resident ‘ i :
4's medscal record documented the following i
entry ...50ft waist restraint on while in w/c :
l {wheel ohalr) [and] SR (side rails) in bed ... | :
. ) . ! !
| On 9/21/04 at 6:15 AM, resident 4 was ohaarved [ :
to-be in'her room lying in bed. The side ail used |
i was on the side of the bed upposite the wall, with i ! i
th(- b positioned against the wall !
i On 9/21/04 at 10:15 AM, resident 4 was observed .
1o be by the nurse's station in 11 whee! chair with a | !
% sofl waist restraint on. i : !
i | .
i | i !
'On 9/21/04 at 3:30 PM, resideat 4 was k I
i interviewed. She stated, "Whenever § am in bed,
“ this rail is up (peinting to the « dde rail).” She also !
i stated, "l den'tlike the side raits up. 1 ! wantto .
\ getout ¢ H)od Fcan scoot 1o i holton of the hed; |
| to getoul.
} On 9/21/04 at 4:05 PM, resident 4 was Ghserved |
1o be in her room lying in bed. The side rail used k ' |
was on the side of the bed opposite the: wall, with | i
1 the bed positioned against the wall, ! | )
: I
| On 9122704 at 3:10 AM, resident 4 wir: observed i i i J
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F 221| Continued From page 36 : ¥ ")1

1:0On 9/21/04 at 6:15 AM, resident 4 w

record documented the follownig criliy: *.Mtake |
this-belt off"..." I
) |

On 8/30/04, a nurse’s note in osident 4's medical |
record documented the following enliy: “... [up] in |
wic {(wheel chair) soft belt reslraint in pince .waist -
restraint w/c mobility.”

{ - '
| On-9/13/04, a nurse's note in resident 4's medical |

‘tecord documented the following enfiy: "...coft
waist restraint while in w/c (wheel chair) {and] SR |
(side rails) in bed.” ‘ !
On 9/21/04 at 8:30 PM, a nurse's note in resident | i
4's medical record documented the following i ;
entry: "...soft waist restraint on while i w/c L ;
(wheel chair) [and} SR (side rails) in bod...” |
I

hserved
to be in her room lying in bad. The s aif used
» was on the side of the bed cpposite the wall, with
“the hed positioned against the wall,

On 9/21/04 at 10:15 AM, resident 4 was ohserved s
to be by the nurse's station in -t wheei chair with a
soft waist restraint on.

On 9/21/04 at 3:30 PM, resident 4 was
inlerviewed. She stated, "Whianover i amin bed,
this rail is up (peinting lo the wide ril).” She also
stated, "l don't ke the side inils up. ! wantto
getout of bed 1 can scoot 1o {he bollom of the bed
to got oul”

On 9121704 at 4:05 PM, resident 4 was observed
to be in her room lying in bed. The - sl used |
;was on the side of the bed opposite tha wall, with
e bed pesitioned against the wall,

L On 9/22/04 at 3:10 AM, recidont 4 wees nbiserved i

FORM CMS-2567{02-99) Previous Versions Obsok

A1

i continuation «

foct Fagn 34 of

T



S APPRGV L
OMB 40, 0938-0301

DERPARTMENT OF HEALTH AND HURMAN - RVICES ¥
CENTERS FOR MEDICARE & MEDIC/D

STATEMENT OF DEFICIENCIES X1} PROVI 151 (X2} MULTILL: CONS TRUGTION (A3) DA GURVEY
AND PLAN OF CORRECTION IDEN 1 A GUILDING COLLLETED
o WING

T +/28/2004
NAME OF PROVIDER OR SUPPLIER L ETRES T ADDRESS, CRY, 5TATE, 2P GODL. B
CASTLE COUNTRY CARE CENTER i 1346 EAST 300 NMORTH

| PRICE, UT 84501
xay 1 SUMMARY STATEMENT OF 12 ! i : PROVIDER'S PLAN OF CORRESTION | ()

PREFIX (EACH DEFICIENCY MUST BT DE bopnpEe {EACH CORRECTIVE ACTION SHOULD BE i COMPLEDCH

|

| i =
TAG REGULATORY OR LSC IDENTIFYI ‘ TAG | CROSS-REFERENCED TO THE APPROPRIATE | PP
) I

| DEFICIENCY)

221, Continued From page 37 221 }
" to be in her room lying in bed. The side rail used | :

was on lhe side of the bed opposite the wall, with ! ‘
! i

i

the bed positioned aqainst the wall

i On'9722/04 at 4:08 AM, resident 4 was otiserved :
4 i to be in her room lying in bed. The side raif used ! i |

. was on the side of the bed opposite the wall, with .
the bed positioned against the wall.

' On 9/22/04 at 5:20 AM, resident 4 was observed
' to be in her room lying in bed. The sidu raii used ! '
was on the side of the bed opposite the wall, with I '
+the bed positioned against the wall.

1:0n'9/22/04 at 6:30 AM, resident 4 was observed ' ‘ 3
| to be in her room lying in bed. The side rail used |
was on the side of the bed opposite the wall, with ;
the bed positioried against the wail. I

On 9/22/04 at 8:00 PM, resident 4 was observed
to be in her room lying in bed. The side rail used
was ‘on the side of the bed opposite the wall, with
the bed positioned-against the wall.

On.9/23/04 at 10:30 AM, resident 4 was observed
to'be in a wheel chair by the nurse's station with a
soft waist restraint on.

There was no documentation of a physician's
order for side rails or a soft waist restraint in
resident 4's medical record.

On 9/23/04, the ADON was interviewed. Alter ; | ‘
reviewing resident 4's medical record she stated ! ;
“that she could not find a physician's rder for the : I
" usage of side rails or the soft waist restraint.
8. Resident 8 was admitted 1o the facility on ! ‘ Resident  was discharged 9723104,
5/8/03 with diagnoses which included congestive !

hearl failure, hypertension, prnicumonia and
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Alzheimers.
| Resident 8 resided on the faciily's SCU.

A review of resident 8's medical record was
completed on 9/23/04.

An annual MDS assessment dated 4/27/04, and a°
quarterly MDS agsessment dated 7/24/04, was
completed by facility staff. Both asscssments
documented that resident 8 had shorl a:d fong
term memory problems and his cognitive skills for
daily decision making were moderately impaired.
The facility staff also documented that resident 8
wandered (moved with no raticnal purpose,
"seemingly oblivious to needs or safety). The !
facility staff documented that resident 8 was able

| to transfer and ambulate with indepen:lence. The
facility staff documanted that resident 3 did not
use any type of restraints.

On 4/27/04 and 5/5/04, the IDT performed a
"Restraint Evaluation and Quarterly Review for
Elimination" assessment for resident 8. The IDT
| documented that resident 8 had no restraints.

On 9/21/04 at 6:28 AM, resident & was sbserved
to Le in his room lying in bed. The side rail used
was on the side of the bed opposite the wall, with
the bed positioned against the wall.

On 9/21/04 at 7:10 AM, resident 8 waz ohserved
to e in his room lying in bed. The side rait used
was on the side of the bed opposite e wall, with
the bed positioned against the wall.

On 9/21/04 at 2:45 PM, residunt 8 was chserved
Ito be in his room lying in bed. The sire rail used
1 was on the side of the bed opposite the wall, with i
" the bed positioned against the wail.

PRICE, UT 845C1
(X4)1D SUMMARY STATEMENT CF DEFICIEN( i ) PROVIDER'S PLAN OF CORRECTION | (X5
PREFIX (EACH DEFICIENCY MUST BE PHECEEDED 1Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE: COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOIMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE -
: DEFICIENCY} !
F 221} Continued From page 38 F 221
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ABUILDIIG

ION

(X3) DATI SURVEY
CORPLETTD

1 On'9/22/04 at 7:45 PM, resident 8 wis uhserved }
| {o be‘in his room lying in bed. The side rail used

‘ was on the side of the bed opposite the wall, with -
+ the: bed positioned against the wall.

: There was no documentation of a physician's

iorder for side rails in residenl 8's medical record. |

:On 9/22/04 at 12:00 PM, facility nu se stated

~that resident 8 had been falling out ! bed and

- currently had a side rail. She {urther stated that

! there was no physician ordor for the sido rail, but

- when he starled having falls e bed was moved
up against the wall and the side rail was put up on

: the oppusite side from the wall

mter\/leweﬂ &)hn slaied {
for side rails and a soft w:

oblained for resident 8 on %

She statea that th

side rail

00 AM.
s oorder was

‘oblained because’resident 8 ,ul tesent faile and
a decline in function, so thoy il bo nsed for his
safoty. Aller reviewing tasidon! 8's mndical
record the ADON stated that she could not find a
s resident/family consont for the use o restraints or
an evatuation for the use of side 1ail.,

9. Resident 11 was admilted to the |
8/2/04 with the diagnoses of voliuli
atrial fibrillation, hypertension, congestive hoart |
failure with anxious features, .nd cdemi, |

A review of resident 11's merdical reco: G was
comple(ed on 9/23/04.

! An admission MDS assessiment dated £/15/04
“was completed by facility slaff. The av.sessmoent
)documented that resident 11 bad shoit term

. B WING
465696 BWING - — ©/26/2004
" NAME OF PROVIDER OR SUPPLIER T W, 2P CODE
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
PRICE, UT 84501
(xX)ID SUMMARY STATEMENT OF DEFIULM ! i : PROVIDER'S PLAN OF CORRECTION e
PREFIX | (EACH DEFICIENCY-MUST Bt PRECE LL fOPRERIX (EACH CORRLCTIVE ACTION SHOUILD BE U‘N(’;‘i: V]‘“ !
TAG 1 . REGULATORY OR LSC IDENTIF\ING ?NH)RMI\I ION) TAG CROSS-REFERENCED TG THE APFROPRIATE ’
g I DEFICIERCY)
| . -
L . ! —
F 221 1‘ Continued From page 39 : F 221
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'
|

gh\emory problems and her cognitive kit
daily decision making were moderal
+ The facility staff documented that re
able to transfer with extensive assistia

d. |
sidont 11 was
se and i

ambulate on the unit with supervision. It was also ‘
documented that resident 11 vsed fuli bad rails i

and a trunk restraint daily.

On 8/6/04, the 1DT performed an

i Restraint/Side Rail Evaluation [andj b

"Adis:

Entrapment Hazard Risk Asscssment.” There

was no documentation that the 10

i
delermined the need for the reutraint, |
gocumehted that a restraint and/or side rails were |

frecommended. "
t

On 8/15/04, the 1DT performicd a "Rectoaint
Evaluation and Quarterly Roview for Elimination.”

The (DY documented, "Pt {paiient

T had
fe D1

) to huve lap

| buddy while in wic (wheel chaw and SRs (side

raits) fup] X (times) 2 for salu!

2" TVhere was no

! documentation that the !DT bid atiemptod

rrestraint. The 1DT did not docume
1 roils and lap buddy restraint wore
5 N0

documentation to indicate which restraing
| allernatives were previousty tnod.

restrictive measures, There v

1 O 8/2/04, a nurse’s nole in resident 11°s medical |
record documented the following enbiy: .. side

rails X {times) 2...."

nt hat the side
the jnast

|
i
| allernatives or deterrained the nead for e |
i i
|
|

0N 8/7/04 at 11:50 AM, a nurce's nole in resident 3
1 11's medical record documented the following
“entry: " lap beltin place oa patient..."

: On 8/19/04 at 9:00 PM, a nurse's nol: in resident |

: 11's medical record documented thie following
“entry: "l walked by pt (patient) roon: [and] found

Rexident i1 Entrapmentsisk updated
9122104,

A. order for physical restvaint
cvaluation per physic.! thevapy
DW22/04,

B. Gvaluation comploted per physical
therapy 9/29/444.

C.Recommended De’ing, SR apply
bed atarm. Keep lap buddy duc to
paticnt tequuest.

D Orders received 1040504 10 De
SR Bed alarni applicd

L Nurse Lo docunmient Weekly soap
iotes of resident’s ability to remove
and replace Jab buddy and also note
o tx rand.

1. DLOQUN. to hold inservice on
10/28/04 covering docimentation
skibls.
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her lying on floor... [no] s/s {signs and = mploms)
4 of any injuries...”

- Of'8/19/04, a facility nurse docimented the
following on an "Incident/Accident Ropisrt™:

"..Was a restraint in use? Yes Lap Dt dap belt
restraint in use...walked by room, found pt. |
(patient) lying on floor. [no] s/s (signs and |
symptoms) of any injuries. [no] pain..." :

|| On.8/27/04, a facility nurse documented ori a fax i
to resident 11's physician, 1 {sund pl. (ps )hcnt) |
lying on floor when | walked by her reon, She
had no sfs (signs and symptons) of njurics.. Lap |
belt restraint was still attached to wheeichair, i
She stated she had [no] pain.”

On 8/27/04 &t 8: ()0 PM, a phiysician's lulizphone
order docunwmr\d "PT (phyvical thoraping) to '
evaluate for lap Luddy.”

i 04, the physical ther ol e
it Evaluation and Quaetoih :
Eliminalion.” It should be noted that i
evaluation did not occur until # days alier a
physician's order was obtai The ph
therapist documented, “Lap brddy - 40
1ailz) X (times) 2." There wis no docursontation
hat the 107 had attempted ahematives o
determined the noed for the ¢ Nl e was
- no documentation that the 1o nl anelios side

; reils were recommended. The DT did nel |
1 document that the side vails el Tap T ity wero
‘ the least restrictive measure:. There wag nn

; du(*umer.hhon to indicate which rest it
!allernatives were previously v o,

0N 9/4/04 at 11:20 PM, a nuro's note i resident |
i 11s medical record documeried The Sollonwving
‘ enlry: "pt (patient) found on fluor. Stales she

FORM CMS3-2567(02-99) Previous Versions Obsclote

L.

PR

4B

1 comtitingadu:, Hine

STATEMENT OF DEFICIENCIES (X1) 1RO i (K3 ! SURVLY
ANLPLAN OF CORRECTION IDER i wr CLETED
o ) ) 412812004
NAME OF PROVIDER OR SUPPLIER l SMeempcooe T T ]
CASTLE COUNTRY CARE CENTER ‘ 1340 BASTY 3D NORTH
L PRICE, LY 24501
X4y i SUMMARY STATEMENT O I PROVIDER'S PLAN OF CORRECTION )
PREFIX "+ (EACH DEFICIENCY MUST BE WEFIX § COMRECTIVE ACTION SHOULD BE i COMPLI TiCH
TAG REGULATORY OR LSG IDENTH: ING 11 TAG REFLRENCED TO THE APPROPRIATE [
‘ ; . DEFICIENCY) i
F221; Continued From page 41 221 | :




AN O HEAL CH AN H
{ 1S FOR MEDICARE & MET)
MINT OF DEFIC
ARL PLAN OF CORRECTION IDEH

ENCIES (K1) PIC

NN OF PROVIDER OR SUPPLER
CASTLE COUNTRY CARE CENTER

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT Gl D CGIH
(EACH DEFICIENCY MUST BE PHECH
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F 221

' 11 was observed to have side rails up

©On 9/22/04 at 10:00 AM, resi
obsorved 1o be by the nurse’s station in a wheal
. chair with a lap buddy on.

« Thare was no documentation of a phy
- medical record.

"On 9/23/04, the ADON was i

" that she could not find a phy:

Continued From page 42
slipped trying to return to bed om 21
(bathroom). No injury noted..

On 9/4/04, a facility nurse documentu:d tie |
following.on an "Incident/Accident Reion™ i
"...Were bed rails ordered? Yos.. Weie bad rails }
present? Yes...Was a restraint in usc ¢ No...pt !
(patient) found on floor in Room states "gotup |
to go to the bathroom and felt when | tried to get i
back into bed..." } :

i

ONn'9/22/04 at 6:50 AM, a nurse’s note in resident |

11's medical record documented the foilowing
entry: "..side rails X (times) 2 at nile (sic) for

| safety. lap buddy
i, bed alarm...”

On 9/22/04, from 3:10 AM until 5:50 AM, resident |
nes 2.

0On 9/22/04 at 10:50 AM, residont 11 was ‘
observed to be by the nurse’s station in a wheel
chair with a lap buddy on.

nt 11 was

order for side rails or a lap buddy in reside

crviewed. After

| record she stated
ician's order for the
usage of side rails or the lap buddy.

reviewing resident 11's mec

10. Resident CL2 was admitled 1o the facility on
8/24/02 with the diagnoses of prostate cancer,
congestive heart failure, asthma, insulin

Kesident CL 2 was discharged.
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OME 0. 0038-0739 |

(X3) Dl SURVEY
COrPLETED

On 5/27/04, a facility nurse

i dependanit diabetes mellitus, and Parkinson’s
: disease.

- On 12/4/03, a nurse’s note in resident C1.2's

A review of resident CL2's maedicat record was
completed on 9/23/04.

A significant change MDS assassmoent was
completed by facility staff on (/3/04. The
assessment documented that resider:t Ci.2 had
short and long term memory problen: sind his
cognitive skills for daily decision mako waere
moderately impaired. The faciity i
documented that resident CL22 was «
transfer and ambulate with oxiensive :
it was also documented that rosident CL2 used
full béd rdils daily.

O 2/27104, the IDT perforred a "Rociraint |
Evaluation and Quarterly Raview for [Himination.”
The 1DV documented, "No itestraints.” The IDT
documented thal "No restrainis and/or side raits
were recommended.”

medical record documented the following entry:
"sidle rails [up] 2 (times two)."

On 12/12/03, a nurse's note in resident CL2's
medical record dogumented thie following entry: ! \
"side rails [up] 2 (times two)." !

On 5/27/04 at 7:00 PM, a nurse's ncie b 1esident ¢
CL2's medical record documaented the following
enliy: "pt {patient) found on tloor by bed. [no] !
apparent injury...”

ctmenled the
following on an "Incident/Accident Report”: |
"..Were bed rails ordered? Yis...Wore bed rails |
present? Yes...Pt (patient) found on floor by bed., |

/2812004
NAML OF PROVIDER Oft SUPPLIER STRLET AR S5 CHY, BTATE, 210 SO N
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
PRICE, UT 84501
(X4)1D SUMMARY STATEMENT OF DEFICHE | I FROVIDER'S PLAN OF CORRECTION T
FREFIX (EACH LEFICIENCY MUST 8E PHIECEEDE D BY FULL | PRUFIX (ACH CURRECTIVE ACTION SHOULD BE OMPLE FOM
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATL ;o PAE
| DEFICIENCY)
F 221| Continued From page 43 | F 221
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WING
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A BUILDING

X3) DAL CURvE Y
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112812064

L 2IP COLE

1340 EAST 301 NORTH
PRICE, UT 84501

(X4)1D
PRIUFIX

‘ SUMMARY STATEMENT OF DEFICH:
TAs |
|

(EACH DEFICIENCY MUST BE [ EEDEL LY FULL
REGULATORY OR LSC IDENTIFYING INFLPMATION)

1

PREFIX

AL

PROVIDER'S PLAN OF CORRLCTION |

(EAG!H CO:
CROSS-RLFE

ECTIVE ACTIO!

¥

TO TilE APPROPRIATE 1

(X5}
COMPLE 101
OATH

iOULD BE

F 221 ‘ Continued From page 44
. States he tried to get {up].”

‘ There was no documentation of a physician's

| order for side rails in resident CL2's redical

| record.

I

11. Resident CL4 was admitted to the facility on
| 4/30/04 with the diagnoses of intestinal
| obstruction, pure hypercholesterolemia,
} hypertension, and constipation.

. A review of resident CL4's medical record was
. completed on 9/23/04.

A significant change MDS assessment was
completed by facility staff on 1/13/04. The
assessment documented that iesident €14 had
\ i short and long term memaory probleins and his

. cognifive skills for daily decision making were
i moderately impaired. The facility staff
i documented that resident CL4 was able fo
: transfer and ambulate with &
It was also documented thal res
full bed rails daily.

There was no documentation to evidence that an
;| "Admission Restraint/Side Rail Evaluation {and]
Bed entrapment Hazard Risi Assessment” was
completed.

On 4/30/04, a "Physical Reslraint Consent”
documented, "I Do Not consent to the vse of
restraints...."

Facility nurses documentet on the following
dates, in the "Nursing Care Records”, that
resident CL4 had side rails up times twa:
5/3/04, 5/4/04, 5/5/04, 5/6/04, 5/8/04, H/10/C4,
5/11/G4, 5/13/04, 5/15/04, 5/16/04, 5/17/04,
5/19/04, 5/18/04, 5/20/04, 5/2 1/04, 5/23/04,

F 2z

Resident C14 was discharped.
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in i
PREFIX
IR
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DEFIGIENCY)

TION

F 221i Continucd From page 45 ‘
1 5/24/04, 5/28/04, 5/30/04, 6/ 1/04, G/6104, 6/8/04,
6/13/04, 6/18/04, 6/21/04, 6122104 and G/27/04. |

On 6/26/04 at 11:45 PM, a fauilily nuise
documented the following en an
"Incident/Accident Report”. " \Were bed rails
ordered? Yes..Were bed rail pre ;
Yes..Was arestraint in usc? Yes Bod alarm. pt |
(patient) removed bed alarm {.nd] climbed over
- bed rail no injury noted.”

i There was no documentatici: of
arder for side rails in residert C
Trecord.

a physician's
A medical

INTERVIEWS

On 9/22/04 at 12:40,PM, the DON (director of

: restraint
- consent is obtained when a resident is admiited

‘ to the facility. She further slatad that when Taiily |
| niwill
i
I

| members attend the IDT mecing, cei
also be obtained then. The DON stiied that a
. ' physician's order should be cttained for A
i physical restraint and then o physical herapist will
!evaluate the residerzt for the appropriteness.,

I 224, 483.13(c)(1)(i) STAFF TREATMENT OF i
s5=K| RESIDENTS .
' :
The facility must develop and implenient wrilten ‘
policies and procedures that prohibit !
mistreatment, neglect, and abuse of residents
and misappropriation of reuident properiy.

(Use F224 for deficiencies concerning
mistreatment, neglect or misappropriation of
resident property.)

P22t

FORM CMS-2567(02-99) Previous Versions Obunlete

4iB111

If continualion «heet Page 46 of 106



e van 4 Nt

i;i.:N'u RE 1T OR MEDIGARE 8 MEDI

STATEMENT OF DEFICIENCIES (x1) PROVIDLR/GUPTLIE R/LIA ( )Mum; LE rmsmur‘n(m
AN PLAN OF CORRECTION “IDBNTIFICATION MURMBER: A
- v BUINDING e
465098 owirke RS-
— — )
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHY, LTATE, 2iP CCOE
CASTLE COUNTRY CARE CENTER 1340 LAST 300 HORTH
i PRICE, UT 84501
Ay SUMMARY STATEMENT O 9EFICI 1ICH & i 0 | PROVIDER'S PLAN OF CORRICTION : (1)
PREFIX © (FACH DEFICIENCY MUST BE {140 PR (CACH CORRL G CTIOH SHOUL DO ¢ "'M’ fion
TAG REGULATORY OR LEC IDENTHYING INIGIRMATION) TAG | CROSS-REFERENCED TO THL APPROPRIATL "
DEFICIENCY)
F 224, Continued From page 46 F 224
P . g .
. This Requirement is not met a5 evidenced by: | foor2a
! Based on observation, interview and revurd ; I L Al other residents as well as those
 review, the facility failed to develop and : mentioned i his document have also

implement policies and procedures that prohibiled been re-cyaluited for the least
neglect. Seven out of 13 residents (resilents Ariciive resteaints or

CL1, 4, 8,9 10,11 and 12) and 6 supplemental redaction/elimination of preseint
residents (CL2, CL4, CL5, GL6, 14 and 15) restraints according to new
experienced muttiple falls. incidence »f individual fallZvestraint protocol mud policies
falls, within this sampled and supplemontal ‘ ulitizing present asscssment tools,
resident group, ranged from two to ten. Three of | 2. All new admits will be assessed e
the residents (resident CL1, 215 and $) sustained same manner. !
| serious injuries requiring hospital treatment. Five
of the residents (resident 9, 10, 14, 15 and CL6)
sustained actual harm as a result of falls and five held every week. To review
of the residents (resident 4, 11, 12, CL.2 and CL4): Restraints. Falls m.,"_ic; ,"’“,

had a potentiai for experiencirg harm as a result | [‘ fections an to {;MJF]‘, ol of

of falls. The facility neglected to develop, fully ; jmitions and iv estaniiad 1‘}]“0 ‘
implement and re-evaluate iniceventions lo avoid i action for residents identificd. Once
physical harm associated with falls. Dur 1o the | subsiantial compliance is cstablished

lack of nssessment and subscguent haria, the Quality A?Slmmu aecting will b
facility was found to be in Iminediate Jeopardy. ikt monthly. i

s

Quality Asstirance mechings will be

Findings include: ' ‘ : A4The DLON. wili kcc]} a .1,7,\ meident
. . S ; : Report Summary Log. This Jog will be
Observations: ! i reviewed every month in QA meeling to
: ; ‘

look for trends.

, On 9/22/04 from 3:10 AM until 6:05 AWM. a nursc

5. The Tisber program was inplemented
surveyor made the following observations the

that identifics residents thaut are high risk

|
1 Slell (Special Care Unit), 2 secured unit: i for falls. These Trees are placed on the
R From 3:10 AM until 4:11 AM, there was no facility | . wesident’s door. The stalf was inserviced
i : staff present on the SCU. on this program on 10/11/04, D.ON, will
, At 4:11 AM, a facility nursing assistanl came unto ‘ ' monilor,
the SCU. ' i
From 4:12 AM until 4:18 AM, there was no facility | i 6. D.O.N. has inserviced the night

shift and has made clear the need for i
At 4:18 AM, two facility nursing-assislants came a CNA on the unit at alt times, The i
onto the SCU. CNA’s on night shift rctate working

staff present on the SCU. ;
|

From 4:20 AM until 4:30 AM, there was no facility i i 200 halt or SCU every 2 hours
|
|

» stalf present on the SCU.
| AT 4:30 AM, three facility nursing assistarts

FORM CiMS-2567(02-99) Previous Versions Ohsolete 41B111 Weenunation  aort Pagz 47 of
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DLEPARTMLNE OF HEALTH AND FURIAL -
CENTERS FOR MEDICARE & MEDICAIL

LG

FOHMAPPROVED
OMB MO, 0938-030

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFE IERICLIA
AND PLAN OF CORRECTION IDENTIFICATION ¢ ABER:

465083

STRUCTION (X3) DATE GURVEY

I AN MULTINL CO
CORPLETED

ADULDING

12812004

STRELCT 200 :
1350 EAS

i rl_uxME OF PROVIDER OR SUPPLIER ‘
CASTLE COUNTRY CARE CENTER i

|

: . M. I GODY
T 300 NORTH

PRICE, UT 84501

came onto the SCU. ;
From 4:35 AM until 6:05 AM., there w:is no facility
staff present on the SCU. !

The SCU was cbserved by th:: nuraa suiveyor for
two:hours and fifty-five minutcs. During that time
period the SCY was! ‘observecd Lo be lefl

unattended by facnhty staff for two hours and !
forty-seven minutes. |

Rasident who experienced serious injny as a

{ result of falis included the follcwing:
|

. Resident CL1 was admitled {o the ooty on
! 1 1/1/01 and re-admiled on 1/22/072 win
‘ diagnoses which included diai

cystilis, congestive heart fa
prostate ceoncer,

RISt

A review of resident CL1's ma
s completad on 9/23/04.

O Was

A significant change Minimuin Data ot (MDS)
assessiment completed by facility staif on 7/5/04,

(x4) ID SUMMARY STATEMENT OF DEFICIENCIL S I D PROVIDER'S PLAN OF CORRLCTION i)
PREFIX (EACH DEFICIENCY MUST BI PRECEEDE BY FULL PRIEF) (EACH CORRI VE ACTION SHOULD B !
TAG REGULATORY OR LSC IDENTIfYING INFORMATION) TAG CROSS REFERENCED TO THI: APPROFIIATI |
DEFICIENCY) i
224 Continued From page 47 224 !

A Piurse Consnhant was hite
\mnpl\ withy the directed plan ol
correetion. Inservices were held 12 A0,

I 10/06/04 on falt and incident policics.
protocols, and as ment tools b RN
Consultant and DON. A Knowledge test
; piven to stalf in conjuncaion with
ces o restraint and
incident/accident. she has patticipaicd in
QA neelings

7.10.0.N. to monitor tracking and logs

i weekly.

% Medical records to monitar forms
i charts ynonthly via chart audits.

) The Above was integrated into 134
system en MO 14704,

I 10 The above (o be in etteet TIAS/04

documented! that resident C L'r had short and long ; Resident 711 was dischazced.
term memory problems + sKills for | !
daily decision making were wevoerely bopaned. i . §
The facility staff also documented thal resident i :
CL1 resisted cares. The facilily slalf documented | | ;
that resident CL1 was able to iransfer id i i
ambulate with extensive assiclance. The facilily
staff documented that resident CL1 had fallen ) ;
within the past 30 days andhe last 31 to 16 ‘ :
: days ;
| .
. On 1/3/04 and 4/6/04, faciliiy nurses completed
i the "Fall Risk Assessmoent/Side Rail & Restraint | | |
‘ Use" assessments for resident CL1. Onboth | | ;
LA assessments, resident CL1's assessed score i }
was "26", which indicated the resident was at a ; ‘
FORM CMS-2567{02-99) Previous Versions Obsolote 418111 IV continyaticn shoct Page 48 of 104
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Review of the medical record reveaicd that
resident CL1 had been residing in the facility SCU
until his transfer to an acute care hospital on
7/17/04.

\ .
On'3/23/04 at 4:00 PM, a nurse's note in resident
1 CL1's medical record documented the i.:llowing

L entry: "Found on dining room floor...”

On 3/23/04 at 2:00 PM, a faciliy nusse
documented the following on .
"lncident/Accident Report™: "...Resd (resident)
was found on floor of dining room. W/C {whee! |
+ chair) sitting at table..." |

0On 3/24/04 at 2:30 AM, a nuise's nole in resident !
CL1's medical record documented the following
entry: "...Pt (patient) found siiting on buttocks
beside his bed..."

On 3/24/04 at 2:30 AM, a {acilily nurse
documented the following on an
“Incident/Accident Report™ "...Aide responded to
yelling [and] found pt (patient) sitting on buttocks
on floor next to bed..."

! Cn 5/13/04 at 2:30 AM, a nurse’s nole in resident
‘l CL1's medical record documented the following
! entry: "Aide responded to bed alarm, found pt

| (patient) sitting on floor, next to be:i.."

|
| On 5/13/04 at 2:30 AM, a faciily rrsc ‘
: documented the following on ain I

|

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFF 1R/CLIA (X2 MULTIPLE CORSTRUCTION (x3) DAY
AND PLAN OF CORRECTION |7 IDENTIFICATION tutipER: , . cot
; A BUILDING e
) B. WING ’
465993 - /2812004
NAME OF PROVIDER OR SUPPLIER | STREET ADLIRESS, CITY. STATE, 2P CODE
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
PRICE, UT 84501
L (X4) 1D SUMMARY STATEMENT OF DEFICICNCIES I ) | PROVIDER'S PLAN OF CORRECTION e
' PREFIX (EACH DEFICIENCY MUST BE PRECEEDI 1) BY FULL BREFIX | (EACH CORRECTIVE ACTION SHOULD BE comPLETION
taG " REGULATORY OR LSC IDENTIFYING INFURMATION) TAG CRO$S-HEFERENCED TO THE APPROPRIATE N
; DEFICIENCY)
F 224 Continued From page 48 F 224
I . . Hy N .
L high risk for falls. i i
| '
A review of resident:CL1's medical record, i i
. i i
revealed that a comprehensive care plap, :
addressing resident CL1's high fail-risk, could not i I
be found in the medical record. |
4 R

i

rOﬁM CMS$-2667{02-99) Previous Versions Obsolele

4iB3111

If continuaticn shect Page 49 of 166



JUEART Vv eE O PHCAL TH AND B iann! 2

Cohl AP
CENTERS FOR MEDICARE & MEDIC A

OMI3 10, 0497,

HYATEMENT OF DEFICIENCIES (K1) PROVILIAYSUPE LR CLIA OO MULTIFLE CONSTRUL § DN
AND PLAN OF CORRECTION TOEMTE ICATION FIMBER. A BUILDING
465005 41282004
NAME OF PROVIDER GR SUPPLIER T ‘ (ATE, ZIP CODE i -
CASTILE COUNTRY CARE CENTER i i 300 NORTH
i 34591
O E SUMMARY STATEMENT ¢ s : 0 PROVIDER'S PLAN OF CORRECTION NS
PREFIX (EACH DEFICIENCY MUST B PORRUEEIX & ORRECTIVE ACTION 8HOULD BE ““'W}:,}‘v"‘
TAG REGULATORY OR LSC IDENTIYING INFC 1 ©IAG . CROBS-REFERENCED TO THE APPROPRIATI ont
: B i ' DEFICIENCY)
F 224‘ Continued From page 49 ’ F 224 |
|
""Incident/Accident Report™: "... Aide responded to i
+ bed alarm found pt (patlent) siting on fluor next to |
“bed... : ‘
i On 5/19/04 at 5:15 AM. a nurse's nole in resident | 1 i
{ CL4’s medical record documented the foltowing i ! |
entry: “Ft (patient) found sitling on butlocks ; ‘
leaning against bed, crying il hirts.." ; i i
|
: 1
O 5/19/04 at 5: 1JAM a facility nurse | |
documented the following i1 an I :
; "Incident/Accident Report": .. Aide found pt I
(paticnt} sitting on butlocks against stating e ) )
4 hurts?..” : '
. i
O 5/19/04, a physician docomented the following:
on a "[Facility's nama] Refenai Physician/Clinic”, ! '
"[left] hip.contusion- no fraciure seen.” | !
i On 7/2/04 at 5:45 AM, a nuts:'s note in resident |
CL1's medical record docu:nented the following |
entry: "Nurse found pt (pedioni) lying undor bied j
when entering room...[noJ =/ {signs anc
syiploms) injury. "
LOn 712104, a facility nurse decianontod thie }
i foilowing on a fax to residerd ClL1's physician, i
Yaur pt (patient)...was found nder his bed [at] !
10545 (‘) 45 AM)..[no} s/s (signs and syinploms)
injury.." i
- On 772104 at 5:45 AM, atacilily nurse i
documented the following on in !
“Incident/Accident Reporl™ ", .Nurse fouad pt f
(izatient) lying under rieath bed.string was & '
fong on alarm that it was stili cliached.. ' :
|
; i
FON 7/3104 at 2:30 AM, a nuiac's nole o resident . ]
| medical record docuncatod the fullowing i !
: "Pt {patient) found sitting on floor beside ! i
1B »|W CM3-2567(02-99) Previous Versions Obsolrte 413111 I cnntinuation feseUPage Dl of T
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CFNiERS FOR MEDICARE & MED
CTATEMENT OF LEFICIENCIES (X1) PRC
AHD PLAN OF CORRECTION DN

SN

.

. Pl WA PROVE
N

I OME P10, 0936-0301
¥

WPLE LICLIA {40 MULTIPLE SONSTRUGCTION (X3) DA RVEY

ATION NURIRE U e ome CORPLETED

"

{
i
I

Vo Wit
4G50 pEIG e

G/28/2004

THAME OF FROVIDER OF SUDPTER ’ [ STREET Al LOBTASE, 2P COL
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NOIRTH
FRICE., UV 84501
) i o PlOVIDE RS PUAN OF GORRECTION vy
[T AT {1 ACH CORIREGTIVE, AC IO LU D (3] ¢ "K'”,‘;I""“
i AG CROGS-RETERENCED TO THL AFPIOPRIA L "
i DIEFITIENCY)

iy D ] GUMMARY STA{EMENT O 1 (1011
IREUNEES i (AT DEY IS NCY M| LR N O B N
IAG RLEGULATORY OR LSC IDENT i Y40 1t

12224 Continued From page 50 - : =224

bed, alarm did not sound, na injuries noied. Pt
bed exchanged for bed [withi] side rais .
discourage pt from:getting oul of hud {

On 7/3/04 at 2:30 AM, a facility nursc :
| decumented the following on an |
“Incident/Accident Report™: " 1Pt (paticni) i
altempted 1o get out of bed, hod alarm lailed o |
' sound, pt slipped to floor. Mo injuiies, Bed i
i exchanged for one {with] side rails...Have: bed : i
alarm [checked]...": | '

On 7/17/04 at 7:00 PM, a nuree's nobe in resident | ;
CL1's medical record documented the fcllowing !
entry: "...Pt (patient) found on floor by his.bed on : 4;
{left] side. Pt turned on back,sfightty lilted fleft] | |
Heg.." I |

On 7117/04 at 4:00 PM, a faility nurse I
i documented the following o ain |
“Incident/Accident Report™: "._.Pt (patient) found , !
on floor next 1o bed...Found out [alter] centto ER : . : . I
“(emergency room) [left] hip tXd (fraclurcd)..”

A phone interview was held with a facility staff
nurse on 9/21/04 at 2:15 PM. She stated that é
resident CL1 resided on the special necds unit.
She stated that resident CL1 had constantly
chimibed out of bed. She furthes stated that
resident CL1 was a high fali risk.

An interview was held with a second facility nurse ;
on 9/22/04 at 3:15 AM. She slated that resident
CL1 was able to stand but not walk. She further ‘
stated that resident CL1 had side rails up when
ever he was in bed, as well as a bed alarm. She
further stated that by the time facility staff could
1respond to the bed alarm he usually bad afready
s falien. The facility nurse furibher stated that
“resident CL1 had many falls {rom his bed,

age L1
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AR

2. 0938

SN

0291

STATEMENT OF DEFICIUNCIES (X1) PROVID:
AND PLAN OF

CORRECTION IDENT 10

(X2} BIVLTIELE CONSTRUGTION

A pLDING

* WING

i28/2004

NAME OF PROVINDER OR SUPPLICR
CASTLE COUNTRY CARE CENTER

PRICE, JT 84501

SUMMARY STATEMENT 01 1)

(X1} 1D I I N PROVIDERS PLAN OF CORRECTION ]
PRUFIX (EACH DEFICIENCY MUST £ cri n( iy PULL Lobarrix (EACH CORRECTIVE ACTION SHOULD BE S
TAG 1 REGULATORY OR LSCIDENTi- YHIG INFORMATICN) | TAG ‘ CISS-RE £R[l‘_ CE NTAO TI“/IF APPROPRIATT ‘
) DEFICIENCY) |
F 224! Continued From page 51 : 1224 i
; I
Based on the documentation it was detenmined | |
that resident CL1 had 7 falls trom 3/273/04 until i ;
7/17/04. Two of the falls ccourred on the evening ‘ 1
shift and five of the {alls occurred on the night :
| shift. | ‘ i
! i |
; There was no documentation to provide evidence !
! hat facility staff developed interventions | i
individualized to resident CL1's necds 1 rediice i
his falls or to minimize potential injury. ‘
2: Resident CL5 was admitled to the [ndlilyon
: 1 4127104 with diagnoses which included i
i hypertension, retinitis pigmentosa and } ,
! progressive dementia with deliisions. ! P Resident €15 was discharged
} A review of resident CL5's 1o hical ronond wis !
| completed on 9/23/04. i
Angadmission MDS agsessinent complaed by .
facility staff on 5/10/04, docsaionied thal rosident ; \
L5 had severely impaired vision an that his ‘ : 1
: cognitive skills for daily decisiun making were i ;
. moderately impaired. The facility staff ‘ ;
documented that resident CLL required axlensive | !
ssistance with walking, dressing, toilsiing, and | ; .
personal hygiene but could transfer will: ‘ :
supervision and was independent for bl !
‘mobility. . The facility staff documented that, | | 1
resident CLS had nofall accidents in the: past 130 i
days I
’ i
On 427104, a faciiity nurse had compicted a "Fall | '
i Risl: Assessment/Side Rail & Restraint Use” |
sessment. The facility m locuented on
i the assessment a score of "21", whic inticaled !
. th;n resident CL5 was a high tall r|;,l<.
i i
On 4/27/04, an admission nuse's note rosld(,nl;
BRI CMS 41B11 If continuatic: ool Pane H2 ¢t 1t

2567(02-99) Previous Versions Chsol e



RTRVAYEN AR RN
(LNI[Rb

I
“Of MEDICARE MEDI( MD

VIATEMENT OF l)EFIC!LNCIES{ (1) PROY b M (X2) MULTIPL L CORSTRUCTION .
/\HD PLAN O.F CORRECTION s IDENI H HCATHOM 131 A BUILDING e CORPLETED
AP WING
46L09 - T T /28/2004

NAME OF PROVIETR OR SURPLIER | srREET ALt CITY, GTATE, ZIP COLL a
CASTLE COUNTRY CARE CENTER i 1340 EAST 300 NORTH
i PRICE, JT 84501

X310 GUMMARY STATEMENT (1 NEF l(‘lf" HES ! D PROVIOER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENCY MUST B [ I TIVE ACTION SHOULD Bt Lo

1AG REGULATORY IR LSC IDLNT A +1%10 It b4 110ty | T FERESLED O THE APPROFRIAT( ”

‘ DEFICIENCY)
=224 Continued From page 52 i 224

. CLE's medical record docurniinted the tollowing ;

entry: "...Pt (patient) uses walling stick with |
ambulation. Is leagally [sic) biind. Roquires 1 |
i person SBA (stand by assict) with all Ali's I
i (activities of daily living). Fawily notes that pt !
| (patient) is a falt risk and will atlenpi ' <o

activilies independently...”

A review of resident CLS's madical record, i
revealed a comprehensive caie plan dated !
‘5/19/04, addressing resident CL5's fail risk.
There was no documentation 1o evidence that the
comprehensive care plan had been updated by
facmty staff,

On 4/29/04 at 10 30 PM a nurse's note in
resident CLE'$ medical record documaenied the

i following entry: "When Res {resident's) son
came, he told RN (registered nurse) that he found :
i : pt {patient) on floor, sitiing 1ext to bed.. Nurse : i
v stated that sometimes it is better 1o let pt be- the : !
son stated that he didn't think 20 bucause be said : :
My fathier is blind [and] can't L left alone', Also
wanted to know where bed alarm was. Res has !
taken it off [and] it hasn't been found..” :

On 4/30/04 at 9:30 PM, a facility nurse: : :
documented the following on an i !
"Incident/Accident Report”: Rns (resident's) son : !
came [and] told RN {registerad nurse) that he

found pt (patient) on floor, siting nexi {o bed..." | |

On 5/21/04 at 2:45 AM, a facilily nursc | |
i documented the following on an :

"Incident/Accident Report™: "...Aide found pt '
(patient) sitting on floor in front of clesel." |

| :

|
! On 5/21/04 at 3:00.AM, a nuise's note i resident | |
| Cl.+'s medical record docuniented e loliowmg i
§ enuy: "Pt {patient) found silting on fluor nextto i
| | I i

TORM CME-26567{(02-99) Previous Versions Obeoleto A1 Honsination L Pavge 05 ol 106G




DEPARTMENT OF HEALTH AND H.
CENTERS FOR MEDICARE & ME[JI:

IO R APTRGVE D

OMB 110, 0U38-0491

i
J STATEMENT OF DEFICIENCIES (X1) PRC 4 !\ Y MULTY b CONSTRUCTION ‘(X'I) & SURVEY i
AND PLAN OF CORRECTION IDEN EFATION S i Il\ RNTTE ‘ it ‘
AB5LL t - B — I emniz004 g
NAME OF PROVIDER OR SUPPLIER T AREET At ) T
CASTLE COUNTRY CARE CENTEI ; 1340 EAST | .('n NORTH |
] i PRICE, UT 84501 !
- - - ———— ¥
XD SUMMARY STATEMENT ; ;
PREFIX (EACH DEFICIENCY MU PO e [ |
TAG | REGULATORY OR LGC IDEFTIVING [ Odid, HON;

i i i
F 2”’4‘ Continued From page 53 ; i ' 1
Feloset..." i | i
! ‘ ;
| On 5/22/04 at 12:15 AM, a fac Sty urse “
i documented the following o ! :
"Incident/Accident Report™. "7t (padand) yelling
Cin room. Sitting in chair fal} bodside. 1 am !
i {centimeter) skin tear to |ri albow. /10 ! ' !
{complains of) [right] rib pain. Pt slai- hafell, no ! :

one saw pl fall, or saw him o the grownd,.” : i
i +
SO B/22/04 at 12:18 AM, a niae's aoto i [
resident CLS's medical record docun aied the I
. fotlowing entry, "Pt (patienl? veling ! ;
Went in fand] pt sitling in chaii. Sl ! ;
Noj one withessed his fall v bing o e cround, :
“ 172 em {centimeler) skin e {0 [right! oibow. Pt |
cie: (complaing of) [right] rib paa. ‘ | ;
i D . . ‘ ‘ |
i “On 522/04 at 4:45 AM, a 1o g
+ CLE's medical record documanted the 1 | : : !
: s ¢ i '
“entry, "Pt{(patient) ret (returne:t) frons 1742 | :
{emergency roum) Dauqln rin lsw | |
" States he broke 3 ribs..." i !
i ' ; ! !
1’, "Based on the documenitalion, it was deiviminad !
lhal residen! CL5 hadd 3 falls from 430501 unts ; '
5/21/04. One fall occurred o the ovendng shift |
" and two falls occurred on the night =hiit. ! !
\ w :
' There was no documentatici to providle avidence ‘ . [
‘"that facility staff developed ndcrventions, |
| tndividualized to resident CL.1"s needs o reduce ! !
| his falls or to mirimize potetial injurs.. ‘ . ‘ !
a3 i ! ‘ l

|

i ’3 Resident 8 was ddnuned to he facility on } !
| 5/8/03 with diagnoses which iicluded cringestive ! |
1 heart failure, hypertension, pneumaria and ' Resident 8 wag discharged 9 i
Alzheimers. . i
i Resident 8 resided on the facility's SCU | 1 i
FORM CMS-2567(02-99) Previous Versions Ol:si AiB111 If contiruation ~Heet Page 54 of 105




ase

N R T ROy “ .
CENTERS FOR MEDICARE & MEDICALY
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LUIATEMENT OF DEFICIENCIES
AND PLAN QF CORRECTION

46508

(X)) FROVE RUSURTLR/CLIA
IDENTH ICATION HURETR.

(4 MULTIPLZ CORSTRUC FION
A BUILDING
. VNG |

v R A L
QIME 110, 0438-03¢ |
(X3) DAL SURVEY 1

CON LETED

LI2812004

NAME OF PROVIDER OR SUPPLIER
CASTLE COUNTRY CARE CENTER

STRLAUT ADDRISS, CITY, SIATE, ZIP CODI:
1340 EAST 300 NORTH
PRICE, UT 84501

<D |

! completed on 9/23/04.

|
| O 7124104, a quarterly MDS ¢
completed by facility staff. F

y stalf

The facility staff also documenited that re
wandered (moved with no ralinnal puipe
' seemingly oblivious to neads or safety).

| days.

On 5/4/04, a facility nurse con
Assessiment/Side Rail & Re

1aint Hsa®

‘ documenled on the ase nentas
» which indicated that resident & was ¢
risk:

Assessment/Side Rail & Restraint Use”

Q risk. -

a comprehensive care plan dated 5/4/04
documentation to evidence that the

* facility staff.

i .
| A review of resident 8's medical record wis

ssrent was

documented that resident & had short and fong
term memory problems and his cognitive: skills for
daily decision making were moderately impaired.

The

i facility staff documented thai rosident & was abie
. lo transfer and ambulate with independunce. The!
facility staff documented that rezident & had fallen | |
within the past 30 days and ihe last 31 1o 180 i

npletod a "Fali Risk

assessent for resident 8. The facility nurse
of "2

On 7/19/04, a facility nurse completed 2 "Fall Risk

addressing resident 8's fall risk. There was no

comprehensive plan of care had been updated by

On 2/29/04 at 10:00 AM, a nutse's note in

|
1
1
| Fozd
i
|
1

I

|

| ;
dent 8 ‘ |
i
|
|

) fall

assessment for resident 8. The facilty urze
documented on the assessment a score of "16",
which indicated that resident 8 was a high fall

Areview of resident &'s medicai record, revealed
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F 224] Continued From page 55 F 224
i resident 8's medical record documenled the i
' following entry: "Pt {patient) found siliing on .
ﬂoor..." ‘ :
N . i I
‘ 1 On 2/29/04 at 9:00 /—\M facility nurse ‘ i
documented the foﬂowmq i an :
HMncidentAccident Repatl”. 1L (paticni) w.s i !
| found sitting on floor next o Hed.,.” i :
I
S On 2129104, a facility nurse cosunetest the | I
fr)liowing on a fax to resider: s phiysioen, |
.tResident 8] was found silting on tha Noor IU‘/([ ! !
{0 his bed...tHe reports he just siid to (e foor.." | : ;
| . i
; On 3/19/04 al 5:30 AM, @ i ir's note i vesident |
+8's medical record documeiiod the {ollowing : i
: 25 found resident L ling on buiiocks b i :
L hed oit floor. " i :
+ On 2119704 at 5:30 AM, & faility urs : . 1
s docamented the following o om | I
"IncidentAceident Raport™ ™ P{ (patient) found !
i silling on fioor on buttocks, sivded he feliout of
| bed "
i
| On 3/19/04, a facility nurse docuinen: '~d the
fot!owmq on a fax to resident &'s phy«uisa, ‘
...Your pt (patient), [resident 2}, was tound silling .
on fidor on his buttocks...” ;
‘On 3/21/04, anurse’s note in 105 sident ' medical ! i
record documented the following entry: “...i°t !
(patient) found on floor in his room by NA i ,
(nursing assistant)...”" | ;
i . . : |
i On'3/22/04 at 10:00 PM, a fucility nusso : i
documented the following on ain ! ‘
"Incident/Accident Report": "...CNA (cestiiied ; ; ‘
nursing assistant) reports pt (patront) fourd down i |
on floor in pt's room..." ‘ |
i ,
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l
1

: aide, pt alert, quiet, not responding to

: docutaented the following on

i entry: "Visitor reported pt (paticnt) on foor in
' responding nurse found pt lying flat on

On 8/25/04 at 6:40 PM, a nurse's note in resident |
8's medical record documented the following
entry: "...Pt (patient} fallen in room on flcit] hip.. Pt
found lying on floor by aide on {left] hip [and)
arm..."

'On B8/25/04 at 6:40 PM, a facility nurse: |
4

documented the foﬂowmg on an !
"Incident/Accident Report™: "...Pt (patient) walked :

| into room [with] [zero] assistance. Aide walked by:

and found pt on floor on fleft] hip and arm..."

\
|
On 8/25/04 at 10‘24 PM, a nurse's nofe in i

: resident 8's medical record documented the

folicwing entry: "Pt (patient) toileting scif and
stood up took step fwith] pants down [anddj feli
agamst it out the door landing on floor in fronl of

Guestions.."

On 825104 a1 10:45 PM, a fawility nurse

Sit}
"Incident/Accident Report™: ..t (palient) was in ‘
bathroom foileting when he stood up he never
putled up pants, walked lost balance and feil
against bathroom door onto flor..."

Ori 8/25/04, a facility nurse documented the
following on a fax to resident 8's physician,
"[resident 8] had his second fail this evening [a] :
27245 (10:45 PM). He was lileting when he s(ood\
up, stepped [with] pants around ankles, lost
balance [and] fell against and out the door onto |
floor..." |
i

On 9/13/04 at 6:15 AM, a nursa's note in rexl ident |
8's medical record documented the following

‘F‘*,QRM CMS-2567(02-99) Previous Versions Obsi ,fn:‘«:
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STATEMENT OF DEFICIENCIES (X1} PROVIDURISURHLIZR/CLIA

T
(X2) MULTIPLE CONSTRUCTION

(X3) DATL SURVEY

backside..." There was no documentation that an|
{ "Incident/Accident Report” was comple.cd
regarding this fall.

- On 916/04 at 10:00 AM, a nurse's note i
resident 8's medical record documenicd the
following entry: "...Pt (patiers!) iound on loor of
rooin. 3 cm {centimeter) laceration to ieil]
eyebrow..."

On 9/16/04 at 10:00 AM, a lacility nurse |
documented the following on an
"Incident/Accident Report™ ", Pt (palicrit) lying in
bed, fejl out the left side, struck head on dresser,
3 o {centimeter) laceration 1o above eyebrow in .
furrow area..."

On 9/16/04, a facility nurse documented the
following on a fax té resident &'s physiciv:,
"...[Resident 8]- feil out of b ot (cevidimeter)
; laccration to [right] eyebrow. Hleri st

L applied..."

On 9/16/04 at 11:30 AM, a nurse's note in
resident 8's medical record documenied the
following entry: "Pt {patient} stiniding in doorway
of room. Cut tep of head, 1 |inch] laceiation..”

On 9/16/04 at 11:30 AM, a faciiity nurse !
documented the following on :
"Incident/Accident Report™: "...Pt (paticit)
standing in doorway of room, fell [and] struck top ‘
of head. | [inch]laceraticn to top of he nd Pt aI»o
c/o (complains of) fright] clavicle pain..

On 9/16/04, a facility nurse documented the
following on a fax to resident 4's physician,
.[[Resident 8] fell again, this [time] stiiking top
of head- has 1 [inch] laceration. Also /o
(complains of} [right] clavicle pain. Sentic ER

AND PLAN OF CORRECTION IDENTHICATION HUNDER; A BUILUING COMILETLD
. WING
465098 - e 612812004
NAME OF PROVIDER OR SUPPLIER STRELT ADD CIIY, 8TATL, 2}’ CODE ’
CASTLE COUNTRY CARE CENTER 1340 EAST 300 MORTH
PRICE, UT 84501
(X4) 1D SUMMARY STATEMENT OF DEFICHENGCH: ] | PROVIDER'S PLAN OF CORRECTION N
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!
; g |
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PREFIX (EACH DEFICIENCY MUST BE PRY
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F 224| Continued From page 58 F 224
| (emergency room) via ambulance for sutures .
J‘ [and] eval (evaluation).” i

: On 9/16/04 at 2:30 PM, a nurse's nole in resident
8's medical record documented the foilowing
: entry: "Pt (patient) ret (returned) from ER |
i : (emergency room) via [facility] fan. & staples to i
: [ top of head. | [changed] drey (dressing) to {left]
' eyebrow..."

71 On 9/21/04 at 11:00 PM, a nurse's nole in

' resident 8's medical record documented the

! following entry: "Pt (patient) slid out of his W/C
(wheel chair) this evening...”

On 9/21/04 at 9:00 PM, a facility nurse
documented the following on an : :
"Incident/Accident Report™: Pt (patient) was
trying to get out of his (whecichair) [and] slid to
the floor in the hall...”

i Based on the documentation it was determined
that resident 8 had 9 falls from 2/29/04 until
9/21/04. Three of the falls occurred on the day
shift, three of the falls occurizd on the evaning
shift and three of the falls occurred on e night
shifi.

There was no documentation to provide evidence
that facility staff developed intcrventions, !
indwidualized to resident 8's nceds to reduce his

falls or to minimize potential injury. \

|
) . . I
Residents who experienced nclual harn as 2 ‘
fresult of falls included the foliowing: i
I
|

4. Resident 9 was admitted to the facility on
4/27/04 and then re-admitted! {o the T ‘
5/19/04 with diagnoses which includind psychotic i

|
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: disorder, chronic edema, hypcthyroidi:
dementia, anxiety, hypertension and
disorder.

ynitive

- Resident 9 resided on the {suiity's SCU

Ateview of resident 9's medicat ioco
completed on 9/23/04.

s

An admission MDS assassmeitt compieied by |
facility staff on 6/1/04, documented that resident 9:
had short and long term memory problems and
her cagnitive skills for daily devision making were
moderately impaired. The facility staff
documented that resident 9 reruired supervision
with transfers and was able o amblate with

| limited assistance. The facility staff cucimented
that resident 9 had fatlen within the past 30 days.

A guarterly MDE assessmerii complete:! iy

' facitity staff on 8/28/04, documanted thai resident
9 had fallon within the past 30 days and e ast
|37 o 180 days.

On 07104, a facility nurse comploted a7 all Risk
Astessment/Side Rail & Re i
ssment for resident ¢,
nenited on the assessiie.s
shiindicated that resident 9 was

0
P

G 8/23/04, a focility nurse -
i Assessment/Side Rail & R
assossiment for resideni ¢ x
net decument a score o indicodo resident W's fall
sk,

A review of resident 9's imodic
a conprehansive care plan ¢
addressing iesident 9's fall ric.j

eccnd, revealed
w) G704

Nz s no

G CM-26G7(02-94) Provious Versions CGhaorsio

Resident 9 Fall risk score wdded jor
&723/04 ascessment comrlated and
adiled to care plan,

Resident has been put on the Vimber
program that flags residents high risk
for Talls.

Resident 9 luwd consent form upsted
with signatures 15/7/04; new choice
docurmented.

AL Bed entiapment up O
1. New phveical therapy evaluation
for restrafig sednction 9/29/04

C. Ramoved side rans ang
bed alarm. Bed moved sway ftom
wall.
1o Py

apphica

i evders vhited Foi6/ud

ALDOIN 0 v s el on
desctmenting skills on H 2y

A
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I 2241 Continued From page 60 224

ducumentation to evidenice Uiat the
comprehensive plan of caic fuud hean dprdated Wi
facility slaff. :

i On 5/2/04 at 11:30 PM, a nwiee's nole i resident

' 9's medical record documented the foilewing

s enlty: " .Nurse found pt (paticnt) on floor, !
L assisted to WC (wheel chair) and thix 19 ! 1
bed.. Fuund pt at 2400 (12 00.AM) s:ting on floor |

! by bed..

1 L Oni 5/2/04 at 11:30 PM, a f’il flity nursc ;
i i documented the following on : !
| "incident/Acsident Report™: ...t (paticnl) stated i
she wanted to lie down on ﬂooi from VW
! (whéelchair) pt later found lying on floor assis | ‘.
- to WC {andj lo bed found sitting on bullocks next | | i
\ |

|

i to bed 1/2 hr (hour)later..”

| On 5/5/04 at 6:00 AM, a nuse's nate in resident 1 !
! 9's medical record dogumented the foliowing ;
entry: "Woke-up at 0400 (4-0¢ AM)in momiryg ' i
[and] climbing OOB {out of bed) [and] ovar SR i
(side rails)..." There was no documeéntation that i
| ari "Incident/Accident Repor(” was compicted
;- regarding this fall.

On 5/27/04 at 1:45 AM, a nuise's note it res |dent
1'9's medical record documented the followsing
entry: "Found pt (patient) on bultocks between |
bed and wall, states she was climbing QOB (out | ; i
of bed) on that side when the bied shifted, c/o | :
- {complains of) [leftj knee pain..." i
I

} On 5/27/04 at 1:45 AM, a facility nurse

" documented the following on s
"Incident/Accident Report™: "...(patient) found

1 sitting on buitocks between bed and wali...Pt c/o ;
(complains of) [left}] knee pain. " |
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On 7/9/04 at 9:30 PM, a facility nurse '
documenied the following on :in . :
"Incident/Accident Report”™. "=l oul o hed at I | :
9:30 PM_." : |

On 7/10/04 at 12:00 PM, a nuise's nole in
resident 9's medical record Gocumenicd the
foilowing entry: "Documented in CNA (certified
nursing assistant) charling 7/9:04 thai pl (patient) | |
! fell out of bed at 9:30 PM...heen sitling Liorself on | |
the toor frequently the last few days. " :

On 7/19/04 at 6:30 AM, a nurse's note in resident
9's medical record documente:| the following ' . :
entry: "Pt (patient) found silling crous ogged on ! : i
flogr next to bed...[at] 0630 (G:30 AM) pl {und on i |
floor below recliner..." i :

i On-7/189/04, a facility nurce ¢ cumented the i |
i i foliowing on a fax taresident '1's physcian, " _fat] | : {
0530 (5:30 AM) your pt {padis 1, fresident Y] was | ' i :
found sitting cross legged o Hioor below raits on 1
her bed...[al] 0630 (6:30 AM) iund on finar below : |
recliner..." | |

|

On 7/19/04 at 5:30 AM, a facility nurse
documented the following on art :
1 "Incident/Accident Report™: “...aide found pt i
i {patient) sitting cross legg n floor {4d]

| bedside. . [left] great toe nail rirea had g fow gits
i {drops) of blood .."

1 On 7/28/04 at 3:00 AM, a nursz's nele i esident
| 9's inedical record documenticd the following
: entry: "Aide found pt-(patient) sitting cross legged
i on floor beside bed, pt states she does not krow
: how she got there, later she siatos she w
I of baing in bed [and] climbed oul. ¢
i e {centimeter) swelling are.a sinder old sanile
purpura on [right] antecubital..” |

FORM CMS-2557102-09) Previous Versions Obsoite 413111 I continuation = oot Pagn 6207 10
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F 224! Conlinued From page 62

On 7/28/04, a facility nurse documentod the
folfowing on a fax to resident U's physician,
“..Your pt (patient), [resident 9] was ot sitting
cross legeed on floor, SRX2 {sida rails lines
2)..Pthas 2 cm (centimeter) Lurnp under old
senile purpura on [right] antecubilal..”

On 7/28/04 at 3:00 AM, a facilily nurse
documented the following on i
"Incident/Accident Report™ ™. 1Pt (patient) states
she was tired of being in the bod so she climbed
out, pt was sitting cross legged on floor when
found by aide 2 cm (centimeter) swelling under
senile purpura [right] antecubital,..”

Based on the documentation it was delerrmined
that resident 9 had 6 falls from 5/2/04 unti
7/28/04. One of the falls occrirred on the svening
» shift and seven of the falls ocoured on the right
shift. :

that facility staff developed inlerventions,
individualized to resident 9's needs 1o reduce her
[ falls or to minimize potential injury.

5. Resident 10 was re-admitted 1o the facility on
9/19/04 as a respite resident, with diagnases
which included seizures, urinary tract infcctions,
neurogenic bladder, cancer of the prostale,
hypothyroidism, cerebral vascutar accident
(stroke) with psychotic and agitpted features, and
arthritis.

A review of resident 10's medical record was
1 completed or 9/23/04.

Resident 10 had muttiple stays in tie fagility for
Respite Care. During one of these stays from

There was no documentation o provide evidence |

i 224

I

Zesidert 10 was disciiayed.
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F 224! Continued From page 63 } F 224 i
L 6/7/04 to 7/14/04. an admission MDS | |
I'assessment was completed by facililty stuff.on i i
6/7/04. The MDS documenled that resitlent 10 ! g
Hadshort and long term memory probilons and i
+his cognitive skills for daily decision 1nating were .
‘ moderately impaired. The facility staff i
| dorumented that resident 10 was able to transfer ; :
| with extensive assistance and ambulate with : '
| extensive assistance. The facility stalf
. documented that resident 10 had no fall accidents '
iin the past 180 days. ‘
On 6/7/04, a facility nurse had complited o "Fall : ‘
I Risk Assessment/Side Rail & Roslraint Usze” 1 |
: assessment for resident 16, The faciiity nurse : i
i documented on the assessmant a score of 217, |
I'which indicated that resident 10 was a tigh fall |
! risk. 1
| ! :
% Areview of resident 10's medical record, |
srevealed a coraprehensiva oo plan lited ' | i
16123104, addressing residen: 175 fall rick. There | '
i was no documentation to evidunce it ihe ! :
' comprehensive care plan had heon updaied by i
i Hacility staff. | i
i
On 3/24/04 at 8:30 PM, a nur:e's nole in resident ‘ :
10's medical record documentd the fuliowing ; ; I
enly: "In DR (dining room), res (resicnt was ‘
! [with] granddaughter {and] fell, she 2ased him Lo i 1
 floor.." | :
| ! .
! On 3/24/04 at 6:00 PM, a facilily nurse \ ‘ :
L, | documented the following on s |
o "Incident/Accident Report”. "..Res (rusident) !
| began to fall [and] granddaughior easer him to ;
\ floor...." |
I
On 3/26/04, a facility nurse iocumented the }
following on a fax to resident 1i)'s physician, | ‘
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UL s vl | O HEAL TH AND HUsi Ay
CENTERS FOR MEDICARE & MEDICAID

OMR 10, 0938-03011

STATEMUNT OF DEFICIENCIES (X1} PROVILE
AND PLAN OF CORREC{TON IDENTH I

ll {

(X2) MULTIPLE CONSTRUCT 1OM
A TEILOING
BOWING

(%3) DAT:
COMPLETED

©/28/2004

iN/\ME OF PROVIDER OR SUPPLIER
CASTLE COUNTRY CARE CENTER
PRICE

UT 84501

STRECT ADDRESS. CITY, STATE, 2P CODL
1240 EAST 360 NORTH

i "...PL (patient) had a fall 3/.24/04 - o apparent |
injuries..." ‘

On 6/18/04 at 8:45 PM, a nuise's 1ot i resident
10's medical record documented the influwing
i entry: "ptipatient) crawied under soal et
restraint {and] fell on floor. [no] appatent !
injury...."

On 6/18/04, a facility nurse <locumentod tie |
following on a fax to residert 10's physician, i
".our Pt (patient) [resident 10] slid unider soft

waist restraint in w/c (wheelchair) [and] {cii. [no]

injury. Can we have something to help his i
agitation [and] for sleep. Resperdol [sic], ;
Remeron, Haldol nothing stiil lrics 1o ¢linb out of |
bed frequently at noct (night).. '

On 6/18/04 at 8:45 PM, alaui!y turse |
documented the following on en '
- Incilerviceident Report™ "2t (patin
under seatbelt restraint in wic ovheel ch
fell.."”

Yond] |

On 6/21/04 at 8:50 PM, a hurse's note ir: resident !
10's medical record documented the folluwing 1
entry: "pt (patient) pulled restraint over hvad, tried .
1o stand [up] [and] fell - lying (?) bed..."

: On 6/21/04, a facility nurse documentcd ihe
* foliewing on a fax to resident 10's phusician,
"...[resident 10] climbed under seat belt restraint |
Yl (for |

[and] feil on floor - [no] apparent injury
your information) again: Risperdal | Remeron,
Haldol not working. but [sic] about a sicepsr? or

| something. Constantly crawling ou: of hed at !
1.noct {night) - uses bed alarm too [and} i1 X 2
' (side rails times two)..."

[

On 6/21/04 at 8:50 PM, a facilily nursc

(X4} ID R[UMMARY STATEMEHNT OF 17 iy I PROVIDER'S 'LAN OF CORREGTION )
PRETIX (EACH DEFICIENCY-MUST GE 11 GLIZIL PREFIX {CACH CORRE 2 ACTION SHOULD BE o M[’;j—;"““‘
TAG REGULATORY OR LSCADENT! YI 163 INFCI A TAG CROSS-REFERENCE!Y TO THI: APPROFRIATI
; . | DEFICIENCY)
- 2, i e - -
F 2241 Continued From page 64 224
i I
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. documented the following on an
"Incident/Accident Report": "...Pt {patient) pulled
waist restraint over head in wic (whec! chair) .
[and] felt by bed..... )
On 6/22/04 at 9:00 PM, a nuirse's rmtr; in rcsxdcnt ‘
10's medical record documentad tha following
“entry: “...sat in front of nurses station in vi/s

! (wheel chair) {with} restraint. Got out o irestraint
and stood uUp - was walking holding onto chair -
i, . j.aide got by him and held hin: and eascd him to
flocr as he started to fail. Order from Dr (doctor)
Ativan 0.5 g mg po (by moutli) ghs (cvery night).”

i There was no documentaticn hat an
tlcident/Accident Reporl” was coni
regarding s fali.

C ERS FOR MEDICARE & MEDICAID © -
STATEMENT OF DEFICIENCIES (X1) PROVIDH IS (X2) MULTIFLE SONSTRUCTION X3) DAL BURVEY
AND PLAN OF CORRECTION IDENTIFICATION t4t A DD LETED
- IR s ettt e
BowiING
46599¢ i 512812004
NAME OF PROVIDER OR SUPPLIER i ST AGURESS, O Y, STATE, 77 CODE -
CASTLE COUNTRY CARE CENTER ; 1340 EAST 300 NCRTH
i Z, UT 34507
) AL
S i SUMMARY STATEMEN' OF 1) 0 | _PROVIDER'S PLAN OF CORRLCTION b
" PREFIX {EACH DEFICIENCY MUST BE: i+F oL PoPReEX | CH CORRECTIVE ACTION LD BE j oL o
1 TAG REGULATORY OR LSC IDENTH YING IFO! AL | I'AG | REFERENCED TO THE APPAOPRIATT AT
| DEFICIENCY)
‘ :
i T ”
F 224 Continued From page 65 | k224

\)n 751G 3:00 AM, @ nursts
rdical recerd documa
Aide responded fo velling fourd 1

(patient) lying on R (right) sice below 121t side of
bed, smali superlicial abrasion 2 (righd) k u”(,...f t
bed alarm secure, rermoved Dy pi

naote i dent
wed e feskowing

i ‘ On 7/5/04, & facifity nurse docurented the I

i foliowing on a fax to resident phy '

rvaur pt (patierit) [resident 10} wis fou

' R (right) side on floor below 1at.ad bod

standard ROM (range of moti 1), sur

! {centimeter) abrasion R (right) kn
i unclipped bed atarm.”

L On 7/5/04 at 3:00 AM. a faciiity nur.o i
| documented the following o an .
| “Incident/Accident Report": .. Aide reaponded to
i yelling found pt (patient) lying on R (1ight) side on i
| L (left) side of bed on floor, superficiat (1 em) '
| abrasion R (right) knee..."

| Resident 10 had another Respile 5:

FORM CMB-2567(02-99) Previous Versions Obsoleli 418111 I continuation
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CEN H R& FOR MEDICARE & MEDIC A OMB 10, 0938-0391
- — NN =3
STATEMENT OF DEFICIENCIES (X1) PROVIY B2 ‘(x;’) MULTIPLE GONSTRUG 1HON (X2) DATI SURVEY
AND PLAN OF GORRECTION JBENTHICATION 1 A BUDING COMIITED
. 3 7 —— -
A jit W _ R
46509 : 1812004

NAME: OF PROVIDER OR SUPPLIER
CASTLE.COUNTRY CARE CENTER

i
!
%
]

| IXHT"\‘[ '\- (N34
1340 +AST
PRICE, UT 84501

S, CITY. SIATE, 1P CODE
00 NORTH

(X9 1D SUMMARY STATEMENT OF DEFIC 3
PREFIX (EACH DEFICIENCY MUST BE PRICEF DED Y FLLL
TAG REGULATORY OR LSC IDENTI-YING INFORAATION}

D \' PROVIDER'S PLAN OF CORRECTION
PREFIX | (EACH CORRECTIVIE ACTION SHOUL D BE

TAG : CROSS-REFERENCED TO THI APPROPRIATL

| DIFFICIENCY)

X5 !
COMPLE THOM ‘
|

§ F 224] Continued From page 66

9/1 9/04 to 9/23/04. Review of resident 10's
i fcurrent respite stay's medical record was
i.completed on 9/23/04.,

There was no documentation of evidence of a
current Fall Risk Assessment or Falt Risk Care
| Plan for resident 10,

On 9/20/04 at 10:15 AM, a nurse's note in
resident 10's medical record documented the
following-entry: "Found in ronmy in front of W/C

i (wheel chair).” At 10:50 AM, the sam facility ~
nurse documented, "Told son when . came it
(sic) that he hit the back of his head. Snsall (?)
noted on-back of head. Wili contin. (conlinue) to
monitor for problems.” ' :

1 On 9/20/04 at 10:15 AM, a facility nuruc
i documented the folfowing on an

‘ “on floor in front of W/C (whu~l chair). Said he
i was looking for son. No apparent injury. Told
'son at 10:50 AM he hit back of head.. "

On 9/21/04 at approximately 4 00 PM, o nurse

bed against the wall and a side: rail up on the
open side of the bed. Resident 10 was pulling
himself to a sitting position with bolh of his legs
over the side rail. Resident 10 appeared to be
getting ready to climb over the side rail. His bed
alarm cord was observed to be approximately 18
inches long. The bed alarm did not cound unti)
he was at the edge of the bed, close to the
bottom of the bed, with his legs over the side rail

time the surveyor told an aide, who was in
another room, to help resident 10 so he would not
fall. The aide came into the room and asked
resident 10 what he was doing. Resident 5

surveyor observed resicdent 10 i his bed with the |

and his upper body was leaning forward. At that !

|
|

"Inc.d(,nl/l\ccrdent Report"; “..Found [n {patient) |

F 224 |
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L A bt VAL L ANDY g
CENTERS FOR MEDICARE & MED!

PO AL T RUVIZD
OMB 110, 0938-07391

1 ‘
TAG | CROSS-REFERENCED TOTHEAPPROFRIATE |
| i

DEFICIENCY)

STATEMENT OF DEFICIE (%1) PROMI 1/5UH? L (X2) MULTI L CONSTRUCTION (X3) DAT SURVEY
ANIDY PLAN OF CORRECTION IDENTHI-ATION IHEN TN co 3t
A BUILDING
AE50S0 BOWING 9:28/2004
NAME OF PROVIDER OR SUPPLIER {STRG T ADLDUSS, GTY, STATE, 7 _
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
PRICE, UT 84501
: i
(X4) 1D SUMMARY STATEMENT OF DEFICIENC! I PROVIDER'S PLAN OF CORRECTION ] (x2)
PREFIX {EACH DEFICIENCY MUST BE PRI DEL Y FULL i {EACH CORRECTIVE ACTION SHOLILD BE ca ‘f‘ : e
TAG REGULATORY OR LSCIDENTIFYING INFORMATICN)

F 224| Continued From page 67
'stated that he wanted to get uj,. He also stated
"This is hurting my leg. (pointing to the side rail
that his legs were over). The aide stated "IUs the |
side rail, let me pUt it dowh." The aide the helped !
him into his wheel chair and put his sofi wvaist
restraint on and affixed it t the back of ile whee!
i chair. ‘Resident 10 then staled, "o | noed that
there.” {pointing to the soft waist resiraint) The
aide stated "Yes, so you wilf bo safe.”

On 9/22/04 at 8:20 PM, a facility nurse was
"interviewed. The nurse stated that the "respile
gentlemen” (resident 10), feit ovar this woekend
while in a wheel'chair. She siated {hai he'was a
fall risk. The nurse stated that he crawled ot of
.| bed, had an alarm on and side raifs. She staled

that facility staff usually woul! catch him befere
going over the side rails.

“Based on documentation it was detennined that
resident 10 had 6 falls from 3/:4/04 w0 ©/20/04.
One of the falls occurred on the day shuit: four of
the falls occurred on:the evening shift. und one of
-the falls occurred on the night shift.

|
There was no documentation of evidence thad i
facility staff developed interventions, i
individualized 10 resident 10's neods ta reduce hls
falls or i minimize potential inpury.

6. Resident 14 was admitted (o th: i
12/2/03 with diagnoses which incluc ‘
fracture, insomnia, neurogenic: bladder, hon ‘
deficiency anemia and Alzhein:ors, i
|
i

Resident 14 resided on the hedity's SGU.

A review of resident 14's medical record was
completed on 9/23/04.
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DEPAR

CENTED

FAL I Ol HEALTH AND L
5 FOR MEDICARE & MEDIC

STATEMENT OF DEFICIENCIES (X1) PROY
AND PLAN OF CORRECTION IBENIE

LM APPROVE L
=10, 002360301

§

NAMEL OF

CASTLE COUNTRY CARE CENTER

OWING |
J

(R2) MULTIPLE CORSTRUCTION
Ao BUILIING

I+ SURVEY
BNEFED

4i2812004

PROVIDER OR SUPPLIER U TSTRIECT ADDIESS, CITY, ATATE, 210 CODE

1340 EAST 300 NORTH
PRICE, UT 84501

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT QF i I NCGH S ' ir)
(EACH DEFICIENCY MUST B I'RIICEEDU 37 #U1LL ! PRUFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORREC
CROSS-RE

DEFICIENCY)

(X5
IVE ACTION SHOULD BE o ‘ML;'/‘{]‘_]"’”
ERENCED TO THE ARPPROPRIATE !

F 22%44, Continued From page 68 : F 22

. A quarterly MDS assessment was compieted by
facility staff on 8/3/04. Facility staff documented |
that resident 14 had problems with his short term !
memory and his cognitive skills for daily decision |
making were modified independence. The facility 1
staff also documentéd that resident 14 wandered |
(moved with no rational purpose, seemingly
oblivious to needs or safety). The fucility staff
documented that resident 14 was able to transfer |
.and ambulate with limited assistance. 7 he facility ‘
staff documented that resident 14 had fallen with
. in the past 30 days and the fast 31 to 180 days.

I
| On 5/25/04 and 8/23/04, facility nurses completed
| the "Fall Risk Assessment/Side Rail & Restraint X
Use" assessments for resident 14. On both I
assessments, resident 14's assessed score was |
"23", which indicated that resident 14 was a high
fall risk.

A review of resident 14's madical record,

- revealed a comprehensive care plan dated
12/3/03, addressing resident 14's falt risi. - There
was no documentation to evidence that the
comprehensive plan of care had been updated by
facility staff.

' On 3/17/04 at 3:45 PM, a facility nursc
documented the following on an

i "Incident/Accident Report": "...Pt (patieit)

| climbed out of foot of bed, SR (side rail) present
} X2 (times 2) Fell on floor..." I

‘ On 3/27/04 at 2:00 PM, a nurse's note i resident '
| 14's medical record documented the foliowing
eniry. "Pt (patient) had fall kicked self over in WC |
(wheel chair)..."

i On 3/27/04 at 11:00 AM, a facility nuise
I documented the following o an

Resident 14 care plan has been
vpdated noting all listed incidences.

Resident has been put on

the Timber

program ihat flags residents hizh rish

for falls.

D.O.N. to have inservice on
documenting skills on 10/28/04.

1DT meeting 10/21/04 WIC
offective, resident
times and continually getv
assistance. Gait unstcad‘y.
while in W/C now applicd.

reimoves clip
ip without
Lap Buddy

alarm not

(
t
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Lo ARV ) OF FIEAL TH AND T
NTERS FOR MEDICARE & MEDICAID

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

(x1) PROY
IDENTIF

M HUMBER:

4650948

{X2) MULTIPLE O )TRU(J HON
A. BUILDING
L WING ___

/2812004

NAME CF PROVIDER OR SUPPLIER
CASTLE COUNTRY CARE CENTER

STREET ADDRESS, CITY, STATE
%1340 EAST 300 NGRTH
PRICE, UT 84501

-, ZiP CODE

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT ¢
(EACH DEFICIENCY MUST BE
REGULATORY GR LGC IDENT!

18] i PROVIDER'S PLAN OF CORREGTION

PREFIX

TAG CROSS-

PEFICIENCY)

(EATH CORRECTIVE ACTION SHOULD BE
REFERENCED TO THE APPROPRIATE

(%9
GOMPLE i10t1
DATE

'F 224! Continued From page 69
» "Incident/Accident Report”. "...Patient i WG |
- (wheel chair) kicked chair [; nnd] flipped WC qver
falling on back side. Red niirk on [left]
shoulder...

Or 3/31/04, a facility nurse document: >(1 Hh"
following on a fax to resident 14's ph
(palxent) climbed out of foot uf bad, SRX2
rails times 2 present. Found en floor..."
was ro documentation that an "Inciden
Report” was completed regarding this 1

bt
(S|de
There |
ccident i
il ‘

1 On 4/24/04 at 9:00 PM, a purse’s nole in resident

14's medical record documented the icllowing

centry: "JAL] 1630 (4:30 PM) v (resident) FOF
; (found on floor) in hallway ou oom- SR |

| {side rails) were both up- Ron i veling fand] |

! bruising fwith] scrapes above [.«Jhl] eye fand]

f scretetes to sm (small} finger on (right) hand,

L eyes unequdl, unreactive o figat.." i

On 4724104 at 4:30 PM, a tacilily nurs.
documented the following on an .
| "Incident/Accident Report™ °...Res (rosident) i
climbed over [and] around SR (side rail) [and] fell !
into hall- res found on [right] side [with] bruise
[and] swelling forming above [right] eye fwith)
dime sized scratch- eye unequal, unrcactive o
light..."

On 4/25/04, a nurse docume: 'ﬂvd the following on |
a "Referral Physician/Clinics”, "...Resident
climbed over side rail walked! mto hall ’,md] feil hlt
head 4/24/04 (1630) (4:30 PM;).. Pupits a
unequal [right] side not reactive: io lighr,,.”

On 7/4/04, a nurse's note in resident 14's medlcal I
record documentad the following entry: "2t !
i (patient) found on floor crawling out from PVC |
‘ (merry'walker) chair... i I
I

F o241
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1 On 7/4/04 at 6:00 PM, a fac
+ documented the following on ) !
| "Incident/Accident Report™: ™. Fotiul on floor i
1 crawling out of PVC chair.."

i On 8/3/04 at 3:00 PM, a nurst's note in :'éci«.!‘en't
1 145 medical record documeiiiad the foliswing

i entry: "Pt (patient) found on tiooy in nexi room

| fron his, lying agairst bed in e [sic) walker
i lipped aver.."

LOn 9304 at 2:00 PM, a facti nuree
documented the following oy o
"Incident/Accident Reporl”: "t (pationt) found
or floor in next room over, Yy« againal bed,
inside mearry walker tipped

- On 8/3/04, a fa«:iiity.mr
Ioliowing on a fax to resideid i !
"..Your ptipatient) [resident t- l] wans f(mnd on i
floor in metri [sic]- walier..." '

On 8/24/04 at 9:00 PM, a nur:.'s note: in resident |
14's medical record documenii d the i >ll(w|nq |
cniry: "TAY 1915 (7115 PM) res {resident) was |
found lying on back in his rootn next to window,
stated hit his head...”

On 8/24/04 at 7:15 PM, a faclity nurse
documented the following on an
"Incideni/Accident Report™: “...Res (esident) i
found fying on back in rm (room) nexl to window,
stated hit head... 1
On 9/14/04 at 5:00 PM, a nurse's note in resident !
14's medical record documanicd the following
entry: "Pt {patient) found on floor [with| a i
fall...One smafl bump on top of head noted, bump | :
on [right] temple..." !

i) Af’Eb«ﬂL NT OF DEFICIF%NCIFS {A2) MULTILL CONSTRUC O
i/\N[) FLAN OF CORRECTION [ s
N oW i
U 46580 | CIRI2004
H - ! . -
NAML OF PROVIDER OR SUPPLIER STRECT AR 5, CITY, S5TAT &
CASTLE COUNTRY CARE CENTER i 1340 EASE 300 NOTH
: . PRICE, UT 84501
4) 1D SUMMARY STATEMENT ¢ 191 F1 ; R o oo
FIREFLY (EACIH DEFICIENCY MUST BE DEVFULL L PROFIK UL A Comm
TAG REGULATORY OR L5C IDER T ECHMATION) [V el O THE APPROPRATL | '
; EFICIENCY) :
F 224, Centinued From page 70 o L Fo24)
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CENTERS FOR MEDIGARE &

R Y AT

QRAR 10 DY38-0

STATEMENT OF DEFICIENCIES (X1} PROVIDI MU T L GO TR (XA SURVEY
AND PLAN OF GORRECTION IDENTIFE A BUILDING CORTLEILD
WING - _
NAME OF PROVIDER OFt SUPPLIER i ' ! <, ZIP Cobt
CASTLE COUNTRY CARE CENTER ‘ TR41 TAL .1 1()0 POITH
14 S B
g (X SUMMARY STATEMIENT U ED O b
P PREFIX | (EACH DEFICIENCY MUS Y EULL ,uuu 0O BE j GaRDLE tcr
TAG REGULATORY OR LSC IDENTIFYIr LTHON) APFROPFIATT [
iF 224! Continued From page 71 |
. i
| On 9/14/04 at 4:15 PM, 4 facilily nurse | ! ‘
documented the following on an. o .
[‘ "Incident/Accident Report". "... Pt (patient) tipped |
' over to [fight] side in merry walkor inroom. 1. 2 ! !
Ix 4 cm (centimeier) abrasion 7. Reddenod area | :
[atright] temple. 3. Abrasion (1 x 2 cin) [at vight] | |
wrist..." ! | ;
! I
i On 9/14/04, a facility nurse documaniod the ‘
| foillowing on a fax to residenit 14's physician,
"..[resident 14] took a fall in 1+ is ; i
room- fell on {right] side, hit his; head [ar '} pinned | ] ;
[right] wrist under chair.. i en top o i | !
[and at right] temple . " ‘
{ | Based on the documentzlion i : | '
i that resident 14 had @ fay I | i
1 - 6114704, One of the f: i : ‘
i s shill, six of the falls oscurron oo e pight 2h |
) and ong of e fails did Y !
doeumentaiion as to whal time s oncuind !
‘ : |
' There was no documentation 10 provide « i
s that facility staff daveloped interventions, '
sindividualized to resident 14s hocds to uduce his ; Reddent £ Physical resimiat st !
falls or to minimize potential iy, ‘ ; updated 1012704
L . it . A. Orders obtoined for phyvsical )
i r//( /0015"‘( 0t 15 wads sadmittod " I”'V “‘_’“’"”\ _(,)” ) therapy io v;‘-u\.‘(llu;xlx: on W ’,‘“/U':
- B/8101 with dlggnOSn; which included Al-heimers, 13, Orders obtainerd (o De 510 on :
Cdyspnea, angina. anxioly and erhythmies : LO/G5/04 and spply Tow bed vith Fed
; ! by a1 Addv when ap :
| Resident 15 resided on ihe L i P ‘”,,.1 ".‘15‘ buddywhen up in :
i } hecl chatr 1n wdated witl '
ated wiih
| Areview of residrent 16's metiical record was l:]ts::l:)g[ ':i < ‘::]C(lp[:ll‘l ::"\ ——
(:qmpleted on 9/23/04. Resident has been pul on the Timbe
: Aquartedy MDS assessment was complz.ad by : rogEam that flogs rezicents high ik
- facility staff on 7/8/04, documented that sosidon! o falls. |
i i 15 had problems with her short and e term !
i i : J

.
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Lz ARMILA Ut
CENTERS FOR MEDICARE & MEDI(:

FRUALTHAND T3

F ol AR IOV

x1) PROVE S RISULELE
OFEN AT b

STATEMENT OF DEF) CIES
AND FLAN OF CORRECTION

AB50UB

S MULTHRE

COMSTRULTION

.| facility staff docurhented thal resident 1 was
able to transfer with supervision and nmhulate
with limiled assistance. The {acilily slaff
documented that resident 1% had fallen within the |
past 30 days and the last 31 10 180 days. }
On 4/20/04, facility nurse completed a “Fall itisk |
Assessment/Side Rail & Reatrainl Us
assessment. The facility nursasdocumented on
the assessment a score of " 16", which indicated
i llja@ resident 15 was a high il risk

1On 7/19/04, a facility nurse started a "Fall Risk
: Assessment/Side Rail & Resiraint Use”
i passessment. The facility nuise documented on
© Tthe assessment a score of “24Y, which bificated
| that rosident 15 was a high foh risk.

3 A review of resident 15's medicai record,

| revealed o comprehensive cire plan datad

I 2116/04, addressing resident 18'; fall risk. There .
was no documentation to evi-tence that the

| comprehensive plan of care had been updated by ‘

| faciiity staff.

; On 4/22/04 at 8:30 PM, a nurze's note in resident
i 15's medical record documeitind the {ofiowing

| entry: "Found on floor next to hed. Side rails fup]
i sm (small) red area on back [at} center

; waistline...

‘ Oni 4/22/04, a facility nurse ducumented the
| follewing on a fax to resident 15's ph an,
£ "...[resident 15} found on floor [« be

1 Qn 4/22/04 at 8:30 PM, a facility nurse

‘ documented the following ¢ an
| "Incident/Accident Report™: " Found

1

on fioor

T $2BI2004
MAMLE OF FROVIDUR OR GUPPLIER : SEATE, QB CODEE '
CASTLE COUNTRY CARE CENTER I 300 NORTH
| 84501
LAy I SUMMARY STATEMENT GI DEF 604 141t 0 T T PROVIDER'S PLAN OF CORRLSTION TR T
PRIFIX (EACH DEFICIENCY MUST BE PHIUGELDE G By £l PREFIX (- ACH CORRELTIVEE AGTION SHOULD BE g
IAG REGULATORY OR LSC IDENTIFVING IMFOs R ATION) TAG | OROBE-RLFIRENCED TO THE APPROPRIATL. | *
: DEFICIENCY) i
| - \
s I 2247 Continued From page 72 22240 ‘
3 i term memory and her cogrilive: skills for daily | I
o decision making wera modeaiely impaiiod, The ; |
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CENTERS FOR MEDICARE & MEDI ] L OME © i), 093P-139 |
STATEMENT OF DEFICIENCIES (X1) PROVI U i () N LT CONSTRUCTION (X33 DATT SURVIEY
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F 224! Continued From page 73 I X
! beside bed. Sm (stall) reddi:iicd areson back |
| [at] waist line..." i
I

On 5/30/04 at 7:00 PM, a nures's nole i
15's medical record documaented the.fo

entry: "Res (resident) FOF (iound on floory in rin ;
i (room) next to bed..." |

On 5/30/04 at 6:40 P\, a facibly nurs.
documented the following on an
, "Incident/Accident Report™: .. Res {resident) |
found on floor in rm (room) next to bed...” | |
e ‘ ! I
On 5/30/04, a facilify nurse decumented the ‘
following on a fax to resident 15's physician,
*[Resident 15] was found on floor [at] 1840-(5:40
PM) 5/30/04, it is unclear if v fell,””

- On 6/3/04 at 10:00 PM, a nuisg's noli: in resident
! 18's medical record documeiited the {oliowing

“entry: “...Found on floor [at] 0 (3:50 YY) |
{ 8iiting on bottorn..." There was ne ;
"documentation that an "Incident/Accideri-Report”
] was compleled regarding th : fall 1

On 6/21/04 al 10:00 PM, « e nse's nole in !
resident 15's medical racord 1ot :
following entry: "Resident
bed, was up in wheelchair, 1
- sliding dowr wall.."

On €/21/04 at 10:00 PM, a 1.l
documented the foliowing on .
"Incident/Accident Report™ .. Wanled to get out
1ot bed- was up in W/C (whaet chair) i front of ‘

| |
"

| nurses stalion- got up and slid down wall.. . ' |
|

W nures

R ! On 7/9/04, o facility nurse doctrnented the
i foilowing on an "incident/A ant Report™
| " Fellin DR (dining roorn) al 15 PM, 17 : I
! ! |

. S —

FORM CM3-2067{02-99) Pravious Versiors Obsleis 4181 Feontinuation ot P e 74t 1557

i




i LA AND g e FATROVEL
FOR MEDIGARE & MED : __ . o OMB CDU3B-010
STATEMENY CFICIENCIES ¢ (X2 MUL FIPLE COHST RUCTIGH (X3) DATE BURVEY
AREY PLAN OF CORREGTICHN DL AT o CORCTETLT
L WING "
I £i28/2004

S CITY, STATE. 210 Coni:
& 00 MORTH
PRICE, UT 84501

FARMET OF PROVIDER DR SURPLIER i
CASTLE COUNTRY CARE CENTER !
|
]

{EACH G

- 224 Conlinued From page 74 224 ;
(patient) has sat herself on flcor soved timey |

. hobody witnessed fall.." | |

| i

I

| On 7M10/04, day shift, a nur.o's nole i sident
i 15's medical record documerited the taliowing
entry: "CNA (certified nursing assistant) repasted
to'nurse the res (resident) had fallen on 7/9 eve
(evening) shift, 7/9 CNA docursientod \(hl' wirig)
‘fell.in DR (dining room) at 9:15 (9:15 Leve |
nurse assessed pt (patient). U has sat norsell |
t down on the floor several tirmc:s in the past, |
12

nobody witnessed fall..."

Lo ; ' i
| On 8/3/04 at 8:30 PM, & nurse's noie in rasident |
15's medical record documentad the following 1
entry: "Found on floor in DR (dining roo:

On 8/3/04 &t 8:20 PM, a faciity nurse : s ‘
documented the follgwing on an : : :
’"Inmdent//\ccndent Report™ "..Pt (paticnt) ro me |

{sitting on floor in dmmg room.." !

Oh 8/3/04, a facility nurse dosumeite: | e . I
following on a fax to resident 15's physician, !
"[Resident 15] was found on the floor in DR

(dining room), " '
i I
I |
Based on the documentalion it was determined | :
that resident 15 had 6 falls from 4/22/04 i ! i
8/3/04. All six of the falls cccurred on thi: avening | I
shifl. ' :

There was no documenitation i provide evidence !
that facility staff developed interventions, | ;
individualized to resident 15's 1:eeds o reduce
her falls or to minimize potenti::| injury

i

1 6. Resident CL6 was admitied o the lacilityon 1
5/17/04 with diagnoses whicl included :
pneumonia, CVA (cardiovascular accident or . I

Resident CiL 6 was discharped.
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F 224" Continued From page 75
"stroke") with depressive features, inliacranial
hemorrhage, and pronressxm Alzhaimer's

disease.

A review of resident Ci.6's midicat record was
completed on 9/23/04

An admission MDS assessment completad by
facility staff on 5/30/04, documented (ht resident
CL6 had short and long term memory problems
and that her cognitive skills for daily decision
making were moderately impaired. The facility
staff documented that resident CL6 required

| extensive assistance with transfers, amtulation,
eating, toilet use and personal hygienc. The

g facility staff documented that resident GL6 had no

fd" accidents in the past 106 days.

h | On‘5/17/04, a facility nurse wileted a “Fall Risk
" Assessment/Side Rail & Re: tUse”
i assessment for resident CLG. The facility nurse
documented on the assessiicat a soore of "177,
; which indicated that residen: ¢ L b was o high fall
frisk. |

A review.of resident CL6's medical recor,
revealed a comprehensive cone plan dalad
6/3/04, addressing resident Cl 6's falt ri
{-was no documentation to evidence thal the

- comprehensive plan of care had been updated by
- facility staff.

There

L.

On 6/18/04 at 10:00 AM, a nurse's note in
resident CL6's medical record documerniad tie
~ fellowing entry: "Aid [sic] reported pt (patient) slid
out of hath chair. Skin tere [sic] susteined io [lef]
parm." There was no docuneniation that an
Incident/Accident Report” was complotod
{ regarding this fall,

F 224 |
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F 224‘ Continuerd From page 76 : P24
1 On 6/18/04, a facility nurse dosumentod the

following on a fax to resident ¢;1.6's physician, i

"...slid out of shower chair on (o bottorm, Ukin tear |

io feft arm below elbow..."

} On 6/24/04 at 6:00 AM, a nurse's note in resident
CL&'s medical record documanted the following |
entry: "Pt (patient) being toilelod when siiting
down she missed seat [and] sat on floor between
wall [and] toilet without injury soparent,.."

On 6/24/04 at 6:00 AM, a facility nurse
documented the following on - : !
"Incident/Accident Report™ .t (palicet) i
assisted to toilet, aide then lefl to get bricf pt sat
| down {and] missed toilet seat sitting down on
floor..."

Qn 6/26/04, a nurse's note inrosiden! CLG's
medical record documented the following entry:
) "Had anew [sic] incident. [faciily aide] went into
- her room and found her sitting on fioor next to
bed..." There was no documentation that an
"Incident/Accident Report” was compleled
regarding this fall.

On 6/28/04 at 12:00 PM, a nurse’s note in ; : : !
‘tresident CL6's medical record documented the - | ! 5 |
follawing entry, "Pt (patient) found sitting on floor | i !
in front of wic (wheelchair). Said ‘I slid out of | . h
chair..." There was no documaontation that an 1
"Incident/Accident Report” was completed i
|
\
|
\

regarding this fall.

'On 717104 at 10:30 AM, a facility nurso

! documented the following on an : |
{ “incident/Accident Report™ ™. It (palient) slipped | i
i out of restraint, walked to door of room find] slid

i down wall to floor..." I
i .

|

i
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On 7/25/04 at 2:00.PM, a nurse's note o resident \
i CL&'s medical record documenicd the following i
pentry, "Found pt {(patient) lying on foor. " |

On 7/25/04, a tacility nurse documented he : i
following on an "Incident/Accident Repoit®: ! .
"...Found patient lying on floor. Chest restraint ‘
stilf attached (o chair..."

I
L On 7/26/04 at 8:00 PM, a nur: &'s note. in resident | |
CLE's medical record documunted i following ' ‘
entry: "After shower CNA (carlified nursing !
assistant) was getting her stippors out of closet ;
i and [resident CLB) got aut of « hair (shower chair) |
‘ and fell on [left] buttocks...” ;

P On 726104, a faciity nurse documaonto” the
fokowing on an "Incident/Accident iRepon
" Adter shower aide turned to gel slippots from
elosel. Pt {patient) got up & . el
I hipfbuttocks- no bruise yet. Skin tear Jief:] i
| elbow.." |

On 7/29/04 at 5:30 PM, a nurse's nc'e in resident
CL&'s medical record documeiited the loilfowing |
enlry: "Pt (patient) untied restiaint stood fup]
nurse caught pt to break fall, w/c {(whoelchair)
landed on pt (patient) sm (small) skin tear fright]
clbow..."

On 7/29/04 ot 5:30 PM, a laciiily nirs |

documented the following on an I |
| "Incident/Accident Report™. "l (paticiit) untied ! '
- restraint from w/c (wheelchair) stood up- Nurse
. caught patient to break fall, wh: (wheelchair) fell
on pt caused sm (small) skin tear [right] elbow..."

On 8/22/04 at 11:30-AM, a nutse's nole in
resident CL6's medical record documentad the i ;
following entry: "Pt (patient) feund with wheel j 1
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F 224| Continued From page 78 I OF224)
; chair tip over on her. Restrainls were siill on.." } !
: |
On 8/22/04 at 11:30 AM, a facility nurse ' o
documented the following on.an
““Incident/Accident Report™: .. .Found pl (palient)
| in room tipped over in whee! chair restrainls were :
| stillon.."

L

‘ Based on the documentation, it was determined
i that resident CL6 had 9 falls from 6/1%/64 untit !
8/22/04. five of the falls occurred on the day shift, !
two of the falt occurred on tho evening shift, one | ‘
of the falls occurred on the night shift and one of I

the falls did not have any documentation as to 1
what time it occurred. |

There was ro documentalion 1 provide ovidence
that facility staff developed intcrventions, i ; .
individualized to resident CL6's needs (o reduce . Resident 4 Bed entrapment updatzd
her fa's or to minimize potentisi injury on 9/22/04. :
A. Order for physical therapy re- i
Residents who had potential for expeiieicing | evaluation for restraints 9/29/04
harm as a result of falls includod the following: | update.
. : B. De scat belt while up in wheel \

9. Resident 4 was admitted {o he facifity on i chair, . I
11/28/04 with the diagnoses of pre-seiiie } C. Ordered low bed, with bed al_m-m !

dernentia, Aizheimers, falls, and hypoihyroidism. i and wheel chair alarm oun 10/06/04
! . D. Physical resiraint consent updated
A review of resident 4's medical record was ; 10/07/04,
completed on 9/23/04. ! . Monthly Summary... D.O.N. (o

i jnservice all nursing sta(f 1/28/04 on
|

A quarterly MDS assessment dated 8/21/04

) documented that resident 4 i1ad short and long

! term memory problems and hur cognitive skills

: for daily decision making were moderatoly

"l impaired. The facility staff documented that
resident 4 was able to transfer with limited

- assistance and ambulate with limited to extensive
assistance. Facility staff also documented that -
resident 4 had a fall:in the past 30 days and the : for falls.

documenting skiils.

1. Order obtained 10/00/04 to De )
SRs. )

Resident 4 care plan updated with fall
dates applied. -

Resident has been put on the 'l unl?L'r
program that llags residents high risk
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F 224

1 Assessment/Side Fail & R

Gontinued From page 79
last 31-180 days.

On 2/24/04, a facility nurse completed o "Fali Risk
Assessment/Side Rail & Restraint Use

i agsessment for resident 4. The facility iurs
i documented on the assessment a score of
which indicated that resident 4 was a high fall
risk.

On'5/25/04, a facility nurse completed a "Fall Rlsk
Assessment/Side Rail & Restraint Use"
assessment for resident 4. The facility nurse
documented on the assessment aiscorg of 217,
which indicated that resident 4 was a high fail
risk. ‘

On 8/16/04, a facility nurs

> compleled
aind U

assessment for resident 4. The facibty nurse
ducumented on the assessrent a scare of 119,
: which indicated that resident 4 was a high fall

k

; A'review of resident 4's medical reoord, rovealed

i a somprehensive care plan dated 11/28/04,

1 addressing resident 4's falf ris'<. There was no

| documentation to evidence th:t thoe

" cornprehensive plan of care tad been updated by

i facility staff.

|

1 On 12/12/03 at 10:00 PM, 2 irrse's pote in
resident 4's medical record decuinented the
[llowing entry: "CNA (certified nuis istant)

| i reported finding Pt (patient) o floor nexi 1o whc
(wheel chair)..."

i On 12/12/04, a facm(y nurse docurment
1folluwmg on an "Incident/Accidont Hepao 1™

} "...CNA (certified nurses : Nl repaited
| hmhng pt {patient) on floor sitiing bekw wic

dthe

ol Rishc

|
| |
|
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F 224| Continued From page 80
(wheel chair) on her buttocks "

On 12/31/03 at 2:30 AM, a nuisa's pole n
resident 4's medical record mesed e
following entry: "pt {patient) {ound knweeting on
floor heside bed states 't don’t know few 1 gol
here’ no injuries noted.."

On 12/31/03, a facility nursé documeniud the
following on an "ncident/Accident Ropeos L™
(patient) found on flooi beside i
nated pt states 'l don't know tiow | goi fiera, bed
glarm:-had been removed..."

sident
wing

On 1/3/04 at 10:10.AM, a nur.&'s note i r
14's medical record documentud the foilo
toor of 12!

entry: "pt (patient) found o:
(vathroom) Belt réstraint re:
stated she was going to BR and Jost be
sliding down the dogr to ihe Huor.
noted 61t} upper Back front

[t

balance

On 1/3/04 at 10:10 AM, a faciity nur..o
+ documented the following on «in
Incident/Accident Report™ "..pt (paiiont) stated

! batance sliding down the door .

'

On 1/3/04 at 6:00 PM, a nurs?

s note in s esident
4's medical record docume the {cllowing

entry. "..some cfo (complaints of) bk upper
discomfort.”

] On 1/9/04 at 5:45 AM, a nurse's note in resident
| 4's medical record documented Hie following
entry: "aides found pt (patient) on butlocis

! between we (wheel chair) [and] toilet, pl states

! she was moving to we when <he slipped and fel!
. to buttocks, denies pain..."

she was going to the BR (baitiroon) and lost her
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F 224, Continued From page 81 F 224

| entry: '

-1 bottom of bed [and] fell striking right sic~ of
Lhead .. Type of injury Hernaloma.. "

On 1/15/04 at 5:40 AM, a nurse's no'e in resident

I
I
On 3304 at 4:15 AM, a nurse's nole i resident 1
|
|
|

On 1/9/04 al 5:45 AM, a facility nurse
documented the following on an ‘
"Incident/Accident Report™ "...aides found pt .
(patient) on buttocks belweon we (whooel chair) |
[and] toilet, pt states she was transferrng to we ‘ !
when she stipped and fell to flnor. Plwi was up |
against sink...”

4's. medical record.documentcd the Inllowing
entry: "found sitting on floor below bod, bed raits | |
up X (times) 2.." : ! i

I

On 1/15/04 at.5:40 AM, a facility nurse
documented the following on .n
"Incident/Accident Report™: "..pt (patent) found
sitting on buttocks below lefl bed comr, states
she doesn't know how got there, an] s/s
(signs and symptoms) injury. ol confusid
crawled out [at] end of bed...”

4's medica{ record documeiled the following
-.found pt (patient) on floor laying on
[right] stde pt c/o {complains of) bump on [right]
side of head above ear, slighl swelling noted, [no]
abrasion...will monitor for 72 [hours] [withl neuro
ck (check) [secondary] head burnp.”

On 3/3/04, a facility nurse documented the |
following on an "Incident/Accident Report™:
*...aide responded to light found pt {patent) on
floor on right side, pt stated she climbed over

\
| \
On 3/3/04, a facility nurse documonted on a fax to] i
resident 4's physician, "Your pt (patient), fresident I
4] was found on fright] side o Boor Letow bed. pt

“stated she climbed over bolicen of bt B i
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224, Contnued From page 62
sustained small bump on [ri i} side o
above ear..."

[IeE

On 3M7/04 at 9:30 PM, a nnise's e i iesident
4's medical rocord documenad the jot
fentry: "found pt{patient) on loor by Gt
“states she wanted up [and] &01..."

. { Qnr 317104 2t 9:30 PM, a fadiity nuree
s documented the foltowing oi: o
" "Incident/Accident Report™ PL{pstient) got solf
oob (out of bed) [and] shid 1o Eoor - urneen
sincident..”

| record documented the following entiy: "t
| (patient) found silting on flocad "

On 5/22/04 at 8:00 PM, a faaiily nure
documented the following or: -in

| MncidentAccident Rapont™. " Found ¢ oo by
member of kitchen staff menher. "

O 5/31/04 at 3:00 PM, a nurse's ale in resident |
tA's medidal record documetited (e following |
entry: “pl (patient) found on feur Ly b, pt
slates she slid out under w/c. (wireel chair)
restraint, tried to put self to bed.."

documented the following o an !
"Incident/Accident Report™ "...pt (pationt) found
on floor by bed - states she sfid out.of ¢hair
restraint {and] was trying to put self to bed "

On 6/30/04 at 6:00 AM, a nurse’s nolc in resident
4's medical record documented the following
entry: "During routine end of shift bed checks
aide found pt (patient) sittiney cross leyged silting
on the floor...."

PRICE, UT 8450

iy
| PIREEIX
i TAL !

Cn 5/22104, a nurse's note i1 wside s 4's moedical |

On 5/31/04 'at 3:00 PM, a facilify nurse ' | !
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A UHDING

465098 R 13612004
’ = SV BIATE, ZiP CONE
1340 EAST 300 NORTH
PRICE, UT 84501

NAME OF PROVIDER OR SUPPLIER
CASTLE COUNTRY CARE CENTER

(X4 D ) SUMMARY STATEMENT OI D) 0 PROVIDER'S PLAN OF GOt b
PREFIX 4 {EACH DEFICIENCY MUST BE PIRECELHLD 11 FULL FREFIX G (EACH CURRECTIVE AT ‘ "l“,\j,” "
TAG: REGULATORY OR LSC iDEN (IFYING INFORMAT ION) \ TAG | CROSS-REFERENCED T¢ AT
‘ ! i GEFICH
— N . e ; ~ [ A T e
F 224l Continued From page 83 : £
|
|

On 6/30/04 at 6:00 AM, a facitiy nurse ; :
' documented the following on .n ! .
| MIncideni/Accident Report”™ . Alde
(palicnt) silling cross Iegged Lolow oo side of
bed below hed rail...pt removed hed clavin. " |

sed on documentation it «
zsident 4 had 10 falls from
One of ihe falls occurred en
the falls occurred on the eve
i the falls occurred on the nigii !

vied that

i
! . .
i | fesidont T Entrpinent risk updater
I There was no documentation of evidencn that ; it

} f? .“?V S‘“.” deveiopgd |ntelrv<'nt|()ns, 3 A. order for physical restrasnt

‘ mdlvu,umilzr;d x_')vresuien'_ 4's needs to reduce her | wvatuation per phiysical therpy
Tails or o minirize poterdial i jury. )

B

B. Pvatation compleled por physicis
Iherapy H20004,
: C. Reconnended Deting SR7sapyy
} hed alarm. Keen Jap brddy due 1o

.10 Resident 11 was admitted b the
L 8/2104 with the diagnoses of caliulitic of face
1 alrial fibrillation, hypertension, congesitive heart |
I faiiure with anxious features, nd edonia. i
I
|

ity on !

i palient request
. Order:

: i i , 5 . ed 104 o D
. Acreview of resident 11's medical recond was

| completed on 9/23/04. ‘ SR sed dlumappled.
| . 5. Mrrse to (loumm‘li Woeekdy 1(,(1,1
An admission MDS assessment cornpicied by i notes of resideni’s ability (0 nn\(:
i fagility staff on 8/15/04, documented thut resident ; and replace fab buddy and a0 not
11:had <hort term memory jsrohiems ard her ; enty rend.
cognitive skills for daily decision making were . | DO N o hold inservies on

moderately impaired. The facility slaif |
documented that resident 11 was able 1o tansfer | :
with extensive assistance @ ambulaic on the
unit with supervision. The facility stall
documented that resident 11 i:ad no fit necidents
in the past 180 days. ‘

2804 cover
107281044 ¢ wvering docutacitaton,
skitls.Fesident 11 care it up
with al' incrdonees.

daled

Resident has been put o the i
program that flags residonts high rist;
for faljs,

On 8/2/04, a facility nurse cotnpleted o "Fali Hisk
Assessment/Side Rait & Rextaint Una”
assessment for resident 11. 1 he faciity nurse
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DEPARTMENT OF HEALTH AN HUMAN ‘v; M /\""l\ N

CENTERS FOR MEDICARE & MEDICAI e B
GTATEMENT OF DEFICIENGIES (1) PROVIG RSUPHT & 1L A (52) AL DU CONSTRUC HON
AND PLAN OF CORRECTION TEN B 1AL U, o HUDR
465038 BWING o 12812004
‘ru}\r\;\‘[va’ PROVIDER OR SUPPLILR ' R | f:h([?,‘}'m‘ A(Ivl Y, \li‘*, e conn T T T
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
! } o PRICE, UT 84501
xain SUMMARY STATEMLAT (1 LT ) PROVI IR PLAN OF CORRI CTION oy
) OPREFIX (EAGH DEFICIENCY MUST Bi 1" i PREFIX (: G oML
[ VYR REGULATORY ORLSC IDENTIFY il IAG 58-REH ERENCED T0 THL APPROPRIATH P
" i DEFICIENCY) :
F zz4‘ Continued From page 84 COF24
documented on the assessrivnt & scop of "23", ! .
which indicated that resident: 11 wis, 21 h gh fail !
risk. )
Areview of resident 11's micd !
revealed a comprenhensive « |
8/25/04, addressing resident I 15 1.. tinle i'hom : :
was no documentation to evidence | 3
tcomprehensive plan of care Lo l)ur‘.. U'u'«'\‘()d by i !
!acility staff. |
On 8/56/04 at 3:15 AM, a nursr s nete in resident ! : i
11's medical record docuniemiod the iollowing :
entry: "Aide was assisted pt {nationtj anbukate o' !
; bathroom, &s he reached to i on it \
Hight, ptlost batance {with] w.ther foil bickwards i
"hitting back on wall fand] sfi! oor, wiiking (left] | |
"dewsal artoon garbage can s well an [ rib | i
| caga causing skin tear o [l 87 dorsal um and ! .
i redness to rib cage...." Thel o | i
| decumentation that an "Incid:mUAcei: lont Report” |
| fonm was completed regarding this (ail. ! |
3 On 8/19/04 at 9:00 PM, a nur:.¢'s not: in resident
112 medical record documcnted e lollowing
lentry: " walked by pt (patient) room {und] found |
} her lying on fioor... i :
| t 1
On 8/19/04 at 8:30PM, a facmly nurse ! |
| documented the following on an :
"Incident/Accident,Report™: "..Walked Ly room, f
| found pt. (patient) laying on fioor.." i ‘
| |
b l On 8/27/04, a facility nurse documentad on a fax ; i
' . toresident 11 physician, "l {ound pt. (patient) lying | ;
! on floor when | walked by her room. Sie had no } i I
s/s (signs and symptoms) of injuries...tap belt ! ; !
s restraint was'stilf attached to-wheelehan. She } ‘ !
i staled she had [no] pain.” I |
: i i |
! ‘ ‘ i

)
Y i " g
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(SR
465008 Lme SRR 012812004
| NAME OF PROVIDER OR SUPPLIER [ STREET ADGRESS, CITY. STATE, ZIP COLE
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
o - | PRICE UT 84501
{X4) 1D SUMMARY STATEMENT OF LEFICIENCIES j\ n PROVIDER'S PLAN OF CORRECTION . (X"
PREFIX (EACH DEFICIENCY MUST BE PIRECEEDED 1Y FULL I PeoFX (ACH CORRECTIVE ACTIGN SHOULD BE COMPLL e
TAG REGULATORY OR LSGC IDENTH-YING INFORMATION) | TAG CROBS-REFERENCED TO THL AFFPROPRIATE i "
' : DEFICIENCY) !

On 9/4/04 at 11:30 PM, a nurse's note in resident
11's medical record documcnied the following |

entry: "pt (patient) found on tioor. States she |

slipped trying to return to bed from BR | ! !
(bathroom}..." } ’

-On 9/4/04 at 11:15 PM, a facility nurse 3 i |
documented the following on an ’ v
“Incident/Accident Report™: "...pt (patient) found
on floor in Room states 'l got up to go tn the
bathroom and fell when | tried to get back into
bed'..."

|

|

. |

F 224} Continued From page 85 ) : F 224 }
i

|

l

Based on documentation it wiis determined that
resident 11 had 3 falls from 8/5/04 to 9/4/04. Two'
of the falls occurred on the cvening shift and the | '
other fall occurred on the night shift. ‘

There was no documentation of evidance that
facility stalf developed inteiviitions,

{individualized to resident 11's needs to reduce !
- her falls or to minimize poteiitiad inju: |

11. Resident 12 was admitted to the facility on
1728104 with diagnoses which includad left BKA
(below-the-knee amputation), arleriosclerosis,

hypertension and pre senile dmentia,

On 9/20/04, during the entronce tour of the
facility, a facility nurse stated that residont 12 had
fallen after she had her leg amputated because

| she would forget the leg was gone and iy {o

" stand up.

! Op 9/22/04 at approximately 10:26 Akl resident | ; ‘
: 12 was interviewed by a nurse surveyor. : i i
i Resident 12 was able to recount the recent
i events of herillness. Residenl 12 stated that
' “ when she came back to the tactlity afler her
\; | amputation she felmany times: “eight times in

: !
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DEPARTMIZNT OF HEALTH AND HURAAN

CENTERS FOR MEDICARE

& MEDIC/]

PO ARV

I

|
H

ane day right over there in that corner”
12 was asked what action the tacility ad mken
ailer the falls to "keep you sain or help you®.
Resident 12 replied "they kel ddju\,im(’ my
medicine”.

A review of resident 12's madical record was

:| completed on 9/23/04.

A Medicare 5 day MDS asscssment completed
by facility staff on.2/4/04, documented lhat

| resident 12's cognitive skills for daily docision

making were modified indépendent. The facility

. staff documented that resident 12 required

extensive assistance with bed mobility, transfers,
dressmg toilet use and personal hygit The
facnldy staff documented that resideni 12 had
fatten within the last 31 to 180 days.

On 3/23/04, a facility nurse completerd 2 "Fall Risk
Assessment/Side Rail & Restraint Use”
assessment for resident 12. The facility nurse
documented on the assessment a score of "17°,
which indicated that resident 12 was a high fall
risk.

On 7/1/04. a facility nurse completed a "all Risk
Assessment/Side Rail & Restraint Use”
assessment for resident 12. The facility nurse
documented on the-assessment a score of "19",
which indicated that resident 12 was a high tall
risk.

A review of resident 12's medical record,
revealed a comprehensive caic plon daled
2/17104, addressing resident 12's fall risk. There
was no documentation to evidence that the
comprehensive plan of care had been updated by
facility staff.

Resident

\

i

Resident 12 care plan has been
updated with all incidences re-fails.
A. Resident 172 was assessed for fall
risk and restraints, none were necded
at this time,

Resident has been put on the Timber
program that flags residents high risk
for falls

Bed moved against wall per resident
request. No side ruils on bed.

Physica! Therapy working with
resideni with her prosthesis to )
improve balance to decrease fall risk.

OME MO, 0938 0
STATEMENT OF DEFICIENGIES X1) PROVU S 14SUP1 (73) DAGE SURVEY
ANL) PLAN OF CORRECT ION IBER T GATION HUR LI COLPLEIED
o 12812004
NAME OF PROVIDER OR SUPPLIER FSTHRUET ABLI 6, TITY, 1A TE, 716 CODE -
CASTLE COUNTRY CARE GENTER 1340 EAST 300 NG ITH
i ] PRICE, UT 84501
X | SUMMARY STATEMENT O DETIIENGH & o PROVIVER'S PLAN OF CORRECTION e
PREFLC EACH DEFICIENCY MUST BE 1 CELULD Ve BULL PREL X {EACH CORRECTIVE ACTION SHOUILD B ""ML')’X} e
TAG REGULATORY OR LSC IDERTE (NG iMFUIEA TION) TAG CHOSS-REFERENGED TO THE ARFROPRIATL B
| DEFICIENCY)
b £ 224 Continuad From page 86 R
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F 224| Continued From page 87

On 3/20/04 at 9:30 AM, a facility nursc
documented the following on an

' "Incident/Accident Report™: "...CNA (cortified
nursing assistant) reported pt (patieni} fell to fioor 1
i'? \ .| [and] hitting stump:to [left] log while attempting to
{ stand. Pt c/o (complains of) sharp siooling ;
pains, to knee...".

" 1 On 3/22/04 at 10:15 PM, a facility nurse
documented the following on an
"Incident/Accident Report™ "...Attempling to

.| transfer to chair alone, wheelchair slid she landed
on floor on knees then bottom...Sore on right and
left] knee..." ‘ !

On 3/29/04 at 10:30 AM, a facility nursc
documented the following on an

"Incident/Accident Report™: "...Patient up [without]:
asking for assisiance opening blinds {and] - ;
fell...mild c/o (complaints-of) pain..." ,

On 4/14/04 at 2:00.PM, a nuree's nole i resident
12's medical record documenled the Icllowing
entry: "Res (resident) tried {o transfer herself from
bed to W/C (wheelchair), res Ias been confused
the last while..." There was no docuiticntation
that an "Incident/Accident Report® was completed
' regarding this fall.

On 4/17/04 at 7:00 PM, a nur::e's note i resident -
12's medical record documeriied the lollowing
“entry: "[at] 1830 (6:30 PM) res (resident) was
found on floor next to bed, re: states 'l tlipped out
of bed', appear res rolled out of bed, r¢s states
she hit her head.."

On 4/17/04 at 6:30 PM, a facitily nurso
documented the following ot an
"Incident/Accident Report™ "._.Res (recident)
states '{ flipped out of bed', it cppears roz rolled
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RUSUPTLIFIRICLIA

465098
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A BUILDING
B WING
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©/28/2004
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(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCITS
(EACH DEFICIENCY MUST BE PHECELDE 17 12y FULL
REGULATORY OR LSC IDENTIFYING INFORATION)

i D PROVIDER'S PLAN OF CORRECTION ' (X0

i PREFIX (LACH CORRECTIVE ACTION SHOULD BE ! COMD’X{{T‘U"
i TAG CROSS-REFERENCED TO THE APPROPRIATE :
|
i

DEFICIENCY)

F 224

|

Continued From page 88
out of bed- res very confused, disoricnted- res
lethargic at fall- states she hit her heud, .

On 4/20/04 at 11:45 AM, a nurse's nole in
resident 12's medical record documeniced the
following entry: "Found pt (patient) to side of bed

#+on knees...Noted pt had tried to transfer

herself...Blanket [and] pillow were under pt knees
when she was found..." There was 1
documentation that an "Incident/Accident Report"
was completed regarding this fall.

On 5/16/04 at 10:00 PM, a nurse's rote in
resident 12's medical record documented the
following entry: “[at] 2115 (9:16 PM) res
(resident) FOF (found on floor) next lo closet..."
There was no documentation that an
"Incident/Accident Report” was completed
regarding this fall.

1 On 6/11/04 at 2:30 AM, a nurse's nole in resident

12's medical record documented the foilowing
entry: "Aide responding to noc (night) noise

found pt (patient) on buttocks on floor states she

was transferring to WC (wheeichair) to toilet
when WC overturnéd and dumped her 11 her
knees and then to floor...C/O (complains of )

i knee pain..."

; On 6/11/04 at 2:30 AM, a facility nurse

documented the following cn an
"Incident/Accident Report™ "...Pt (patient) found
on buttocks on floor stated she was transferring
to we (wheelchair) for toileting when we
over-turned striking knees c/o (complaints of)
stump pain..."

Based on the documentation, it was determined
that resident 12 had 8 falls from 3/20/04 until
6/11/04. Three of the falls occurred on the day

F 224,
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i

(X1) PROVIILRIS (%3 DAL SURVEY
AND PLAN OF CORRECTION IDEN T IEATION Hi AT e COL#LETED
46507 f e 12812004
NAME OF PROVIDER OR SUPPLIER Uorane r ADDY LY STATE, P COD
CASTLE COUNTRY CARE CENTER 1240 & DU HORTH
PRICE, T 84501
(X4 i) SUMMARY STATEMERN i PROVIDER'S PLAN OF CORRECTION o
PREFIX | {EACH DEFICIENGY MUST| FHELIY CTION SHOULD BE Gomn EE‘ B
TAG | REGULATORY OR LSC IDENTIFYING INFGIM A1 0N} TWe | uov -REFERENCED TO THE APPROPRIAVE '
' DEFICIENGY) |
F 224! Continued From page 3 F 224 :
1 shift, four of the falls occurred on the evening |
shift and one of the falls occurred on the night ‘ i
shift. | i i
There was no document‘ tion to provirde evidence ! ‘
that facility staff developed inlerventions,
individualized to resident 12’s needs to reduce |
her falls or to minimize pbt( ntial injury :
i
12. Resident CL2 was Ladnutted to th facility on |
8/24/02 with the, diagnoses of prostate cancer,
congestive heart failufe, gsthing, insulin i snt CL2 was discharged.
dependant diabetes mel tus, and Parkinson's
disease.
! . i
¢ Areview of resident GL2]s medical rocord was |
- complaied on 9/23/04. | ;
| |
A significant change MD SR TGIAIN ; | |
compieted by facility staff oo G/3/04, documented i :
that resident CL2 had short it forg ten : ! !
memory problems and his ¢ > daily ! ; '
decision making werg moderalely imp-ired. The | |
facility staff documented tha2t resident CL2 was :
able to transfer and ambplat ‘
e with extensive assistance. Facility siaff
documented that resident CL.2 had a fall within -~ |
I'the past 30 days and theflast 31-180 days. i
) ) 1 |
A review of resident CL2's medical record, | ! i
revealed that a "Fall Risk Assessment/Side Rail & 1 ‘
Restraint Use" asseasmam addressing resident !
CL2's fall risk, could ot be found. | | !
| |
A review of resident GLZ s medicai record, I :
revealed that a comprehgnsive care plaa, ; ! ;
addressing resident CLZs faili risk, couti not be ‘
found. i i
| i
" On 3/25/04 at 2:15 PM, [a facility nuice ; :
FORM SMS-2567(02-99) Previous Versions | Qrol:lix ABii If contimntion et Page 00
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STATEMENT OF DEFICIENCIES (/(1) PROVIDLRISURFLIEL A
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(X2) MULTIELE CONSTRUCTION

A BUILDING

(X3) DAT

|
CASTLE COUNTRY CARE CENTER ' l
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T 84501

HGEN 10 T
DEFICIENGY

)

465093 WOWING 2812004
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GIrY, SYATE, ZIP CODE
1340 EAST 300 NORTH

x4 | SUMMARY STATEMENT ¢ DEFICILHE 1
PREFIX | (EAGH DEFICIENCY MUST BE ORIFGEEDE ty FULL '
TAG ! REGULATORY OR LSC IDENT i |
i
F 2?4\ Continued From page 90 |

documented the following o ten |
: "Incident/Accident Report™: . &1 {puticat) leaned |
- over in w/c(wheel chair} to pict sometining off the
{ floor [and! slid out of wic - lasi-ing on butincks .

On 4/12/04 at 10:00 AM, a ity nurse !

documenied the following or i )

"Incident/Accident Report”; Pt (paticit) stated |
{ he fell onto buttocks while tryirg to walk back 1o
i bed from bathroom. .

On 4/14/04 at 2:45 AM, a facility nurse i
| documented the following on an i
| "ncident/Accident Report™: ".Pt (pationt) found

i lying on back in doorway to 13 Room fhathroom),
| states going to BR (bathroor) when he xIerod to
} his buttocks and then laid bacl on fioar. .

| On 5119/04 at 2:45 AM, a facity e
| documented the following on - ;
! "Incident’Accident Report™: ..t (patieni) found |
lying supine in street clothes. incket b :if I
on..states [left] arm hurts...

On:5/20/04 at 10:00' AM, a faaility nur.oe '
documented the following on i i
“Incident/Accident Report™: "2t (patient) found
or: floor by side of bed. Said h«- slid out of bed.."

On 5/26/04 at 5:40 AM, a nurse's note in resident
CL2's medical record docurnented the following If]
| entry: "pt (pahent) found on floor, states, || was

"I getting up'..

On 5/26/04 at 5:40 AM, a facility nursc
documented the following on m
"Incident/Accident Report™: Pt (patient) found
on floor [at] 0540 (5:40 AM) thlﬂs ‘I was getting
up..!

L
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STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLILR/CLIA

(X2) MULTIPLE CONSTRUCTION

(€3) DAT:: SURVEY

On 5/27/04 at 7:00 PM, a nurse's note in resident
CL2's medical record documented the following
enlry: "pt (patient) found on floor by bexi..."

{ On 5/27/04 at 7:00 PM, a facility nurse
documentaed the following on an :
“Incident/Accident Report"; "...Pt (paticnt) found i
on floor by bed. States he tried to get [up]..”

! Based on documentation it was determined that ‘
| resident CL2 had 7 falls from C/25/04 to 5/27/04. ‘
Three of the falls occurred on the day shift, one of :
the falls occurred-on the evening shift and three !
of the falls occurred on the nignt shift |

There was no documentation of evidence that
facility staff developed intervoitions. |
individualized to resident CL needs to reduce

hiis falls or to minimize polentiz injury. |

13. Resident CL4 was admittod to the facility on
4/30/04 with the diagnoses of intestin:ii |
obstruction, pure hyperchalestorolemia, !
hypertension, and constipation. "
|

A teview of resident CL4's medical record was
completed on 9/23/04.

A significant change MDS assessment,

completed by facility staff on :/13/04, :
documented that resident CL4 had short and long |
term memory problems and his cognilive skills for .
daily decision making were moderately impaired.
The facility staff documented that resident CL4
was able to transfer and ambulate with extensive ‘
assistance. The facility staff documenied that
resident CL4 had fallen within the past 30 days.

On 5/18/04, a facility nurse corplotad # "Fall Risk!
i Assessment/Side Rail & Resti aint Use.”

|
i

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMALETED
B WING
465098 T T T 9/28/2004
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
' PRICE, UT 84501
(Xd) 1D SUMMARY STATEMENT OF DEFICIENCILS ) I PROVIDER'S PLAN OF CORRECTION j x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FURJ. | PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE : m"{;}tﬁjlw
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TC THE APPROPRIATE |
| DEFICIENCY; I
- - i
F 224| Continued From page 91 F 224 I
|
|

Kesident CL 4 was discharged.
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{CENTERS FOR MEDICARE & MEDICAID

UM ALEROYVL D
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}STATEMENT OF DEFICIENCIES (X1) PRCVIDIR/SURRLY
AND PLAN OF CORRECTION IDENTIFICATION Ny

{X2) MULT IPLE CONSTRUCTION
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COLY

Lizgl2004

NAME OF PROVIDER OR SUPPLIER
CASTLE COUNTRY CARE CENTER

STREET ADDRESS, CITY, GTATE, ZIP CODE.
1340 EAST 300 NORTH
PRICE, UT 84501

PROVIDER'S PLAN OF CORREGTION xm

! assessment for resident CL4. The facilily nurse |

| documented on the assessment a score of "8",

| which indicated that resident CL4 was & low fall

| risk.

|

| A review of resident CL4's medical recosd,

i revealed a comprehensive care plan daled

| 5/18/04, addressing resident C1.4's fali risk.
There was no documentation (o evidence thal the

! comprehensive plan of care hv:d been updated by

i facility staff.

On 5/11/04, a facility nurse documented one of
resident CL4's falls on an "Incident/A cic
Report™: "...Resident was in I {zhy!
therapy) rest room got off of
trans
in reach P/T (physical therapy! «
roca...."

wl} was
If. Cellight was
staff was in

On 6/26/04 at 11:45 PM, a nuime's noio in |
resident CL4's medical record document:d the
i following entry: "Pt (patient) found on floor in
front of chair [with] door closed, states he slid to
floor.”

On 6/26/04 at 11:45 PM, a facitity nurse
documented the following on an
“"Incident/Accident Report": "...pt (paiient)
removed bed alarm [and] climbed over bed rail..”

Based on documentation it was determined that

P resident CL4 had 2 falls from 5/11/04 to 6/26/04.
One of the falls occurred on the day shift and the

other fall occurred on the evening shift, |

There was no documentation of evidence that
facility staff developed interventions,
individualized to resident CL4's needs to reduce
his falls or to-minimize potertial injury.

x| SUMMARY STATEMENT CF | {5 5] .
PREFIX | (EACH DEFICIENCY MUST BE i 'R C 3 FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE WM{;”‘”’ noes
TAG | REGULATORY OR L8C IDENT iriG INFOLMATION) TAG CROSS-REFERENCED TO THE APFROPRIATL !
‘ DEFICIENCY}
N - 7
F 224 Continued From page 92 224
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TAG
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)
PREFIX |
TAG
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COMPLETION
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{EACH CORRECTIVE ACTION SHOUID BE
CROSS-REFERERCED TO THE AFPROPRIATE !
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F 224

. know what the nurses might need to watch for.

i decline in the falls since March of 2004,

\
|

Continued From page 93
Interviews:

On 9/22/04, a facility nurse who worked the SCU
was interviewed. She stated that usually when a
residont had a fall a nursing assistant witnessed
it. She stated that the nursing assistant would get
anurse. She stated that the nurse would then
complete an assessment of the resident. The
facility nurse stated that an assessment consisted |
of assessing for injury, mental status ano vital
signs. She stated that after a resident
experienced a fall, it would be passet on to the
next shifts and the resident would be charted on
every shift for 72 hours. The facility nurse further
stated that the nursing assistants sce the most so
they were the ones who would let the mrses

On 9/22/04 at 12:40 PM, thy: DON was ‘
interviewed. She stated that whien a resident had !
a full they were to be assesuod by a aurse, the
doctor and family were to be cailed, on incident
report would be completed, and if necded, there
may be a change to the residunt’s psychoactive
medications. The DON furth:or stated that when a|
resident has had a fall they wore charted on every;
shift for 72 hours. The DON stated that she had

been watching falls and had {olt there had been a .

The
DON further stated that the SCU was laffed with
a nursing assistant at all times and that he unit
should not be left unattend.:

483.15(h){2) ENVIRONMEN1

. The facility must provide housckeeping and
i maintenance services nec

ssary to mainlain a
sanitary, orderly, and comiortable inteiior.

F 224
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DEPARTMENT OF HEALTH AND HUMAN - 12VICES
CENTERS FOR MEDRICARE & MEDICAID .. <VICES

Cidie G Uy s

MAPPROVED

i Based on observation, the facility did not provide
' housekeeping and maintenunce servicos
necessary to maintain sanitary.-orderly and
comfortable interior(s) as evidonced by
inadequate housekeeping and maintenance
findings in fifteen of twenty-five resident rooms
and resident common areas in three of three
wings of the facility.

|
I This Requirement is not met us evidenced by:
I

Findings include:

Observations of the facility's occupied resident
rooms and resident common areas during the | ‘
re-certification survey conducted 9/20/04 through | !
9/23/04, revealed the following: I |

Rooms 201, 203, 204, 205, 204, 207, 208, 209,
210, and 212 were observed 1o have closat doors
without pull knobs or handles and dresser
drawers without drawer pulls.

The bathroom between Rooms 201 and 203 was !
ohserved to have brown stains around the base |
of the toilet. The exhaust fan cover was observed!
to be covered with lint-like malerial. The sink :
faucet was observed to be dripping continuously. i

The common shower room between Rooms 207
and 209 was observed to have no cover over the
wall thermometer. There were two small holes
noted in the wall drywall where: a towel bar had
apparently become detached. Three 2 X 2 inch
pieces of floor tile were broken.

: The bathroom for Room 209 was observed to
have a fan cover hanging loose from the ceiling.
The bathroom floor had gray and brown stains
near the toilet base.

FORM CMS-2567(02-99) Previous Versions Obsolcte

F 253
1. Maintenance to follow A culendar
of cleaning schedule to clean carpets
and bulf oors ori a monthly b

2. I'loors, drawer handlcs, faucets,
thermostats, windews, floor tiles, and

walls to be on maintenance rounds |
sheet. Maintenance will monitor,
weekly.

3. Maintenance will addiess aentified
probleims obtained though his vounds !
i QA committee meeting moaihly, :

All handles on doors and drawars of

closcts have been removed for satety. !
On rooms: |
201.203,204,205,206,207.208.209,

210,212 completed 10/19/04.

Bathroom floot between rooms !
201and 203 nceds replaced :
Will be repaired by 11/15/04

Bathroom between rooms 201and
203 Fan cover cleaned 10/19/04
Faucet gasket replaced. 10/19/04

The showcr room between room 207 i
and 209 Thermostat cover has been |
veplaced, 10/19/04 |
Towel bar replaced and holes !
patched. 10/19/04

Need te replace broken tile picees.
Will be repaired by 11/15/04

Bathiroom for room 209 Fan cover
was secured. 10/19/04
Floce was replaced. 10/20/04

T )
STATEMENT GOF DEFICIENCIES (X1) PROVIDERISUPPL I RICUIA {(X2) MULTIPLE CONSTRUCTION !
AND PLAN OF CORRECTION DENTH ICATION HURBER: Lo BUILOING !
; " ’ o N 1
i BWING .o i
465043 } ©/2812004
NAME OF PROVIDER OR SUPPLIER ' N STREET ADDRESS, CITY, STATE, ZiP CODI: -
CASTILE COUNTRY CARE CENTER 1340 EAST 300 NORTH
PRICE, UT 84501
x4m SUMMARY STATEMENT OF DEFICIENCIL X | D PROVIDER'S PLAN OF CORRECTION [
PREFIX {EACH DEFICIENCY MUST BE PRUCEFDED B FULL | FREFIX (EACH CORRECTIVE ACTION SHOULD BE . "OM;,{;'_””N
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) i TAG CROSS-REFERENCED 70 THE APPROPRIATE | :
I DEFICIENCY)
F 253| Continued From page 94 F 253
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STHIN

Near the common dining roont area de
"Castle Country Cafe", two nails wers observed t'
be'protruding from t’:e wall ncar the enirance
door. Walls were scratched al a heiriil »f
approximately two feet from the floor. A glass
pane in the corner of the window had hoen
cracked and was. secured in the window pane by
tape.

gnated

The bathroom near the comimon dining room
area on the 200 Hall was observed to hive brown
and gray stains on the floor near the base of the
toilet. I

The bathroom riear Rooms 208 and 205 was
- observed to have gray stains around the loitet
base,

The bathroom near Rooin 204 was ob-erved o
} have brown and gray stains around the toilet
I base.

[ The carpet covering the comimon area hedlway on |

I the 200 Hall was observed (o he sollerd and
stained throughout the lengih of the hatiway. ,

i 1. Near the entry to Room 212, a dark brownish

\ colored stain approximately 14 inchaes it ciameler |

 was observed. This stain was obseived to be i

; seeping a faint reddish material in a & wich

| diameter area in its center. ;

1 2. Between Rooms 204 and 206, on the north

\ side of the hallway, dark blackish stains were

i observed on the carpet.

| 3. On both sides of the hallway. in front of Raum
201 and in front of the comimon area (cicvision
room opposite Room 201, diuk blacki.h stiaing

1 were observed on the carpet.

W have

| Rooms 304 and 306 were bolh obsorye:!

465098 - 12812004
NAME OF PROVIDER OR SUPPLIER - i T ETATE 1P GO
CASTLE COUNTRY CARE CENTER t G NCRTH
{ 531
]
oy | SUMMARY STATEMENT OFf DEF, L5 e AN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE FiiE ;l REFK VE ACTION SHOULD BE M on
TAG REGULATORY O LSC IDENTIY NG d.¢ TAG e NCED TO "HE APFROPRIAT: ni:
‘ ‘ OEFICIENCY) i
F 253} Continued From page 95 P i

Near the Dinning roons Nails were
removed 10/19/04

Walls painted 10,20/

Window has been repaired

The dinuing room bathroom Floo: ha.
been repliced 10415/04

Rathrocm near rooms 206 wd 208
Floor necds replacad
Wil be repaived by [1/15 M

e above to be in effect TH/18/44

ELatiron: o toom e door was

RIETH

ropiacert

Cirpet being clezned 1072004
Cleaned regutarly every twe wocks

200 hatt earpet Stains on Noor
clenrned 10/19/64
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AB111 - i lest P 946 o 10

Ontimaatic:




DEPARTMENT OF HEALTH AND Husal: <§:
CENTERS FOR MEDICARE & MEDICAIL

FOi APPRGVE D
OME HO. (528-D301

STATEMENT OF DEFICIENCIES (X1} PROVIVURISUPHLET/GLIA ir,\u)mx TIPLE CONSTRUC HON X3) DAL GURVEY
(X3)
AND PLAN OF CORREGTION IDENTHGCATION RURMBER: A UL COMPLETED
o B e
RN BOWING e
465092 J 42812004
NAME OF PROVIDER OR SUPPLIER STREET AL CUTY, §TATE, 75 CoDe T o
CASTLE COUNTRY CARE CENTER | 1340 EAST 300 NORTH
i PRICE, UT 84531
x4 i SUMMARY STATEMENT OF DEFICIE M ! in . PROVIDER'S PLAN OF CORRECTION
PREFIX ‘ {ZACH DEFICIENCY MUST BE P OB BY FULL PRUFY {EACH RRECTIVE ACTION GHOULD B
TAG REGULATORY OR LSC IDENTH Y ING INFCLMATION) 140G CROSS-REFERENCED TO THE APPROFRIAT |
i ; DEFICIENCY) |
- - ; - -
F 253i Continued From page 96 i 2501 :
| black stains at tile edges the f2agli of their entry ! 1
I'areas and approximately eightinchi:s info the i < 304 and 300 Walts abvave buse :
entryway. The baseboard maiding near the north ! ; Ruunlh an wa i
: side of Room 304's entry an ihe bas:i.oard i board hower have ben repaired.
- molding near the south sidu of Room 206's entry | ‘“‘:: showerh
| were observed to have blact. stains above the AR
I baseboard molding. The ealry areas fos thase AT Bothe . ) o
rooms border the common shower @ for 1l LA Batliroom floors in the facility
390. liave been checked and a list of Muge
: tiiat necd replaced made up. Wil
: : toplace ovei tne next 3 monti,
i | .
. . | .
F 371, 483.35(h)(2) DIETARY SEi:VICES F371
SS=E : . ‘ S The above to be in effeet | 1/15/064 1
| The facility must store, prepave, distribute, and | i ‘
serve food under sanitary conditions. : i
|
This Requirement is not met as evicenced by: a7
. . . i 3
Based on observation and intorview, it was | 1O 9/70/04 the Toblowine Hnding
determined that the facility <i not store, distribute : : were corrected and starcd prep :
and serve food -mder sanitary conditions. : The orange juice and fiit juics was §
- L ; | labeled and dated
. I 1 ] -
{ Findings included: i The can of isosource, cranges, and
N . X 2 es were discarded Jrom the i
The following observations were made during the | pples “u: :ﬁ) ‘L 1
. . MrsINe . i
initial kitchen tour completed oh 9/20/04 from f]‘,'!"b';“_%‘ll”“ vy:fjemcd N 200
3115 PM until 3:30 PM. 1o g wis © e o
‘The can of chili beans, cottage
' Refrigerator in kiichen: ! cheese, and cheese were all discarded
; ’ ; on 9/20/04.
1. A container of chili beans, dated 9/15/04, ! ‘the freczer fiems including, all meat
| and packages were all clearly labeled :
2. A container of cottage chaense, with a 1 with package contents. |
manufacturer use by date 9/1:3/04, datnd 9/15/04. |
2. On 9722/04 Dictary ecmployvees
3. An opened package of crange checse, daled . werc inserviced by registered dictitian
9/15/04. regarding proper storage of food. The i
i facility “ielt over” policy was
i 4. Art opened package of white cheese, which i i reviewed and will remain posted for
+ had no date. i ; reference.
i | ' ' i
FORM CMS-2667(02-99) Frevious Versions Obeolata 418111 If confinuation. - vt Page @7 of 16
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i no label.

| a report monthly including swiitation
!
:

check of all refrigerator/freezer unit:
for proper food storage.

c i VNG
465098 8. i 412812004
NAMEE OF PROVIDER OR SUPPLIER STREET AU Y. STATE., 2IP CODNE
CASTLE COUNTRY CARE CENTER 1340 CUAST 200 NORTH
PRICE, Ut 84501
(X4) 1D SUMMARY STATEMENT O DEFICIENCIZ S i iD ; PROVIDER'S PLAN OF CORRECTION x
PREFIX (EACH DEFICIENCY MUST 8E PHECELDIED BY FULL | PREFIX | (ZACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG * REGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG | CROSS-REFERENCED TO THIE APPROPRIATF . ban
I ; DEFICIENCY) ;
F 371| Continued From.page 97 i F a7t
5. A container of ice tea, dated 9/15/04. :
|
Freezer in kitchen: 1
i 3. Additional measures in place to
. | o .
1. A brown bag, which had no label. ! ensure continuing compliance
| include:
: 2. A clear package of breaded patt.os. wirich had | | A. Registered dietitian wili complet:
|
|

3. Ten clear bags of meat, which had o label.

: B. A copy of report will be given t

I : Administrator for continued quality

assurance.

C. All frozen food will be stored in

ariginal boxes or removed and clearts

labeled. :

1. A conltainer of orange juiue, which had no label i b. ,I‘)]CW?:S“'“ W.”] c",lwk f"“smt‘ '

and no date. : ) | and unit {ridge daily, (when being ;
| ' restocked), for proper food storage.

i E. A cleaning schedule along with

| fridge inspection for proper food

i sterage will be posted at nursing uni:

|

|

|

4.-Four white packages of moat, which had no
label.

On 9/20/04 at 4:00 PM, the following ()b:;ervations;
were made of the unit refrigorator, 1

2. A container of fruit juice, which had no label |
and no date. E

on and to be completed as posted

3. Acan of Isosource, which had an expiration | ste ) ! S
; Dictary supervisor will overses this.

date of July, 04.

4. Three oranges, which were bruised and ’ k ‘This plan of correction to te in effces
discolored. : '

5. Two apples, which were bruised and ; ‘ OCFe DD, Sy
discolored.

6. The bottom of the refrigerisior had red sticky
spots.

o
&
3
IS

83.40(c)(1)&(2) PHYSICIAI SERVI

The resident must be seen Ly a physicuwi at leas i
i once every 30 days for the fint §0 davz after i |

F0IKM CMS-2567(02-9%) Pravious Versions Obol i 4183111 I continuation - et Pare 9o it
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STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPHLIER/CLIA
AND PLAN OF CORRECTION R

IDENTIFICATION N HBER

'
465092

NAME OF PROVIDER OR SUPPLIER I STREET AGD

CASTLE COUNTRY CARE CENTER 1340 &

Wi

‘ PRICE, UT 84501

1X2) MULTIPLE CONSTRUCTION
A BUILDING
LOWIRG

(X3) DATE SURVEY
COMPLETED

/12812004

300 HORTH i

x4yt | SUMMARY STATEMENT Cf D) 5 ‘

PREFIX | (EACH DEFICIENCY MUST BE DLIT 1Y FULL !

TAG REGULATORY OR LSC IDENT R INED 1A TON) }
F 387| Continued From page 98

admission, and at least onc : wvery 6

thereafter.

Hitnaly it ocewrs
o date the visit was

A physician visit is consides:
nol later than 10 days afte
reqguired.

This Requirernent is not moi as evidenced byt
Based on record review and interview, it was
determined that 6 of 13 sample residents ;
(Resident 3, 4, 5, 6, 7 and 8)were not seen by a ;
physician at least once every 30 days fur the first
90 days after admission and at least once every
60 days as required.

Findings include:

1.. Resident 3 was.re-adimitic:i to the lacility on
10/1/03 with diagnoses which included sepsis,
hypertension and dementia

A review of resident 3's medical record revealed
thiat the resident had been <een by a physician on
2/9/04, 3/11/04, 3/19/04, 4/19/04, §/17/04,
5/19/04 and 8/25/04.

Resident 3 should have been seen by a physician
on or around 7/19/04.

There was no documentation in the medical
record to provide evidence that resident 3 had
been seen by a physician on or around 7/19/04.

2. Resident 4 was'admitted 1o the facility on
11/28/03 with diagnoses of pre-senile domentia,
1 Alzheimers, falls, and hypothyroidism.

A review of resident 4's medical record revealed
that the resident had been scoen by a physician on
12/9/03, 1/8/04, 2/10/04, 7/173/04, and 9/13/04.

RRECTION T

o PROVIDER'S PLAN OF © NS
PRIZFIX [EACH CORRECTIVE ACTION SHOULD BE ‘ ' uhg',\\: ¥ 0N
16 CROSS REFERENCED TO THE APPROPRIAT! e
DEFICIENCY)
387 |

I 387
Wedical Re intain u
dents to
heduled al
th i :

cords with
it log on all

ician visils ar

dong in a timely manner v

regutations,

2. Al residents progress notes have b

revicwed te ensure complinnce.

3. This log will be reviewed in QA

commiltee neeting by Medical Record-

and the Administrator every wonth,

; “The above to be i effect by F1715/04

i i Resident 3 was seen 9/22/0: will be

seen ayain 11717704, I
2, Resident 4 was seen PO/ 1/04 will be !
seen again 12/4G3/04

3. Resident & was scen 87310 will be

seen [0/04, Dr. sees pationt at Castle
Country Care Conter.

4. Resident 6w
1 10/04, D
Couniry Care Center.

5. Resident 7 con %3 1/04 vill be
seen agnin 10/04 . Dr. sees patiery at

1 80804 will be
s patient at Costle

kL

Castle Coumry Care Center.

6. Resident § was ssen 8/3 L0 soel i
at ER per Dr. Potter on 9/22/04, Expire:’
928104,

FORM CMS-2567{02-99) Previous Versions Obeotte

IF conlinualicn sheot Page 94 of 106

41B111



DEPARTMENT OF HEALTH AND HUMAN  ~RV!
CENTERS FOR MEDICARE & MEDICAID .V

(IS vy

Ft "{l\/l APPROV
- OMB NO. 0938- U)!) .

AND PLAN OF CORRECTION ; IDENTHFICATION NUMBER: A BUILDING
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2 SURVEY
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NAME OF PROVIDER OR SUPPLIER | _ |
CASTLE COUNTRY CARE CENTER 1340 £EAST 300 NORTH
D ;

PRICE, UT 84501

STREET ADURESS, CITY, STATE, ZIF CODE

—_

(X4) ID SUMMARY STATEMENT OF DEF
PREFIX (EACH DEFICIENCY MUST BE PREC
TAG REGULATORY OR LSC IDENTH:YING INF

[v]

PROVIDIER'S PLAN OF CORRECTION

DEFICIENCY)

PREFIX i (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATL

(X0}
COMPLETIGH
DATE

F 387! Continued From page 99 F 387

i
I
|
|

Resident 4 should have been seen by a physician }

on or around 4/10/04 and 6/1/04. |

There was no documentation in the medical ‘

record to provide evidence thal residen! 4 had i

been seen by a physician on or around 4/10/04

and 6/10/04.

3. Resident 5 was admitted to the {ocility on |
9/7/01 with the diagnoses of diabetes meliitus,
hemiplegia, senile dementia, congestive heart
failure, hypertension, and diabotic neuopathy.

i

i

|

\

\

I

A review-of resident 5's medical record revealed |
that the resident had been seon by o physician on | ‘
16/12/03, 12/19/03, 1/30/04, /18/04. 5/27/04, |
| 5/31/04 and 8/26/04. |
|

|

|

I

|

Resident 5 should have beert seen by a physician
on or around 4/18/04 and 7/27/04.

-1 There was no documentation in the medical

} record 1o provide evidence that resident & had
been seen by a physician on or around 4/18/04
and 7/27/04.

|

4. Resident 6 was re-admilled to the facility on ;
11/17/02 with the diagnoses of sepsis, nausea,

hypertension, chronic renal failure, constipation, ‘

|

i

diabetes mellitus, gastroesopiageal reiiux
disease, and congestive heart failure.

Areview of resident 6's medical record revealed
that the resident had been senn by a phy: : !
L 9/30/03, 1/28/03, 5/31/04 aru! 8/8/04 ; i

Resident 6 should have becit seer by o )hysman |
1en or around 11/30/03 and 3{:28/04.

§

FORM CMS -2567(02-99) Previous Versions Obiulnie
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465098 BOWING

11282004

NAME OF PROVIDER OR SUPPLIER i STRELT ADDRESS, CITY. STATE, ZIP CODI:
CASTLE COUNTRY CARE CENTER | ; 1340 CAST Z00 TiDRTH
i PRICE, UT 84501 :
(X4} ID ‘ SUMMARY STATEMENT (' DEFICIEHO 5 : I : PROVIDER'S PLAN OF CORRECTION L () \
PREFIX '] (EACH DEFICIENCY MUST BE #I:RCCERDILD ULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE . C"”;",‘:XT""‘"
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i I . -+ DEFICIENCY)

|

F 367 Continucd From page 100 ' T Faer

There was no documentaticnt in the: modical !

record to provide evidence that residint 6 had 1
beon seen by a physician oii or arour! 11/30/04 !
and 3/28/04. ‘

15, Resident 7 was admitled {0 the fauility on

i 5/b/04 with diagnoses which included pulmonary
insufficiency, closed fracture dorsal spine. and

diabetes mellitus Type .

i record revealed
aon by a phiysician on

A review of resident 7's me:!
that the resident had been ¢
5/14/04 and 5/31/04.

Resident 7 should have becn seen by a physici |an
on or around 6/31/04 and 8/:1/04.

|
There was no documentuhon in the modical !
record to provide evidence thot resident 7 had |
been seen Ly a physician alter 5/31/04

6. Resident 8 was admitled fo the faciiity on !
5/8/03 with diagnoses which included congestive !
! heart failure, hypertension, pneumonia ancd
Alzheimers.

A review of resident 8's medical record ;evealed : i

that the resident had been scen by a physician on, : !

9/30/03, 10/17/03, 12/29/03, 1/30/04 and 4/22/04. ‘
‘ : \

Resident 8 should have been seen by a physman \

on or around 6/22/04 and 8/22/04.

There was no documentation in the rmedical
record to provide evidence ‘hat resident 8§ had :
been seen by a physician aiter 4/22/04 ' i .

.| On 7721104, 7/22/0}4, and 7/23/04, the medical :
‘records parson was asked by lhe survey team to I
find record of the missing physician visits for ; ) i
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDERGUPEGLE RICLIA
IDENTIFICATION NUMBER:

465093 -

(X2) MULTI L
A, BUILDING
B.WING

CONSTRUSCY ION (X3) DAL BURVEY
COMPLETED

1/28/2004

NAME OF PROVIDER OR SUPPLIER |
CASTLE COUNTRY CARE CENTER

STREET ADDRESS, CITY, STATE

1340 EAST 300 NORTH
PRICE, UT 84501

IP CObE

SUMMARY STATEMENT OF DEFICHENGIS

residents 3, 4, 5,6, 7 and &. She was unable to
locate documentation for any of the miss sing
physician visits. She made phone calls {o the {
tesidents' physicians and they were unable to !
provide any documiented evidence of the nnsqmg ‘
physician visits.

F 490
58=K

4£3.75 ADMINISTRATION

A facility must be administered in a monner that |
enables it to use its resources cffectively and

1 efficiently to attain or maintain the highoest |
practicable physical, mental, and psychosocial ‘
well-being of each resident. ;

This Requirsment is not met 35 evidenced by:
Based on a re-certification survey with o
subscequent extended survey, conducted 9/20/04 ‘
threugh 9/28/04, and resultant finding of
Immediate Jeopardy and Suh-Stande: <t Quality of |
Care, it was determined that the faciiy was pot ‘
: being administered in a manner that cnabled it to |
use: its resources either efficiently or effectively to f
ensure that residents were provided ilie i
opportunity to attain or maintain thowr highest ‘
practicable physical, mental, and psychosocial ‘
well-being for each resident in the weans of |
physical restraints and fall interventions {:egiect). |
The facility was found to be providing }
Bub-Standard Quality of Care (@ patvs of actual
harm) in these areas. The fauili seited ina
total of 6 areas, not includin this d(~ [

d Findings include:

On 9/20/04, a re-certification urvoy v,
On 9/28/04, facility adminisltation w
the elements of immediate Jeopardy

Sub-Standard Quality of Care. The ¢

us initiated. .
nolified of !
sud 1
>lermination |

(X4)ID - | ‘ 5 | PROVIDEZR'S PLAN OF CORRECTION x5
PREFIX - |1 (EACH DEFICIENOY MUST B PRECEEDED HY FULL ! (EACH CORRECTIVE ACTION SHOULD BE COMPLEVION
TAG H REGULATORY OR LSC IDENTIFYING INFORMATION) ! CROSS-REFERENCED TO THE APPROPRIATL pae
\ DEFICIENCY) :
F 387! Continued From page 101 I eagy ;

F 496
FWe have put iato place a new
fall/incident policy and nnew restraint
policy. Note: copy of Fallf Restraing
polics
{A).
Docnmentation pro
| Aceidents/Tueident/®
P'rotozol, Fall Risk Ass
Inenlent/Accident Report farny,
Investigation Report (orm, Cuality
Assuranee Insident Report Summary
Teackig Loy form, o monthly
hicident/Accident Log fonn, and
Individual Incident/Accident Teacking
Log forn.

traint P'oji

‘all
ure,
all bervesti

sy

v includes: Physica?

i Protocel, Physical Restraing

i Consent fori, Admission Restraint/Sids

| Rail Evabiation form, Side Radf Ratersd

i Screen foan, Bed and Side Kail
Iintrapment Assesseent Jorm, Physical
Reshiaint Eibnisnation Assessment for,

| Accident/tncident Andit form, and

| Physicat Restraint Awdit foton DJON,

i monitor [rae and logs weekly. and
Medical Records to monitor Jorms in
charts manthiy via chart audits,

TORM.CMS 2567{02-99) Previous Vé‘r‘slons Obsoiinte
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FORM APPRUYEL

OMES 40, 0938.0391

STATEMENT OF DEFICIENCIES (X1) PROVIDLRISUTPLGCLIA (X2 MUL TPLE CORL TRUL TGN (X3} AT GURVEY
AND PLAN OF CORRECTION IDENTHICATION HUMLER, A BURLDRG COFLETEED
’ e VNG
; 40509¢ B.VING, 512812004
NAME OF PROVIDER OR SUPPLIER
CASTLE COUNTRY CARE CENTER
$ PRICE, {iT #4501
A D SUMMARY STATEMENT G DEFICI T ) PROVIDER'S PLAN OF CORRECTION [ oo
PREFIX (EACH DEFICIENCY MUST BE 1. PRI FIX (ZACH CORRECTIVE ACTION SHOULD BE 1 Ul“\“‘»’/'\;l‘ ION
TAG REGULATORY OR'LSC IDENTIE Vit TAG | CROSS-RUFLRENCED TO THE APPRCPRIATL AT
DEFICIENCY)
¥ 4301 Continued From page 102 . - - 490 2 The <idle sui
¢+ of Immediate Jeopardy and Sub-Standard Quality | ;i-“cllt .:i:c.{m]s on all unocenpied beds
of Care was based on the findings of significant : rails ane fl"c:'“:"‘l’]“" ‘:‘ cissuie that no sid:
* | non-compliance in the arex of Residint Behavior i ot physicians oo o berd fesment: g
i o L s . i an s oI Ry g issions
and Facility Practices [42 Code of Fodein! L Complesdon lossine,
: | Regulations (CFR) 483.13 (I} (c) Tay 1 -221 and ’
! Tag F-224]. A All residents have had ap ciranment
; - o assessment completed. Completed on
1. Facility administration faifed to cnsure that the G224,
use of restraints were evaluated, ordeicd and : :
' wsed to treat a medical symptoms. {Scape and : A Allsesidents in the fac‘lity have heen
. | severity "K", refer to Tag F-221) | | swiessed by our Physical therapy for fails
4y | | straints. Dr's orders have beep t
| 2. Facility administration fo.led to ersuio that i i al Therapy's ) |
. policies and procedures we: e impienienied that : Bad side e sesidents that j
| brohibi s i ante the " ; 1ad side al Therapy has
prohibited neglect for residents ihat were ! Fecomme, >
' experiencing multiple falls. {Scope and severity have been removed ”_;"::;”";‘ s
o U AL i ¢ bed.
i "R", refer to Tag F-224) Completed on 10/07/04.
I
3. In addition to the areas o Immediaic Jeopardy ; 3. On October Sth 2004, an inservice with
i and Sub-Standard Quality o Care siaied above, | the Departoent Feads was held to discuss
I the facility administration failed to effcclively and i thesenew policies. On Octaber th 2004
i efficiently use ifs résources to ensure that each . an inserviee was held for all isin X
| resident attained or maintained their highest i “"i"!“‘ thescs new policics were di
: . . a i Nenic
{ practicable, physical, mental and psychosocial | { o andimolemonted.
well-being in the following areas of deficient I |
praclice ciled during the annual and extended ; !
survey completed 9/28/04. ‘ i \. Maintenance will address
ity admini . . ) . ideniified problems obtained though
a. Fac 'ty? mlms"d“_on failed to ensure u,]at i liis rounds in QA comniiltee meceting
housekeeping and maintenance were provided to I tnonthly
i maintain a sanitary, orderly, and comforlahie | ’
interior. ;
(Scope and severity "E”, refer to Tag F-253) B. Registered dictitian will complete a
. . X : . report monthly including sanitation
bt Faciity adm!mStrg,tI?r.]bfa‘l.md to g?ﬁur(" the . | ciieck of all refrigerator/reczer units
storage, preparing, distribution and the serving of | | for proper food storage. A copy of |
food under sanitary condition. (Scope andd ) o re s - i
i ME I the report will be given to
severity "E", refer to Tag F- 371) O X ", i
4 = Administrator for continued qualit !
. i Y
- . . . ! assurance. i
c. Facility administration failed to ensure that ' |
|
FORM CMS8-2567(02-99) Preavious Versions Obsdl-le 4181141 If continuation et Page 103 of 106



DEPARTMENT OF HEALTH AND HLAN S5 = VICES

CENTERS FOR MEDICARE & MEDAID

WICES

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
DENTHCATION NUMBER:

(X2} MULTIPLE ¢ ONSTRUCTION
A BUILDING

OMB MO, 0138-0391
(X3) DA 17 CURV

4. WING
465098 BIING 2/28/2004
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE CITY, STATE, ZIP CODE
CASTLE COUNTRY CARE CENTER 1340 EAST 300 NORTH
PRICE, UT 84501
(X4) 1D SUMMARY STATEMENT OFF DEFICIENCIES D . PROVIDER'S PLAN OF CORRUCTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLLTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) iAG | GROSS-REFERENCED TO THE APPROPRIATE | OATE
| DEFICIENCY)
|
: a =
F 490 Co.ntlnued From‘p?ge 103 F 490 | C. The physician visit log will be
residents were seen by a phy: n at least once L reviewed in QA comumitice meeti
every 30 days for the first 90 days after admission ! Medieal Recosds and the Adminis
. | and at least once every 60 days thereatior. P every montle '
(Scope and severity "E", refer to Tag 1--387) i
b H |
d. Facility administeation did riot ensure that the ' ‘ D, New QA forms ave bee . i
quality assurance committee identified and i © implemenied tivat will cusure that |
.t implemented plans of action 1o correct quality | problems are identificd and plans o !
1issues. (Scope and severity "K", refar to Tag action arc impleented with follow ups.
F-521) These include: Quality Assessment aad
Assurance Log, Quality Assirance
Subcommittee form. Administrator.will
) : i maintain these logs, 20 /3),1_/0':7; i
F 521} 483.75(0)(2)&(3) ADMINISTRATION F 5621, :
8SS=K . ! The abeve to be in efle B .

: Based on a review of the facility "U

The quality assessment and assurance
committee meets at least quarterly to identify
issues wilh respect to whicli quality assessment
and assurance activities are necessary: and
develops and implements appropriate plans of
action to correct identified quadity deficiencies.

A Siate or the Secrctary mie ot requizc

disclosure of the records of .;uch comiitlee
except insofar as such disclosure is reiated o the
compliance of such commit! ;e with {he
requirements of this section.

This Requirement is not mivi us evidenced by:

dion
Review Quarterly Meeting” (ihoe facility Quality
Assurance Committee) and inierviews with the
facility Administrator and DOWN (director of
nurses), it was determined ihiit the fcility did not
ensure that the quality assurance comniittee

i

clfectively developed and implemented
appropriate plans of action to correct identified
quality deficiencies.

Findings include:

521

1. Qualits Assarames mechin
helfd every week. To Vi
Restraints, Falls, Injuries and ‘
Infections and to establish s stan ol

action for tesidents idenptiiiod
substantial compliance is cutablished
Ouality Assurance meeting will be
licld monthly.

2.The D.ON. will heep a QA incident
Rep wt Summary Log. Fhis oy \\1|}¥ be
revi swed every month in QA meeting 1o

loot for frends.

3.1 1e Timber program wils inplemented
residents that are high risk
for ialls. Th < placed on the
resi-lent’s door. The stafl was inscrviced
on this program on 10711704 D.ON. will
wotilos

that identifi

4. A Nurse Consultant was hired to
comply with the directed plan ol
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OMB WO, 0938-0391

1 had decreased.

- 9/23/04 at 11:00 AM, he stated that the facility

1 minutes documented that thay informed the

1. During an interview with the DO on 9/22/04
at 12:40 PM, she stated that the fucility had a
quality assurance committec that met ubout every
three months. She further stated thui she
identified that there was a high incident of falls in
March of 2004, but since March of 2004, the falls

2. During an interview with the administrator on

had a quarterly assurance wommittec: that met
quarterly and was attended by all depariment
heads and the medical director. He staled that
they identify facility problems by incidents during
that time period and decided what to do in the
meeting. He further stated that they follow up on
the incidents by identifying a decline i the
incidents.

3. Areview of the facility "Utilization Review
Guarterly Meeting" minutes was done on 9/23/04.
The documentation indicated thal the facility had
identified a high percentage of resident ialls. The

physician about monitoring of {he fall: and a
scheduled inservice for the staff. There was no
documentation to evidence that they incorporated
an action plan to monitor the: high percentage of
resident falls. There documcntation did not
indicate that the facility had identiticd any
concerns with physical restraints.

4. The facility's quality assessment and ‘
assurance committee did not implerent, and |
subsequently did not establish corrective action \
plans to ensure that residents were free from
physical restraints not required to treat the
res;dent's medical symptorns, resulting in harm to |
residents. (Refer to Tag F-221) :

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPE ER/CLIA X2) MULTILEE CONE TRUCTION (X3) DA - SURVEY
AHD PLAN OF CORRECTION IDENTHICATION NUMRER: Iy COMPLETED
A BUILOIRG e _
MWING o
‘, 9/28/2004
NAME OF PROVIDER OR SUPPLIER -‘ GTREET Al !I)R"\ GOOITY STATE, 205 CODE
CASTLE COUNTRY CARE CENTER 1340 SAST 300 NORTH
PRICIZ, UT 84501
{X4) 1D ! SUMMARY STATEMENT G DEFICIENCIES [[o] [ PROVIDER'S PLAN OF CORRLCTION (Xin_
PREFIX (EACH DEFICIENCY MUST BE PRECEEDE! PREFIX 1 (EACH CORREGTIVE ACTION SI1OULD BE compLs TION
TAG REGULATORY OR LSC IDENTIFYING INIFC TAG 1 CFROSS-REFERENCED TO THE APPROPRIATE !
! DEFICIENCY)
F 521! Continued From page 104 i F 621

correction. Shc wag
Inservices wore held
n falf

approvea on 10/8/0
. 10/65/04. 10/06:0.1
d incident policicy. protocols,
stent tols by Riv L‘nm.yllzml

LA Knewledge rest was o

f onttnction with ms S 1
restraint and incident/accident. She h.::” 1
participated in QA mectings ' ‘

5), Quality Assurance wiss held on October
8th on Falls and Restrains. A OA
meeting was held on Octobey lt.t 2004 |

he above to be in elfeet by 14/1504, ;
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VICES
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OMR MO, 0938-0091

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDI R/SUPPLIETYCLIA

iDEN{1FICATION HUMBER A. BUILDING

B WING

{X2) MULTIPLE CONSTRUCTION

465098

(X3) DAL SURVE Y
COMPLETED

/2812004

“AME OF PROVIDER OR SUPPLIER

CASTLE COUNTRY CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

PRICE, UT 84501

; 1340 EAST 300 NORTH
i

(X4) 1D SUMMARY STATEMENT OF DEFICIEHCI ) PROVIDER'S PLAN OF CORRECTION 2N
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED i FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE "OM"\"—: JON
TAG REGULATORY OR LSC IDENTII YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAT! -
. - T T
F 621| Continued From page 105 =521
5. The facility's quality assurance comniitiee did |
not identify, and subsequenlly did not establish I
corrective action plans that prohibited neglect for !
. residents that were experiencing muitiple falls, 1
i resulting in harm to residents. (Refer to Tag
I F-224) | i
! |
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