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F 157 483.10(b)(11) NOTIFICATION OF RIGHTS AND F157 F157 5/31/02
S$S=H | SERVICES
A facility must immediately inform the resident; BESMI
) S NN Multi-vitamins
consult with the resident’s physician; and if known, .
notify the resident’s legal representative or an Argmade .
interested family member when there is an accident Geomat to bed
involving the resident which results in injury and has Geomat to wheelchair
the potential for requiring physician intervention; a Tegasorb dressing
significant change in thg resident’g physica.l, mental, Resource
or psychosocial status (1.e., a deterioration in health, W eek]y weights
mental, or psychosocial status in either life . .
threatening conditions or clinical complications); a Rule out reStor,atwe, fee_dmg due to
need to alter treatment significantly (i.e., a need to late stage Alzheimer’s Disease
discontinue an existing form of treatment due to Head of bed not more than 30°
adverse consequences, or to commence a new form
of treatment); or a decision to transfer or discharge
tl;es ;ei;;cier)lt from the facility as specified in Resident 116:
8483.2(a). Nylex mattress/electric bed
The facility must also promptly notify the resident Hous.e §upp!ement three times daily
and, 1f known, the resident’s legal representative or Multi-vitamins
interested family mernber when there is a change in Arginade twice daily
ro0m Or roomimate assignment as specified in Tegasorb dressing to
$483.15(e)(2); or a change in resident rights under coccyx/change every three days and
Federal or State law or regulations as specified in PRN '
paragraph (b)(1) of this section. S pence boots
The facility must record and periodically update the Weelfly weights .
address and phone number of the resident’s legal Cushion pad to wheelchair
representative or interested family member.
Resident 165:
This REQUIREMENT is not met as evidenced by: CMP
Based on staff interview and review of resident ‘Boost (240 cc three times daﬂy) or
medical records, it was determined that the facility Resource (120 cc three times daily)
did not notify resident physicians when residents Dressing change to buttocks twice .
experienced a significant change in medical )
condition. Specifically, the physician was not notified dal_ly . . ey
when three residents developed pressure sores Irrigate with acetic acid in a.m. and
27 ‘with normal saline at h.s.
LABORATORY DIRECTOR'S OR PR, S SIGNATURE MHM (X6) DATE
4 - s
o ndl T 4 z,({' 06/03/02

Any deficiency stafement en ing with

7
asterisk {*) dendtes a deficiency which m}mxcu sed from correcli.o[
protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provids

made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1o continued program pagicipation. . .. .,
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F 157 | Continued From page 1 157 Reweigh
(Rgszdent 56, 116. and 165). The physician was not Arginine, 500 mg twice daily
notified when resident blood sugars were out of Multi-vitam;
=" . ~vitamin each day

ranges that were set by the physician. (Residents 29 Air

and 42} The physician was not notified that a mamess . .

registered dietitian had not been consulted, as Change diet to high protein

ordered, in assessing and making changes to a
resident’s tube feeding regimen. (Resident 53)

Findings include:
Residents with pressure sores:

L. Resident 56 was a 79 year old female who was
admitted to the facility on 12/5/01 with diagnoses of
organic brain dysfunction, vertebral fracture, and
bipolar disorder.

A review of the resident 56’s medical record was done
on 4/25/02 and revealed the following:

The "Weekly Nursing Summary”, dated 1/27/02,
documented that resident 56 had a stage Il pressure
sore on her coccyx. The facility nurse documented
that the pressure sore was treated with "Hydrcol/
tegraden” and response 1o treatinent was "? started
1/27/02."

The "Interdisciplinary Notes” dated 1/28/02 at 4:00
AM documented that resident 56 had a stage I1
pressure sore on her right inner buttock fold that
measured 1 x 1 cm (centimeter). The
interdisciplinary note also documented, "placed
Tegaderm with PolyMem to cover. Will have AM
nurse call MD (physician) for orders."

The "Interdisciplinary Notes" dated 1/28/02 at 1:40
PM documented that physician’s nurse practitioner
saw resident 56.

mechanical soft, small portions

A change will be made to the
intemal reporting format. Each
nursing unit will receive a resident
roster each day. The roster will be
used in conjunction with the current
24-hour report form as a quick
reminder of all the residents who
live on that unit. The current 24-
hour report form does not list all
residents on the unit. The Charge
Nurses are required to document on
those residents who have had a
change in condition. By having a
daily roster at the nurses’ station,
the nurses are finding that it helps
them to remember at a glance who
they need to document on each day.

This should help agency nurses as

well.

The new form was developed and
the nursing staff was informed of
how to utilize it during their Charge
Nurse Meeting on Wednesday, May
22, 2002 Following "~ initial
implementation on Thursday, May
23, 2002, the Charge Nurses had
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F 157 | Continued From page 2 F 157 made suggestions for change that
A review of the physician’s progress notes would make the document work
doc?umented that the nurse practitioner h.a_d asses_sed better for them. Final revisions
resident 56 on 1/28/02. The nurse practitioner did d nd the Form was
not document in her assessment that she was aware Were made, a X . .
of resident 56’ pressure sore. implemented following discussion
of the process at the Charge Nurse
A physician’s order dated 2/4/02 docurnented the Meeting on Friday, May 31, 2002,
treatment for resident 56 pressure sore was to It was imp!emented on Fn'day, May
“cleanse with NS (normal saline) apply skin prep 31.2002.
around area. Apply tegasorb change dressing g ’
(every) 3 to 5 days and prn (as needed).” The Ward Clerks will print out the
An interview with the treatment p daily rosters and check to see that
It interview with the treatment nurse was done on T
maicate
4/29/02 at 2:50 PM. The treatment nurse stated that the_ 2£.l~h0ur }6;}0115 nd c
the physician had not been notified of resident 56's _nOt_lﬁ_C&tlon 0 appropna?e
pressure sore until 2/4/02, individuals _When changes in
resident condition do occur.
The facility did not notify the physician until 9 days
after the pressure sore on resident 56 was first The new Pressure Ulce}r Treatment
identified by the facility nurses. Guideline and Notification form has
2. Resident 116, a 66-year-old male was admitted to been completed and added to the
the facility, on 6/13/01, with diagnoses of medical records of residents 56, 116
g:sdglpl;im, 1iltljt.rasp1nal abscess, esophageal reflux, and 165. This form requires the
0118, . e -
ypofiroicism nurse to mitial the dates on which
Review of the nursing notes, dated 4/ 19/02, the physician, family, dletltlfm and
documented resident 116 had a stage 111 DQ on his Wound Care Nurse were notified of
coceyX. A review of the decubitus/pressure uicer any observation of a skin
report, dated 4/19/02, documented a stage IiI pressure condition.. This same form was in
:igezrloo;t;esziem 116 coccyx, 1 cm, 1/8 in depth. On development during the time that
- L1e documentation stated "coccy, stage I, Resident 53 was discharged, so it
Iem, pink in color, smalj slit, more from friction than d into that dical
actual breakdown_ " was never entered into medic
record.
A review of the nurses notes revealed no -
documentation of the physician being notified, The War.d (_Ilerks have reorganized
the medication sheets so that the
In an interview with the physician on 05/01/02, she insulin administration and
Stated that she had not been notified of the pressure documentation of blood sugars is
CMS-?_SGTL_ ATGL1200¢ EventID:  2WTY11 Facility ID:  UT0082 If continuation sheet 3 of 111
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sore when it developed on 4/19/02. She had not been aﬁ One;he . e.p age. They have
informed until 4/25/02, when she gave orders for Cchang . enm_es in the com.pute.r 50
nursing staff to treat the pressure sore. This was 6 that .lt prints  out directions
days after the development of the pressure sore. The indicating where to chart the time,
physician also stated that she had identified a what the blood sugar was, the
previous pressure sore on resident 116 prior to being number of units given, the site and
nouﬁeq by the facility. . 3 the nurse’s initials. Tt also has a
3. Resident 165 was admitted to the facility, on space to initial if th hvsic:
2/9/01, with diagnoses which included dementia, p A iutial ¥ . © physician was
transient ischemic attacks, lumbago, renal notified of certain parameters as
insufficiency, degenerative joint disease, pancreatic ordered. -
mass and digestive neoplasm. Resident 165 was
re-admitted to the facility, on 9/24/01, following a When the Nursing Supervisors do
temporary discharge for surgical repair of a fracture their daily checks and they discover
to her left hip. an item which needed to be
In the interdisciplinary progress notes, dated 10/3/01, .reported and it was not, they will
the charge nurse documented that resident 165 was intervene by r.emmdmg the nurse to
given a tub bath and her TED hose (antiembolism ca“ _the family, the doctor, the
stockings) were removed. The charge nurse dietitian or the Wound Care Nurse
documented that resident 165 had been found to have right away if the nurse is on duty at
dry, black scabs measuring two centimeters on both of the time. If the Charge Nurse who
the resident’s heels. made the omission is not on duty,
On 10/10/01, the wound team nurse documented she the Nursmg Supervisor will assu.me
had notified the resident’s family of the pressure the task hersel-f. I_mcrventlon
ulcers on resident 165’ heels, and would notify the should take place immediately.
physician. The wound nurse documented that
resident 165's physician had been natified of the heel The Nursing Supervisors will report
wounds on 10/11/01, 8 days after the wounds had first to the Director of Nursing the
been observed. : number of times interventions were
Residents with Sliding Scale Insulin: - )
required each month and action
1. Resident 29, a 81 year- old male, was admitted on taken. The Dl_rector of Nursing will
3/19/01, with diagnoses of diabetes mellitus, report the information to the
osteoporosis, renal/ureter disorder, anemia, Quality Committee. -
hypertension, Alzheimer’s and palymyalgia.
Review of resident 29’s current physician’s orders,
CMS-2567L ATG11200 Event ID: 2WTY11 Facility ID:  UTo0s2 If continuation sheet 4 of 111
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datgq 4/3.’{02, _documel’lted the physician was to be developed and was approved by the
notified if resident 29’s blood sugar (BS) went above dical Director in Aprl 2002 It
400 mg/d] or below 80 mg/dl. Medica X lrector n Ap ) ’
was not implemented prior to the
The Medication and Treatment Record (MAR) for arrival of the survey team, but has
March 2002 and April 2002 was reviewed for resident been presented to the Charge
29, on 4/24/02. The MAR documented that the blood Nurses, and implementation will be
sugar had been out of range 7 times in March and 6 overseen by the Director of
times in April as follows; Nursing. The new protocol will
DATE: TIME: BLOOD SUGARS: begin May 31, 2002.
3/8/02 0630 BS 57 mg.di . .
3/14/02 1130 BS 75 mg/dl This plan of correction is to be
3/15/02 0630 BS 74 mg/dl implemented by the Director of
3/16/02 0630 BS 71 mg/dl Nursing by May 23, 2002.
3/17/02 0630 BS 58 mg/dl
3/17/02 1130 BS 59 mg/dl
4/4/02 0630 BS 49 mg/dl
4/4/02 1130 BS 40 mg/dl
4/5/02 0630 BS 75 mg/dl
4/19/02 1130 BS 75 mg/dl
4/20/02 1130 BS 70 mg/dl
4/24/02 0630 BS 63 mg/dl
Review of the Interdisciplinary Progress Notes from
3/1/02 to 4/25/02 reflected the physician had not been
called to report out of range BS’s as ordered.
In an interview with a facility charge nurse, on
4/25/02, it was confirmed there was no
documentation the physician had been called to report
low BS levels for resident 29.
2. Resident 42 was an 82-year-old male who was
admitted to the facility, on 1/10/99, wilh the
diagnosis of diabetes mellitus.
Review of resident 427s clinical record on 4/23/02
revealed a physician’s order, dated 12/05/01, that
CMS-2567L ATGL1200( EventID:  2WTYIL Facility ID:  UT0082 If continuation sheet 5 of 111



PRINTED: 12/20/2002

DEPARTMENT OF HEAL. TH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES 2567-1

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (33) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING c
B. WING
465095 05/01/2002
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CHRISTUS ST JOSEPH VILLA SALT LAKE Clry, (o pnE
X4y ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page 5 F 157
documented to notify the physician if resident 42’
blood sugars went below 90 or above 400mg/di
The April 2002 "Medication and Treatment Record”
for resident 42 was reviewed on 4/23/02 and 5/1/02.
It was noted that during April 2002, the blood sugars
of resident 42 had been found by the facility nurses to
be out of the accepted ranges, as set by the physician,
on 24 occasions. The out of range blood sugars were
as follows:
DATE: TIME: BLOOD SUGARS:
4/1/02 1700 59 mg/dl
4/4/02 0600 Tlmg/dl
4/4102 1700 79mg/di
4/7/02 0600 8O0mg/dl
4/7/02 1700 77mg/dl
417102 2000 89mg/dl
4/8/02 1200 80mg/di
4/10/02 1700 84mg/dl
4/11/02 1700 80mg/di
4/12/02 1700 80mg/dl
4/13/02 1700 39mg/di
4/14/02 1700 S4mg/di
4/15/02 0600 77mg/dl
4/16/02 1700 52mg/dl
4/19/02 1700 T4mg/dl
4/20/02 0600 58mg/dl
4/20/02 1700 84mg/dl
4/23/062 1700 81mg/dl
4/24/02 1700 45mg/dl
4/25/02 1700 56mg/di
4/26/02 1700 42mg/dl
4/28/02 1700 75mg/dl
4/29/02 1700 33mg/dl
4/30/02 2000 85mg/dl
A nurse’s note, dated 4/4/02, in the medical record of
resident 42, documnented that the physician had been
CMS-2567L ATG112000 EventID:  2WTY11 Facility ID:;  UT0082 If continuation sheet 6 of 111
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Continued From page 6
notified once of an out of range blood sugar of 79 on
4/4/02.

A review of the facility’s hypoglycemia protocol on
4/25/02 revealed that if a resident had a blood sugar
of 60mg/dl or below the physician should be notified.
Resident 42 had nine out of twenty-eight blood sugars
during the month of April 2002 that were below
60mg/dl. The facility could not provide any
documentation that the facility nurses had followed
the facility protocol.

During an interview with resident 42’ phiysician on
5/1/02, the physician stated she had only been
notified once during April 2002 regarding the
resident’s blood sugar. The physician also stated that
resident 42 was a brittle diabetic and when nursing
had notified her in the past about low blood sugars
she had made changes to resident 42’ insulin doses.

Residents with Nutritional Changes:

Resident 53, an 82-year-old female was admitted to
the facility, on 3/18/02, with diagnoses including
cachexia, pancreatic mass causing obstructive
jaundice, history of weight loss, right middle
cerebrovascular accident with left sided weakness,
gastrostomy (G-tube) tube placement secondary to
dysphagia and diabetes mellitus.

A review of resident 53’ physician admission orders,
dated 3/18/02, and physician progress notes, dated
3/23/02 and 4/18/02, revealed that a dietary consult
was ordered on 3/18/02 and again on 3/23/02.

On 4/29/02, a review of the dietary section of the
chart was done. There was no documented evidence
that the registered dietitian had completed a dietary

F 157
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assessment, assessing resident 53's nutritional needs,
or the adequacy of the physician ordered tube
feedings. On 3/19/02, the facility nutrition aide
completed an "Initial Nutrition Screening”. The form
listed a series of questions, which would provide each
resident with a total score depending on the answers
received. Residents receiving a score of 5 or more,
per the form, were considered at high nutritional risk
and a copy of the form was to be given to the
registered dietitian. Resident 53 received a total score
of 6 and would have been considered at high
nutritional risk.

A care plan, initiated 3/ 18/02, documented that
resident 53 was in a state of ill health, malnutrition
and wasting secondary (o a pancreatic mass causing
biliary obstruction. The goal addressing this care
plan problem was that resident 53’ health; weight
and stamina tnay improve while on the transitional
care unit. Approaches to the problem included,
nutritionist/dietitian (o evaluate the diet.

A nutritional care plan, initiated 3/ 18/02, documented
that resident 53 was at risk for decreased nutritional
status related to dysphagia secondary to a
cerebrovascular accident and would be monitored.
The goal addressing this care plan problem was that
the resident would have no weight loss greater than 5
% and consume greater than 75% of meals daily.
Approaches to the problem included, make referral to
nutritionist if needed.

A tube feeding care plan, initiated 3/18/02, and
updated 4/17/02, documented that resident 53 had a
tube feeding placed related to a cerebrovascular
accident and dysphagia and would be monitored
through her stay at the facility. The goal addressing
this care plan problem was that the resident would
maintain adequate caloric intake daily through her
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stay on the transitional care unit. Approaches to the
problem included, have dietitian monitor for adequate
caloric intake,

On 4/25/02, at 4:43 PM, the consultant dietitian was
interviewed. She stated that she was unaware that
tube feeding changes were being made. She further
staled that she had not made recommendations
regarding tube feeding changes.

On 4/29/02, at 11:00 AM, the consultant dietitian was
interviewed for a second time. She stated that she
was not made aware of resident 537 changes made in
her tube feeding regimen. The dietitian also stated
she was not contacted for any dietary consults and
was not aware of any physician ordered consults for
resident 53.

On 05/01/02, in an interview with the physician she
stated that she was not aware that the dietitian had
not been contacted for dietary consults as ordered and
she was not aware that a nutritional assessment had
not been done.

483.10(d)(3) FREE CHOICE

The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
records.

Personal privacy includes accommodations, medical
treatment, written and telephone communications,
personal care, visits, and meetings of family and
resident groups, but this does not require the facility
lo provide a private room for each resident.

Except as provided in paragraph (e)(3) of this

F 157

Fle4

Fle4

CNA staff on all units have
recetved in-service training
focusing on privacy and dignity of
the residents. Specifically, staff
members caring for residents 95
and 98 have been alerted to these
residents’ inability to utilize the
commode independently or to close
the door themselves, “Staff
attention to privacy while toileting

524102
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F 164 Continued From page 9 F164 resident” has been added to the care
section, the resident may approve or refuse the cy
release of personal and clinical records to any plan of residents .95 and 98'. '-I‘o
individual outside the facility. ensure that the privacy and dignity
of all residents is protected, the
The resident’s right to refuse release of personal and service  delivery  monitor is
clinical records does not apply when the resident is conducted monthly by the CNA
transferred to qnother. health care institution; or Educator and the Nursing
record release is required by law. Supervisors. The CNA Educator
will monitor this tag and will report
findings of the service delivery
monitor to the Quality Committee
This REQUIREMENT is not met as evidenced by: each month.
Based on observation, it was determined that for 1 of
26 sample residents and 1 additional resident, the Corrective action will be completed
facility did not provide personal privacy during times by May 24, 2002.
of personal hygiene. Specifically, 2 residents were
observed in their separate rooms sitting on bedside
commodes while the doors to their rooms were open.
Resident identifiers: 95 and 98.
Findings include:
1. On 4/23/02, from 9:05 AM 10 9:15 AM, resident
25 was observed to be in her room with the door
open. Resident 95 was sitting on a bedside commode
which was in plain view from the hallway. Resident
95’s undergarments were observed around her calves.
There was no curtain or other device to provide
Privacy to resident 95 while she was sitting on the
commode. Staff were observed to walk past her
bedroom door at least twice during this time and did
not intervene to provide privacy.
2. On 4/23/02, from 9:10 AM t0 9:20 AM, resident
98 was observed to be in her room with the door
open. Resident 98 was sitting on a bedside commode
and could be viewed from the hallway. There was no
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F 164 | Continued From page 10 F 164
curtain or other device to provide privacy to resident
98 while she was sitting on the commode. Staff were
observed to walk past her bedroom door at least twice
during this time and did not intervene to provide
privacy.
Both of these residents needed staff assistance to get F282
onto the bedside commode. Neither resident was able
to get up and close the bedroom door themselves. ..
Physician orders for frequency of
blood sugars on resident 42 have
F282 | 483.20(k)(3)(ii) RESIDENT ASSESSMENT F282 been changed to twice daily (at |,
SS=E 0600 and 1700). Physician orders
The services provided or arranged by the facili for frequency of blood pressures
P £ ty q Y P
must be prov%ded by qgalified persons in accordance with  certain parameters  for
with each resident’s written plan of care. administration of lisinopril have
been changed (Resident 57). The
This REQUIREMENT is not et as evide d by: .
R oo etase Wdenced by new order is based on stable blood
Based on observation, interview and review of ressures and it reads “D/C all Rx
resident medical records, it was determined the g daily BP ith ¢
facility did not provide services in accordance with or . ally s wit s parameters.
each resident’s written plan of care for 2 of 26 Continue weekly BPs.
sampled residents, Specifically as per the residents . .
plan of care, blood sugars were not monitored and The Ward (_:]erk_s will audit
anti-hypertensive medication was given when the monthly recertification orders as
resident’s blood pressure reading indicated the well as telephone orders. The MDS
medication should be held. (Residents 42 and 57) Nurse Assessors will monitor to
Findine i ensure that plans of care are
{ndings include: implemented as ordered. While
1. Resident 42 was an 82-year-old male who was assess,mg residents and completlng
admitted to the facility on 1/10/99 with the diagnosis MDS’s, thes&f: nurses check to see if
of diabetes mellitus. the appropriate care plans have
been  completed and  what
Review of resident 42’ care plan, dated 1/30/99, interventions for care are taking
revealed that the "staff will check and record blood place. They assess residents when
sugars as ordered. there is a change of status, upon
admission and quarterly throughout
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A physician’s order, dated 12/5/01, documented to
monitor resident 42’s blood sugars 4 times per day.

Resident 42’5 medical records for February 2002,
March 2002, and April 2002 were reviewed on
4/23/02 and 5/1/02. The following blood sugars that
were not documented were ag follows:

DATE TIME
2/6/02 1200
2/21/02 1200
2/29/02 2000
3/1/02 1200
3/8/02 1200
3/8/02 2000
3727402 1700
327702 2000
4/3/02 0600
4/5/02 1200
4/8/02 0600
4/10/02 2000
4/18/02 1200
4/21/02 1200
4/21/02 2000

There was no documentation in the medical record of
resident 42 providing reasons for the missed blood
sugars.

2. Resident 57 was an 82 year old female who wag
admitted to the facility, on 10/24/01, with the
diagnoses of macular degeneration, hypertension,
lung diseage, hyponatremia and fluid retention.

A review of resident 57 medical record was done, on
4/22/02, and revealed the followin <8

A physician order for resident 57, dated 10/25/01,
documented that vitals were to be done every Sunday
and to record the vita results.

the year. They also educate the
Charge Nurses when they discover
that a plan of care needs to be
completed or a treatment has been
missed. The Nursing Supervisors
also conduct one-to-one training of
the Charge Nurses when plans of
care are not being implemented
appropriately.

The Ward Clerks will conduct a
quality check at least five times per
week of every nursing unit for
physician’s orders. The orders will
be checked for sign-off by a nurse
and whether they have been entered
into medication or treatment sheet.
If any steps are missing, the orders
will be returned to the Charge
Nurse *for correction.

The Charge Nurses will  be
informed of this additional step at
the Charge Nurse Meeting held
Wednesday, May 23, 2002 The
reviews will begin Thursday, May
23,2002

The Ward Clerks will generate a
report of their quality checks
showing the number of orders and
the number of orders with missing
steps  along  with information
regarding action taken at the time of
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F 282 | Continued From page 12 F 232 ) . .
the quality check This will be

A physician order, dated 11/13/01, documented reported to the Director of Nursing

resident 57 was to receive 4 medication, called who will present the information tg

lisinopril for her hypertension. The order stated, the Quality Assurance Team each

"lisinopril 10 mg (milligrams) every day by mouth 14 month

tab (tablet) hold if SBP<100 (systolic blood pPressure

was less than 100). .
The  person responsible  for

A review of resident 57 Tecertification of physician overseeing the implementation of
orders dated April 2002 wag done. The physician this will be the Director of Nursing.
orders documented that resident 57 should have her

vitals signs taken every Sunday between the hours of Completion date is May 2 3, 2002,

and record”. The treatment record for December
2001, J anuary 2002 and February 20072 documented
that resident 57 Wwas o have "vitalg Signs every
Sunday monitor and record call if SBp <90 or if
Patient hag s/g (signs and symptoms) of
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F 282 | Continued From page 13
hypotension/dizziness.” The treatment record for
March 2002 and April 2002 documented, "vitaj signs
monitor and record call if SBP<90 or if patient has s/s
of hypotension/dizziness very Sunday.” Resident 57%
treatment records for the months of November 2001,
December 2001, J anuary 2002, February 2002, March
2002 and April 2002 did not document daily blood
pressure as ordered by the physician on 11/13/02.

F 282

A review of the treatment record, medication record,
interdisciplinary progress notes, and monthly nursing
summary’s was done.

Resident 57 had low systolic blood pressures for the
following days:

On 12/23/01 resident 57’ systolic blood pressure was
100. Lisinoprii was documented as given al 8:00 AM.

On 12/30/01 resident 57 systolic blood pressure was
84. Lisinopril was documented as given at 8:00 AM.

On 1/6/02 resident 577 systolic blood pressure was
100. Lisinopri! was documented as given at 8:00 AM.

On 1/7/02 resident 577 systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM.

On 1/12/02 resident 577 systolic bload pressure wag
98. Lisinopril was documented as given at 8:00 AM.

On 1/14/02 resident 577 systolic blood pressure was
98. Lisinopril was documented as given at 8:00 AM.

On 1/17/02 resident 57’ systolic blood pressure wag
100. Lisinopril was documented as given at 3:00 AM.

On 1/18/02 resident 577 systolic blood pressure was
100. Lisinopril was documented as given ar 8:00 AM.
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Continued From page 14

On 1/20/02 resident 57 systolic blood pressure was
98. Lisinopril was documented as given at 8:00 AM.

On 1/21/02 resident 57s systolic blood pressure was
80 Lisinopril was documenled as given at 3:00 AM,

On 1/22/02 resident 57’ systolic blood pressure was
90. Lisinopril was documented as given at 8:00 AM.

On 1/23/02 resident 57’ systolic blood pressure was
98. Lisinopril was documented as given at 8:00 AM.

On 1/27/02 resident 57's systolic blood pressure was
90. Lisinopril was documented as given at 8:00 AM.

On 1/28/02 resident 57’s systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM.

On 2/3/02 resident 57 systolic blood pressure was
88. Lisinopril was documented as given at 8:00 AM.

On 2/17/02 restdent 57’s systolic blood pressure was
80. Lisinopril was documented as given at 8:00 AM.

Resident 57’s nurse was interviewed on 4/22/02 at
9:30 AM. The nurse stated that the she did not check
resident 57’s blood pressures on a daily basis.

483.25 QUALITY OF CARE

Each resident must receive and the facility must
provide the necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being, in accordance with the
comprehensive assessment and plan of care.

F282

F 309

5/24/02
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Use F309 for quality of care deficiencies not covered ) .

q Resident 53 was discharged on May |05/24/02

by 5483.25(a)-(m).

This REQUIREMENT is not met as evidenced by:

Based on observation, medical record review and staff
interviews, it was determined that for 3 of 27 sample
residents and 1 additional resident, the facility staff
did not ensure that residents received the necessary

| care and services to attain or maintain the highest

practicable physical well-being by providing
nutritional assessments and appropriate interventions
based on those assessments. Resident identifiers:
109, 53, 163 and 45.

Findings include:
System breakdown:

The facility had one consultant dietitian providing
services for the facility. Her contract with the facility
allowed her 10 to 12 hours a week in the facility.
During those 10 to 12 hours in the facility, the
consultant dietitian was responsible for the 173
residents in the facility, as well as all the residents in
the facility’s assisted living section (at least 80
additional individuals) and was also assigned to
attend the weekly skin/weight team meeting.

Actual harm was identified for residents 109 and 53
whose laboralory values reflected malnutrition (based
on American Dietetic Association guidelines) These
same residents received either late, inadequate or no
dietary intervention.

During interview with the consultant dietitian, on
4/25/02 at approximately 2:00PM, she stated that the
person performing the Dietary Risk Assessments

15, 2002. She moved to California
to be closer to her son. Our staff
had assisted in arrangements for
hospice care in California prior to
her discharge. The remaining
residents (109, 163, 45) have all
been reviewed by the Weight/Skin
Team. The membership of this
team includes a Wound Care Nurse,
a Registered Dietitian, a Nursing
Supervisor or  delegate, the
Nutrition Care Aide and the Nurse
Educator. The Weight/Skin Team
meets at least once per week until it
is determined by the Quality
Steering Committee that meetings
can be held twice per month. The
first meeting of the Weight/Skin
Team was held May 21, 2002.

A height and weight policy has
been adopted facility wide, which
include the form for standardized
monthly weights and another form
for weekly weights on those
individuals identified at risk. The
weekly weights will be taken for
those  individuals who are
recommended by the Weight/Skin
Team.
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F309 | Continued From page 16 F 309 An md‘_‘"d“allzefi _Wweight/skin  care
"works in the kitchen, but has no formal training. " Plafl Wiﬂ. {.)e mitiated on every
She further stated that the assessments completed by resident within 72 hours of admission
this person from the kitchen were "not always to track weight/skin ntegrity issues
accurate”™. The consultant dietitian indicated that she ing their stay. Two new cameras
Wwas not being informed of residents who scored as have been purchased o take
"high risk” on the Dietary Risk Assessments :fltl}gugh photographs.  The weight/skin care
the form directed thg evaluator to notify the dietitjan . plan will be brought to each
Based on record review performed throughout the weight/skin team meeting for every
survey, 3 of the 7 residents (109, 53, 45) who were ident be; . d duri th
scored at high nutrition risk and/or had laboratory Test ont bemg reviewe: unng the
values reflecting malnutrition (low aibumin) had not meeting.
been evaluated by the registered dietitian. An additional registered dietitian was
During an interview with the 2 individuals on the obtained  through contract to begin
skin/weight team on 4/25/02 at approxirmately 2:00 Maif 18, 2002 to assist the current
PM, it was revealed that the skin/weight committee dietiian to evaluate the resident
consisted of 1 registered nurse and the consultant needs.
dietitian. These two individualg stated that they met o . ) .
weekly. When asked if they had a written description All existing residents listed (residents
of the duties of the skin/weight committee, the team 109, 163 and 145) were reviewed by
members stated "no". When asked if the skin/weight a newly formed “Weight/Skin” Team
team kept minutes of it’s weekly meetings to identify May 21, 2002.
residents discussed, recommendations made and
interventions implemented, the team responded that The back of the Weight/Skin Care
they kept no minutes. When asked how the team Plan containg signature lines to
ensured follow-up on recommendations made during evidence which members attended
the meeting, both members indicated that it was the the meetings. A photocopy of each
individual nurses responsibility to provide resident’s Weight/Skin Care Plan
preventative measures. with the latest recommendations for
A review was conducted op 5/1 3/02 of the quarterly n}te:hvent‘ly;m‘ w:/us ksiiw"f‘ as mmm_:es
Quality Assurance (QA) Committee Meeting minutes o ¢ Weigh cam _Meetmg.
(dated 10/17/01, 1/16/02, and 4/17/02). A roview The Wound Care Nurse will follow
Wwas conducted on 5/1/02 of the monthly Quality thropgh on skin problems. The
Steering Committee minutes from July 2001 to Registered  Dietitian  will track
February 2002. None of the minutes reviewed nutrition issues, The Nutrition Care
contained references to nutritiona intervention and Aide will check the weights and ,
assessment issues identified during the survey (refer report back to the Weight/Skin Team
ta F 521 for additional mformation.) at the next nleeﬁng.
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F 309 | Continved F 17 F 309 . . .
° rom page The Weight/Skin Care Plan will
loss and malnutrition because it has
i. Resident 109, a 98 year-old female, was admitted columns for “current weight, last
to the facility on 12/12/01 with diagnoses of weight, amount gained or lost and
hypothyroidism, organic brain syndrome and edema. fab work” It also indicates their
On 4/22/02, a review was conducted of resident 1097s risk for the dzye!opmen:l Ofgessme
facility weight history and revealed the following: ulcers mr ng to the e_ssure
Ulcer Risk Scale. Low protein or
January 108.1 1bs. (pounds) albumnin levels will be addressed by
February 103 Ibs. the Charge Nurse with the
March 98.1 Ibs. physician upon receipt of the lab
April 98.3 lbs. results
Between the months of January and March, resident
109 lost 10 1bs or 9.26% of her total weight which is . ..
deemed "significant” by federal survey standards. The Charge Nurse initials and dates
the page of lab results upon
On 1/30/02, resident 109 was re-admitted to the long notification of the physician.
term care facility from the hospital. A lab (laboratory)
value done at the hospital (dated 1/27/02) was The Ward Clerks will be auditing
reviewed and revealed a serum albunnn@rotem) physician orders to assure follow-
level of 2.8. A lab value taken at the facility dated lab Its in th
2/15/02, showed a albumin level of 2.4. According to up. Ift!le{e are no Tesu ts,m ©
the lab used by the facility, a normal albumin range chart within 24 hours following an
was 3.3-4.8 g/dl (grams per deciliter). According to order for lab work, the Ward Clerks
the Manual of Clinical Dietetics (American Dietetic will call the lab and have them fax
Assoctation, 6th edition, 2000, page 22), albumin the information to the Villa.
levels are as follows:
Severe visceral protein deficit = less than 2.4 g/dl :IhOSFE resxdent§ who .have. kboi.e n
Moderate visceral protein deficit = 2.4 g/dl- 2.9 g/dl 1depnﬁed as being at thh. l_'ls (?r
Mild visceral protein deficit = 3.0g/d1-3.5 g/dl weight loss and/or malnutrition will
be monitored closely by the
Using this as a guideline, resident 109’ albumin level Registered Dietitian and other
fell at the bottom range of the moderate protein members of the Weight/Skin Team.
deficit range. Specific orders will be written for
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F 309 Contmged From page 18’ ' F 309 interventions such as weekl y
A nursing admisston history and evaluation form, . . . . ;
dated 1/30/02, and the nurses notes, dated 1/31/02, weights, high protein diet, multi-
documented "...an area on coccyx that is vitamins, supplements to increase
purplish-red- skin intact.” A nurses note dated calorie intake, smaller and more
2/05/02 documented " CNA reported to nurse that she frequent meals, enriched cereals for
discovered reddened area with tissue breakdown on breakfast, and/or enteral feedings as
patlent: On assgssrnent pat1§nt has stage Il decub appropria.te for each resident at risk.
(decubitus) on inner top of right buttock Otders for albumin level il b
approximately 2 cm- not draining- and a smaller ) cIs 10 umin levels ©
stage 11 decub on coccyx.” written more frequently for those
residents found to be at risk for
A physician's order, dated 03/01/02, documented a malnutrition,
diet order for a mechanical soft NAS (no added salt).
A review of the di led that o di The Nutrition Care Aide will
review of the dietary notes revealed that no dietary monitor all weights on a w eckly
assessment addressing the weight loss, skin basi She i ble f
breakdown or the low lab values had been completed asns._ ¢ !s respor{m ¢ lor
for resident 109. There were ne dietary entermg i weights i mto a
recommendations for the increased protein and computerized tracking program.
calories needed to promote healing for resident 109. She wil bnng printouts of
residents”  weights to  the
In an itriltem';whwciith the dietitiap, on 4/25/02, she . Weighthkin Team Meetings every
stated that she had not b.een notified by nursing an week. She will also notiﬁ( the
was not aware of the weight loss, the low lab levels or Registered Dietiti £ ioht
the skin breakdown on resident 109. cgister ietitian o  weigh
problems long before they would
The facility's policy for Nutritional trigger as such on the MDS. '
Status/Significance of Weight Loss were reviewed, on
4/25/02. It was documented in the procedure that " The Wound Care Nurse may
the Rggmtm;ed D?:ﬁ‘tltlﬁil_ls respor;s1ble for the X request a physician’ s order for an
provision of nutritional intervention to ensure the albumin level when she su spects
maintenance of acceptable parameters, such as body hat th d b isk fi
weight and protein levels. .. it is the responsibility of ) e resident may ¢ at n.s or -
the Registered Dielitian to ensure that the resident weight loss/n3alpgtr1t10n or if the
receives an individualized therapeutic diet to correct Registered Dietitian suggests that
nutritional problems.” obtaining an albumin level would
o o be a prudent intervention.  All
In an mtemew‘ with the dietitian, .01.1 4/25/02, she albumin level results will be called
stated that she is contacted of nutritional changes "by
CMS-2567L ATGI2000  FventID:  2WTY11 Facility ID:  UT0082
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the wound nursz ar by nurses pulling her aside in the in to the Wound Care Nurse by the
halis.” ., Ward Clerk. She will share the
results with the Registered Dietitian
2. Resident 53 was an 82 year old female with so that appropriate interventions
diagnoses including cachexia, pancreatic mass can be made.
causing obstructive jaundice, history of weight loss,
right middle cerebrovascular accident with left sided . -
weakness, gastrostomy (G-tube) tube placement :I'he foIlqwmg recommendations for
secondary to dysphagia and diabetes meliitus. intervention were made by the
Weight/Skin Team for the residents
Resident 53 was admitted to the facility’s transitional listed below:
care unit, on 3/18/02. She was discharged from the
trangitional care unit, on 4/19/02, and was admitted Resident 109
to the facility’s long term care unit, on 4/19/02, m
On 4/29/02, resident 53's medical records from bath Weekly weight _
the transitional care unit and the long term care unit Boost  three times daily  (or
were reviewed, Resource)
Turn and position every two hours
A review of resident 53’ admission weight, No restorative feeding due to
documented in the nursing staff notes dated 3/18/02, dementia
revealed that she weighed 82.5 pounds. A review of
resident 53’ weekly weights, documented on the Pressure ulcer resolved
resident’s treatment records, were as follows:
3/18/02 82.5 pounds.
3/30/02 119.5 pounds.
4/6/02 120.4 pounds.
4/13/02c77 pounds.
This represents a significant weight loss of 5.5
pounds, or 6.6% from 3/18/02 to 4/13/02 (26 days).
4/28/02 75.2 pounds.
This represents a significant weight loss of 7.3
pounds, or 8.8 % from 3/18/02 to 4/28/02 (41 days).
4/30/02 74.2 pounds.
This weight was obtained at the request of the survey
team and represents a significant weight loss of 8.3
pounds, or 10% from 3/18/02 to 4/30/02 (43 days).
‘MS-2567L - ATGL1200¢ EventID: 2WTY11 Facility ID:  UT0082 If continuation sheet 20 of 111



PRINTED: 12/20/2002

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 2567-L
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
465095 05/01/2002
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
451 BISHOP FEDERAL LANE
CHRISTUS ST JOSEPH VILLA SALT LAKE CITY, UT 84115
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ‘
F 309 Contmueq From page 20 _ F 309 Resident 45
Calculating weight loss percentages is done by I_h‘“':'"'"——h ~ L.
subtracting the current weight from the previous gh protein diet
H.S. — snacks

weight, dividing the difference by the previous weight
and multiplying by 100. Significant weight losses are
as follows: 5% in one month, 7.5% in 3 months and
10% in 6 months. (Reference guidance: Manual of
Clinical Dietetics, American Dietetic Association, 6th
edition, 2000, page 14).

On 4/29/02, a review of resident 53’s laboratory (lab)
values was done. The following albumin (a protein)
levels were documented:

3/20/02 2.3 g/dl
3/28/02 3.6 g/dl
4/4/02 2.7 g/l
4/11/02 2.8 g/di
4/18/02 3.0 g/dl
4125102 2.7 g/dl

With the exception of the value obtained on 3/28/02,
all of resident 53% albumin levels were low. The
reference range, according to the lab used by the
facility, was 3.3-4.8 g/dl. An albumin level of less
than 2.4 g/dl is considered a severe visceral protein
deficit, an albumin level of 2.4 g/dl- 2.9 g/dl is
considered a moderate visceral protein deficit and an
albumin level of 3.0 g/dl-3.5 g/dl is considered a mild
visceral protein deficit. . (Reference guidance:
Manual of Clinical Dietetics, American Dietetic
Association, 6th edition, 2000, page 22).

On 4/29/02, resident 53’ physician admission orders,
dated 3/18/02, were reviewed. It was documented
that resident 53 was NPQ (receiving nothing by
mouth) and was to receive Diabetic Resource at 80 cc
(cubic centimeters) per hour for 20 hours or 63 cc per
hour for 24 hours via her G-tube.

Clarify diet to regular as tolerated —
high protein

Track behavior of isolating self in
room and throwing food away
Physician appointment for three-
month evaluation

Mattress or geomat to bed

Keep bed at less than 30° elevation
Multi-vitamins with minerals

Gets restorative feeding

Resource (120 cc three times per
day) or Boost (240 cc three times
per day)

Resperidol started

Weight meeting in two weeks

Resident 163:

Nothing by mouth

Oral care every two hours

Planned weight change program for
weight loss

Geomat to bed

Arginine twice daily

Vitamin B (100 mg) daily

Vitamin B12 each month

Aquacel with stratosorb to wound
on buttocks

Turn every two hours and proper
positioning

Hydrocortisone cream

Foley catheter
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On 4/29/02, a review of resident 53's physician This resident was discharged on
a‘i”“lismn Orjer 3} date‘;/ig 1/ (8)/2021’Hand ﬁig;%;‘a“ May 15, 2002. She moved to
telephone orders from throug . was California to be closer to her son.
done. The following was documented: . ) ]
She had a terminal diagnosis of
On 3/18/02, Diabetic Resource was ordered at 80 cc pancreatic cancer. Villa staff mac_le
{cubic centimeters) per hour for 20 hours or 65 cc per arrangements  for hospice in
hour for 24 hours via her G-tube. California to follow her.
On 3/26/02, I_;he facility speech therapist ordered a Nutrition Care Plan notes on
modified barfum swallow study be completed. . . .
resident 53 prior to discharge
On 4/2/02, the facility speech therapist documented MZ_ . .
the following, " Ready to begin diet, gradually wean Mechanical soft diet with low
from G-tube feedings. Diet of soft [with] thins [thin concentrated sweets
liquids}, supervised. Double swallow. Upgrade as Impaired ability to feed self related
tolerated. Oral tablets ok. See formal report." to CVA
April 25 - Re SmgPOT
On 4/3/02, Diabetic Resource was ordered to begin GERD) glan ( & D
every night for 12 hours at 75 cc per hour. . . .
e P April 26 — Diabetic Resource per
On 4/11/02, Diabetic Resource feedings were G-tube or PO PRN QID. Chart cc’s
discontinued. It was documented that this was for weight loss
because the resident was eating 75% of meals. Weekly weights
A roview of the physician admission ordecs. dated Goal: adequate intake of 25% or
review of the pt ystclan admission orders, dat more at most meals
3/18/02 and physician progress notes, dated 3/23/02 al 26 lidi cal 1
and 4/18/02, documented that a dietary consult was Ap . — shding scale regular
ordered on 3/18/02 and again on 3/23/02. msulin
Goal: April 30 diabetic Resource to
On 4/29/02, a review of the dietary section of the 5 cartons per day
chart was done. There was no documented evidence Goal: May 2 refer to hospice
that a dietary assessment, assessing resident 53’s (pancreatic cancer)
nutritional needs, the resident’s significant weight
fluctuations or weight loss, the low albumin levels Th Direct £ Nursi .
obtained or the adequacy of the physician ordered © -irector ) o ursu.lg 15
tube feedings, had been completed by the registered re_SPOHSlble for lqlplemgntatlo.n of
dietitian. On 3/19/02, an "Initial Nutrition this plan. Corrective action will be
Screening" was completed by the facility nutrition completed by May 24, 2002.
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atde. The form listed a series of questions, which
would provide each resident with a total score
depending on the answers received, Residents
receiving a score of 5 or more, per the form, were
considered at high nutritional risk and a copy of the
form was to be given to the registered dietitian.
Resident 53 received a total score of 6 so would have
been considered at high nutritional risk.

On the "Initial Nutrition Screening” form resident
53’ height was docurmnented as 60" (5 feet) and her
weight was documented as 82.5 pounds. Resident
53’ nutritional needs were not assessed on this form,

A review of the "Nursing Staff Notes", from 3/18/02
through 4/2/02, documented that resident 53 was
receiving Diabetic Resource at 65 cc an hour for 24
hours. There was no documentation in the nurses’
notes, which addressed the large weight fluctuation
from 82.5 pounds on 3/18/02 to 119.5 pounds on
3/30/02.

A review of the "Nursing Staff Notes”, from 4/3/02
through 4/10/02, documented that resident 53’s tube
feeding regimen had been changed to Diabetic
Resource at 75 ¢ per hour for 12 hours at night per
her physician. There was no documentation in the
nurses’ notes, which addressed the large weight
fluctuation from 82.5 pounds on 3/18/02 to 120 4
pounds on 4/6/02. The following was also
documented in the nursing notes;

On 4/4/02, the nurse documented that resident 33 had
a decreased appetite due to the tube feeding running
at night,

On 4/7/02, the nurse documented that resident 53 had
a fair appetite.

F 309
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On 4/9/02 and 4/10/02, the nurse documented that
resident 53 had a good appetite.

A review of the "Nursin g Staff Notes", from 4/11/02
through 4/19/02, was done. On 4/1 1/02, the nurse
documented that the Diabetic Resource had been
discontinued and the G-tube was to be used for the
administration of water and medications. During this
time, the nurses documented that resident 53 had a
good appetite and was consumin g an average of 75%
of meals. There was no documented evidence in the
nurses’ notes, which addressed the significant weight
loss from 82.5 pounds on 3/18/02 to 77 pounds on
4/13/02 ar the low albumin levels obtained on 4/4/02,
4/11/02 or 4/18/02.

A review of resident 53’ meal intakes, documented
on the "CNA Care Sheet” for April 2002 from 4/1/02
through 4/19/02 was done. Out of a possible 19
breakfast meals reviewed, 1 was documented as
100%, 1 was documented at 75%, 1 was documented
at 50%, 11 were documented as 25%, 1 was blank
and 4 were documented as NPO. Out of a possible 19
lunch meals reviewed, 1 was documnented at 100%, 2
were documented at 50%, 10 were documented as
25%, 1 was documented at 10%, 1 was blank and 4
were documented as NPO. Out of a possible 19
supper meals reviewed, 2 were documented at 75%, 2
were documented at 50%, 3 were documented at 30%,
3 were documented at 25 %, 1 was documented at
10%, 5 were blank, and 3 were documented as NFPO,

On 4/19/02, resident 53 was moved from the facility’s
transitional care unit to a long term care unit. She
was ordered a mechanical soft diet with jow
concentrated sweets. She was also receiving 300 cc of
water through her G-tube every 8 hours.

A review of nursing notes, from 4/27/02 through
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4/29/02, was done. On 4/23/02 the nurse documented
resident 53 had a fair appetite. On 4/24/072 and
4/26/02, the nurse documented resident poor appetite.
On 4/27/02, the nurse documented that resident 53
was consuming an average of 50% of meals. On
4/28/02, the nurse documented that resident 53 wag
consuming an average of 0-25% of meals and that she
refused meals when she had visitors.

On 4/26/02, the physician ordered that resident 53
was to receive Diabetic Resource per her G-tube or by
mouth 4 times per day and that the amount given was
to be charted due to weight loss. The amount of
Diabetic Resource to be given was not specified in the
physician order. A review of resident 33’ "Enteral
Flow Sheet" was done. The nurses mitialed that they
had given Diabetic Resource. The amount given o
the resident each day was not documented.

On 4/29/02, at 8:58 AM, anurse familiar with
resident 53’ care was interviewed. She was asked
how much Diabetic Resource was given to resident 53
each day. She stated that she gave as much as the
resident could tolerate. She was asked if the amount
of Diabetic Resource given daily varted and she stated
yes. On 4/29/02, at 9:48 AM, this nurse was
interviewed a second time. She stated thal she gave
restdent 53 four cartons, (240 cc each) of Resource
Diabetic every day. She stated that if less than 240 cc
four times daily was given, the nurse would circle
their initials on the "Enteral Flow Sheet".

A review of all documented physician assessments
completed from resident 53’s admission on 3/18/02
through 4/29/02 was done. The physician did
Tfecommend a dietary consult, on 3/23/02, to consider
increasing resident 53’ tube feeding regimen for
weight loss and low albumin levels obtained. The
weight recorded on the 3/23/02 physician assessment
was 82.5. A follow up physician assessment. on
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4/18/02, documented a weight of 77 pounds for
resident 53 but did not address the significant weight
loss of 5.5 pounds or 6.6%, which had occurred
between the dates of 3/18/02 and 4/13/02. There was
no documented evidence that the resident’s low
albumnin levels obtained on 4/4/02, 4/11/02 and
4/18/02 were addressed in the 4/18/02 physician
assessment,

A review of all lab reports in the medical record
documented that the physician had been notified of
each abnormal 1ab value obtained by a nursing staff
member.

A care plan, initiated 3/18/02, docurented that
resident 53 was in a state of il health, malnutrition
and wasting secondary to a pancreatic mass causing
biliary obstruction. The goal addressing this care
plan problem was that resident 53 health, weight
and stamina may improve while on the transitional
care unit. Approaches to the problem inchuded,
nutritionist/dietitian to evaluate the diet.

A nutritional care plan, initiated 3/ 18/02, documented
that resident 53 was at risk for decreased nutritional
status relaled to dysphagia secondary to a
cerebrovascular accident and would be monitored.
The goal addressing this care plan problem was that
the resident would have no weight loss greater than 3
% and consumne greater than 75% of meals daily.
Approaches to the problem included, make referrai to
nutritionist if needed.

A tube feeding care plan, initiated 3/18/02, and
updated 4/17/02, documented that resident 53 had a
tube feeding placed related to a cerebrovascular
accident and dysphagia and would be monttored
through her stay at the facility. The goal addressing
this care plan problem was that the resident would
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maintain adequate caloric intake daily through her
stay on the transitional care unit. Approaches to the
preblem included, have dietitian monitor for adequate
caloric intake, monitor weight as ordered by the
physician and "pt [patient] eating fairly well. GT
[gastrostomy tube] patent- [water] thru G-tube”.

On 4/25/02, at 2:25 PM, the facility nutrition aide
was interviewed. She stated that she completes an
"Tnitial Nutrition Screening” form for all newly
admitted residents and for residents re-admitted to the
facility. She stated that she usually gets answers to
the questions asked on the form from the resident.
She stated that if the resident could not answer the
questions appropriately, she would gather information
from the nurse, a certified nurses’ aide or the chart.
She stated that if the resident was admitted with a
pressure sore she would document that information
on the form, but she was not involved if the resident
developed a pressure sore while in the facility. She
further stated that she would document the resident’s
admit weight on the "Initial Nutrition Screening"
form but did not address weight loss prior to
admission or during the resident’s admission. She
stated that if a resident received a score of 5 or greater
on the "Initial Nutrition Screening” form she would
place a copy of the form in the consultant dietitian’s
box for her to follow up.

On 4/25/02, at 4:43 PM, the consuitant dietitian was
interviewed. She stated that she was unaware that
tube-feeding changes were being made for resident
53. She further stated that she had not made
recommendations regarding tube-feeding changes or
completed a nutritional assessment.

On 4/29/02, at 11:00 AM, the consultant dietitian was
interviewed for a second time. She stated that she
was not made aware of resident 53's significant
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weight loss, low albumin levels or the changes made
in her tube-feeding regimen.

ANN E. CHECK TO SEE IF THIS MAKES SENSE.
U.S. Department of Health and Human Services,
Number 15, olQuick Reference Guide for Clinicians
Pressure Ulcer Treatment, December 1994 page 6-7.
"The goal of nutritional assessment and management
is to ensure that the diet of the individual with a
pressure ulcer contains nutrients adequate to suppart
healing.... Nutritional support: Encourage dietary
support intake or supplementation if an individual
with a pressure ulcer is malnourished. If the dietary
intake continues to be inadequate, impracticable, or
impossible, nutritional support should be used to
place the patient into positive nitrogen balance
{(approximately 30 to 35 calories/kg/day/ and 1.25 to
1.50 grams of protein/kg/day) according to the goals
of care. As much as 2.00 grams of protein/kg may be
needed. "

U.S. Department of Health and Human Services,
Number 15, Treatment of Pressure Ulcers, December
1994, p. 21; states, "The initial assessment of patients
with pressure ulcers has several dimensions: (a)
Assessment of the pressure ulcer, (b) complete history
and physical examination, (c) assessment for
complications and comorbidities, (d) nutritional status
assessment, {e) pain assessment, (f) psychosacial
evajuation, and (g) assessment of risk for developing
additional pressure ulcers."

3. Resident 163 was admitted to the facility, on
11/6/01, with diagnoses which included right sided
hetniparesis secondary to cardiovascular accident,
anernia, congestive heart failure, hypertension,
pneumonia, aphasia, depression, and seizure disorder.

Resident 163’s medical record was reviewed, on
4/24/02. 1t was documented in the initial MDS
(Minimum Data Set) assessment, dated 1/12/01, and
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the nursing staff notes dated 11/6/01, that resident
163 was admitted to the facility with skin intact. No
pressure ulcers and no redness were documented in
the descriptive portion or in the body diagram portion
of resident 163’s skin and body assessment, dated
11/6/0t. Daily nursing staff notes for resident 163,
dated 11/7/01 through 11/16/01, documented the
resident’s skin was warm and dry with normal color
and no wounds, rashes, or dressings. The nursing
staff notes documented, on 11/17/01, the resident’s
buttocks were excoriated. The nursing staff notes,
dated 11/18/01, documented, "Stage 11 {area of broken
skin] DQ [decubitus ulcer] to [right] butiocks.” The
nursing staff notes, dated 12/6/01, documented,
"Excoriation to buttocks, reddened, some open areas,
improving.”

Observation by two nurse surveyors, of a dressin g
change performed on resident 163 by the charge
nurse on 4/23/02, revealed an area approximately 18
X 15 cm of deep purple color over resident 163’ right
buttock and partially over his left buttock. Site A was
an open, draining, reddened area on the resident’s
right buttock which the nurse measured as 1 1/2 x 4
¢m at the proximal end, and 2 x 4 cm across the
center of the wound, There were also scattered,
bleeding, open areas around and distal to the wound
on his right buttock and a narrow, bleeding, open
area on his left buttock.

Resident 163 was totally dependent upon enteral
feedings for his nutrition and fluids. As documented
on his enteral feeding records, the resident had been
receiving Jevity (enteral feeding formula) at 94 cc
(cubic centimeters) an hour. It was documented in
the nursing staff notes for resident 163, dated 11/8/01
and 11/18/01, that he was {olerating the feeding
without problems.
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The initial nutrition screening, by the nutrition care
aide, dated 11/7/01, documented resident 163 was
NPO (to receive nothing by mouth) and was on a tube
feeding program. The screening form was blank for
the resident’s height and weight, and it documented
resident 163 was not admitted with a pressure ulcer.
Resident 163’ screening score totaled "6” where "5 or
more” equaled "High Risk™ and the dietician was to
be notified,

Initial assessment by the registered dietitian, dated
11/9/01, documented the facility needed to obtain a
height and weight for resident 163 and that there
were no laboratory values for the resident. Without
the information, the resident’s caloric, fluid, or
protein needs could not be determined. The
registered dietitian documented resident 163 was
NPO and had been receiving a tube feeding diet of
Jevity (enteral feeding formula) at a rate of 94 cc
{cubic centimeters) per hour. There was no further
nutritional assessment for resident 163 until 3/12/02,
four months later.

The dietitian’s second nutritional assessment for
resident 163, dated 3/12/02, documented the
resident’s estimated daily nutritional requirements
included 109 to 149 grams of protein, 2398 to 3270
kealories, and 2980 to 3070 cc of fluids. The dietitian
documented that resident 163 tube feeding had been
changed to Fibersource at 80 c¢ an hour for 23 hours
out of every day. The dietitian documented that the
feeding was providing resident 163 with 79 grams
protein, 2208 calories, and with additional water the
resident received, 2437 cc water. Al that time, the
prolein in resident 163’s enteral feedings provided
him with 30 to 70 grams less than his nutritional
requirements. The enteral feeding provided him 190
to 1062 calories less than his nutritional
requirements. The dietitian documented that
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"nursing reports some weight increase recently, even
though resident’s not meeting his estimated needs It
was also documented that resident 163 had edema,
The registered dietician documented that it had been
Suggested to reduce resident 163’ enteral feeding rate
1o 70 cc an hour, 1610 cc daily, to help reduce his
weight and diarrhea, and an arginine supplement be
added to his diet. The revised rate of feeding
provided 64 grams of protein which was 45 to 85
grams less than his daily requirements, and 1794
calories which was 604 (o 1476 kcalories less than his
daily requirements, and a total of 2212 cc water daily
which was 768 to 1460 cc less than his daily
requirements.

F 3009

A comprehensive metabolic panel result (CMP),
dated 11/15/01, documented resident 163% albumin
was moderately low at 2.7 (normal {imit 3.3-4.8).

Review of the nurses’ enteral feeding documentation
for March 2002 and April 2002, revealed that the
amounts of enteral formula resident 163 received
during any shift were not documented. Nurses
initialed at the end of their shifts, that they had given
the resident his entera feedings. There was no
specific documentation of the times the resident was
ol receiving his formula, which was to run 23 hours
a day and stop for one hour a day.

In an interview with the charge nurse for resident
163, on 4/24/02, the nurse stated she gave the
resident two or three cang of formula on the first shift
The nurse stated she tried to stop the feedin gs for ane
hour each shift, but that sometimes she had to leave it
off for nursing students or aides to provide cares for
the resident. There Wwas 1o documentation tracking
the total cc of enteral feeding resident 163 received
during any 24 hour period.

4. Resident 45 wag admitted to the facility on 10/5/01

|
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with the diagnoses of cerebrovascular accident,
cerebrovascular disease, atria] fibrillation,

constipation, edema, decubitug ulcer, right hip

replacement, right hernia, and pneumonia.

A review of resident 45 s medical record on 4/22/02
revealed the following:

The physicians progress notes from the hospital,
dated 10/4/01, documented a stage 2 pressure sore on
her right lateral malieolus (ankie). Resident 45
developed an additional Stage 2 pressure sore on her
left buttocks on 11/17/01.

A review of resident 45’ recertification physician
orders, dated 10/5/01, documented a mechanical soft
low fat diet. The same day, 10/5/01, the Facility’s
"Dietary Communication” form documented a regular
diet.

Resident 45% laboratory results, dated 1 1/2/01,
documented a low albumin of 2.4 gidl
(grams/deciliter). The facility’s laboratory service
states that the normal range is from 3.3-4.8 g/dL.

"FPhysicians Telephone Orders,” dated 11/3/01,
requested a high protein diet.

A review of the Decernber 2001 "Treatment Record"
documented that resident 45 began receiving 120 cc
of supplement three times a day beginning 12/13/01.

During review of resident 45’s medical recard, it was
revealed that there was no nutritional assessment
performed by the dietitian. The nutritional
assessment would be needed to determine whether the
high protein diet and supplements were meeting her
calorie and protein requirements.

_ |
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident who
enters the facility without pressure sores does not
develop pressure sores unless the individual’s clinjcal
condition demonstrates that they were unavoidabje;
and a resident having pressure sores receives
Necessary treatment and services to promote healing,
prevent infection and prevent new sores from
developing.

This REQUIREMENT s not met as evidenced by:

Based on observation, Interview, review of resident
medical records, Quality Steering Committee meeting
minutes, Quality Assessment Cotnmittee minutes and
review of facility policies and procedures, it was
determined that for 6 of the 27 sample residents, the
facility did not ensure that residents who entered the
facility without bressure sores did not develop
pressure sores. The facility also did not ensure that
residents who had pressure sores recejved the
necessary treatment and services (o promote healing
and prevent new sores from developing.

1. Treatments 1o bressure sores were not being
performed as ordered by the physician for 3 of the 6
residents. ([ 16, 95, 56)

2. Pressure relieving devices were not provided ar
were provided only after the development of pressure
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Geriatric Nutrition, A Comprehensive Review,
second edition, By Morley, Glick and Rubenstein
Pg.57, 335-338 states that, alburnin is significant in
regards to pressure sores, in that if an albumin levei is
low, visceral protein stores are Iow, and a high
protein level is essential in the healing process. Fil4
i
The following information
F314 | 483.25(c) QUALITY OF CARE F3l4 identifies some of the interventions 6/21/02

and recommendationg that were
made by the Weight/Skin Team for
the residents identified in the
deficiency:

Resident 56:
Multi-vitaming

Arginade

Geomat to bed

Geomat to wheelchair
Tegasorb dressing

Resource

Weekly weights

Rule out restorative feeding due to
late stage Alzheimer’s Disease
Head of bed not more than 30°

Resident 95:

Nylex mattress

Comprehensive Metabolic Panel
Arginade

Calmoseptine to buttocks
Offered Geomat in chair
refuses)

Supplements offered twice daily
(resident refuses frequently)

(resident
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sores for 1 of the 5 residents. ( 95) Resident 116:
3. The facility was not following it’s own policy Nylex mattress/electric bed
regarding skin risk assessments. House supplement three times daily
4. SkinArisk assessments were not performed for 4 of Multi-vitamins
the 6 residents. (116, 95, 56,. 165) Arginade twice daily
5. Care plans addressing skin breakdown/pressure ]
sores were nol in ptace for 1 of the 6 residents. (95) Tegasorb dressmg to
The facility did not care plan a stage 1 pressure sore coccyx/change every three days and
until it progressed into multiple stage I and IT1 PRN
pressure sores. (165) Spence boots
6. Four of the 6 residents developed pressure sores Weekly weights
within the facility. For 3 of the 6 IjC?ldentS who Cushion pad to wheelchair
developed pressure sores, the physician was not
notified until 6 to 8 days after the ideatification of the ] )
pressure sores. (116, 56, 165) The physician stated Mden_tl_ﬁs__, i
that 1 of the 5 pressure sores (116) she identified Comprehensive Metabolic Panel
herself prior to being informed by nursing staff. Boost (240 cc three times daily) or
7. The consultant dietitian confirmed that she was Resource (120 cc three times daily)
not aware of 2 of the 6 residents with pressure sores. Dressing change to buttocks twice
(116, 95) There wus no documentation (o evidence daily
that the consultant dietitian was aware of the fifth Irrigate with acetic acid in a.m. and
pressure sore (56) until 51 days after it was initially ; ]
identified by nursing staff and was not aware of the with ‘}Ofmal saline at h.s.
sixth resident with pressure sores until 31 days after Reweigh
the pressure sores were identified. (165) Arginine, 500 mg twice daily
8. Two of the 6 residents did not have nutritional Multi-vitamin each day
assessments by the consultant dietitian to calculate Air mattress
the protein and calorie needs to assist in the healing Change diet to high protein
of the pressure sores. (116, 95) mechanical soft, small portions
9. The skin team, which consisted of one registered ?
nurse and one consultant dietitian, stated they met . .
weekly, but did not keep minutes of their meetings to A full-time RN. who will focus
identify which residents were discussed, what solely on wound care has been
recotrnendations were made or what interventions hired as of May 29, 2002.
were implemented. There was no method to ensure
that staff had followed through with
recommendations made by the skin team. The skin
team had no written job description of its duties.
10. The February 2002 monthly pressure ulcer
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report, dated 2/21/02, documented the facility’s Welght Skin Care Plains haye ils,o
nosocomial (house acquired) pressure sore rate to be been' completed and p aced in their
5.6%, an increase from the previous month (January medical record (Residents 42, 56,
2002) of 2.8%. The facility did not have 95, 116, 109, 165).
documentation to evidence that it had addressed this
increase in the pressure sore rate. A skin integrity procedure has been
o eveloped to ensure that residents
Resident identifiers; 95, 56, 116 and 165. deve op
_ are assessed for the development of
Findings include: pressure sores upon admissior} and
at regular intervals, that timely
1. System Breakdown - A pattern of actual harm was notification of the physician,
identified for 4 residents who developed an avoidable family, diefitian and wound care
pressure sore and/or did not receive treatment and nurse occurs. that recommendations
services to promote healing of a pressure sore. : : :
intervention take
Residents 95, 56, 116 and 165. for “appropriate intervention
place by specific interdisciplinary
a. The February 2002 pressure ulcer report, dated team n}embers, and that routine
2/21/02, identified the facility’s nosocomial pressure monitoring and documentation of
uleer rate at 5.6% which was up from the January the healing process occurs.
2002 rate of 2.8%. On 4/30/02, the facility was
requested to provide documentation that they had The Pressure Ulcer Risk Scale will
add.rt?ssed th§ increase in the pressure sore rate. be completed for all current
Facility administration was not able to provide any id ithin thr k Thi
documentation to evidence that it had. When asked if Test _ents within three weeks. S
the facility had addressed the increased rate of 5.6% scoring tool has glready been used
in the next monthly Quality Steering Committee to assess all residents whom the
Meeting, the Director of Nurses stated that "For some Survey Team identified as receiving
reason, it (the meeting for March 2002) was substandard care. The plan for
capcelled." Furthe_r, the facﬂuy did not .prowde residents who score high risk is to:
minutes to the April 2002 Quality Steering
Committee Meeting. .
& 1. Implement the following:
Based on a review conducted 5/13/02, there was no . .
documentation in the quarterly Quality Assessment *Telephone orders will be obtained
(QA) Committee minutes, dated 4/17/02, to evidence from the attending physicians and
that the QA committee had addressed the increase in documented before the following
the nosocomial pressure ulcer rate. interventions:
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b. The facility had a skin/weight team which
consisted of one registered nurse and one registered
dietitian. When asked if there was a written job
description for the duties assigned to the skin/weight
team, the skin nurse replied, "no.” During interview
with this team on 4/25/02, they stated that they met
weekly to discuss residents with skin and weight
issues, but they did not keep any minutes of their
meetings to detail what residents were reviewed or
what recommendations and interventions were
implemented. The registered dietitian confirmed
that she was not aware of 4 of the 6 pressure sores
with which survey had concerns.

¢. The facility was not following it’s own policy for
assessing residents at high risk for pressure sores.
The policy stated that "Within the first 8 hours of
admission to St. Joseph Villa, each resident will be
evaluated to determined those who are at high risk for
pressure sores or who have evidence of skin
breakdown.” During an interview with the skin team
nurse on 4/25/02 at 2:35 PM, she was asked if the
facility performed skin risk assessments. The skin
team nurse replied, "We don't do them.” When asked
how individuals were assessed for the need of
pressure relieving devices and other appropriate
interventions, the skin team nurse replied, "If they (a
resident) come in and they are non-ambulatory or
can’t turn in their bed or theyTe incontinent or can’t
relieve pressure on their own, then you (the charge
nurse) provide pressure relieving devices to their bed
and wheelchair." The skin team nurse continued to
state that it was left up to "nursing judgement” as to
whether an individual needed pressure relieving
devices. The facility did not have a consistent method
to initially and then periodically reassess residents
who may have become at risk for skin breakdown.

d. The facility did not have a consistent manner to

1. Pressure reducing mattress
or geomat

2. Pressure relieving devices
as indicated for care (ie.
elbow protectors, float
heels, Spence boots)

3. Initiate Resource supple-
ment

II. The plan for residents who have
low risk is to:

1. Turn and reposition every
two hours if unable to
reposition self

2. Head of bed less than 30°
unless  physician  orders
alternate

3. Assess level of pain weekly

4. Nutritional assessment by

Registered Dietitian

5. Encourage activities and
mobility

6. Monitor  percentage of

meals consumed and notify
nurses if intake is poor

7. Complete skin assessment
on a weekly basis by Charge
Nurse. During bathing,
CNA assesses skin and
reports to Charge Nurse any
skin problems

8. Scheduled bathing
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ensure that the skin team was aware of resident’s who episod
: , pisodes
developed skin breakdown and therefore received care 10. Toilet every two hours d
for that breakdown. During the 4/25/02 interview ) Ty tw urs an
with the skin team, they were asked how they became as needed
aware of skin breakdown. The skin team nurse
replied that the nurses had been instructed to place Skin risk assessments will be
that information on a 24 hour report and submit it to performed by the Charge Nurse
her. When she was informéd that residenF 11.6 had a upon admission or by the MDS
Stage II pressure ulcer on his coccyx, she indicated Nurse  Assessor  at quarterly
that she was not aware that this had occurred. When intervals. Nursing S . i1l
asked if there were other ways she might have been mtervas. ursing sup el:w:sors Wl
imformed, she stated that nurses would sometimes c_hECk to see that admission skin
stop her in the hall and inform her of a skin problem. tisk  assessments have  been
completed. The Wound Care Nurse
e. Through re;ord rgview completed.throughout.me will monitor monthly to assure that
survey and‘an Interview conducted wnh the physician pressure relieving devices are in
on 5/ 1702, it was found that the physician was not place and that dietary and other
notified regarding the development of pressure sores iate int ti have b
for three residents until 6 to 8 days after the nurse’s appropl'l_a ¢ in erve_n lons have been
initial identification. (Resident 116, 165 and 56.) and continue to be in place.
2. Effected Residents The Weight/skin Team will meet
weekly until it is determined by the
a. Resident 95 was a 79 year old female who was Quality Steering Committee that
a?rr;;;ted to ;hc fac%llty 0111 4/3/02 \;ﬁh the gairg)ses residents  are being properly
of chronic o sFruct1.ve pulmonary disease ( 0. ) monitored and are receivin g such
exacerbation, insulin dependent diabeteg mellitus, hi ali di d .
Osteoporosis, depression with anxiety, coronary artery gh qu ty _1etary and nursing
disease, gastroesophageal reflux disease and cor Care that meetings could be held
pulmonale, twice per month. The membership
of the Weight/Skin Team will
A nurse’s note, from resident 95% hospital Qischarge include:
record, dated 4_1/3102, documenteq, Pt. {patient) has *  Wound Care Nurse
stage Il decubitus on coceyx that is covered by e Regi d Dietiti
duoderm.” This hospital discharge note is °8t a.".tere lemlal_l
contradicted by the facility’s admission nurse’s note, * Nursing  Supervisor or
also dated 4/3/02, which documented, "Pt. does have delegate
redness on buttocks, looks like friction. No open ¢ Nutritional Care Aide
area. Blanches well, placed tegasorb for protection.”
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The nurse who performed thig resident’s admission Nurse Education
assessment was interviewed on 5/1/02. The nurse ¢ Physical Therapist (by
stated that she did a very thorough assessment of consultation)
resident 95 and that there was no skin breakdown,
only the redness which she described in her ; ] ; )
admission note of 4/3/03. The Welght/Slﬂn Team will review
all residents who meet the MDS
A "Weekly Nursing Summary” for resident 95 was criteria for significant weight loss
completed by a facility nurse on 4/6/02. The sections or gain. The Wound Care Nurse
regarding "skin condition" and "preventative” will bring a list of residents with
measures were left blank. wounds to each Weight/Skin Team
There was no documentation in the medical record of Meetmg for review.
resident 95 Lo evidence that facility staff had . .
addressed the resident’s coccyx area again until Actual  skin  checks will  be
4/9/02, 6 days after the admission assessment. The performed on every resident at least
nurse’s note of 4/9/02 documented the following: "c/o weekly by the Charge Nurses who
(complaining of) buttocks being sore - has tegasorb are completing their weekly
over @ (at) bgttpck. Noted has - pressurg sores - summaries. With 2 new form
stage I superficial 1- 0.5, #2 - 1 cm (centimeter) and <
: : called “Pressure Ulcer Treatment
one very sm {small) one with escar - 0 (no) drainage. B ) e
Tegasorb caused redness on side edges - stratasorb Guideline . and _NOtlﬁcat]ona . _the
applied - geo pad - et (and then) geo mattress for bed nurses will notify the physician,
ordered - ..." This note documented a total of 3 family, dietitian, and Wound Care
pressure sores where the admission assessment Nurse for each condition, if any,
documented none. that they observe. The Wound Care
e _ il audit to ensure that
The facility did not perform a skin risk assessment of yrursg Wh a : ° (; d and 2
resident 95, as required by their own policies. The ?ssmgs ave been applied and are
facility did not care plan the concern of pressure sores being changed as ordered.
or any type of skin breakdown. The facility did not
implement the use of pressure relieving devices until The Wound Care Nurse or
4/9/02, the day resident 95 was identified with open Registered Dietitian will report the
pressure sores. This was a 6 day delay from the time progress of the Weight/Skin Team
the nurse had initially identified the "redness on
buttocks”.
On 4/15/02, the physician changed the orders to treat
the pressure sores to the following: "Calmoseptine q
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Continued From page 38
(every) 3-4 X (times) a day til resolved.”

Review of the April 2002 Treatment sheet for resident
935 revealed the following:

There was no documentation to evidence that the
calmoseptine was applied at all on 4/15/02, 4/17/02,
4/18/02, 4/21/02 or 4/22/02. There was
documentation to evidence that the calmoseptine was
applied once on 4/16/02, once on 4/19/02 and twice
on 4/20/02. Sixteen out of 20 scheduled treatments
were not documented as being performed.

During interview with the consultant dietitian on
4/25/02, she was asked if she was aware that resident
95 had developed pressure sores. The consultant
dietitian stated, "no”. There was no
dietary/mutritional assessment of resident 95 by the
dietitian to calculate protein requirements and
calories needed to promote wound healing.

b. Resident 56 was a 79 year old female who was
admitted to the facility on 12/5/01 with diagnoses of
organic brain dysfunction, vertebral fracture, and
bipolar disorder.

A review of the resident 56’ medical record was done
on 4/25/02 and revealed the following:

The MDS (minimum data set), a mandatory
comprehensive assessment of the resident completed
by facility staff, dated 12/18/01 and 3/18/02,
documented that the cognitive skills of resident 56
were severely impaired and that she needed extensive
assistance when moving to and from a lying position,
turning side to side, positioning her body in bed, and
moving to or from a bed and wheelchair. Both
MDS’s documented that resident 56 was occasionally
incontinent of bowel and bladder. The MDS, dated
12/18/01, documented that resident 56 had no prior

F3i4

to the Quality Steering Committee
each month.  The Director of
Nursing  is  responsible  for
implementing this plan. Corrective
action for those residents whom the
Survey Team identified as receiving
substandard quality of care was
implemented by May 23, 2002.
The remaining current residents
will have a Pressure Ulcer Risk
Scale completed and placed in their
medical record by June 21, 2002.
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history of pressure sores or current pressure sores.
Both MDS’s documented that resident 56 needed a
pressure-relieving device for her bed and that she
should be placed on a turning and repositioning
program.

The care plan for resident 56, dated 12/9/01, included
the problem skin integrity and urinary incontinence
due to decrease mobility, fragile skin and
Incontinence.

Resident 56 was further care planned on 2/4/02 for
pressure sores due to impaired transfers mobility,
Alzheimer’s or other dementia and coronary artery
disease. The care plan on 2/4/02 included the
following interventions:

1. "Evaluate/assess/monitor/document/communicate
with RN/MD/RD/resident/family prn {as needed)
status.”

2. "Provide/serve/monitor nutrition and hydration.™
3. "Provide/monitor effectiveness and document
treatment."”

The "Nursing Admussion History and Evaluation™
documented on 12/5/01 that resident 56 had redness
on her buttock area.

An interview with the nurse who cared for resident 56
was done on 4/23/02 at 11:00 AM. The nurse stated
that residents weekly skin checks were documented
on the weekly nursing summary. The nurse further
stated that the "Nursing Admission History and
Evaluation” was the form that helped the nurse
determine that a resident was at risk for developing a
pressure sore. She stated it was up to the individual
nurse 1o determine the residents that were at risk for
developing a pressure sore. The nurse stated it was
the responsibility of the nurse to notify the physician,

F314
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the treatment nurse and dietary when a pressure sore
had developed. She further stated that the nurse is
responsible to initiate the use of pressure relieving
devices for the bed and wheelchair,

A review of resident 56’ medical record was done. A
risk assessment for skin breakdown could not be
found.

The "Weekly Nursing Summary”, dated 1/3/02, stated
that resident 56 had redness on her behind which was
healing.

The "Weekly Nursing Summary” dated 1/27/02
documented that resident 56 had a stage II pressure
sore on her coceyx. The facility nurse documented
that the pressure sore was treated with "Hydrcol/
tegraden” and response to treatment was " ? started
127,02

The "Interdisciplinary Notes” dated 1/28/02 at 4:00
AM documented that resident 56 had a stage 1T
pressure sore on her right inner buttock fold that
measured 1X1 cm {centimeter), The interdisciplinary
progress note also documented, "placed Tegaderm
with PolyMem to cover. Will have AM nurse call MD
(physician} for orders.”

The "Interdisciplinary Notes" dated 1/28/02 at 1:40
AM documented that physician’s nurse praclitioner
saw resident 56.

A review of the physician’s progress notes
documented that the nurse practitioner had assessed
resident 56 on 1/28/02. The nurse practitioner did
not document in her assessment that resident 56 had
a stage Il pressure sore.

A review of the physician orders revealed that 2/4/02

F314
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was the first time, since the pressure sore was
discovered on 1/27/02, that there was documentation
of the physician being made aware of resident 56’s
pressure sore. This was 8 days after the initial
identification of the pressure sore by facility nurses.

The physician’s orders, dated 2/4/02, documented the
following orders for resident 56’ pressure sore.

1."Cleanse with NS (normal saline) apply skin prep
around area. Apply tegasorb chan ge dressing q
{every) 3 to 5 days and prn (as needed).

2. "Walk q 2 hours for 15 minutes. Reposition g 2
[hours] while in bed.”

3. "Boost nutritional supplement TID (three times a
day) record ce(cubic centimeters) for wound healing.”
4. "Ariginaid BID (twice a day) mixed in 6 to 8
ounces for wound healing."

5. "Pressure reducing mattress on bed. "

An inlerview with the treatment nurse was done on
4/29/02 at 2:50 PM. The treatment nurse stated that
the physician had not been notified of resident 56

pressure sore until 2/4/02,

A review of the treatment record for resident 56
documented that treatment started 2/6/02, two days
after the physician had ordered to treat resident 56
pressure sore. For 10 days, from 1/27/02 through
2/5/02, the treatment for resident 56 pressure sores
had not been documented as being performed.

An interview with the treatment nurse was done on
4/29/02 at 2:50 PM. The treatment nurse stated that
she had measured the wound on 1/28/02 and it
measured 1 X 1 ¢cm.  She further stated she had
measured the wound again on 2/4/02 and the wound
measured 1X1.5 cm. She stated she had done a
dressing change on 2/4/02. When asked if the
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treatment nurse measured resident 56°s pressure sore
with a measuring device the treatment nurse stated

" "

yes”.

A review of resident 56’ laboratory results
documented that a complete metabolic panel was
collected on 12/6/01. Resident 56 had an albumin of
2.3 g/dl (grams per deciliter) which reflected a severe
protein deficit. The normal range according to the
facility’s laboratory was 3.3 to 4.8 g/dl.

A review of the dietary notes revealed that on
3/19/02, the first dietary note was written by the
registered dietitian documenting the estimated
resident protein needs. The dietary note documented
that 61 to 84 g/di of protein was needed for resident
56. This dietary assessment was completed 103 days
after resident 56 was identified with severe
malnutrition and 51 days after she was identified with
a stage Il pressure sore.

An interview with the registered dietitian was done
on 4/29/02 at 2:50 PM. The dietitian stated resident
56 received boost supplement three times a day. The
boost supplement provided 15 grams of extra protein
per day. The dietitian also stated that resident 56
received a mechanical soft diet that would provide 45
grams of protein a day.

A review of "C.N.A. Care Sheet " documented the
percentage of meal intake for resident 56. The
"C.N.A. Care Sheet" for December 2001, T anuary
2002, February 2002, March 2002, documented
resident 56's meal intake. She ate approximately 50%
of her meals.

If resident 56 ate 100% of her meals and consumed
120 cc three times a day of her boost supplement she
would receive 60 grams of a protein a day. The
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dietitian’s minimum recommendation was 61 grams
of protein per day was needed for resident 56 per day.
Resident 56 was not receiving the minimum amount
of protein required to meet her needs or promote
wound healing,

A review of the facility’s "Decubitus/ Pressure Ulcer
Report", dated 4/24/02, documented that resident 56’
pressure sore on her right inner buttock had resolved.

On 4/25/02 at 2:00 PM, two registered nurse
surveyors observed a nurse perform a skin check on
resident 56. On resident 56’ right inner buttock,
there was a 1 cm by 1 ¢ partial thickness loss of the
epidermis that was reddened and round in
appearance. The nurse who performed the skin check
on resident 57 stated "looks like she [resident 56] is
broken down again.” The nurse described the wound
as being a stage two pressure sore.

The treatment nurse was interviewed on 4/29/072 at
2:50 AM. The treatment nurse was not aware that
resident 56 had current skin breakdown to her right
inner buttock.

On 4/30/02 at 7:45 AM, two registered nurse
surveyors observed a facility nurse perform a skin
check on resident 56 a second time. Resident 56 was
observed to have a soiled incontinent brief with feces
and urine without any dressing on her open sore. On
resident 56’ right inner buttock, there was a 1 cm by
1 em partial thickness loss of the epidermis that was
reddened and round in appearance.

A review of the treatment record dated April 2002
documented that resident 56 was to have a tegasorb
dressing be applied on her coccyx as necessary. There
was 1o documentation that that resident 56 had a
tegasorb dressing applied for the month of April
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2002.

A review of "Weekly Summary” for April 2002
documnented resident 567 weekly skin checks.
Weekly skin checks were documented on 4/ 102,
4/8/02, and 4/28/02. Documentation of two skin
checks were missing.

A review of resident 56’s interdisciplinary notes,
treatment record, and weekly summaries for April
2002 was done. From 4/8/02 to 4/24/02, there were
16 days where there was no documentation of the
pressure sore.

¢. Resident 116, a 66-year-old male, was admitted to
the facility on 6/13/01 with diagnoses of quadriplegia,
intraspinal abscess, esophageal reflux, and
hypothyroidism.

Resident 116 was re-admitted to the long-term-care
facility from the hospital on 8/16/01. A nursing
admission assessment dated 8/16/01 was reviewed. It

was documented on this assessment that resident
116% "skin [was] intact, COoCCyX area '
excoriated/reddened”.

A weekly nursing summary dated 8/19/01 reported
the skin condition as being “intact, very excoriated”.

A lab report dated 8/31/01 documented an albumin
(protein) level of 2.7 g/dl.

Further review of the weekly nursing summaries
revealed the following skin conditions for resident
t16:

10/5/01 stage I coccyx

10/19/01 stage II coccyx

11/5/01 stage II coccyx

11/12/01  pt. (patient) has small skin breakdown
11/19/01 stage IT cocoyx

F314

CMS-2567L

ATGLL200(

Event ID: IWTY11

Facility ID:

UTeo82

If continuation sheet 45 of 111



PRINTED: 12/20/2002

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 2567 L
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING c
B. WING
465095 05/01/2002
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
451 BISHOP FEDERAL LANE
CHRISTUS ST JOSEPH VILLA SALT LAKE CITY, UT 84115
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION (X5)
PREFX {EACH DEFICIENCY MUST BE FRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETE
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

F314

Continued From page 43

11/26/01 stage II coccyx

12/5/01 stage II coceyx

12/12/01 stage I coceyx ¥4 by Y2 em (centimeter)
12/19/01 stage 11 coceyx

12/26/01 stage IT coceyx

1/05/02 stage If coccyx-resolved

A diet order for regular mechanical soft was
documented in the dietary notes on 7/31/01.

Further review of the dietary section of the medical
chart revealed no dietary evaluation from 8/01 to 1/02
addressing the low albumin value or the pressure
tlcers.

A weekly nursing report dated 1/19/02 docurnented a
stage II on the coccyx. A review of the physician
progress report dated 1/28/02 documented a "stage 11
coceyx decub.” {decubitus)

A care plan dated 1/30/02 documented Arginad
supplement BID (twice a day), ten days after the
discovery of the pressure sore.

A review of the medical records revealed a dietary
assessment completed on 02/14/02, six months after
the low albumin level and four months after the first
pressure sore was discovered.

A physician progress note dated 3/27/02 stated, " DQ
(decubitus) ulcer to coccyx- Arginaid BID- resolved
per nursing.”

Review of the nursing notes, dated 4/19/02,
documented a stage III DQ on coccyx. A review of the
decubitus/pressure ulcer report, dated 4/19/02,
documented a coceyx, stage 111, 1 ¢m, 1/8 in depth.
The pressure sore was not addressed again until
422002,
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Continued From page 46
On 4/22/02, the documentation stated coccyx, stage
I, 1em, pink in color, small slit, more from friction
than actual breakdown.

There was no documentation in the medical record of
resident 116 to evidence that the physician was
notified of this pressure sore until 4/25/02, when
orders were obtained to treat it. This was 6 days after
nursing staff had initially identified the pressure sore.

On 4/25/02 at 9:40 AM, two registered nurse
surveyors observed the pressure sore of resident 116
with a facility nurse manager. All three nurses who
observed the pressure sore, located on his COCCYX,
agreed that it appeared to be a stage 1I which
measured approximately 1 cm (centimeter) by 0.5 cm
with a depth of 0.25 cm. The pressure sore was not
covered by a dressing and had been exposed to fecal
contamination. During interview with the resident on
4/25/02, he stated that the pressure sore was one
which kept reoccurring and that "one nurse will
change it one day and then it won’t get touched for a
week”. Resident 116 continued to state that he felt
his pressure sore was not healing because the
treatment was not consistent. He also stated that the
dressing "will fall off and not be replaced.” During
an additional interview with resident 116 on 4/30/02,
he was asked regarding his occasional refusal 1o get
out of bed for meals. He admitted this and stated
“when you get the same thing day after day, you tend
to lose your appetite.” When asked if he refused to be
turned from side to side, to relieve the pressure off his
back, he stated that he did not refuse to be turned and
was willing to do what he needed to get the pressure
sore healed.

The "Treatment Record” for March 2002 contained
orders for the nurses to provide "wound care clean
wound with ns (normal saline) and apply tegasorb
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change Q (every) 3 days/ PRN (as necessary) until
healed..." There were only two days in March 2002
that nurses documented as performing this treatment,
3/9/02 and 3/12/02. A nurse documented on the
treatment sheet on 3/20/02, "appears resolved".

There were no orders on the April 2002 treatment
record for resident 116%s pressure sore until 4/25/02.

During interview with the physician on 5/1/02, she
confirmed that she had not been notified of this
pressure sore until 4/25/02. The physician added that
in months prior (o this new most recent pressure sore,
she had identified a pressure sore on resident 116
herself. She stated that resident 116 had complained
of a sore bottom and that she had observed the sore
prior to being notified by nursing staff.

In an interview with the dietitian on 4/25/02, she
stated that she had not been notified and she was not
aware of the recent skin breakdown on resident 116.
d. Resident 165 was admitted to the facility, on
2/9/01, with diagnoses which included dementia,
transient ischemic attacks, lumbago, renal
insufficiency, degenerative joint disease, pancreatic
mass and digestive neoplasm. Resident 165 was
re-admitted to the facility, an 9/24/01, following a
temporary discharge for surgical repair of a fracture
to her left hip.

Resident 165’s medical record was reviewed on
4/24/02 and 4/30/02. A significant change MDS for
resident 165, dated 10/7/01, documented that the
resident was totally dependent upon the assistance of
two staff members for her bed mobility {section G1a).
Resident 165 was documented as being totally
dependent upon staff for toileting (G1i) and for
personal hygiene (G1j). There was no skin risk
assessment in resident 165°s record.
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The admitting nurse documented, in the
interdisciplinary progress notes dated 9/24/01, that
resident 165 had a Foley catheter, a long support
stocking on her left leg, and a dressing on her left
hip. The admitting nurse also documented resident
165 "has a dark reddened area on her coceyx/buttocks
that is not broken down" and that a protective
dressing was applied.

Thete was no further mention in resident 165
medical record of any further concern’s regarding
resident 165’ skin integrity until the physician saw
the resident, the afternoon of 10/ 1/01, six days after
her readmission. On 10/ 1/01, the physician
documented that resident 165 coccyx had a
"butterfly area of Stage II and I1I breakdown”. At
that time, the physician ordered that the dressing
conlinue for the pressure ulcer but requested a wound
consult. Documentation on the daily nursing shift
report, for 10/1/01 afternoon shift, documented that
resident 165% coceyx area "is now open”, and a care
plan was started for resident 165’ "altered skin
integrity.” A care plan addressing skin integrity was
not initiated on 9/24/01, when nursing staff first
identified the dark red area on her coccyx/buttocks.

On 10/2/01, the wound team nurse assessed the
pressure ulcer and began documenting on a
decubitus/pressure ulcer report. The wound teamn
nurse documented the pressure ulcer as measuring §
cmx 4 cmx 9 cm, Stage [1 of superficial depth, and
the wound nurse diagramed it as an inverted U shape
with a round spot in the center of the U.

In the interdisciplinary progress notes, dated 10/3/01,
the charge nurse documented that resident 165 was
given a tub bath and her TED hose {antiembolism
stockings) were removed. The charge nurse
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documented that resident 165 had been found to have
dry, black scabs measuring {wo centimeters on both of
the resident’s heels. There was no documentation to
evidence that the TED hose had been removed from

9/24/01 until 10/6/01, a total of 12 days.

In an interview, on 4/25/02, with the charge nurse
for resident 165, the nurse stated that the resident’s
TED hose been on, but not removed for the week
since the resident had been admitted. The nurse
stated previous attempts to remove resident 165%
TED hose had been too painful to the resident, so
much so that the nurse siated she was unable o
proceed. The nurse stated, that when the TED hose
were removed, resident 165 had an additional open
wound located on the anterior (top) portion of
resident 1657 left ankle, under the area of a wrinkle
that had been in the resident’s TED hose.

Lippincott, Texibook of Basic Nursing, seventh
edition, pg 624-626:

Often elasticized bandages are wrapped around a
client’s limbs to provide muscular support and to
increase circulation. Gentle pressure against the
lissues stimulates blood return to the heart and
prevents blood from pooling in the extremity.
Application that is too tight, however, can squeeze
the blood vessels and nerves (constriction), resulting
in tissue damage. Carefully and frequently assess
circulation and nerve function mn the client’s fingers
ar toes to make sure that a bandage is not too tight.
You can do so by assessing the clients’s skin color,
finger or toe motion, and sensation "

"These stockings [TED socks] do not become looge;
thus, you must check the client’s CMS [color, motion,
and sensation] at least once every 2 hours. Remove
the stockings at least once every 8 hours and examine
the leg carefully for redness, pitting edema, or skin

F314
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discoloration. Document your findings, Wash the
client’s legs gently each day, apply lotion if the skin is
dry, and apply clean stockings."

The steps for applying the TED socks, "Nursing
Procedure 53-1" included:

Step 2. Use the tape measure (o determine proper
stocking size for the client.

Rationale "Stockings that are too tight may interfere
with circulation.”

Step 7. Grasp the stocking’s heel and turn it inside
out,

Rationale "Minimize bunching of the stocking on the
client’s foot."

Step 9. Support the client’s ankle and ease the
stocking smoothiy over the calf and remainder of the
leg.

Rationale "Prevent wrinkles from forming, which can
tmpede circulation.”

Step 1. Instruct the client to report any extreme
discomfort.

Rationale "Prevent complications from occurring
Step 13. Document the procedure on the client’s
record,

Rationale "Ensure continuity of care."

On 10/10/01, the wound team nurse documented she
had notified the resident’s family of the pressure
ulcers on resident 1657 heels, and would notify the
physician. The wound nurse documented that
resident 165’ physician had been notified of the heel
wounds on 10/11/01, eight days after the wounds had
first been observed. There was 110 doctumentation in
the decubitus/pressure ulcer report that tracked the
pressure uleer on resident 165% right ankle untij
11/24/01. At that time, the nurse documented the
wound was Stage ITI, 1 1/2 cm, superficial, with
slight drainage.
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The Registered Dietician did not conduct an
assessment of resident 165 nutritional needs until
11/2/01, 39 days after resident 165 was admitted as a
post-surgical patient and 31 days after the resident
had been identified with the "butterfly area of Stage II
and Stage I breakdown.”

The following information concernin £ pressure sores
was found in the facility’s policy and procedures and
indicated how pressure sores (decubitus ulcersy were
to be treated in the facility:

" 1. Pressure ulcers are caused by either compression
of soft tissue between bony prominences and external
surface, shearing, or friction combined with moisture.

2. Interventions that will be taken to prevent pressure
ulcers are:

A. Regular turning of immobilized residents at least
every (wo hours.

B. Reducing shear and friction by using draw sheet,
not raising the head of the bed greater than 30
degrees for extended periods.

C. Providing assistive devices to increase activity.
D. Keeping incontinent resident clean and dry

E. Providing adequate nutritional and fluid intake
F.  Using pressure relieving wheelchair pads and
mattresses..." .

The facility’s poticy on wound care/decubitus ulcer
states the following

"1. Assessment:

A. Within the first 8 hours of admission to [the
facility] , each resident will be evaluated to delermine
those who are at high risk for pressure sores or who
have evidence of skin breakdown. Ongoing
assessmnents of skin integrity will take place on each
resident’s bath days . . .
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E. A nutritional assessment will be accomplished by
the dietitian upon notification of the nursing staff. If
the resident’s nutritional needs are not met,
appropriate supplemental measures will be initiated.
Adequate protein and calorie intake will be assessed.”

F. Pressure ulcers will be staged using the National
Pressure Ulcer Advisory Panel (NPUAP) guidelines:
Stage I: Non-blanchable erythema of intact skin
Stage II: Partial thickness skin loss involving
epidermis and/or dermis

Stage III: Full thickness skin loss involving damage
or necrosis of subcutaneous

tissue which may extend down but not through,
underlying fascia.

Stage IV: Full thickness skin loss with extensive
destruction, tissue necrosis, or

damage to muscle, bone, or supporting structures . . .

2. Interventions:

A. If the pressure sore oceurs in an area of skin
maceration, plans to alter the resident’s nursing care
to keep the resident clean and dry should be
formulated. Use catheters or other devices to prevent
soilage should be considered . . .

D. Increased protein and calories will be added to the
diet by the dietitian and/or
nurse . . .

3. Documentation:

All DQ"s [decubitus] will be charted on every day.
Additionally, shift charting is required if dressing is
changed . . .

5. The charge nurse will assess the skin, If a pressure
sore is developing he or she will notify the supervisor,
make a notation on the 24 hour report, make a

notation in the progress notes, begin a decubitus ulcer
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flow sheet, update the care plan establishing a short
goal for the resolution of the pressure sore, notify the
family, dietician and physician . . .
8. The decubitus ulcer flow sheet is updated by the
charge nurse at least every seven days."
The facility was not following its own policies and
procedures.
Preece, Rebecea
F 325 | 483.25(i)(1) QUALITY OF CARE F 325 F325 5/24/02
S55=G
?agfd ona resident’tsh compre%enswe gssefssmﬁxlt, the Resident 109 has been reviewed by
acthty must ensure that a fesident maintains the Wei ght/Skin T ] The
acceptable parameters of nutritional status, such as followi dati f
body weight and protein levels, unless the resident’s _0 owmg_ fecommendations or
clinical condition demonstrates that this is not wnterventions have been made:
possible,
Resident 109:
This REQUIREMENT is not met as evidenced by: Spence boots
Based on clinical record review and staff interviews it Weeldy weight _
was detgrmined Lhat Fhe facility did not ensure that Boost  three titmes daily (or
each resident maintained an acceptable parameter of Resource)
nutritional status as evidenced by 1 of 27 sampled -
residents (109) and 1 supplemental resident (53} who Turn and pOS{thn e"‘"? two hours
experienced significant weight loss with no dietary No Testorative  feeding due to
interventions implemented to prevent further weight dementia
decline. Resident identifiers: 109 and 53. Pressure ulcer resolved
Calculating weight loss percentages is done by
subtracting the current wei ght from the previous
weight, dividing the difference by the previous weight
and multiplying by 100. Significant weight losses
are as follows: 5% in one month, 7.5% in 3 months
and 10% in 6 months. (Reference guidance: Manual
of Clinical Dietetics, American Dietetic Association,
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6th edition, 2000). This resident was discharged on
Findings include: May 1§, 2002.  She moved to
California to be closer to her son.
1. Resident 109, a 98 year- old female, was admitted She had a terminal diagnosis of
to the facility onn 4/22/02 with diagnoses of pancreatic cancer. Villa staff made
hypothyroidism, organic brain syndrome and edema, arrangements  for hos'picé mn
o of e _ | California to follow her.
A review o resident 109 weight revealed the Nutrition Care Pl notes on
following: . - "
resident 53 prior to discharge
January 108.1 Ibs. (pounds) .lﬂd_lm ) )
February 103 Ibs. Mechanical soft . diet with fow
March 98.1 Ibs. concentrated sweets
April 98.3 Ibs. Impaired ability to feed self related
. to CVA
e s sy Marh s April 25  Reglan (5 mg 20 TID
. (4 & . - -
& Gastric Esophageal Reflux Disease)
On 1/30/02 resident 109 was re-admitted to the long April 26 — Diabetic Resource p?r
term care facility from the hospital. A lab (laboratory) G-tube or PO PRN QID. Chart cc’s
value done at the hospital, dated 1/27/02. was for weight loss
reviewed and revealed a serum albumip (protein) Week]y weights
le;vesl O; 2}.18. A lab value .taken at the facility and dated Goal: adequate intake of 25% or
i, sconding 1o s oy e et more af most meals
3.3-4.8 g/dl. An albumin level of less than 2.4 g/d is April 26 — sliding scale regular
considered a severe visceral protein deficit, an msulin ] L
albumin level of 2.4 g/d1- 2.9 g/dl is considered a Goal: April 30 diabetic Resource to
moderate visceral protein deficit and an albumin [evel 5 cartons per day
of 3.0 g/di-3.5 g/dl is considered a mild visceral Goal: May 2 refer to hospice
prptgin deﬁcit. . (Referepce guidance: Man_ual of (pancreatic cancer)
Clinical Dietetics, American Dietetic Association, 6th
edition, 2000, pay e22). . . ..
pig Each resident’s nutritional status,
A nursing admission history and evaluation form including body weight and protein
dated 1/30/02 and the nurses notes dated 1/31/02 levels will be assessed by the
documented a " .. .an area on coceyx that is Weight/Skin Team.
purplish-red- skin intact.” A nurses note dated
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2/05/02 documented * CNA reported to nurse that she The membership of this team
discovered reddened area with tissue breakdown on mCh.tdm a Wound Care Nurse,. a
patient. On assessment patient has stage I1 decub Registered Dietitian, a Nursing
(decubitus) on inner top of right buttock Supervisor or delegate, the
approximately 2 cm- not draining- and a smaller Nutrition Care Aide and the Nurse
stage II decub on coccyx.” Educator. The Weight/Skin Team
_ ‘ _ will meet at least once per week
A review of the dJeFary notes revealed tha.t no dietary until it is determined by the Quali ty
assessment addressing the weight loss, skin . . .
breakdown or the low lab values had been completed Steenn_g Committee that residents
for resident 109. are being properly monitored and
are receiving such high quality
In an interview with the dietitian on 4/25/02 she dietary and nursing care that
stated that she had not been notified by nursing and meetings could be held twice a
was not aware of the weight loss, the low lab levels or month. :
the skin breakdown on resident 109.
The facility’s policy for Resident’s Nutritional The back O_f the _Welght/Sk.m ,Care
Interview and Assessment were reviewed on 4/25/02, Plan contains signature lines to
It was documented in the procedure that “all residents evidence which members attended
are contacted by the Registered Dietitian within the meetings. A photocopy of each
seventy-two (72) hours after admission with follow-up resident’s Weight/Skin Care Plan
within (7) days of admission, thirty (30) days with the latest recommendations for
post-admission, and sixty (60) days intervention will serve as “miny tes”
post-adrission...but in no case exceeds ninety (90) X . .
days.” of the Weight/Skin Team Meeting.
In an interview with the dietitian on 4/25/02 she The Weight/Skin Care Plan will
stated that she in the facility for approximately 10-12 identi{‘y residents at risk for weight
hours a week. She stated that she was not aware of the loss and malnutrition because it has
policy for nutritional assessments. She stated that she columns for “current wei ght last
is contacted of nutritional changes "by the wound s . >
nurse or by nurses pulling her aside in the halls." weight, amount gamet? or lost a.t!d
lab work.” Low protein or albumin
2. Resident 53 was an 82 year old female with levels will be addressed by the
diagnoses including cachexia, pancreatic mass Charge Nurse with the physician
causing obstructive jaundice, history of weight loss, upon receipt of the lab results.
right middle cerebrovascular accident with left sided
weakness, gastrostomy (G-tube) tube placement
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F 325 Continued From page 36 . . F325 The Charge Nurse initials and dates
secondary o dysphagia and diabetes mellitus.
the page of lab results upon
Resident 53 was admitted to the facility’s transitional notification of the physician,
care unit on 3/18/02. She wag discharged from the .
transitional care unit on 4/19/02 and was admitted to The Ward Clerks will be auditing
the facility’s long term care unit on 4/19/02. physician orders to assure follow-
up. If there are no lab results
On 4/29/02, resident 53% medical records from both cfp ) ithin 2 4 hours felslu s'm the
the transitional care unit and the long term care unit . ours following an
were reviewed. or._der for lab work, the Ward Clerks
will call the lab and have them fax
A review of resident 53’ admission weight, the information to the Villa. The
documented in the nursing staff notes dated 3/ 18/02, nursing staff will use a new tool
rev.ealed th.::l[ she kvlvexghgd 82.5 pounds. A review of called the Pressure Ulcer Risk Scale
reslldent,53 § weekly weights, documented on the on admission and at every MDS.
resident’s treatment records, were as follows: _
3/18/02 82.5 pounds. L TT}ose res:de_nts who. hav? been
3/30/02 119.5 pounds. 1de‘nt1ﬁ,ed as being at high risk for
4/6/02 120.4 pounds. weight loss and/or malnutrition will
be monitored closely by the
4/13/02 77 pounds. This Tepresents a significant Registered Dietitian and other
weight loss of 5.5 pounds, or 6.6% from 3/ 18/02 to members of the Wej t/Skin Team:
4/13/02 (26 days). gh i
*
4/28/02 75.2 pounds. This represents a significant . Telephone cfrders n?ed to be
weight loss of 7.3 pounds, or 8.8 % from 3/18/02 to wiitten per these interventions:
4/28/02 (41 days).
1. *Pressure reducing mattress
4/30/02 74.2 pounds. This weight was obtained at or geomat :
the request of §he survey team and represents a 2. *Pressure relj eving devices
significant weight loss of 8.3 pounds, or 10% from ) indicated £ .
3/18/02 10 4/30/02 (43 days). Calculating weight loss as i or care (ie.
percentages 1s done by subtracting the current weight elbow protectors,  float
from the previous wei ght, dividing the difference by heels, Spence bOOtS)
the previous weight and multiplying by 100. 3. *Review with physician for
Significant weight iosses are as follows: 5% in one ’ possibthty of getting labs
month, 7.5% in 3 months and 10% in 6 months. (CNIP a]bumm) :
(Reference guidance: Manual of Clinical Dietetics, ’
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F 325 | Continued From page 57 F 325 4. *Initiate Resource
American Dietetic Association, 6th edition, 2000, supplement
page 14). 5. Tum and reposition every
On 4/29/02, a review of resident 537 laboratory (lab) two .t}‘lours lflf unzble to
values was done. The following albumin (a protein) Teposition se .
levels were documented: 6. Head of bed k?ss than 30
unless  physician  orders
3/20/02 2.3 g/dl alternate
3/28/02 3.6 g/dl 7. Assess level of pain weekly -
4/4/02 2.7 grdi 8. Nutritional assessment by
4/11/02 2.8 g/d] . o .
Registered Dietitian
4/18/02 3.0 g/dl 9 ..
4125002 2.7 g/l - Encourage activities and
mobility
With the exception of the value obtained op 3/38/02, 10. Monitor percentage  of
all of resident 263’5 albumin levels were low. The meals consumed and notify
reference range, according to the lab used by the nurses if intake is poor
i s345 50 A i oo 1. Conplte. din_ ssen
an2dpg consider seve eral protein .
deficit, an albumin level of 2.4 g/dl- 2.9 g/d] is ' ;“ a weekly basis bybCha,fge
considered a moderate visceral protein deficit and an urse. During . athing,
albumin level of 3.0 g/d1-3.5 g/dl is considered a mild CNA assesses skin and
visceral protein deficit. . (Reference guidance; reports to Charge Nurse any
Manual of Clinical Dietetics, American Dietetic skin problems.
Association, 6th edition, 2000, page 22). 12. Scheduled bathing
13. Peri-care after incontinent
On 4/29/02, resident 53’ physician admission orders, epl.E odes
dated 3/18/02, were reviewed. It was documnented 14. Toilet every two hours and
that resident 53 was NPO (receiving nothing by as needed
mouth) and was to receive Diabetic Resource at 80 cc
(cubic centimeters) per hour for 20 hours or 65 cc per H. Residents at low risk:
hour for 24 hours via her G-tube.
: 1. Monit e
On 4/29/02, a review of resident 53’ physician Me;[u or p i:ientage .Of
admission orders, dated 3/ 18/02, and all physician meals F’O_nsum . and notify
telephone orders from 3/18/02 through 4/29/02 was nurses 1fmtakf3 1S poor
done. The following was documented: 2. Complete skin assessment
~_on a weekly basis by the
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F 325 | Continued From page 58 F 325 Charge Nurse
On 3/18/02: Diabetic Resource was ordered at 80 cc 3. During bathing, CNA
(cubic centimeters) per hour for 20 hours or 65 cc per assesses skin and 'rep(irts to
hour for 24 hours via her G-tube. Charge Nurse any skin
On 3/26/02: the facility speech therapist ordered a 4 pl’(l)lb!ems ]
modified barium swallow study be completed. . Se _ed"l]ed bathlng.
5. Peri-care after incontinent
On 4/2/02: the facility speech therapist documented - episodes 7
the following, " Ready to begin diet, gradually wean 6. Head of bed 30° or below
from G-tube feedings. Diet of soft {with] thins [thin unless ordered by physician
liquids), supervised. Double swallow. Upgrafie as 7. Toilet every two hours and
tolerated. Oral tablets ok. See formal report,
as needed
On 4/3/02: Diabetic Resource was ordered to begin 8. Enoou“!ge activity (i-e-
every night for 12 hours at 75 cc per hour. ambulation to bathroom,
dining room)
On 4/11/02: Diabetic Resource feedings were .
discontinued. It was documented that this was Specific orders will be written for
because the resident was ealing 75% of meals. interventions  such as  w eekly
A review of the physician admission orders, dated “felgh.ts’ high protein dlet’_ multi-
3/18/02 and physician progress notes, dated 3/23/02 VIM{ supplements to increase
and 4/18/02, documented that a dietary consult was calorie intake, smaller and mor (<
ordered on 3/18/02 and again on 3/23/02. frequent meals, enriched cereals for
breakfast, and/or enteral feedings as
On 4/29/02, a review of the dietary section of the appropriate for each resident at risk
chart was done. There was no d_ocumepted evuflence Orders for albumj levels will be
that a dietary assessment, assessing resident 53’s itten & tly for th
nutritional needs, the resident’s significant weight Wl'l more Irequently 0‘: 0se
fluctuations or wei ght loss, the low albumin levels remdent_s. found to be at nisk for
obtained or the adequacy of the physician ordered malnutrition.
tube feedings, had been completed by the registered
dietitian. On 3/19/02, an “Initial Nutrition The Nutrition Care Aide will
Screening” was completed by the facitity nutrition monitor all weights on a weckly
aide. The form listed a series of questions, which basis She is responsible i
would provide each resident with a total score ¢ A . P o dor
depending on the answers received. Residents entering . wetghts . Into - a
receiving a score of 5 or more, per the form, were cornputeflzed .trackmg program.
considered at high nutritional risk and a copy of the She  will brmg printouts of
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F 325 | Continued From page 59 F 325 residents’  weights to  the
form was to be given to the registered dietitian. Weight/Skin Team Meetings every
Resident 5(31’ recdeive;l. a htotal score (lnf 6 1:0 would have week. She will also notify the
been considered at high nutritional risk. physician of weight problems long
On the "Initial Nutrition Screening” form resident before they would trigger as such
53’ height was documented as 60 (5 feet) and her on the MDS.
weight was documented as 82.5 pounds. Resident
53’ nutritional needs were not assessed on this form. The Wound Care Nurse will request
‘ o § a physician’s order for an afbumin
A review of the "Nursing Staff Notc:._ , from 3/18/02 level when she suspects that the
through 4/2/02, documented that resident 53 was sdent may be at risk for wei ght
receiving Diabetic Resource at 65 cc an hour for 24 resicen y . h
hours. There was no documentation in the nurses’ 1°ss{malnmml?n. . o1 if the
notes, which addressed the large weight fluctuation Registered Dietitian suggests that
from 82.5 pounds on 3/18/02 to 119.5 pounds on obtaining an albumin level would
3/30/02. be a prudent intervention.  All
o _ L albumin level results will be called
et Nt sl s e 4412 in 10 the Wound Car Nurse by the
; 1e .
ngn & /e, cosumented tal resicen o2 8 Ward Clerk. She will share the
feeding regimen had been changed to Diabetic th the Repistered Dietiti
Resource at 75 cc per hour for 12 hours at night per results with the .eglste_r e:tl_tlan
her physician. There was no documentation in the so that approprate Interventions
nurses’ notes, which addressed the large weight can be made.
fluctuation from 82.5 pounds on 3/18/02 to 126.4
pounds on 4/6/02. The following was also The Nutrition Care Aide will be
documented in the nursing notes: monitoring weights between the
On 4/4/02: the nurse documented that resident 53 quartefly S S.011 a ‘geekl{qzasl:“
had a decreased appetite due to the tube feeding Sh? WI“-be entenng at tracking
running at night. weights in a computerized program.
The Nutrition Care Aide will bring
On 4/7/02: the nurse documented that resident 53 this information to the Weight/Skin
had a fair appetite. Team meetings. The Wound Care
1 sure that risk
On 4/9/02 and 4/10/02: the nurse documented that Nurse v:ﬂl as leted n
resident 53 had a good appetite. asses_sm-en § ale comp N as
required and  that  dietary
A review of the "Nursing Staff Notes”, from 4/11/02 interventions  have been and
through 4/19/02, was done. On 4/11/02, the nurse continue to be implemented. This
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F 325 | Continued From page 60. _ F 325 will be done on an ongoing basis as
documented that the Diabetic Resource had been .
discontinued and the G-tube was to be used for the the Wound Care Nurse co [}tlnues to
administration of water and medications. During this make her round§ . visiting new
time, the nurses documented that resident 53 had a admissions and assisting the Charge
good appelite and was consuming an average of 75% Nurses with oversight of skin
of meals. There was no documented evidence in the integrity for the residents who live
nurses’ notes, which addressed the significant weight -1;
. at the facility.
loss trom 82.5 pounds on 3/18/02 to 77 pounds on o ,
4/13/02 or the low albumin levels obtained on 4/4/02, . . .
4/11/02 or 4/18/02. The Weight/Skin Team  will
produce a summary of pressure
A review of resident 53’s meal intakes, documented ulcer rates and interventions, plus
on the "CNA Care Sheet” for April 2002 from 4/1/02 weight loss rates and interventions.
through 4/19/02 was done. Out of a possible 19 The Quality Nurse will report the
breakfast meals reviewed, 1 was documented as results to the Quallty Committee
100%, 1 was documented at 75%, 1 was documented thi alon. - with
at 50%, 11 were documented as 25%, 1 was blank montniy, . 2 .
and 4 were documented as NPO. Out of a possible 19 recpnunendatlons for corrective
lunch meals reviewed, 1 was documented at 100%, 2 action.
were documented at 50%, 10 were documented as
25%, 1 was documented at 10%, 1 was blank and 4 The Director of Nursing is
were documented as NPO. Out of a possible 19 responsible for implementation of
supper meals reviewed, 2 were documented at 75%, 2 this plan. Corrective action will be
were documented at 50%, 3 were documented at 30%, ;
3 were documented at 25%, 1 was documented at comp. leted by May 24, 2002.
10%, 5 were blank, and 3 were documented as NPO,
On 4/19/02, resident 53 was moved from the facility’s
transitional care unit to a long term care unit. She
was ordered a mechanical soft diet with low
concentrated sweets. She was also receiving 300 cc of
water through her G-tube every 8 hours.
A review of nursing notes, from 4/27/02 through
4/29/02, was done. On 4/23/02 the nurse documented
resident 53 had a fair appetite. On 4/24/02 and
4/26/02, the nurse documented resident poor appetite.
On 4/27/02, the nurse documented that resident 53
was consuming an average of 50% of meals. On
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4/28/02, the nurse documented that resident 33 was
consuming an average of 0-25% of meals and that she
refused meals when she had visitors.

On 4/26/02, the physician ordered that resident 53
was to receive Diabetic Resource per her G-tube or by
mouth 4 times per day and that the amount given was
to be charted due to weight loss. The amount of
Diabetic Resource to be given was not specified in the
physician order. A review of resident 53’s "Enteral
Flow Sheet" was done. The nurses’ initialed that they
had given Diabetic Resource but the amount given to
the resident each day was not documented.

On 4/29/02, at 8:58 AM, a nurse familiar with
resident 53’s care was interviewed. She was asked
how much Diabetic Resource was given to resident 53
each day. She stated that she gave as much as the
resident could tolerate. She was asked if the amount
of Diabetic Resource given daily varied and she
stated, Yes." On 4/29/02, at 9:48 AM, this nurse was
interviewed a second time. She stated that she gave
resident 53 four cartons (240 cc each) of Resource
Diabetic every day. She stated that if less than 240 cc
four times daily was given, the nurse would circle
their initials on the "Enteral Flow Sheet”.

A review of all documented physician assessments
completed from resident 53’s admission on 3/18/02
through 4/29/02 was done. The physician did
recommend a dietary consult on 3/23/02 to consider
increasing resident 53’ tube feeding regimen for
weight loss and low albumin levels obtained. This
dietary consult was not completed. The weight
recorded on the 3/23/02 physician assessment was
82.5 pounds. A follow up physician assessment on
4/18/02 documented a weight of 77 pounds for
restdent 53, but did not address the significant weight
loss of 5.5 pounds or 6.6%, which had occurred
between (he dates of 3/18/02 and 4/13/02. There was
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Continued From page 62

no documented evidence that the resident’s low
alburnin levels, obtained on 4/4/02, 4/11/02 and
4/18/02, were addressed in the 4/18/02 physician
assessment.

A review of all lab reports in the medical record
documented that the physician had been notified by a
nursing staff member of each abnormal lab value
obtained.

A care plan, initiated 3/18/02, docurmented that
resident 53 was in a state of ill health, malnutrition
and wasting secondary 1o a pancreatic mass causing
biliary obstruction. The goal addressing this care
plan problem was that resident 53’s heaith, weight
and stamina may improve while on the transitional
care unit. Approaches o the problem included:
nutritionist/dietitian to evaluate the diet.

A nutritional care plan, initiated 3/18/02, documented
that resident 53 was at risk for decreased nulritional
status related to dysphagia secondary to a
cerebrovascular accident and would be monitored.
The goal addressing this care plan problem was that
the resident would have no weight loss greater than
5% and consume greater than 75% of meals daily.
Approaches to the problem included, make referral to
nutriticnist if needed.

A tube feeding care plan, initiated 3/18/02, and
updated 4/17/02, documented that resident 53 had a
feeding tube placed related to a cerebrovascular
accident and dysphagia and would be monitored
through her stay at the facility. The goal addressing
this care plan problem was that the resident would
maintain adequate caloric intake daily through her
stay on the transitional care unit. Approaches to the
problem included, have dietitian monitor for adequate
caloric intake, monitor weight as ordered by the

F 325
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Continued From page 63
physician and "pt {patient] eating fairly well. GT
[gastrostomy tube] patent- {water] thru G-tube”.

On 4/25/02, at 2:25 PM, the facility nutrition aide
was interviewed. She stated that she completes an
“Initial Nutrition Screening” form for all newly
admitted residents and for residents re-admitted to the
facility. She stated that she will usually get answers
to the questions asked on the form from the resident.
She stated that if the resident could not answer the
questions appropriately, she would gather information
from the nurse, a certified nurses’ aide or the chart.
She stated that if the resident was admitted with a
pressure sore she would document that information
ott the form but she was not involved if the resident
developed a pressure sore while in the facility. She
further stated that she would document the resident’s
admit weight on the "Initial Nutrition Screening”
form but did not address weight loss prior to
admission or during the resident’s admission. She
stated that if a resident received a score of 5 or greater
on the "Initial Nutrition Screening” form, she would
place a copy of the form in the consultant dietitian’s
box for her follow up.

On 4/25/02, at 4:43 PM, the consultant diefitian was
interviewed. She stated that she was unaware that
tube feeding changes were being made. She further
stated that she had not made recommendatijons
regarding tube feeding changes.

On 4/29/02, at 11:00 AM, the consultant dietitian was
interviewed for a second time. She stated that she
was not made aware of resident 53’ significant
weight loss, low albumin levels or the changes made
in her tube feeding regimen,

On 4/25/02, resident 53 was interviewed. She stated
that she had a poor appetite and was aware that she

F 325
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F 325 | Continued From page 64 F 325
had lost weight. She stated that the nursing staff had
been giving her a supplement via her G-tube and she
was 1tot taking it orally,
F329
F3291483.25(1)(1) QUALITY OF CARE F 329 . . . 511402
SS=D Resident 95 was admitted with
Each resident’s drug regimen must be free from long-tlme prescription of ambien
unnecessary drugs. An unnecessary drug is any drug for sleep. On May 1, in less than
when used in excessive dose (including duplicate thirty days, the prescription was
therapy); or for excessive duration; or without discontinued due to lack of
adeguate mon_ltorm g, or WlthOL{[ adequate indications identified behaviors,
for its use; or in the presence of adverse
consequences which indicate the dose should be ) . N
reduced or discontinued; or any combinations of the Resident 95_ admitted with Zyprexa
reasons above. due to anxiety, apparently in the
hospital. No significant behaviors
This REQUIREMENT is not met as evidenced by: to justify continuation, therefore,
Based on interview and review of resident medical dose reduction began May 1, 2002,
records, it was determined that for 2 of 26 sampled Results are being monitored by the
res‘idents, the facili.ty did not ensure that each Psychotropic Committee.
resident’s drug regimen was free from unnecessary
drugs. Specifically, one resident was receiving an - i
anfipsychotic drug without adequate indications for Resp OHSIbLhty for momtor.'mg the
its use as well as lack of adequate monitoring. A use and ) related behaviors of
second resident was receiving an antihypertensive psychotroplc medications and
without adequate monitoring. Resident identifiers- reporting to the Psychotropic
95 and 57. Committee is that of the Lead
o Social Worker.
Findings include:
1. Resident 95 was a 79 year old female who was @eﬂdent 57) Nursmg sFa_ff spoke
admitted to the facility on 4/3/02 with the diagnoses with the attending physician who
of chronic obstructive pulmonary disease (COPD) felt that the resident’s blood
exacerbation, insulin dependent diabetes mellitus, pressure was stable enough to give
osteoporosis, depression with anxiety, coronary artery a new .order which “D/C all Rx for
dﬁ:iifastmesophageai reflux disease and cor daily BPs with parameters.
e. - ,
P Continue weekly BPs.”
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A _ . checks have been changed to the
Illiesm_Itelllt 9"3;h Wai1 adn;ittezd to the f(acmt},; .fromhth:e. ) Medication Record Sheet with the
ospital with orders for Zyprexa (an antipsychotic c
5:11‘;J to be given twice a day. ¢ related medication.
The 2001 Nursing Drug Handbook indicates that The Ward Clerks will audit
Zyprexa is used for psychotic disorders. Medication Record Sheets at least
weekly to identify discrepancies
During review of the nursing admission assessment, between physician orders and
dated 4/3/02, the nurse documented that resident 95 documented activity. Discrepancies
was "alerl, oriented X 3" (to person, place and time) . .
and that her long term memory was intacl. ‘S“III) b(?sol;egﬁ:egan:: ;:; ?nlgsr;g
Uupervi N
On 4/5/02, the facility social worker completed a action documented.
psychosocial assessment which listed her diagnosis as
"COPD with anxious features”. Under the heading Monthly, the Ward Clerk will
"Psychiatric history, DX (diagnosis) or medications" provide the Director of Nursing a
the social worker listed "xanax - anxiety t/t (related report of compliance with orders
t0} COPD" and "celexa - Dep (depression) r/t (related d acti tak The Diréctor of
to) COPD". There was no documentation to evidence an {1 tons . en. ¢ U or o
that the social worker was aware that resident 95 was Nursing  will repor.t the results
receiving Zyprexa, an antipsychotic medication. The quarterly to the Quality Assessment
psychosocial assessment continued to document that Committee.
resident 95 was pleasant and cooperative, alert and
oriented to person, place and time, that both her long The facility’s current policy
and short term memory were intact, that she was not regarding the use of anti-psychotic
verbally or physically abusive, she did not resist cares, . . .
she was not suspicious, fearful or angry. There was medications states that th? rationale
no documentation of any aberrant behaviors that for use of psychoactive drug
would warrant the use of an antipsychotic medication. intervention must favor the resident
and is based on sound risk-benefit
On 4/6/02, the Weekly Nursing Summary analysis of the resident’s problem
documented that resident 95 oriented to person, place and potential adverse effects of the
and time and that she was cooperative. drug
On 4/10/02, the social worker completed a progress .
note which listed the psychotropic medications that The Psychotropic Team meets the
were being received by resident 95. Zyprexa was not first Wednesday of every month.
listed as one of the psychotropic medications. The The team consists of the Medical
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social worker documented that resident 95 "can be
very demanding on staff and can become VETY anxiocus
when her call light is not answered promptly.” There
was still no documentation that the social worker was
aware that resident 95 was receiving an antipsychotic.

social work designees, the
pharmacist and a charge nurse from

each unit where the residents live.

Each month, the team reviews
On 4/13/02, the Weekly Nursing Summary about one fourth of all residents
documented that resident 95 was oriented to person, who are ,—eceiving anti-psychotic
place and time and that she was cooperative and medications so that each resident is

anxious. The nurse documented under the . .
"Behavioral problems” section of the weekly nursing reviewed at least four times each

summary that resident 95 "cont. {continues) 1o be year Plus monthly if medications or
very anxious about several problems as they arrive, pt behaviors change. Team members
(patient) calms down when someone sits with her, she will include residents on the agenda
€njoys company.” that need to be discussed the month

following medication changes or

On 4/15/02, the consulting phartacist reviewed the other issues that may arise.

medications of resident 95 and made a
recommendation to the facility to "Clarify DX

(diagnosis) Zyprexa". These are working meetings where

notes and physician orders are
On 4/23/02, the medical record and medications reviewed; the team members all
ordered for resident 95 were reviewed by the sigh a form indicating their
registered nurse surveyor. When the medication presence and participation in the
administration record was reviewed, it was noted that meeting; behavior tracking is

from April 3rd through the 18th, 2002, facility staff

: . : : i isi I de for
did not monitor resident 95 for any aberrant behaviors discussed, decisions are ma 0

which would have warranted the use of Zyprexa. Cha‘n_g‘?s in the plan of cajre and ne\_v

physician orders are written. This
Lt was not until 4/19/02, sixteen days after admission, meeting is genera]]y two to three
that facility staff began using a behavior tracking hours long each month, The Lead
sheet to monitor for behaviors which would warrant Social Worker keeps minutes on

the use of Zyprexa. The target behaviors listed on the
tracking sheet included "combative with cares,
talking with unseen others and accusing others of

behavior tracking sheets and
reviews them to assure that they

stealing.” For April 19th through the 22nd, staff accurately depl_ct the be?ha\.nors f or
documented that none of these behaviors were which the anti-psychotic is being
exhibited by resident 95, Further review of the administered. The pharmacist
medical record revealed that there was no care plan to assists with this task by performing
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Continued From page 67

address the use of an antipsychotic medication. There
was also no documentation to evidence that staff had
performed a baseline exam to assess for abnormal
involuntary movements (tardive dyskinesia) which
can be caused by the use of Zyprexa.

Review of the nurses notes in the medical record of
resident 95 revealed no documentation to evidence
that she was combative with cares, talked with unseen
others or accused others of stealing.

The charge nurse, who routinely cared for resident
95, was interviewed on 4/24/02. The nurse was asked
why resident 95 was on Zyprexa. The charge nurse
responded, "For the anxiety and for the psychosis.”
When asked to clarify what she meant by psychosis,
the charge nurse stated that resident 95 "was afraid
and brand new to the place and its scary.” The
charge nurse continued to say that resident 95 gels
"panicky about not being able to breathe.” The
charge nurse denied that resident 95 was ever
verbally or physically abusive. The charge nurse did
not mention any problems with resident 95 talking to
unseen others or accusing others of stealing.

During interview with the aide caring for resident 95
on 4/23/02, she was asked if resident 95 was verbally
or physicaily abusive. The aide denied any prablems
with this and stated that resident 95 was "calm."

2. Resident 57 was an 82 year old female who was
admitted to the facility on 10/24/01 with the
diagnoses of macular degeneration, hypertension,
lung disease, hyponatremia and fluid retention.

A review of resident 57°s medical record was done on
4/22/02 and revealed the following:

A physician order, dated 10/25/01 for resident 57,
documented that vitals were (o be done every Sunday

F 329

monthly audits to ensure that anti-
psychotics are being given for the
appropriate reasons. The results are
reported to the Director of Nursing
monthly and to the Pharmacy
Committee  quarterly. The
Pharmacy Committee recommenda-
tions are forwarded to the Quality
Assurance Committee for approval
and monitoring.

The Director of Nursing has overall
responsibility to ensure compliance
with this regulation.
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and to record the vital results.

A physician order dated 11/13/01 documented
resident 57 was to receive a medication, called
lisinopril for her hypertension. The order stated,
"lisinopril 10 mg (milligrams) every day by mouth ¥2
tab (tablet) hold if S$BP<100" (systolic blood pressure
was less than 100).

A review of resident 57's recertification of physician
orders dated April 2002 was done. The physician
orders documented that resident 57 should have her
vitals signs taken every Sunday between the hours of
3.00 PM to 11:00 PM. Resident 57's physician
ordered to monitor, record and call if systolic blood
pressure was less than 90 or if patient has signs and
symptoms of hiypotension.

The care plan for resident 57 dated 11/12/01,
included the problem "Decrease cardiac output” due
to resident 57 taking a medication for her
hypertension. One of the care plan interventions
stated "BP(blood pressure) has been <100 (systolic)
recently-holding lisinopril until needed. Continue to
monitor BP on daily basis.”

A review of resident 57's Medication Administration
Record (MAR) was done. The months of November
2001, Decemiber 2001, January 2002, February 2002,
March 2002 and April 2002 MARs did not document
any blood pressures.

A review of resident 57's treatment record was done.
The treatment record of resident 57 dated November
2001 stated to perform “vital signs every Sunday
monitor and record”. The treatment record for
December 2001, January 2002 and February 2002
documented that resident 57 was to have "vitals signs
every Sunday monitor and record call if SBP <90 or

CMS-2567L

ATG112000 BvemtID:  ZWTY11 Facility ID:

UT0082

I continuation sheet 69 of 111




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE

& MEDICAID SERVICES

FRINTED: 12/20/2002
FORM APPROVED
2567-L

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(XI) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

465095

B. WING

(X2) MULTIPLE CONSTRUCTION
A BUINLDING

{X3) DATE SURVEY
COMPLETED

C

05/01/2002

NAME OF PROVIDER OR SUPPLIER

CHRISTUS ST JOSEPH VILLA

STREET ADDRESS, CITY, STATE, ZIF CODE

451 BISHOP FEDERAL LANE
SALT LAKE CITY, UT 84115

(XHID
PREFIX
TAG

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

D
PREFIX
TAG

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

(X5)
COMPLETE
DATE

F 329

Continued From page 69

if patient has s/s (signs and symptoms) of
hypotension/dizziness.” The treatment record for
March 2002 and April 2002 documented "vital signs
monitor and record call if SBP<90 or if patient has s/s
of hypotension/dizziness very Sunday.” Resident 57’s
treatment records for the months of November 2001,
December 2001, January 2002, February 2002, March
2002 and April 2002 did not document daily blood
pressure as ordered by the physician on 11/13/02.

A review of resident 57°s "Monthly Nursing
Summary, Interdisciplinary Progress Notes,
Medication Record, and Treatment Record” was
reviewed and revealed the following:

During the month of Novemnber 2001 facility staff had
not monitored resident 57°s blood pressures since the
phiysician order, dated 11/17/01, 9 out of 14 days.

During the month of December 2001 facility staff had
not monitored resident 57°s blood pressures 22 out of
31 days.

During the month of January 2002 facility staff had
not monitored restdent 57°s blood pressures 14 out of
31 days.

During the month of February 2002 facility staff had
not monitored resident 57’s blood pressures 15 out of
28 days.

During the month of March 2002 facility staff had not
monitored resident 57 s blood pressures 22 oul of 31
days.

During the month of April 2002 facility staff had not
monitored resident 57°s blood pressures 26 out of 30
days.

F 329
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A review of the reatment record, medication record,
interdisciplinary progress notes, and monthly nursing
summary’s was done.

Resident 57 had low systolic blood pressures for the
following days:

On 12/23/01 resident 57°s systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM.

On 12/30/01 resident 57°s systolic blood pressure was
84. Lisinopril was documented as given at 8:00 AM.

On 1/6/02 resident 57’s systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM.

On 1/7/02 resident 57°s systolic blood pressure was
100, Lisinopril was documnented as given al 8:00 AM.

On 1/12/02 resident 57’ s systolic blood pressure was
98. Lisinopril was documented as given at 8:00 AM.

On 1/14/02 resident 57's systolic blood pressure was
98. Lisinopril was documented as given at 8:00 AM.

On 1/17/02 restdent 57°s systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM.

On 1/18/02 resident 57’s systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM.

On 1/20/02 resident 57’s systolic blood pressure was
98. Lisinopril was documented as given at 8:00 AM.

On 1/21/02 resident 57°s systolic blood pressure was
80 Lisinopril was documented as given at 8:00 AM.

On 1/22/02 resident 57 s systolic blood pressure was
90. Lisinopril was documented as given at 8:00 AM.
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On 1/23/02 resident 57’s systolic blood pressure was
98. Lisinopril was decumented as given at 8:00 AM.
On 1/27/02 resident 57’s systolic bloed pressure was
90. Lisinopril was documented as given at 8:00 AM.
F361
On 1/28/02 resident 57°s systolic blood pressure was
100. Lisinopril was documented as given at 8:00 AM. Resident 53 was discharged on May
15, 2002. She moved to Californi
On 2/3/02 resident 57’s systolic blood pressure was to ,b e closer to her %alilfonua
88. Lisinopril was documented as given at 8:00 AM. . . son. T staff
had .asmsted In arrangements for
On 2/17/02 tesident 57°s systolic blood pressure was hOSPI_Ce care 1 California prior to
80. Lisinopril was documented as given at 8:00 AM. her dischar, ge.
Resident 57’°s nurse was interviewed on 4/22/02 at Resident 56:
9:30 AM. The nurse stated that the she did not check Multi-vitamins
resident 57’s blood pressures on a daily basis. Arginade .
Geomat to bed
Geomat to wheelchair
F361 | 483.35(a)(1)-(2) DIETARY SERVICES F 361 : _ 5/24/02
SS=H @) Tegasorb dressing
The facility must employ a qualified dietitian either Resource .
full-time, part-time, or on a consultant basis. Weekly weights
Rule out restorative feeding due to
If a qualified dietitian is not employed full-time, the late stage Alzheimer’s Disease
facility must designate a person to serve as the
director of food service who receives frequently Resident 109:
scheduled consultation from a qualified dietitian. Spence boots-
A qualified dietitian is one who is qualified based Weekly weight .
upon either registration by the Commission on Boost three times daily (or
Dietetic Registration of the American Dietetic Resource)
Association, or on the basis of education, training, or Turn and position every two hours
experience in identification of dietary needs, No restorative feeding due to
planning, and implementation of dietary programs. dementia
Pressure ulcer resolved
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F 361 | Continued From page 72 F 361 Resident 45:
This REQUIREMENT is not met as evidenced by: High protein diet
Based on staff interview, record review, and HS - snacks
observations, it was determined that the facility failed Clan'fy diet to regular as tolerated —
to utilize their part-time consultant dietitian in a . .
manner which provided adequate supervision to the high protein ] . . .
facility staff regarding: accurately monitoring and Track behavior of isolating self in
assessing residents at risk for weight loss, room and throwing food away
malnutrition (low albumin levels) and pressure sores, Physician appointment for three-
month evaluation
One of 27 samplefresidents andll additional resident Mattress or geomat to bed
experienced significant weight loss. (Residents 109 -
ang 53). Per interview with the dietician on 4/25/02 Keep. b?d at. less than ?00 clevation
and 4/29/02, the dietician had not been notified by the Multl*vttaxmqs with minerals
facility of the resident’s weight loss. Please also refer Gets restorative feeding
to tag F-325. Resource (120 cc three times per
day) or Boost (240 cc three times
Five of 27 sample residents and 1 additional resident per day)
had labs reflecting low alburnin (malnutrition) that Resperidol started
had not been addressed by the dietician. (Residents - sl
109, 116, 56, 53, 163, ad 45). Please als(?refer to Weight meeting in two weeks
tag F-309.
Resident 163:
In the case of 4 of the 6 sample residents (residents Nothing by mouth
116, 109, 95, 42), with pressure sores, an interview Oral care every two hours
on 4/25/02 with the dietician documented that she Planned weight change program for
was not made aware by the facility that the residents weight loss
had developed pressure sores while in the facility. In Geomat to bed
regards to resident 56, the dietician was 1ot made ma o .e .
aware of the pressure sore development for 51 days Argmme twice daﬂy .
after development. In regards to resident 165, the Vitamin B (100 mg) daily
dietician was not made aware of the pressure sore Vitamin B12 each month
development for 3§ days. Please also see F-314. Aqua(;el with stratosorb to wound
L on buttocks
Findings include: Turn every two hours and proper
In an interview with the dietitian on 4/25/02, she posm.omng
stated that she was in the facility for approximately Hydrocortisone cream
10-12 hours a week in which she is responsible for Foley catheter
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F 361 | Continued From g??g;?} ‘ 285 resid F 361 The job description of the
assessments and follow-ups for up to residents . N .
(173 residents in the faci]ilzy and ft least 80 additional registered - dietician was rewsed
individuals in the assisted living center). She further May 10, 2002'_ An adq:uonal
stated that some of the 10-12 hours a week is also contracted  registered dietician
used in the skin/weight meetings. When the dietitian began work May 18, 2002. The
was asked if this was sufficient time to complete the hours of the two individuals equate
tasks assigned to her, she stated "No". to approximately one full-time
When requested, the facility was unabie to produce registered dietician.
documentation which indicated the consultant . .
dietitian was "promptiy notified” after a significant One of the two registered dieticians
change in the resident’s physical condition, as will attend the weekly weight/skin
directed by their own policy. (Refer to F-325 and team meeting. They will review the
F-314) information  gathered regarding
o ‘ weight loss and pressure ulcer
Baged on obse-n.fatlo.n, nterview and m.edlf:a.l recqrd, wounds as well as w ounds from
review the facility did not have proper individualized .
therapewtic diets for iis residents (o correct nuiritional ?ther sou.rces. They will also be
problems. (refer to F-309) included in the new pressure ulcer
treatment guideline and notification
The facility faited to provide dietetic supports and form, which will be implemented
services, which maintained the body weights and low after education of the Charge
albumin levels for each resident as evidenced by. Nurses on May 22, 2002.
1. Resident 109, a 98 year-old female, was admitted . .
to the facility on 4/22/02 with diagnoses of The role of ﬂ!e nutritional care aide
hypothyroidism, organic brain syndrome and edema, has been revised. The nutnitional
Resident 109 had significant weight loss of 9.26% i care aide will gather weight and
3 months, an albumin level of 2.4 on 2/15/02 and height information, enter weights
developed a pressure sore on 2/5/02. The dietitian into computerized databases which
had not been informed of any of these concerns. will be available to compare ideal
2. Resident 53 was an 82 year old female with body wqght to that (.)fthe admntmg
diagnoses including cachexia, pancreatic mass body weight and weights Shom on
causing obstructive jaundice, history of weight loss, the weekly or monthly weight
right middle cerebrovascular accident with feft sided forms. These computerized reports
weakness, gastrostomy (G-tube) tube placement will be br()ught to the weight/skin
secondary to dysphagia and diabetes mellitus. team rneetings weekly.
Resident 53 had 2 physician orders, dated 3/18/02 ’
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and 3/23/02, to receive a dietary assessment. No T_he_ .actmt.les of the registered
dietary assessment was completed. Resident 53 had a dl_etlc'an will be re_POIted to the
significant weight loss of 10% which occurred from Director of Nursing and the
3718102 to 4/30/02 (43 days) which was not addressed Administrator at least monthly with
by the dietician. Based on facility laboratory tests, any recommendations.
resident 53 had 5 of 6 albumin levels that were below '
Lherapegt.ic range, resulting in various levels of The Q lity Assurance Committee
malnutrition which were not addressed by the . .
dietician. will be informed through the
activities of the weight/skin team
3. Resident 116, a 66-year-old male, was admitted to when they provide their summary
the facility on 6/13/01 with diagnoses of quadriplegia, of weight loss rates and pressure
intraspinal abscess, esophageal reflux, and sore  rates along with  the
hypomﬁ01t€lls?.t yResclid;né 11i 6 de"['ibp‘?d la pr?ssfu;epi interventions to  the Quality
sare m the tacility and had a low albumin level of 2. . !
(moderate low). The dietician was not aware that Assessment Co ttee ¢ erly v
resident 116 had developed a pressure and there was . . ]
no dietary intervention from 8/01 to 1/02 addressing The Welgl.lt/Skm C{ire Plan WIH
the low albumin level or the pressure sores. The identify residents at risk for weight
dietary assessment was cotmpleted 6 months after the loss and malnutrition because it has
first low albumin level was found and 4 months after columns for “current weight, last
the pressure sore developed. weight, amount gained or lost and
4. Resident 56 was a 79 vear old female who was lab _WOl'h hThP Char%el Nurse tei
admitted to the facility on 12/5/01 with diagnoses of notify t e. physician of low p-ro €
organic brain dysfunction, vertebral fracture, and or albumin levels upon receipt of
bipolar disorder. Resident 56 had developed a Stage the lab results.
Il pressure sore on 1/27/02. An albumin level of 2.3
(severe) was found on 12/6/01. There was no The Charge Nurse initials and dates
assess.mem comple;ed_ by the dletlglan until 3/19/02, the page of lab results upon
at which time the dietician determined that the tification of the physician
resident required 61 - 84 grams of protein to meet the nhotlicatio phy i
resident’s nutritional needs and promote healing of . .
the pressure sore.  Review of the medical record The Ward Clerks will be auditing
showed that if resident 56 consumed all her meals physician orders to assure follow-
and drank all the dietary supplement given, the up. If there are no lab results in the
Protein intake would have equaled 60 grams and was chart within 24 hours following an
less than the-dlellcwn recommendat{on.. order for lab work, the Ward Clerks
Documentation of meals consumed indicated that
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resident 56 averaged approximately 50% the information to the Villa,

consumption.

5. Resident 45 was an 86 year old female admitted to
the facility on 10/5/01 with the diagnoses of
cerebrovascular accident, cerebrovascular disease,
atrial fibrillation, Constipation, edema, decubitus
ulcer, right hip replacement, right hernia, and
pneumonia. Resident 45 was admitted to the facility
with a pressure sore and developed a second pressure
sore on 11/17/01. A low alburnin of 2.4 (severe) was
found on 11/2/01. The medical record did not
contain a dietary assessment to calculate calorie and
protein needs for resident 45,

6. Resident 163 was and 81 year old male admitted
to the facility on 11/6/01 with diagnoses which
included right sided hemiparesis secondary to
cardiovascular accident, anemia, congestive heart
failure, hypertension, pneumonia, aphasia,
depression, and seizure disorder. An initial nutrition
screening was completed by the nutrition aide, on
1177/01, which rated resident 163 as high nutrition
risk. The initial assessmen by the dietician was
completed 11/9/01 and documented that the facility
needed to obtain a weight and height and laboratory
values were needed in order to determine caloric,
fluid and protein needs of the resident.. A albumin
level was obtained on 11/ 15/01 0f 2.7 reflecting a
moderate protein depletion. No further nutritional
assessment was completed unti 3/12/02,
approximately 4 months after admission.

7. Resident 165 was 88 year old female admitted 1o
the faciiity on 2/9/01 with diagnoses which included
dementia, transient ischemic attacks, lumbago, renal
insufficiency, degenerative joint disease, pancreatic
inass and digestive neoplasm. Resident 165 was
re-admitted to the facility, on 9/24/01, following a

Those residents who have been
identified as being at high risk for
weight loss and/or malnutrition will
be monitored closely by the
Registered Dietitian and  other
members of the Weight/Skin Team.

Orders for albumin levels will be
written more frequently for those
residents found to be at risk for
malnutrition, '

The Wound Care Nurse will request
a physician’s order for an albumin
level when she suspects that the
resident may be at risk for weight
loss/malnutrition  or  if the
Registered Dietitian suggests that
obtaining an albumin level would
be a prudent intervention All
albumin level results will be called
in to the Wound Care Nurse by the
Ward Clerk. She will share the
results with the Registered Dietitian
so that appropriate interventions
can be made.

The Director of Nursing will be
Tesponsible  for overseeing  the
implementation of the registered
dietician’s  responsibilities and
implementation of the added dutjes,
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temporary discharge for surgical repair of a fractore
to her left hip. The resident developed "butterfly"
area of stage 11 and Il breakdown on her coccyx on
10/1/01. Two additional pressures with eschar were
identified on resident 165 heel’s on 10/3/01. The
dietician did not conduct a dietary assessment of
resident 165°s nuiritional needs unti] 11/2/01, 31 days
after the resident was identified with pressure sores.

8. Resident 95 was a 79 year old female who was
admitted to the facility on 4/3/02 with the diagnoses
of chronic obstructive pulmonary disease (COPD)
exacerbation, insulin dependent diabetes mellitus,
osteoporosis, depression with anxiety, coronary artery
disease, gastroesophageal reflux disease and cor
pulmonale. Resident 95 was identified with no
pressure sores upon admission to the facility. The
resident was then identified with 3 pressures ulcers on
4/9/02. There was no dietary assessment to address
her nutritional needs. When the dietician was
interviewed concerning resident 95, she indicated that
she was unaware that they had developed.

9. Resident 42 was an 82-year-old male who was
admitted to the facility on 1/10/99 with the diagnosis
of diabetes mellitus, Hypertension, glaucoma,
atherosclerosis, obstructive ascending cholangiltis
with gallstones, pancreatitis, choledocholithjasis,
chronic cholecystitis. Resident 42 was assessed by
the podiatrist on 4/15/02 as having a stage I
pressure sore on his left heal. The dietary aide
assessed resident 42 on 4/16/02 but the assessment
did not contain any information regarding the
pressure sore or any potential increase in protein
consumption to promote healing. The resident was
last assessed by the dietician on 1/31/02. On 4/25/02
the dietician was interviewed and indicated that she
Was unaware thal the resident had developed a
pressure sore.

F 361
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F 371 483.35(h)(2) DIETARY SERVICES F371 F371 5/16/02
S5=B
The facility mqst store, prepare, distribute, and serve The Dietary Manager will begin
food under sanitary conditions. doing daily checks of the solution
This REQUIREMENT is not met as evidenced by: an: alrifpc(,jrf)giﬁlzzmts monthly to the
<.
Based on observation it was determined that the ¥
facility did not prepare food under sanitary } ]
7 The Quality Committee met Ma
conditions. y
16, 2002 and accepted the new
Findings include: procedure and noted that the new
data collection has begun.
An inspection of the kitchen was made at 6:30 AM on
4/24/02. Four buckets with towels stored in them Responsible party is the Director of
were tested with chlorine test strips supplied by a staff Dietary Servi
member. The test strips tumed black in two of the ary Services.
buckets indicating a ppm (parts per million)
exceeding 200. The other two buckets remained white
when tested indicating a ppm below 10. Tn order for
the sanitizing solution to be effective it must measure
between 50 ppm and no more than 200 ppm.
F426
F 426 | 483.60(2) PHARMACY SERVICES F 426 5/31/02
SS=E . . .
A facility must provide pharmaceutical services Phys:man orders directed that the
(including procedures that assure the accurate ﬁ'equeflcy of the blood sugar levels
acquiring, receiving, dispensing, and administering on resident 42 be taken only twice
of all drugs and biologicals) to meet the needs of per day. Resident 29 discharged
each resident. from the facility April 28, 2002.
This REQUIREMENT is not met as evidenced by: The Ward Clerks have reorean i
Based on interview and review of resident medical the medication sheets so t the
records, it was determined that the facility did not insuli dministrati d
provide pharmaceutical services (including the _a ministration an
documentation of blood sugars is
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accurate administration of ajf drugs) to meet the
needs of its residents, Specificaily, of the 26 sampled
residents, 4 were insulin dependent diabetics. Two of
these 4 residents and | additional resident with
msulin dependent diabetes did not receive the correct
amount of regular insulin based upon the sliding scale
that was ordered by the physician. { Residents 95, 29
and 42) Additionally, one resident was not
administered frecessary medications as ordered by the
physician on 4/22/02 at 8:00 AM. (Resident 8)

Findings include;
INSULIN ADMINISTRATION

L. Resident 95 was 3 79 year old female who wag
admitled to the facility on 4/3/02 with the diagnoses
of chronic obstructive pulmonary diseage (COPy)
€Xacerbation, insulin dependent diabetes mellitus,
Osteoporosis, depression with anxiety, coronary artery
disease, gastroesophageal reflux disease and cor
pulmonale.

Upon admission to the facility, nurses had physician’s
arders to provide regular insulin based on the results
of resident 95 blood sugars (BS), The sliding scale
ordered was as follows:

160-200=3y {(units)
201 -250=6U
251-300=310U
301-350=15U
greater than 351 =201y

Nursing staff at the facility were obtaining resident
95’ blood Sugars (BS) three timeg 4 day (at 6:00 AM,
11:00 AM, and at 4:00 PM) from 4/3/02 through
4/10/02, Onp 4/1 1702, the nurses also began to obtain
an additional blood sugar at 8:00 PM.

changed entries in the computer so
that it prints out directions
indicating where to chart the time,
what the blood sugar was, the
number of units given, the site and
the nurse’s initials. It also has a
Space to initial if the physician was
notified.

Insulin and blood Sugar orders were
clarified and Tewritten on one page
for residents 95 ang 42 to make
things easier for the nurses to
remember to chart the necessary
Components such gag time, blood
Sugar, units given, site of injection,

their initialg and  whether the
physician was notified of certain
parameters.

The Charge Nurse caring for
Resident 8 was Spoken to by the
Director of Nursing concerning the
importance of the medications
which were not given to Resident 8.
The Nursing Supervisor will review
the  medication administration
record on this upjt closely for a
two-week period to assure that this

resident and others who are
attending  activities g ive their

daily routine medications.

|
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On 4/4/02 at 11-00 AM, facility stafr recorded a BS of
22]1. Based on the physician’s orders, resident 95
should have recejved 6 units of regular insulin, but
instead received 3 units.

On 4/4/02 at 4:00 PM, facility stuff recorded a BS of
142, Based on the physician’s orders, resident 95
should have received no insulin, bug instead received
6 units.

On 4/4/02 at 11:00 AM, facility staff recorded a BS of
221. Based on the physician’s orders, resident 95
should have recejved 6 units of regular nsulin, but
nstead received 3 units.

On 4/5/02 at 11:00 AM, facility staff recorded a BS of
198. Based on the physician’s orders, resident 95
should have received 3 units of reguiar insulin, but
instead received none.

On 4/5/02 at 4-00 PM, facility staff recorded a BS of
231. Based on the physician’s orders, resident 95
should have received 6 unitg of regular insulin, but
instead received none,

On 4/12/02 at 4:00 PM, facility staff recorded a BS of
222, Based on the physician’s orders, resident 95
should have received 6 units of regular insulin, but
instead received none.

On 4/16/02 a1 6-00 AM, facility staff recorded a BS of
201. Based on the physician’s orders, resident 95
should have received 6 units of regular insulin, byt
instead recejved none,

On 4/16/02 at 11-:00 AM, facility staff did not record
a BS for resident 95, yet they adrministered 6 unjts of
regular insulin.

F 426 The new resident roster being

printed out by the Ward Clerks will
be helpful in reminding nyrseg
which residents they need tg
document on for the purposes of
changes  jp condition  and
notification of ¢he appropriate
individuals.

Ward Clerks will conduct a

quality
check at

least  weekly by

reported by showing the number
sliding scales indicating 3 need for
change in the dosage and the
number not done. Thjs report shall
also show action taken at the time
of the quality check. The
information will be reported to the

of

The form will be developed by May
22, 2002 and presented to the
Charge Nurses at thejr meeting and,
and implementation wil] begin May
23, 2002,

A sliding scale protocol has been
developed and was approved by the
Medical Director in April 2002, |1
was not implemented prior to the
arrival of the survey team, but has

CMS-2567L ATGLI2000 EventID:  2wryy
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. irector of
On 4/17/02 at 4:00 PM, facility staff recorded a BS of ;Ver seen ;’,{1 the D fctol S;l
184, Based on the physician’s orders, resident 95 ur‘smg. © hew protocol wi
should have received 3 units of regular insulin, but begin May 31, 2002.
instead received none.
The Director of Nursing will be
On 4/18/02 at 11:00 AM, facility staff recorded a BS notified of shding scale dosage
0}1; 221(3{.hBased on [h: ghy;icia?’s orcllers., rzs};ien; 95 errors by the Ward Clerks on a
should have received 6 units of regular insulin, but weekly basis. A letter is b eing
instead received none. . . .
written by the Director of Quality
There was no documentation to evidence that blood and Education to inform other
Sugars were obtained as ordered on 4/21/02 at 11:00 physicians who frequently admit
AM and 4:00 PM. individuals to the facility about the
_ _ sliding scale protocol that has been
There was no QOcumentatlon to evidence that a blood accepted by our Medical Director.
sugar was obtained as ordered on 4/22/02 at 11:00
AM If they also approve of the protocol
' for use with their residents, we will
2. Resident 42 was an 82-year-old male who was begin to utilize it when approprate.
admitted to the facility on 1/10/99 with the diagnosis For other residents who do not have
of diabetes melitus. the Medical Director for their
_ _ physician, the nurse may inform the
Re(silgzlli) ;2’5 medical record was reviewed on 4/23/02 ordering physician  about our
a . H
. standard protocol to see if he or she
A physician’s order dated 11/28/01 documented to 18 lm_:ereSted 11_1 usmg it. If not, the
administer regular insulin sliding scale PRN physician will order whatever
(Whenever necessary) for resident 42 as follows: he/she feels is most beneficial for
the resident.
BS of 200-250 give 2 units (Uy
BS of 251-300 give 4 U The Director of Nursing is
BS of 301-350 give 6 U ible for implementation of
BS of 351-400 give 8 U. rooponsibie for impleme °
this plan.
A physician order dated 12/5/01 documented to
monitor resident 42’ blood sugars (BS) 4 times a day.
Review of resident 427 "Medication and Treatment
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F 426 | Continued From page 81
Record” for February 2002, March 2002 and April

2002 revealed the followin g

February 2002

2002, documented the imsulin administration as
follows:

On 2/8/02 at 8:00 PM, BS of 224. There Was no
documentation to show that 35S insulin had been
administered. Resident 42 should have received 2 U.

On 2/12/02 at 8:00 PM, BS of 277. There was no
documentation to show that 58 insulin had been
administered. Resident 42 should have received 4 U.

On 2/15/02 at 6:00 AM, BS of 214. There was no
documentiation to show that §S insulin had been
administered. Resident 42 should have received 2 U.

On 2/15/02 at 3:00 PM, BS of 278. There was no
documentation to show that S5 insulin had been
administered. Resident 42 should have received 4 U.

On 2/16/02 at 5:00 PM, BS of 278. There was
documentation to show that 6U of SS insulin had
been administered, Resident 42 should have received
only 4 U.

On 2/16/02 at 8:00 PM, BS of 251. There was no
documentation to show that 88 insulin had been
administered. Resident 42 should have received 4 U,

On 2/17/02 at 12:00 PM, BS of 200. There was no
documentation ta show that S8 insulin had been
administered. Resident 42 should have received 2 U

The "Medication and Treatment Record” for February

F 426
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On 2/17/02 at $:00 PM, BS of 228. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 1J.

On 2/18/02 at 8:00 PM, BS of 241. There was no
documentation to show that S8 insulin had been
administered. Resident 42 should have received 2 U

On 2/22/02 at 8:00 PM, BS of 237. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2U.

On 2/25/02 at 8:00 PM, BS of 318. There was no
documentation to show that S8 insulin had been
administered. Resident 42 should have received 6 U.

On 2/26/02 at 12:00 PM, BS of 301. There was
documentation to show that 4U of 88 insulin had

been administered, Resident 42 should have received
6 U,

On 2/26/02 at 5:00 PM, BS of 274. There was
documentation to show that 8U of SS insulin had
been administered. Resident 42 should have received
only 4 U.

March 2002

The "Medication and Treatment Record” for March
2002, documented the insulin administration ag
follows:

On 3/1/02 at 8:00 PM, BS of 255. There was no
documentation o show that S8 insulin had been
administered. Resident 42 should have received 4 U,

On 3/2/02 at 6:00 AM, BS of 305. There was no
documentation to show that 58S insulin had been
administered. Resident 42 should have received 6 U.
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On 3/2/02 at 8:00 PM, BS of 212. There Was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 U.

On 3/4/02 at 12:00 PM, BS of 306. There was
documentation to show that 2U of S8 insulin had
been administered. Resident 42 should have received
6.

On 3/9/02 at 5:00 PM, BS of 239. There was no
documentation to show that S8 insulin had been
administered. Resident 42 should have recejved 2U.

On 3/11/02 at 6:00 AM, BS of 215. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 20

On 3/11/02 at 8:00 PM, BS of 217. There Was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 0.

Cn 3/12/02 at 8:00 PM, BS of 235, There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 .

On 3/17/02 at 8:00 PM, BS of 285. There was 1o
documentation to show that SS insulin had been
administered, Resident 42 should have received 4 U

On 3/18/02 at 8:00 PM, BS of 322. There was no
docutnentation to show that SS insulin had been
administered. Resident 42 should have received 6 U.

On 3/21/02 at 8:00 PM, BS of 231. There was no
documentation to show that 58 insulin had been
administered. Resident 42 should have received 2 U,

On 3/25/02 at 8:00 PM, BS of 225, There was no
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documentation to show that SS insulin had beep
administered. Resident 42 should have received 2 .

On 3/28/02 at 8:00 PM, BS of 214. There Was no
documentation to show that S8 insulin had been
administered. Resident 42 should have received 2 U.

On 3/31/02 a1 8:00 PM, BS of 262. There was no
documentation to show that S8 insulin had been
administered. Resident 42 should have received 4 1.

April 2002

The "Medication and Treatment Record” for April
2002, documented the insulin administration as
follows:

On 4/1/02 at 8:00 PM, BS of 224. There Was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 U
of SS insulin.

On 4/2/02 at 8:00 PM, BS of 261. There Wwas no
documentation to show that 55 insulin had been
administered. Resident 42 should have received 4 .

On 4/4/02 at 8:00 PM, BS of 202. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 |88

On 4/5/02 at 8:00 PM, BS of 205. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have recejved 20U

On 4/8/02 at 8:00 PM, BS of 243. There was
documentation to show resident 42 received 2U plus
an additional 4U of SS insulin. Resident 42 should
have received only 2 U.
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On 4/9/02 at 8:00 FM, BS of 283. There was 1o
documentation to show that S8 insulin had been

administered. Resident 42 should have received 4 .

On 4/11/02 at 8:00 PM, BS of 222. There was no
documentation to show that S8 insulin had been
administered. Resident 42 should have received 2 U,

On 4/13/02 at 8:00 PM, BS of 212. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have recejved 2 .

On 4/14/02 at 8:00 PM, BS of 218. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 U

On 4/15/02 at 8:00 PM, BS of 200. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 2 U,

On 4/18/02 at 8:00 PM, BS of 271. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 4 U,

On 4/22/02 at 3:00 PM, BS of 282. There was no
documentation to show that SS insulin had been
administered. Resident 42 shouid have received 4 U.

On 4/23/02 at 8:00 PM, BS of 280. There was no
docurmentation to show that SS insulin had been
administered. Resident 42 should have received 4 U

On 4/24/02 at 8:00 PM, BS of 251. There wds no
documentation to show that SS insulin had beep
administered. Resident 42 should have received 4 U,

On 4/26/02 at 8:00 PM, BS of 215. There WaS no
documentation 1o show that SS insulin had been
administered. Resident 42 should have received 2 U.
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On 4/27/02 at 8:00 PM, BS of 287. There was no
documentation to show that SS insulin had been
administered. Resident 42 should have received 4 U.

On 4/28/02 at 8:00 PM, BS of 250. There was no
documentation to show that S insulin had been
administered. Resident 42 should have received 2 U
3. Resident 29, an 81 year old male, was admitted 1o
the facility on 3/19/02 with diagnoses of diabetes
mellitus, osleoporosis, renal/ureter disorder, anemia,
hypertension, Alzheimer’s disease and polymyalgia.

Review of resident 29 s medical record on 4/29/02,
revealed a nurse’s note and a resident care plan dated
3/1/02 that documented the physician had ordered the
BS to be monitored daily at 6:00 AM, 11:30 AM and
4:30 PM.

Review of resident 29’ MAR for March 2002 and
April 2002 indicated resident 29 was to have BS
monitored at 6:00 AM. 11:30 AM and 4:30 PM. The
MAR also documented resident 29 was to recejve
sliding scale insulin ag foliows:

BS of 150 ~ 200 give 2 units (U).

BS of 201 ~ 250 give 4 1J,

BS of 251 - 300 give 6 U.

BS of 301 - 350 give 8 U

BS of 351 ~ 400 give 10 U.

Call physician if BS is above 400 or below 80.

A review of resident 29's MAR for March 2002 and
April 2002 revealed the following:

March 2002

On 3/1/02 a1 6:30 AM, facility nursing staff
documented a BS of 151 There was no

F 426

CMS-2567L ATG 1200( EventID:  2Wry11

Facility ID:  UTpos2

If continuation sheet 87 of 111




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:

12/20/2002

FORM APPROVED

2567-L

STATEMENT OF DEFICIENCEES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

465095

A BUILDING
B. WING

C

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED

05/01/2002

NAME OF PROVIDER OR SUPPLIER

CHRISTUS ST JOSEPH VILLA

STREET ADDRESS, CITY, STATE, ZIP CODE

451 BISHOP FEDERAL LANE
SALT LAKE CITY, UT 84115

X4 ID
PREHIX
TAG

SUMMARY STATEMENT CF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSCIDENTIFYING INFORMATION)

m PROVIDER’S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5
COMPLETE
DATE

F 426

Continued From page 87
documentation resident 29 received S8 insulin.
Resident 29 should have received 2 U.

On 3/2/02 at 6:30 AM, facility nursing staff
documented a BS of 197. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/2/02 at 4:30 PM, facility nursing staff
documented a BS of 162. There was no
documentation resident 29 received 88 insulin.
Resident 29 should have received 2 U.

On 3/3/02 at 6:30 AM, facility nursing staff
documented a BS of 152. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 1.

On 3/3/02 at 4:30 PM, facility nursing staff
documented a BS of 156. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/4/02 at 11:30 PM, facility nursing staff
documented a BS of 156. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/5/02 at 4:30 PM, facility nursing staff
documented a BS of 170. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/6/02 at 4:30 PM, facility nursing staff
documented a BS of 166. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/7/02 at 1§:30 AM, facility nursing staff

F 426
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documented a BS of 163. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/9/02 at 11:30 AM, facility nursing staff
documented a BS of 152. There was no
documentation resident 29 received SS insuolin.
Resident 29 should have received 2 U.

On 3/10/02 at 4:30 PM, facility nursing staff
documented a BS of 168. There was no
documentation resident 29 received §S insulin.
Resident 29 should have recetved 2 U.

On 3/11/01 at 11:30 AM, facility nursing staff
documented a BS of 152, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/15/02 at 4:30 PM, facility nursing staff
documented a BS of 175. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/16/02 at 11:30 AM. Facility nursing staff
documented a BS of 163, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/18/02 at 6:30 AM, facility nursing staff
documented a BS of 174. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 3/18/02 at 4:30 PM, facility nursing staff
documented a BS of 170. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.
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On 3/19/02 at 4:30 PM, facility nursing staff
documented a BS of 163. There was no
documentation resident 29 recejved SS insulin.
Resident 29 should have received 2 U,

On 3/23/02 at 11:30 AM, facility nursing staff
documented a BS of 150, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 u.

On 3/23/02 at 4:30 PM, facility nursing staff
documented a BS of 165. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U,

On 3/25/02 at 6:30 AM, facility nursing staff
documented a BS of 208. There was no
docurnentation resident 29 received SS insulin.
Resident 29 should have received 4 U.

On 3/25/02 at 4:30 PM, facility nursing staff
documented 4 BS of 195. There Was no
documentation residenl 29 received SSinsulin.
Resident 29 should have received 2 U.

On 3/28/02 at 11:30 AM, Facility nursing staff
documented a BS of 179. There was no
documentation resident 29 received SS insulin,
Resident 29 should have received 2 U,

On 3/29/02 at 11:30 AM, facility nursing staff
documented a BS of 168. There was no
documentation resident 29 received SS insulin,
Resident 29 should have received 2 u.

April 2002

On 4/1/02 at 4:30 PM, facility nursing staff
documented a BS of 154, There was no
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documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 4/5/02 at 11:30 AM, facility nursing staff
documented a BS of 184, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U,

On 4/5/02 at 4:30 PM, facility nursing staff
documented a BS of 176, There was 1o
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U,

On 4/7/02 at 4:30 PM, facility nursing staff
documented a BS of 182, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U,

On 4/9/02 at 6:30 AM, facility nursing staff
documented a BS of 171. There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

On 4/9/02 at 4:30 PM, facility nursing staff
documented a BS of 250. It was documented that
resident 29 received 6U of §S insulin. Resident 29
should have received 4 .

On 4/10/02 at 4:30 PM, facility nursing staff
documented a BS of 168, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U,

On 4/14/02 at 4:30 PM, facility nursing staff
documented & BS of 151, There was no
documentation resident 29 received SS insulin,
Resident 29 should have received 2 U.

On 4/16/02 at 4:30 PM, facility nursing staff
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documented a BS of 156, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 1J,

On 4/20/02 at 6:30 AM, facility nursing staff
docurnented a BS of 226. It was documented that
resident 29 recejved 6 U of §S insulin. Resident 29
should have received 4 U,

On 4/20/02 at 4:30 PM, facility nursing staff
documented a BS of 272, There was no
docurmentation resident 29 received S5 insulin.
Resident 29 should have received 6 U,

On 4/22/02 at 6:30 AM, facility nursing staff
documented a BS of 205, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U,

On 4/22/02 at 4:30 PM, facility nursing staff
documented a BS of 188, There was no
documentation resident 29 recetved SS insulin.
Resident 29 should have received 2 U,

On 4/23/02 at 6:30 AM, facility nursing staff
documented a BS of 190, There was no
documentation resident 29 received SS insulin.
Resident 29 should have received 2 U.

MORNING MEDICATIONS

Resident 8, 4 9 year old female, was admitted (o the
facility on 10/29/01 with diagnoses of congestive
heart failure, hypertension, Osteoporosis, atrial
fibrillation, and esophageal reflux.

A review of the physician recertification orders dated
4/3/02 was done on 4/23/02. The recertification
orders documented thar resident 8 was to receive the

F 426
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following medications:

Digoxin .125 mg every day at 8:00 AM. (heart
medication)

Imdur 30 mg every morning at 8:00 AM. (blood
pressure medication)

Lopressor 25 mg every day at 8:00 AM. (bload
pressure medication)

Calcium with vitamin D 500mg three times daily at
8:00 AM, 12:00 PM and 5:00 PM. (medication for
osteoporosis)

Prevacid 30 mg every day at 8:00 AM. ( medication
for esophageal reflux)

A review of the medication adrministration recored
(MAR) for resident 8 was performed on 4/23/02.
During this review, it was noted that there was no
documentation to evidence that resident 8 had
recetved her 8:00 AM medications on 4/22/02. These
medications included Digoxin, Imgdur, Prevacid,
Lopressor and Calcium with vitamin D.

During review of the Nurse’s Medication Notes, a
facility nurse documented that the reason resident 8
did not receive her 8:00 AM medications on 4/22/02
was "Resident at activities and got missed."

F490| 483.75 ADMINISTRATION
55=H
A facility must be administered in a manner that
enabies it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced by:
Based on observations, interviews, and review of

F 426

F 490

F490

F157:  Administrator has hired
another full-time registered nurse
who will specifically help to
implement the plan of correction,
and  has also hired another
registered dietitian so that the
facility has two registered dietitians
who together will give the facility

6/1/02
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resident medical records, facility policies and registered dietitian. The
procedures, Quality Steering Committee Minutes, administrator will also oversee the
quarterly Quality Assessment Comrmittee minutes and Qualtty Steerin g Committee to
monthly "Pressure Ulcer Reports” during the survey . . .
from 4/22/02 through 5/1/02, it was determined that w!ll(;h the new Welgl?t/.Skm Teafn
the facility was not administered in 2 manner that will report. ] The Administrator will
enabled it to use its resources effectively and be responsible to supervise and
efficiently to attain or maintain the highest discipline employees who do not
practicable physical well-being for each resident in follow through and cormrectly
the areas of pressure sore treatment and prevention implement changes to improve
anq putntlonal asxessment aqd. intervention. The quality care, includin g the tim ely
facility was found to be providing Sub-Standard . o . P
Quality of Care (a pattern of actual harm) in both of notification Ot_- atten-dmg P hy SlClaI_ls
these areas. In addition to the finding of and the medical director of skin
Sub-Standard Quality of Care in two areas, isolated COlldiﬁonS, labs and Weight loss.
instances of actual harm were identified in the ares of
weight loss and lack of notification to the physician F164: Administrator will schedule
when there wa a ned to atter the plan of care. The and require attendance at in-service
facility was c1teq for d.ef1c1e.nt. practice in a total of 14 of all nur sing staff and personnel on
areas, not including this deficiency. e . . .

sensitivity to patient privacy and
Findings include: dignity, particularly when toileting

residents.  In addition to this
1. On May 1, 2002, a Standard Extended survey was specific -in-service, the
completed which resulted in the determination of administrator will order monthly
Sub-Standard Qual;ty of Care. The determination of orientation and annual in-service
Sub-Standard Quality of Care was based on the lack . . . . N
of treatment and services to 6 residents with pressure trammg meelings (.m patient dignity
sores [42 Code of Federal Regulation (CFR) 48325 and privacy. Finally, the CNA
(c) Tag F314) and the lack of dietary assessment and Educator and the Nursing
itervention for 7 residents with laboratory values Supervisors all monitor the delivery
reflecting malnutrition and/or dietary risk asessments of resident services monthly, using
scoring residents at "high risk". [42 CFR 483.25 (a) - a checklist for privacy, dignity and
m, Tag F - 309]. other patient care services. The
Pressure Sores: V\_m'tten results of thi§ moniton'xgg is
Please see F-314. given to the Quality Committee

which the Administrator chairs.
A pattern of actual harm was identified for 6 residents The Administrator will have
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F 490 | Continved From page 94 F 490 ultimate  authority to enforce
who developed an avoidable pressure sore and/or did changes and to discipline staff who
not receive treatment and services 1o promote healing do not make necessary cha.nges.
of a pressure sore.
‘The February 2002 pressure ulcer report, dated F282: Administrator has ass,emb.led
2/21/02, identified the facility’s nosocomial pressure three te-am§ to .WOI'k on deﬁcw‘_‘c‘ess
ulcer rate at 5.6% which was up from January’s rate one of which is dedicated to inter-
of 2.8%. Facility administration could not provide staff and mter-facility
any documeniation to evidence that it had addressed communication. The team came up
$e ifncigascell ind thce;dpressgr?h sore rate. ;Vhen a;i;egl ;f with a new computer form that
' € facility had addresse : e 1ncr.ease raLeF) 0% places all the info tion about
in the next monthly Quality Steering Committee h ident’ edicati .
Meeting, the Director of Nurses stated that "For some cach resi ?n S m _lca Ons m one
reason, it (the meeting for March 2002) was place, making it easier for nurses to
cancelled.” The facility did not provide minutes to C]I_lal‘t and see blood pressure levels
the April 2002 Quality Stecring Committee Meeting, and blood sugar levels and to
o ‘ document whether any medication
:‘I\‘here was 1{10 dzcucmemag?n in _the qua;t(iﬂ(}i/ 4???%%/ is appropriate, and if so, how much
ssegsmen {QA) Committee gnnutes, ate , was administered and whether a
to evidence that the QA committee had addressed the hvsici ed if db
increase in the nosocomial pressure uicer rate. physician was contfwt m?e €.
The Administrator is overseeing the
The facility had a skin/weight team which consisted DON who is implementing the use
of one registered nurse and one registered dietitian. of the form and the oversight of
When asked if there was a written JOb dcscription for medicaﬁons with the charge nurses
the duties vass1gned o th skl.n/wm‘gh{ tegm, tt}e skin and ward clerks.
nurse replied, "no.” During interview with this team
sp 4&25/023dmesf‘sta§:d l[{l_la[ thgy m.eth\:'faekly Kl)) - F309: Administrator has hired an
d.lsc $s residents with skin and weig issues, but they additional registered  dietitian S0
id not keep any minwtes of their meelings to detail the fack b
what residents were reviewed or what that ¢ a .t:V how has two
recommendations and interventions were registered  dietitian Wf_lo together
implemented. equal one full time dietitian. In
addition, the Administrator has
There was no method to ensure follow-through of hired a full-time. registered nurse
recommsndahons. Also, the registered dietitian whose entire job will be the
confirmed that she was not aware of a number of reventio assessment and
residents with pressure sores with which survey had p . . ars
concerns. treatment of skin conditions and
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F 490 | Continued From page 95 F 490 pressure ulcers. Her position will,
in fact, be called the “Wound Care
The facility was not following its own policy for Nurse.” The Administrator has also
assessing residents at l:lgh rlgk for pressure sores. purchased two new cameras so that
The policy stated that "Within the first 8§ hours of - ailable i
adrnission to St. Joseph Villa, each resident will be a camera 18 a_v_ € I every pa_rt
evaluated to determined those who are at high risk for of the facility . for Staﬁ- to
pressure sores or who have evidence of skin photograph skin conditions.
breakdown." During interview with the skin team Finally, the Administrator has
nurse on 4/25/02 at 2:35 PM, she was asked if the changed the job description of a
facility performed skin risk assessments. The skin nutrition aide so that her sole
team‘nuxTSfl: replied, "We don’t do them.” When asked resp onsibility is to monitor weekly
how individuals were assessed for the need of d thl ioht £
pressure relieving devices and other appropriate an . monthly weights o evc?ry
interventions, the skin team nurse replied, "If they (a reSIde“_t and f?port to th(f Q“amy
resident) come in and they are non-ambulatory or Committee which the Administrator
can’t turn in their bed or they’re incontinent or can’t chairs. Administrator will have the
relieve pressure on their own, then you provide ultimate authority to supervise, hire,
pressure relieving devices to their bed and fire and discipline any employee
whet?lchalr. The sk|1'n team nurse contu‘l.ued to state who does not ad equately follow
that it was left up to "nursing judgement” as to thr imol ting this olan
whether an individual needed pressure relieving ough 9“ implementing this p
devices. The faciity did not have a formal method to of correction.
periodically reassess residents who may have become .
at risk for skin breakdown. F314. Administrator has hired an
| S | additional registered dietitian so
During continued interview with the skin team on that the facility now has two
4/25/02, they were asked how they became aware of registered dietitian who togeth
skin breakdown. The skin nurse replied that the egIst g e w.' " ogether
nurses were o place that information on a 24 hour equfll' one full time ] d}eﬁﬁaﬂ- In
report and submiit it to her or they sometimes stop her addition, the Administrator has
in the hall and inform her of a skin problem. hired a full-time registered nurse
whose entire job will be the
The physician was not notified regarding the Pprevention, assessment and
development of pressurff sores fo; 3 reIS}der%ts until 6 treatment of skin conditions and
to 8 days after the nurse’s initial identification. e
pressure ulcers. Her position will,
: £
Nutritionat assessment and intervention: in fact, be ca“ed t.h.e Wound Care
Please see F-309. Nurse.,” The dietitians, the wound
care nurse, the director of education
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F 490 | Continued From page 96 F 490 and quality, and the daytime
T.he‘ facﬂﬁy s.cgnsultan.t dietitian was .[1'.16 only nursing  supervisors, the nutrition
dietitian p[jovﬁln? sg;wce;for Léle facility. Her aide, and the physical therapist
contrapt with e facility allowe her 10to 12 hoqrs a (upon request) will all constitute the
week in the facility. During those 10 to 12 hours in Skin/Weight C itt hich wi
the facility, the consultant dietitian was responsible eight Committee W ch will
for the 173 residents in the facility, as well as all the meet weekly and monitor every
residents in the facility’s assisted living section (at resident’s weight and skin
least 80 additional individuals) and was also assigned condition, including a new form for
to attend the weekly skin/weight team meeting. assessing  skin conditions and
R . notifying family and physicians.
A pattern of actual harm was identified for 7 residents The Administrator and the Director
whose laboratory values reflected malnutrition and/or £ Nursi h developed
residents with pressure sores who did not receive an ol Nursing have deve op ' a ne.w
evaluation of dietary needs by a dietitian. These same form to be used for assesstng skin
L !
residents received either late, inadequate or no dietary conditions called “The Pressure
intervention. Ulcer Risk Scale.” It will be and js
o o being used to assess residents at
Du[n;g Iintteiwew with Lhr? d1et.1t1artlh onD4.:f25;‘02Ii fstll(e high risk Of pressure  sore
stated tha e;person.pe orming the Dietary Ris development and dictates a protocol
Assessments "works in the kitchen, but has no formal hich i i
training.” According to the dietician, the information which  mnvolves many steps_ (see
on the assessments completed by this person from the form attached). For those esidents
kitchen "was not always accurate”. The consultant whom the tool identifies as low
dietitian stated she was not being informed of risk, a different protocol is
regidents who scored as "high risk” onvthe Dietary implemented. The risk scale tool
Risk Assessnlaqts althoggl} Fhe for.m directed the will be used at admission and with
evaluator (o notify the dietitian Five of the 7 MDS t fi
residents who were scored at a high nutrition risk ev?ry as men or every
and/or had laboratory values reflecting malnutrition resfdent- In addltlf)n, for those
had not been evaluated by the registered dietitian. residents who do begin to dev_elop a
skin condition, a new Pressure
One of the seven residen(s whose laboratory value, Ulcer Treatment Guideline and
dateq 12/6/01, rgﬂecteq severe r.nalnutn't-ion, did not Notification will be implemented
recetve any nutritional 1ntervent10.n.s until 2/4/02, which establishes treatment
almost 2 months after the malnutrition had been tocol d requires that n
identified. The dietitian did not evaluate this resident pro'oco § an equlr . fami
until 3/19/02, almost 3 and a half months after the nOtlfY the PhYSIClan, amﬂy,
malnutrition had been identified. It should also be dietician and wound care nurse, and
hoted that the nutritional interventions were gives a place for the nurse to sign
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F490 | Continued From page 97 F 490 and date that he or she did so, The
implemented by the skin team nurse, not the dietitian, Skin/Weight Committee will 1 eport
and did not meet the minimal Protein requirements to the Director of Nurses who will,
;f;(lzg;gjznended by the dietitian in her evaluation of in turn, report to the Administrator.
' The  Administrator  has  also
The skin/weight teamn did not keep minutes of its purchased ’tWO n_ew cafneras so that
weekly meetings to identify which residents were a camera 1s ayg;lable Im every part
discussed, what recommendations were made and of the facility for staff to
what interventions were implemented. There was no photograph skin conditions.
method to ensure follow-through of
recommendations. F325:  The Administrator has
Neither the quarterly QA minutes (dated 10/ 17/01, changed th?’ job descnp tion of a
/16102, and 4/17/02) nor the monthly Quality nutntion aide so that her sole
Steering Committee minutes (from July 2001 to responsibility is to oversee and
February 2002) contained any documentation 1o monitor  weekly and  monthly
evidence that the facility had identified a concern weights of every resident and r eport
with the lack of nutritional assessments and to the Quality Comniittee which the
intervention. Administrator chairs. She will also
2. In addition to the areas of Sub-Standard Quality of do on's'_te observatlo_n of . meal
Care stated above, the facility’s administration failed cgt{sumptlon by t.he residents in the
o effectively and efficiently use its resources to dining rooms during meals, and she
ensure that each resident attained or maintained their will review CNA charting to ensure
highest practicable physical, mental and psychosocial that it is coordinated with her
v&l'tel;-léeigg il;:he following a;easdoggféizcient practice observation of how much is
cited during the survey complete . o ed by each resident The
a. Facility administration failed o ensure that the Ad{m_mmwr ,has also, hlred an
physician was immediately notified regarding f‘ddlﬂonﬂl registered  dietitian to
significant changes in residents which required the Incréase  staffing  hours for
plan of care to be altered. This was cited at an actual nutritional assessments. These two
harm level. (Refer to F-157) dietitians (who together will work
- o ] _ one FTE dietitian position) will
b. Eamhty adnnnlstrgnon fall.ed Lo ensure privacy meet with the nutrition aide and the
during personal care for 2 residents. (Refer to F-164) . .
dietary manager to coordinate
. . et
¢. Facility administration failed to ensure that residents’ nutritional needs.
residents were free from unnecessary medications.
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F 490 | Continued From page 98 F 490 F329: The Psychotropic Com-
(Refer to F329) mittee meets once a month and
d. Facility administration failed 1o that th consists of the Medical Director,
- racility administration failed to ensure that the . I .
Director of Food Service received frequently the Ph acist, the . d So‘f'a!
scheduled consultation from a registered dietitian to Wo_rker, two  Social  Service
attain or maintain the highest practicable physical designees, and a char, g¢ nurse.
well-being for its residents. (Refer o F 361) They review the restdents’
behavioral tracking sheets, discuss
€. Facility administration failed to ensure the side effects psychotropics may be
e e o mescions caving ot el nrrics may be
' drugs can be reduced and whether
f. Facility administration failed to ensure that staff the farmly shoulfl be consulted.
followed the plan of care (physician’s orders) for its They try to determine whether Othef
residents. (Refer to F-282) interventions which do not require
psychotropic medications would be
g. Facility administration failed to ensure tha the useful. This committee answers to
3:;‘; I:i"ér:: ’?s;gii“;ri 9\;/;15 called prior to hiring the Administrator. For other
' medications, the ward clerks have
h. Facility administration failed to ensure that b‘fen given an mn-service together
laboratory services were met for its residents. (Refer with the nurses on adequately
to F-502) tracking physician orders for
medications and accurately
i. f;‘igcillity adr:inistration faiiefl ts enstre thst J administering them. The
ical re. . . . .
me records were accurately documented an Ad trator Il have ultimate
Systematically organized. (Refer to F-5 14) . sl
authority to discipline ward clerks
i- Facility administration failed to ensure that and nurses who do not properly
residents maintained an acceptable level of nurritional implement and document physician
status, specifically body weight. This was cited at an orders for medication times and
actual harm level. (Refer to F-325) doses
k. Facility administration failed to ensure the Quality
Assessment and Assurance Committee, referred Lo ag
the Quality Assessment Commiltee at this facility,
developed and implemented appropriate plans of
action to correct identified quality deficiencies.
(Refer to F-521).
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F361: The Administrator has hired
an additional registered dietitian to
double the current hours, and both
dietitians together will provide the
facility  residents  with  the
equivalent of a full-time equivalent
dietitian. In addition, the
Administrator has changed the job
description of the nutrition aide to
oversee and monitor the nurses
aides taking weekly and monthly
weights of every resident. The aide
will report to the Weight/Skin
Committee. Finally, the
Administrator is requiring that the
dietary manager, dietitians, and
nutritional aide meet on a regular
basis to discuss the needs of
residents and how to address them.

F371: The Administrator has
installed a new dispensing system
in the kitchen which ensures that
the proper chemical concentration
is maintained in the cleaning
solution. The Dietary Manager has
been imnstructed to begin doing daily
checks on the solution and report
the results monthly to the Quality
Committee which the Administrator
chairs.

F426: The Administrator will
receive reports of how the new
form is improving the need for and
timely administration of drugs in
the proper doses, the conformity
with physician orders. Where one
or more particular nurses fails to
achieve the optimal level, the
Administrator will order training or
discipline as required.

F496: The Administrator directed
that Human Resources change the

internal policy and procedure to
require that Human Resources calls
the Nurse Registry each and every
time an aide applicant applies. The
Administrator also has changed the
facility’s practice to require that the
Human Resources assistant docu-
ments the time and date the inquiry
was made and who the assistant
spoke to and the results of the call
(whether the applicant was certified
or not).

¥502: The Administrator, together
with the Director of Nursing, has
implemented a new resident roster
on which all medications are
charted (See form attached). This
new procedure will be reviewed by
ward clertks to ensure that
medications are given timely and
exactly as ordered by the
physicians.

F514: The Administrator has hired
a Medical Records Consultant who
will spend at least two days a
month to train and consult with the
nursing staff and to monitor
medical records for completeness
and accuracy. In addition, another
registered nurse who has long years
of experience in long term care has
been hired by the Administrator to
conduct mock surveys, train the
nursing staff on accuracy and
timeliness of compliance with
physician orders and medical
charting.

F521: The Administrator will
implement all of the above changes,
increase staffing for nutrition,
nursing, and medical records
consuttants, and implement alt of
the new forms and protocols set out
in more detail above.
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F 490 | Continved From page 99 F 490
F 496 | 483.75(e)(5)-(7) ADMINISTRATION F 496 F496 5/21/02
55=b
Before atlowing an individual to serve as a nurse The Human Resource procedure for
aide, a facility must receive registry verification that contacting the Registry was
the individual has met competency evaluation changed April 29, 2002 to assure
requiremepts un[gss the individual is a full-limeT that the Registry is called for all
employee in a training and COII-]petBIlC‘y evaluatl.on nursing  assistant applicants even
program approved by the State; or before allowing an o .
individual to serve as a nurse aide, a facility must though it is known the}t the pers‘on
seek information from every State registry 1s in an approved Certified Nursing
established under sections 1819(e)}(2)(A) or Assistant training program or had
1919(e)(Z)(A) of the Act the facility believes will information requested from a
include information on the individual. previous state in which they were a
o o ‘ Certified Nursing Assistant.
If, since an individual’s most recent completion of a
training and competency evaluation program, there .
has befn a conlfilr}flous piriod of 24 clc)msicutive The Human Resource Staﬁ will
months during none of which the individual provided document the date the Registry was
nursing or nursing-related services for monetary called, the person giving the
compensation, the individual must complete a new information, and the results of the
training and competency evaluation program or a call
new competency evalualion program.
This REQUIREMENT is not met as evidenced by: '_I'he P ersoq re§p onsible N for this
_ implementation is the Director of
Based on review of 9 employee records on 4/24/02,
and a telephone interview with an employee of the Human Resource.
State Nurse Aide Registry, it was determined that the . -
facility did not contact the State Registry on 4 of 9 Ehe Eurs;’, alege f;:?s"y was _called
employees prior to allowing them to serve as a nurse or Lmploy Sm April 25,
aide in the facility. Employee identifiers: E, F, G 2002. She was taking the CNA
and 1. course at Pioneer Valley Hospital,
therefore not certified. Debbie, at
Findings include: the CNA registry, stated that they
7 ‘ did not have a record of abuse for
A review of 9 employee files, randomly selected, was her.
completed on 4/24/02. No documentation could be
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F 496 | Continued From page 100 F 496 The nurse aide feglstry was .called
found in the employee files that the facility had for Employee ‘E’ on April 25,
contacted the State Registry on 4 of 9 individuals 2002, She was not certified,
hired by the facility to work as nurse aides. pending completion of the tests.
, _ Debbie, at the registry, stated
On April 24, 2002 at appm).ﬂmatel)( 2.0Q P:M. a call Employee ‘E’ does not have a
was placed to the State Registry to inquire if the d of ab in their fil
facility had contacted the registry on the 9 potential N fecord ol abuse in thelr les.
nurse aides before they were allowed to work in the ' . .
facility. The employee of the State Registry stated The nurse aide registry was called
that the registry had not been contacted by the for Employee ‘G> March 28, 2002
facility on 4 of the 9 employees in question. and re-verified May 21, 2002
According to Debbie, she was not
listed as a CNA and was not shown
F 5021 483.75(j) ADMINISTRATION F 502 on the list for abuse. 5/31/02
SS=D
The facility must provide or obtain laboratory F502
services 1o meet the needs of its residents. The
facility is responsible for the quality and timeliness of A change will be made to the
the services. internal reporting format. Each
, _ _ nursing unit will receive a resident
REQUIREMEN d : .
This REQ IRE T_ 15 nof met _aS evidenced by roster each day. The roster will be
Bas..e.d on review of res@ents rnedlcal' records and used in conjunction with the current
facility staff interviews, it was determined that the 24-hour i form as a ick
facility did not provide timely laboratory services as _ou Tepo . quic
ordered by the physician. Specifically, the facility did I:emmder of all the residents who
not obtain a TSH ( Thyroid Stimulating Hormone) live on that unit. The current 24-
laboratory test for resident 56. The facility did not hour report form does not list all
obtain a chest x-ray until 8 days after the x-ray was residents on the unit. The Charge
ordered by the physician for resident 57. Nurses are required to document on
Findings include. those residents who have had a
& ) change in condition. By having a
1. Resident 56 was admitted to the facility on 12/5/01 daily roster at the nurses’ station,
with the diagnoses of organic brain dysfunction, the nurses are finding that it helps
vertebral fracture, and bipolar disorder. them to remember at a glance who
they need to document on each day.
Review of resident 36°s medical record, on 4/25/02, This shouid help agency nurses as
revealed a physician’s telephone order dated 12/21/02, well )
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Plan of Correction

F496

The nurse aide registry was called
for Employee ‘I’ on April 24, 2002.
According to Debbie, she was not
certified nor has a record of abuse.
She had completed her CNA course
work and was scheduled to take the
tests.

The Human Resource Clerk is
responsible for completing new hire
forms that include a space for the
date the registry is called, the
person contacted and the results.
The Human Resource Director is
responsible for checking the form
for total completion by conducting
audits to determine how many of
the new hires have had all the
required items completed. He will
report the results to the Quality
Improvement Committee, along
with action taken for any
incomplete items found.
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F 502 | Continued From page 101 F 502 The new form was developed and

which documented to obtain a TSH level.

No documentation could be found in resident 56’s
medical record that the TSH had been done.

During an interview with the DON (Director of
Nursing) on 4/23/02 at 4:00 PM, it was stated that the
facility could not provide the laboratory results for
resident 56.

2. Resident 57 was admitted to the facility on
10/24/01 with the diagnoses that include macular
degeneration, hypertension, lung disease,
hyponatremia, and fluid retention,

Review of resident 57’ medical record, on 4/22/02,
revealed a physician’s

telephone order dated 1 1/21/01, which documented to
obtain a chest x-ray to rule out tuberculosis.

Further review of the medical record for resident 57
revealed that the chest x-ray was performed on
11/29/01, B days after it was ordered by the physician.

F 5141 483.75(1)(1) ADMIN ISTRATION
S8=D
The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete; accurately
documented; readily accessible; and systematically
organized.

This REQUIREMENT is not met as evidenced by:

Based on interview and review of resident medical
records, it was determined that for 1 of 26 sample
residents, the facility did not maintain chinical records
in accordance with accepted professional standards

the nursing staff was informed of
how to utilize it during their Charge
Nurse Meeting on Wednesday, May
22, 2002 Following  initial
implementation on Thursday, May
23, 2002, the Charge Nurses had
made suggestions for change that
would make the document work
better for them.  Final revisions
were made, and the Form was
implemented following discussion
of the process at the Charge Nurse
Meeting on Friday, May 31, 2002.
It was implemented on F riday, May
31, 2002,

The Ward Clerk will print out the
daily rosters and check to see that
the 24-hour reports indicate
notification of appropriate
individuals - when changes in
resident condition do occur.

F514 F514 5/25/02

Insulin and blood sugar orders were
clarified and rewritten on one page
for residents 95 and 42 to make
things casier for the nurses to
remember to chart the necessary
components such as time, blood
sugar, units given, site of injection,
their initials and whether the
physician was notified of certaiq
parameters.
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F502

The Ward Clerk will check each
nurses station daily for the initiation
of physician orders and requests for
lab or x-rays. In addition, they will
monitor if the lab or x-ray results
are in the medical record and if the
physician has been contacted with
the results.

The Ward Clerk will conduct a
quality check of the physician’s
orders at least weekly. They will
report to the Quality Committee the
number of orders reviewed, the
number of incomplete
implementation steps, and actions
taken as a result.

The Nursing Supervisor was
directed to call the laboratory by the
Director of Nursing to see if they
could locate a copy of Resident
56’s TSH level. After a good deal
of time searching, the lab called
back and said they had found it in
the computer under the first part of
this resident’s hyphenated last
name. The lab sent a copy of the
TSH level by fax, and the physician
was notified of the results. The
copy of the TSH level was placed
;into this resident’s medical record.

Resident 57°s ex-ray was ordered
following a routine TB skin test
which was positive. There were no
clinical symptoms. The X-ray was
obtained after the Thanksgiving
holiday weekend. No orders for
treatment were given by the
physician.

The Director of Nursing will be
responsible for overseeing the
implementation of these changes.

Complete date; 5/25/02
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F514 | Continued From page 102 F514 The Ward Clerks have reorganized
and practices that were accurately documented or the medication sheets so that the
Systematically organized. Resident identifier: 95, insulin administration and
N _ documentation of blood sugars is
Findings include;
all on the same page. They have
Resident 95 was a 79 year old female who wag changefi entriFS in the ComPUte}' sO
admitted to the facility on 4/3/02 with several that it prints  out  directions
diagnoses which included insulin dependent diabetes indicating where to chart the time,
mellitus. what the blood sugar was, the
: : number of units given, the site and
Upon admission, the physician ordered the facility th rse’s initiail; mlt also has a
staff to obtain blood sugars four times a day and then ¢ nu se- itial if . hvsici
to administer regular insulin based on the following 'Spaf"e fo mitial " the p ystclan was
sliding scale: notified of certain parameters when
ordered.
160 - 200 3 u (units)
201-2506u The new computer program which
331-30010u prints out medication and treatment
301-35015u . . .
greater than 351 20 u sheets will be visually inspected by
the Night Supervisor at the end of
The April 2002 medication administration records each month to assure that physician
(MAR) and treatment sheets for resident 95 were orders are not duplicated on
reviewed on 4/23/02. During review of these records, multiple pages for the next month
1L was noted that the orders for the sliding scale were and to detect any errors. Changes
recorded on four different sheets. Blood sugars were dicati dmini -
being recorded on five different sheets. The to the medication a mﬂr&ﬂon
administration of sliding scale regular insulin was sheets are made at the time that
documented on three different sheets, errors are found by the night
supervisor.
The blood sugar for 4/9/02 at 4-00 PM, was recorded
gso ([)‘;(1)\4 dif}i(arilt lr;lasugs. On pageC;'S of 4" ofdthe A%rgl)l Appropriate  documentation was
: AR, the bloo spgar was. (.)cumente. as . 1 addressed at the Charge Nurse
which would have required no sliding scale insulin. . May 22. 2002 A
Page "3 of 4" of the April 2002 treatment recopd Mecting on May 22, V.
documented the blood sugar for resident 95 . on 4/9/02 special ed.ucatlol_lal Session  on
at 4.00 PM, to be 182, which would have required the documentation will be held at a
administration of 3 units of regular insulin. There Charge Nurse Meeting on May 31,
Was no documentation to show whether or not insulin 2002. The guest speaker will be
CMS-2567L ATGIROOC  ByentID:  2WTYil
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F 514 Continued From page 103 F514 our Medical Records Consultant.
was provided. Administration has requested that
the consultant spend at least
The blood sugar for 4/20/02 at 6:00 AM, was davs per monthpf: the facili two
recorded as two different results. On page "1 of 4" of Iy p_ b e ) actity to
the April 2002 Treatment Record, the biood sugar help WIth- the chart aUdlt-S and to
was recorded as 90. On page "2 of 4" of the April 'aSSl-ll' € Improvement in oyr
2002 Treatment Record, the blood sugar was recorded notification, documentation and
as 94. care delivery process.
Nurses were documenting several things in the tiny Th : . .
c or
boxes on the MAR and treatment sheets. Some boxes I in::;-edf . Ofl Nu:;l{lg l;
appeared (o conlain a blood sugar result and units of e-spon ¢ ltor lrI-lp cmentation o
insulin given. Some boxes appeared to contain staff this plan. Completion date May 25,
mitials and units of insulin given. Some boxes 2002.
contained what appeared to be staff initials and a
blood sugar result. Nurses were not consistent in
what was documented in the boxes. The wriling, in
nany cases, was not legible. After reviewing all of
the medication and treatment sheets, it was very
difficult, and in a few cages impossible, to determine
the resulls of blood sugar checks and whether or not
insulin had been given and it what amount,
The third floor nurse supervisor was interviewed on
4/24/02. She was shown the April 2002 MAR and
treatment sheets for resident 95, She agreed that it Fs521 _
was difficult to determine blood sugar resuits and .
what insulin was given, if any. gﬁihf;lézexg g;ooeq;?e :?1:1 tt]l::
quality  assurance process was
F 521 483.75(0)(2)8(3) ADMINISTRATION F521 updated May 16, 2002. The quality |,
SS=H improvement cycle was diagramed
The quality assessment and assurance committee as well as a quality assessment and
Imeets at least quarterly to identify issues with respect i[nprovement quarter[y report was
to which quality assessment and assurance activities developed toc show not only
:‘;e ﬁf;fsiar yl; a‘;d cfle‘;‘s_IOPS[ and 1“19[1‘_?‘“’?}5_6(1 information gathered and the
Propriate plans of action to cotrect identifi . .
quality deficiencies results, but actions taken to Improve
care or service.
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F 521 | Continued From page 104 F 521 The procedure for the quarterly

A State or the Secretary may not require disclosure of
the records of such committee except insofar as such
disclosure is related to the compliance of such
committee with the requirements of this section.

This REQUIREMENT is not met as evidenced by:

Based on staff interviews and review of the facility’s
Quality Assessment Committee Minutes (dated
10/17/01, 1/16/02 and 4/1 7/02) and the facility’s
monthly Quality Steering Committee meeting
minutes (dated from July 2001 through February
2002), it was determined that the facility’s quality
assessment and assurance program failed to identify
quality deficiencies regarding the Identification,
assessment and imtervention for residents with
malnutrition, resulting in actual harm for 6 of 27
sample residents and 1 additional resident.

The facility’s quality assessment and assurance
comumittee also failed to identify quality deficiencies
regarding the identification, assessment, appropriate
treatment and prevention of the development of
pressure sores, resulting in actual harm for 6 of 27
sample residents. Both the facility’s Quality
Assessment (QA) Committee and Quality Steering
Committee failed to intervene when members were
notified by the skin team niirse, in a written memo
dated 2/21/02, that the facility’s nosocomial (house
acquired) pressure sore rate had increased to 5.6% (an
Increase from the previous month of 2.8%).

In addition to the areas of nutritional intervention
(F309) and pressure sores (F314), cited at
Substandard levels, the facility’s Quality Assessment
Committee also fajled to identify, establish and
Implement corrective action plans for the following
areas:

Quality Assessment Committee was
also updated and the duties of the
Quality  Assessment Committee
outlined.

The procedure change and the new
quality assessment improvement
Treport were adopted by the Quality
Steering Committee May 16, 2002,

The administrative/management
team members were presented the
new information May 20, 2002 at
the monthly Management Meeting,
and implementation is to begin
immediately.

The  person responsible  for
overseeing implementation of the
new procedures and plan is the

Administrator.

F157: The Director of Nursing will
receive a monthly report from the
Nursing Supervisors of the number
of times interventions were required
due to omissions of notification per
policy and/or protocol. The
Director of Nursing will report the
information o the quality
Committee along with the actions
taken. ‘
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F 521 | Continued From page 105 F 521 F164: The quality monitor “service
A _ o _ delivery” includes a section on
a. Notifying the physician of a significant change in privacy and dignity issues
resident status (F157); Monthly. the Nursing Su N :
b. Resident personal privacy (F164), Ys g SUpErvIsors
¢. Following the plan of care (F282); or C_NA Educator will complete t}}e
d. Unplanned weight loss (F325); monitor. The CNA Educator wili
e. Unnecessary medications (F329); report the findings, along with
f. Dietary staffing (F361); corrective actions, monthly to the
g. Accurate dispensing of insulin to diabetics (F426); Quality Committee.
h. Administrative services (F490);
1. Aide registry (F496); . .
j. Laboratory services (F302); and, F282: The Ward le:’,r ks WIH
k. Medical records (F514). generate a report of their quality
checks showing the number of
Findings include: orders and the number of orders
with missing steps, along with
1. The adminisirator was interviewed on 4/29/02 information regarding action taken,
regarding the facility’s Quality Assurance and at the time of the qu ality check
assessment committee. He stated that the Quality Th it will b . to th ’
Assessment meetings were held quarterly and were N ¢ 18p0 e given {o _e
attended by himself, the medical director, the director Director  of .Nursmg_ who will
of nurses, the skin team nurse, and other department present the information to the
heads. Quality Committee each month.
The director of nurses was also interviewed on F325: The Weight/Skin Team will
4/29/02. She stated that they also had a "Quality produce a summary of pressure
Steering Committee” which was held monthly and ulcer rates and interventions, plus
that concerns and issues within the facility were also bt | di )
addressed through those meeting as well as the weigh O_SS rates an : interventions.
quarterly QA meetings. The Qualxty Nu'rse will report to the
Quality Committee monthly, along
2. Pressure sores - A pattern of actual harm was with recommendations for
identified for 6 residents who developed an avoidable corrective action.
pressure sore and/or did not receive treatment and
services to promote healing of a pressure sore. F329: Psychotropic medication
The February 2002 pressure ulcer report, dated usage will !}e audited n}Oﬂthly by
2/21/02, identified the facility’s nosocomial pressure the consulting p_harmamst. The
ulcer rate al 5.6%, which was up from January’s rate results of the audit are reported to
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F 521 | Continued From page 106 F 521 the Director of Nursing monthly
of 2.8%. Facility administration could not provide and to the Pharmacy Committee
any doclimentation to evidence that it had addressed‘ Quarterly. The thacy
the increase in the pressure sore rate. When asked if Committee recommendations are
the facility had addressed the increased rate of 5.6% .
in the next monthly Quality Steering Committee forwarfied to the Quahty Assurance
Meeting, the Director of Nurses stated that "For some Comt_tee for approval and
reasom, it (the meeting for March 2002) was monitoring.
cancelled.” The facility did not provide minutes to
the April 2002 Quality Steering Comumittee Meeting. Physician orders will be audited on
o , every long-term care resident by the
There was no documentauon in .the quartgrly Quality Ward Clerks weekly to id entify
Assessment (QA) Committee minutes, dated 4/17/02, . . . .
to evidence that the QA committee had addressed the discrepancies between phy. swxan
increase in the nosocomial pressure ulcer rate. orders and documented activity.
Pressure sores had also not been addressed on either Discrepancies will be reported to
of the prior two QA meetings. the Nursing Supervisor the same
day and action documented.
The facility had a skin/weight team which consisted
s\fntljne r(?glstt?red nurse and oqe reg1stered d{eu'uan. Monthly, the Ward Clerks will
en asked if there was a written job description for } R .
the duties assigned to the skin/weight team, the skin provide a report .Of comphance with
nurse replied, "no." During interview with this tearn orders and action taken to the
on 4/25/02, they stated that they met weekly to Director of Nursing. The Director
discuss residents with skin and weight issues, but they of Nursing  will report  the
did not lfeep any mmu[e_s of their meetings to detail information to the Quahty
what residents were reviewed or what .
recommendations and interventions were Committee.
implemented. There was no method to ensure
follow-through of recommendations. Also, the E361: The Registered Dietitians
registered dietitian confirmed that she was not aware will report their findings and
of 4 of the 6 pressure sores with which survey had activities to the Administrator and
concems. Director of Nursing at least
The facility was not following its own pelicy for monthly . with a.ny
assessing residents at high risk for pressure sores. recon“.nendatl?ns' . The Quahty
The policy stated that "Within the first 8 hours of Committee will be informed of the
admission to St. Joseph Villa, each resident will be Registered Dietitians’
evaluated to determined those who are at high risk for recommendations by the Director of
pressure sores or who have evidence of skin Nursing, and actions taken.
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F 521 | Continued From page 107 F 521 F426: Dispensing of insulin will be

breakdown." During interview wiih the skin team
qurse on 4/25/02 at 2:35 PM, she was asked if the
facility performed skin risk assessments. The skin
teamn nurse replied, "We don’t do them." When asked
how individuals were assessed for the need of
pressure relieving devices and other appropriate
interventions, the skin team nurse replied, "If they (2
resident) come in and they are non-ambulatory or
can’L turn in their bed or they’re incontinent or can’t
relieve pressure on their own, then you provide
pressure relieving devices to their bed and
wheelchair." The skin team nurse continued to state
that it was left up to "nursing judgement” as to
whether an individual needed pressure relieving
devices. The facility did not have a formal method to
periodicaily reassess residents who may have become
at risk for skin breakdown.

During continued interview with the skin team on
4/25/02, they were asked how they became aware of
skin breakdown. The skin nurse replied that the
nurses were to place that information on a 24 hour
report and submit it to her or they sometimes stop her
in the hall and inform her of a skin problem.

The physician was not notified regarding the
development of pressure sores for 3 residents until 6
to 8 days after the nurse’s initial identification.

3. Nutritional Assessment and Intervention - The
facility’s consultant dietitian was the only dietitian
providing services for the facility. Her contract with
the facility allowed her 1010 12 hours a week in the
facility. During those 10 to 12 hours in the facility,
the consultant dietitian was responsible for the 173
residents in the facility, as well as all the residents in
the facility’s assisted living section (at least 30
additional individuals) and was also assigned Lo
attend the weekly skin/weight team meeting.

ncluded  in  the quality audit
conducted by the Ward Clerks on
every resident prescribed insulin at
least weekly. The results of the
audit will be reported by showing
the number of sliding scales
indicating a need for a change in
the dosage and the number mnot
done. Action taken will also be
reported. The audit report will be
presented to the Quality Committee
by the Director of Nursing,

F490: The Administrative services
effectiveness and efficiency will be
assessed by the Board of Directors
through the reports of the Quality
Assurance  Committee. The
Medical Director chairs the Quality
Assurance Committee, plus one or
more Board members are members
of the Committee. The Committee
evaluations and recommendations
are reported to the Board of
Directors.

F496: Human Resource audits will
be conducted by the Director of
Human Resources 1O determine
compliance  with all  required
activities at the time a person 15
hired or begins work. She will
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F521 i Continued From page 108 F 521 report the results to the Quality
A attern of actual harm was identified for 7 resident Committee, along with action taken
pattern of actual harm was identified for 7 residents . .
whose laboratory values reflected malnutrition and/or for any incomplete items.
residents with pressure sores who did not receive an
evaluation of dietary needs by a dietitian. These same F502: Laboratory and x-ray orders
residents received either late, inadequate or no dietary and results will be included in the
intervention. daily quality check by the Ward
S o Cletks. A weekly report will be
D[utnggui“:i‘”cw with thr? dle‘_ma?hO“D“_/ 215/ Ozﬁflf generated to show the number of
stated that the person performing the Diet: § .
Assessments "Eforks iﬁ the kitchen, but hafsr(lo formal f)rders rewe»‘ved, the n_umber of
training.” The dietician indicated that the incomp. !ete implementation steps
assessments completed by the dietary aide "were not and actions taken. The reports will
always accurate” and that she was not being informed be given monthly to the Quality
of residents who scored as "high risk” on the Dietary Committee for assessment.
Risk Assessments although the form directed the
evgluator to notify the dietitian. ‘Five of _tk}e 7 . F514: Dispensing of insulin will be
residents who were scored at a high nutrition risk included i th ali di
and/or had laboratory values reflecting malnutrition © n ¢ quality audit
had not been evaluated by the registered dietitian. conducted by the Ward Clerks on
every resident prescribed insulin at
One of the 7 residents whose laboratory value, dated least weekly. The results of the
12/6/01, reflected severe malnutrition, did not receive audit will be reported by showing
any nutritional interventipps until 2/4/02, alrpqst 2 the number of §liding scales
’Im}(fnths gfter the malnutrition hgd beqn 1denufl1ed‘ indi cating a need for a chang e in
e dietitian did not evaluate this resident until
3/19/02, almost 3 and a half months after the the dosage_ and the m:lmber not
malnutrition had been identified. It should also be done. Action taken will also be
noted that the nutritional interventions were reported. The audit report will be
implemented by the skin team nurse, not the dietitian, presented to the Quality Committee
and did not meet the minimal protein requirements by the Director of Nursing.
recomnmended by the dietitian in her evaluation of
3/19/02.
The skin/weight team did not keep minutes of its
weekly meetings to identify which residents were
discussed, what recommendations were made and
what interventions were implemented. There was no
method to ensure follow-through of any
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recommendations.

Neither the quarterly QA minutes (dated 10/17/01,
1/16/02, and 4/17/02) nor the monthly Quality
Steering Committee minutes (from July 2001 to
February 2002) contained any documentation to
evidence that the facility had identified a concern
with the lack of nutritional assessments and
intervention. (The Quality Steering Commiittee did
not meet in March of 2002.)

4. The facility’s QA committee failed to identify and
establish corrective action plans to ensure the facility
was administered in a manner that enabled it to use
it’s resources either efficiently or effectively to ensure
that residents were provided the opportunity to attain
or maintain their highest practicable well-being.

5. The facility’s QA committee failed to identify and
establish corrective action plans to ensure the
physician was notified of significant changes in
resident status which would have required a change to
the plan of care. This was cited at an actual harm
level.

6. The facility’s QA comumittee failed to identify and
establish corrective action plans to ensure that
unplanned weight loss was addressed. Two residents
experienced harm due to the lack of facility
intervention for significant weight loss.

7. The facility’s QA committee failed to identify and
establish corrective action plans to ensure accurate
administration of insulin to diabetics. The facility
had identified "medication errors”, but referred only
to "doses missed”, not to inaccurate insulin
administration. The facility did not provide the
results of any follow-up audits for these concerns.
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8. The facility’s QA committee failed to identify and
establish corrective action plans to ensure that

physician’s orders (plan of care) were being followed.

9. The facility’s QA committee failed to identify and
establish corrective action plans to ensure that
residents did not receive unnecessary medications.

10. The facility’s QA committee failed to tdentify and

establish corrective action plans to ensure the nurse
aide registry was called prior to the facility hiring
nurse aides.

I1. The facility’s QA committee failed to identify and

establish corrective action plans to ensure that
laboratory services were provided as ordered by the
physician.

12. The facility’s QA committee failed to identify and

establish corrective action plans to ensure that
medical records were accurately documented and
systernatically organized.

13. The facility’s QA comrmittee failed to identify and

establish corrective action plans to ensure the
personal privacy of residents.
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