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i ; DEFICIENCY) -
F 371 ' 483.35(i){2) SANITARY CONDITIONS - FOOD ) £ 371
55= E ! PREP & SERVICE The 2lan of Correction is being
) /0 submitied with specific requirements
The facility must store, prepare, distribute, and % - and should not be construed as

' serve food under sanitary conditions.

. This REQUIREMENT is not met as evidenced
by:

- Based on observation and interview, the facility

. did not store, distribute, and serve food under
sanitary conditions.

Findings included:

On 5/8/08 at 9:35 AM, observations were
completed in the kitchen.

1. The waik-in refrigerater had three five pound
- rolls of thawed ground beef on a tray. There was
. no thaw date on any of the rolls of ground beef.
i On the same tray with the thawing raw ground
. beef, there was a plastic bag of cooked sliced
“ turkey that had been pulled from the freezer and
also had no thaw date.

2. There were two 32 ounce cartons of thawed |
Whip Topping labeled keep frozen. There was no|
thaw date on the cartons. The Whip Topping can |
be kept 21 days in the refrigerator after thawing.

. 3. Adietary worker was observed to take twelve

. clean blue plastic water pitchers from the dish
machine. The pitchers were still wet. The worker |
stacked and nested the wet pitchers and placed
them on a storage sheif in the kitchen. When

&

%rrg_qtive Action for Identified Resident:

an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-1_; nor does
the facility admit to any statemenis,
findings, facts, or conclusions that
farm the basis for the alleged
deficiencies. The tacility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a credible alfeg;atir“tah Department of H

of compliance. ’
HelIo®
MAY 2 5 2006

Bureau of Health Faciiity Lic
Cortification and Resident.#

j Tag: F-371 Dietary Scrvices

No fesident identification in 2567

é Identification of Residents with
i Potential to be Affected:
All residents have potential to be affected

- Corrective Action to Prevent

| Recurrence:

i 1. Dietary Services Manager will inservice

; dietary staff on properly placing the thaw
dates on food stored in the facility refrigerator.
Dietary staff will also be inserviced on not
placing raw meat on the same trey as cooked
meat. In-services will be completed by

paith.

sing,
ment

nested, there was no possibility for the pitchers to ; 06/20/2006
dry. Dishes, trays and glasses stored wet allow '
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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. The P of Correction 1» buing
F 3711 Continued From page 1 F 371 submitied with spectfic requiremenis: -~

the possibility for bacteria to multiply in a moist
environment and cause possible cross
contamination.

4, On the spice shelf, the white pepper lid was
open allowing the possibility of contamination of
the product.

On 5/9/06 at 6:50 AM, observations were
completed in the kitchen.

5. Clean goblets were stored upside downon a
tray above the dish machine area. There were

‘water droplets inside the goblets. Whenwet. . . | ... | .

itemns are stored upside down on a solid tray or
shelf, there is no possibility for them to dry.

6. The flour bin lid had a 4 inch opening at the
center exposing the flour.

7. On the spice shelf, the ground allspice lid and
the white pepper lid were open.

8. Clean, wet trays were stacked on top of each
other in the dish raom. At approximately 7:40
AM, the wet trays ware set next to the tray line
and were used to hold the breakfast meals for the
residents. The meal included a banana half that
was set directly on the wet tray. The entire tray
line service was observed from 7:40 AM to 8:45
AM. All the clean trays were wet.

9. At approximately 8:55 AM, an aid came into
the kitchen and collected approximately 12 clean,
wet, nested blue pitchers from a storage shelfin
the kitchen. She took an ice chest and water and
proceeded to pass the blue pitchers filled with
water and ice to individual residents.

and should not be construed as

an admission of gutlt or agreement
with any of the deficiencies cited
on the CMMS 2567-L; nor does
the facility adioit to any statements,
findings, facts, or conclusions thal
form the basis for the alleged
deficicncies. The facility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a credible alleyption
of compliance.

2. Dietary Services Manager will inservice
dietary staff on properly placing the thaw
dates on food stored in the facility

refrigerator by 06/20/2006.

3. Dietary Services Manager will inservice
dietary staff on properly placing water
pitchers on trays. Pitchers will be
placed individually, not stacked on top
of one another, on bar-mat liner. This
will allow the pitchers to dry, which
will lower the risk of bacteria multiplying

in a moist environment. Inservice will
be completed by 06/20/06.

4. Dietary Services Manager will inservice
dietary staff on properly closing the lids
on open spice containers. This will lower
the risk of contamination of the product.
Inservice will be completed by 06/20/06.
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surveyor:
a. The call light above resident 10's bed had the

red light on.

Inservice will be completed by 06/20/06.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN CF CORRECT!ON (X5)
SREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. The Plan of Comrection 1s being
F 371} Continued From page 2- - - - F37 subniitied with specific FeqiireicaT
utid should not be construed as
In interviews with the cook on 5/8/06 and the an admission of guilt or agreement
dietary manager on 5/9/06, they both said that the with any of the deficiencies cited
thawing ground beef should have had a thaw or on [l}c .C.MMS 2.3674': nor dues
pull date. There was no tag on the packages or 151{: f.uu]n)( admit to any Sllﬂl‘em::.m.\..
the tray. The cook took a black marker and wrote l‘.mdmgs, E'ac?s, or conclusions that
directly on the plastic packages when this was form the basis for the allcged
pointed out to her. They also said that cooked deficicncies. The facility reserves
turkey shouid not be on the same tray with raw the right to chatienge in legal
ground beef. Qrocecdmgs _'a]i‘conclusuln:% that
form the basis for the defictency,
F 463 | 483.70(f) RESIDENT CALL SYSTEM F 463 The plan of correction also
58=D serves as a credible alleontion
" | The nurses' station must be equipped to receive of compliance. -
resident lcalls through a communication _system 5. Dietary Services Manager will inservice
from resident rooms; and toilet and bathing Dietary staff on properly placing goblets
facilities. on trays after they have been washed.
The goblets will be placed on bar-mat
liner. This will allow the goblets to dry
This REQUIREMENT is not met as evidenced appropriately. Inservice will be completed
by: by 06/20/06.
Based on observation and interview it was 6. Dietary Service Manager placed an order
determined that the facility was not equipped with for new food storing bins on 05/19/2006.
a functioning communication system from cne This will eliminate the 4-inch opening in
resident room. all food storage bins. Inservice will be
completed by 06/20/06.
Findings included: 7. Please refer to #4 listed above. Inservice
will be completed by 06/20/06.
1. On 5/8/06 at 12:20 PM, resident 10 was 8. Dietary Service Manger will inservice
observed to be in her room laying in bed. dietary staff on how to properly stack
Resident 10 stated that she has had her call light trays, which will allow trays to drain and
on for "awhile and nobody comes.” dry appropriately. Inservice will be
: ; completed by 06/20/06.
The following observations were made by a nurse 0. DPlease refer to # 3 listed above.
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The facility must provide or obtain faboratory
services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on interview and medical record review, it
was determined that the facility did not obtain
timely laboratory services for 5 of 22 sample
residents as ordered by the physician. Residents
4,7, 10, 15 and CL1.

Findings include:

X4)iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
; The Plan of Correction is being .
F 463 | Continued From page 3 .. ..F463 cubmitied with specific rw;m?mcn!:.
b. There was no light signal in the hallway above and should not be construed a5 Lent
resident 10's door. an admission of guilt or ‘l.gl“-lll d
. . . : = deficl fes cie
¢. There was no audible signal being relayed to with any of the deficiencies does
the nurse's station. on the CMMS 2367-1 nor does
the facility admit w any statements.
e or conclusions that
At 12:30 PM, the nurse surveyor informed the lindings, facts. f)r_tﬁl,uﬁlﬁi:z:; ha
registered nurse (RN) caring for resident 10 that form the basis tor Ef iy reserves
resident 10's call light was not working. The RN deficieneles. r;;‘ ‘a‘“ i }I'cwlti
went into resident 10's room turned the call fight the right to ~Lh?1 f‘“vfgmim: hal
off and then had the resident turn the call light procecdings a fu-)?t(;c eficiency.
back on. The call light still did not have a light form the basis 101 '
signal in the hallway and there was no audible N o rrection also
relay to the nurse's station. Ihe plan of correchion &34
serves as a credible allegation
~TAt12:35 PM, the maintenance supervisor went | | of compliance. .
into resident 10's room. He stated that the switch
in the bathroom was not lifted up correctly and Monitoring/Quali Assuf'ance _
when that occurs the call light will not work Audit tool that addresses #'s 1-9 will be
properly. developed by Dietary Service Manager to
monitor proper protocols. Dietaty Service
. Supervisor will conduct audits on #’s 1-9,
F 502 | 483.75(j)(1) LABORATORY SERVICES F502|  (wice a week for six weeks. The Performance
S5=E )

Improvement Team (Quality Assurance) will
review the results of these audits and further
actions will be taken, as the committee deems
necessary.

R CYCRE N B
il R

NITIN

Responsible Party:
Dietary Service Manger

06/20/2006
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1. Resident 7 was admitted to the facility on
6/8/04 with diagnoses which included dementia,
diabetes, hypertipidemia and edema.

A complete review of resident 7's medical record
was completed on 5/10/06.

On 1/1/05, a physician's ordered was obtained for
a HGBA1C (hemoglobin A1C), lipid, CMP
(complete metabolic panel) and CBC (complete
blood count} every 6 months in June and
December.

There was no documented evidence inthe |

medical record that the HGBA1C, lipid and CMP
were completed for June 2005 and December
2005. There was no documented evidence that
the CBC for June 2005 was completed.

On 10/10/05, a physician's order was obtained
which documented the following, "Please locate
the labs due in June {2005) or draw them. (CBC,
CMP, HgbA1C, lipid profile}.”

There was no documented evidence that the CBC
was completed.

On 10/25/06, a physician's order was obtained for
a fasting lipid profile in 12 weeks. Based on this
order the fasting lipid profile would be due around
1/16/06.

There was no documented evidence that the
fasting fipid profile was completed.

2. Resident 10 was admitted to the facility on
5/16/05 with diagnoses which included congestive |

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 502 | Continued From page 4 F 502 I'he Plan of Correciion s being

submitied with specilic requireineni
ind should not be construed as

an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-L; ror does
the facility admit to any statements.
findings, facts, or conciusions that
form the basis for the alleged
deficicncies. The facility reserves
the right to challenge in legal
proceedings atl conclusions thal
form the basis for the deficiency.

The plan of correction also
 serves as a credible allegation
of compliance.

Tag: F-463 Resident Call System

Corrective Action for

The call light switch in resident # 10°s
bathroom was put in the correct position.
This facilitates the call light at the

bedside to light up in the hall and to ring at

the nursing station.

Identification of Residents with

Potential to be Affected: ‘
All residents have the potential to be affected if the

light switch in the resident bathrooms are not in
the correct position.

FORM CMS-2567(02-99) Previous Versions Obsolete
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 502 | Continued From page 5 F 502 i'he Plin of (_'or:‘(*.c[i.o_n 15 tﬁC%l]}Tl
abmited with specihe reguireinits
heart failure, hypertension, hyperlipidemia, wid should not be construed as
demenfia and insomnia. i admission of guilt or agreement
with any of the deficiencies cired
A complete review of resident 10's medical record on the CMMS 2567-12: nor does
was completed on 5/10/06. the facility admit to any statements,
findings, facts, or conclusions that
On 5/19/06, a physician's order was obtained for form the basis for the alleged
a CBC and CMP every 6 months. deficiencies. The facility reserves
the right to challenge in legal
There was no documented evidence that the CBC proceedings all conclusions that
and CMP were completed on or around 11/19/05, form the basis for the defiviency.
3. Resident Cl 1 was admitted to the facility on
2/16/06 with diagnoses that included diabetes The plan of correction also
| mellitus,.CVA (cerebral vascular.accident), and.___| . . _ svesasa crecible allegntion [ I N
muitiple fractures. of compliance.
On 5/9/08, resident Cl 1's medical record was
reviewed.
Resident Cl 1's record documented a physicians Monitoring/Quality Assurance:
order for a PT/INR {protime/international ratio} to SDC will perform audits twice a week for
be drawn on 3/10/06. three weeks, and then once a week for three
weeks. At the completion of the audits the
No documentation of a PT/INR leval could be SDC or designee will report compliances to the
located in the medical record. Performance Improvement Committee
(Quality Assurance).Any further audits/reports
4. Resident 15 was admitted to the facility on will be determined by the Committee.
4/14/08 with diagnoses that included depression, \
anemia and muttiple fractures. Maintenance Supervisor or designee will
. ; . label each resident bathroom call light
On.5/9/06, resident 15's medical record was “On”, “Off”, and “Neutral” so that
reviewed. staff will be able to visualize the position
) n of the call light switch.
Resident 15's record documented a physicians
order on 4/20/06 which stated " CBC, CMP today
- Tib/fib Fx...".
No documentation of CBC or CMP level could be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; F7OF11 Facility ID;  UT001¢ If continuation shest Page 8 of 12
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 18} PROVIDER'S PLAN OF CORREGTION x5
PREEIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENT!IFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- he Ph “Correction s being
F 502 | Contin rom 5 he Plan of (.mn,u._\{n } Y
ontinued F page F 502 ubmitied with specific requirenienis
located in the medical record. sid should not be C_Om;“'“d as
5. Resident 4 was admitted to the facility on in admission of guilt or agreement
6117103 with diagnoses which included senile with any of the d_ehcxenclcs cited
dementia, urinary tract infection, dehydration, on the CMMS 2.367‘[‘; nor does
cardiovascular accident, and right hip he facility admit to any statements.
replacement. findings, facts, or conclusions that
form the basis for the alleged
Resident 4's medical record was reviewed on deficiencies. The facility reserves
5/08/086. the right o challenge in legal
proceedings ajl conclusions 1hal
On 10/18/05 a physician's order was obtained for form the basis for the deficreney.
a CBC and CMP every 6 months due in ‘ _
September and March. The pian of correction aisoA
serves as a credible allecauon
No documentation of the CBC or CMP for of compliance.
September 2005 could be found in the medical
record.
On 5/9/06, during the mini exit conference the
facility administration was given a list of all the Monitoring/Qualitv Assurance:
missing laboratory values. On 5/10/06, the facility SDC will perform audits twice a week for
administrative staff were not able to find the three weeks, and then once a week for three
missing lahoratory values. weeks. At the completion of the audits the
SDC or designee will report compliances to the
i i Performance Improvement Committee
Zg?g 483.75()(2)(i) LABORATORY SERVICES F 504 (Quality Assurance).Any further audits/reports
- - . . i ined by the Committee.
The facility must provide or obtain laboratory will be determined by
services only when ordered by the attending
physician. Responsible Party:
Staff Development Coordinator
This REQUIREMENT is not met as evidenced | . .
by- | Completion Date:
v . ) ‘ This will be completed by June 20, 2006.
Based on clinical record review and staff The SDC will be responsible for continued
interview, it was determined that the facility did compliance.
not obtain physician's order before drawing labs
on 7 of 22 residents.
FORM CMS-2567(02-99) Previous Versions Obsolets Event ID: F7OF11 Facility 1D:  UTO019 If continuation sheet Page 7 of 12




I L I B I e T R L e e R B
LA AT WY T T FILAL 5 AINL P ESIN DRV LG D

ﬁCENTERS FOR l\:‘IEDICARE1 & MEDI. D SERVICES

PRINTED: 05/12/2006

FURM AP PROVED

OB NO. VY38-U541 :
T

FSLATFMENT OF DEFIGIENGIES
AND PLAN OF CORRECTION

JIXTY PROVIDERISUPPLIERIGLIA
IDENTIFICATION NUMBER:

465110

T
XA WMULHIPLE GUNSTRUGTUN

A. BUILDING

B, WING

JITAS) LA TE DURVEY

COMPLETED

05/10/2006

i

NAME OF PROVIDER OR SUPPLIER

CROSSLANDS HEALTH CARE CTR

STREET ADDRESS, CITY, STATE, ZIP? CODE
5§75 EAST 11000 SOUTH

SANDY, UT 84070
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DEFICIENCY)
i The Plan of Correction is being
F 504 | Continued From page 7 - oopo-o F 504 ‘submitred with specific requirements
and should not be construed as
Firdings include: an admission of guilt or agreement
with any of the deficiencies cited
1. Resident 1 was admitted to the facility on on the CMMS 2567-L; nor does
4/12/08 with diagnoses that included Pulmonary the facility admit to any starements,
contusions, closed head injury, and multiple findings, facts, or conclusions that
traumatic fractures. form the basis for the alleged
deficiencies. The facility reserves
On 5/9/08, resident 1's medical record was the right to challenge in legal
reviewed. proceedings all conclusions that
form the basis for the deficiency.
Resident 1's record documented a PT/INR )
performed on 4/20/06. The plan of correction also
serves as a credible allegation
'I'No documentation of a physician's order couid be of compliance. )
located in the medical record.
2. Resident 5 was admitted to the facility on Tag: F-502 Laboratory Services
2117106 with diagnoses that included cardiac
dysrhythmias, edema, aphasia, and CVA
(cerebral vascular accident). Corrective Action for
Identified Resident:
On 5/8/06, resident 5's medical record was Resident 7 the physician was
reviewed. informed of the missed HGBAI1C,
lipid, and CMP that were to be obtained
Resident 5's record documented a PT/INR in June 2003, and the missed CBC to be
performed on 4/7/06, and an Albumin level done in Oct. 2003, and fasting lipid that
performed on 4/11/06. was to be done in Jan. 2006, Resident
has a physician’s order to have CMP,
No documentation of a physician's order could be HGBAIC, Lipid Panel, and CBC to be
located in the medical record. drawn on May 23, 2006 and then every
6 months in May and December.
3. Resident 13 was admitted to the facility on
10/1/03 with diagnoses that included Parkinsons, Resident 10 physician was informed
hypothyroidism, CAD (coronary artery disease), of missed CBC and CMP that was to
and BPH (benign prostatic hypertrophy). be obtained in Nov. 2005. A new order
was obtained to draw a CBC and CMP
On 5/8/08, resident 13's medical record was on 3-22-2006,
FORM CMS-2567{02-99) Previous Versions Obsolete EventiD: F7OF11 Facility iD:  UT0019 If continuation sheet Page 8 of 12
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DEFICIENCY)
F 504 | Continued From page 8 F 504 The Plan of Correction is being
' submitted with specific requiréments
reviewed. Resident 13's record documented the and should not be construed as
following lab values: an admission of guilt or agreement
1. A sputum culture obtained on 4/29/06; with any of the deficiencies cited
2. A U/A (urinalysis) completed on 9/14/05; on the CMMS 2567-L; nor does
3. A CMP, CBC and TSH (Thyroid Stimulating the facility admit to any statements,
Mormone) values; drawn on 6/27/06 and 6/28/06. findings, facts, or conclusions that
form the basis for the alleged
No documentation of a physician's order could be deficiencies. The facility reserves
located in the medical record. the right to challenge in legal
proceedings all conclusions that
4. Resident 14 was admitted to the facility on form the basis for the deficiency.
B/16/04 with diagnoses that included urosepsis,
cellulitis, peripheral neuropathy and dementia. The plan of correction also
serves as a credible allegation
"|"On 5/10/08, resident 10's medical record was ~ of compliance.
reviewed.
Resident 14's record documented a urinalysis Resident C1 physician was informed
obtained on 4/22/06. of missed lab on 3-10-2006 other labs
. followed to show no harm. Resident
No documentation of a physician's order could be was discharged on 5-06-2006.
located in the medical record.
Resident 15 physician was informed
5. Resident C! 1 was admitted to the facility on of missed CBC and CMP that should
2/16/06 with diagnoses that included diabetes have been obtained on 4-20-06. Samples
mellitus, CVA and multiple fractures. were obtained on 4-21-06 and reported
to physician.
On 5/9/086, resident Cl 1's medical record was
reviewed. Resident 4 physician informed of missed
CBC and CMP for Sept. 2005. Lab was
Resident Cl 1's record documented PT/INR's obtained in March 2006. Physician order
obtained on 3/1/06, 3/6/06, and 4/4/06. to continue with CBC and CMP to be done
every six months in Sept. and March.
No documentation of a physicians order could be
located in the medical record. Identification of Residents with
6. Resident 17 was admitted to the facility on Potential to be Affected;
2/9/04 with diagnoses which included right hip | All residents who have laboratory
fracture, chronic aphasia, dementia and thyroid . order have the potential to be affected
FORM CMS-2567(02-99) Previous Versions Cbsolete Event |D: F7OF11 Facility ID:  UT0019 If continuation sheet Page 9 of 12
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PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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: ' The Plan of Correcticn is being
F 504/ Continued From page 9 F 504 submitred with specific requirements
disease. and should not be construed as
an admission of guilt or agreement
A complete review of resident 17's medical record with any of the deficiencies cited
was completed on 5/9/06. on the CMMS 2567-L; nor does
the facility admit to any statements,
A review of the laboratory resuits revealed CBC's findings, facts, or conclusions that
(complete blood counts) were completed on form the basis for the a_llegf?d
8/4/05, 9/1/05, 10/6/05 and 11/3/05 and a BMP deficiencies. The facility reserves
(basal metabolic panel) was completed on the right to challenge in legal
7/26/05. proceedings all conclusions that
form the basis for the deficiency.
Physician orders for these laboratory results .
could not be located in the medical record. The plan of correction also
serves as a credible allegation
"I'OR 5/9/06, during the mini exit conference the of compliance. [ .
facility administration was given a list of all the
missing laboratory physician orders. On 5/10/06, Corrective Action to
the facility administrative staff were not able to Prevent Recurrence:
find the missing laboratory physician orders. The Licensed nurses and Medical
Records staff to be inserviced on
May 30, 2006 on new Laboratory procedure.
F 514 | 483.75()(1) CLINICAL RECORDS F 514 Thizpﬁ;cedm o i e VP
$8=D . o A. Lab log that is to be filled ont with
The; faCIII_ty must malntair! clinical records on gach every lab order. This Iab log will
resident in accordan'ce with accepted professional include the residents name, room
standards and practices that are compl_ete; number, type of labs, signature
accurately document_ed; readily accessible; and of when lab was drawn and picked
systematically organized. up and when lab results are received.
. . . B. The lab log is to be checked every
The C“m.cal rec_:ord ’T‘”St conte_’:un sufficient day by each licensed nurse. This check
lnfo_rmat'ton to identify the resident; a record of the is to sec if labs that were due on that
res@ent s ass_essments; the plan of care and day have been drawn if not call is to
services prpwded; the results of any be placed to lab.
preadmission screening conducted by the State; C. For routine lab draws that are ordered,
and progress notes. i.e. a CBC every 6 months, when physician
orders are checked at the end of each month
_ . _ for the next month the nurse checking will
This REQUIREMENT is not met as evidenced ill out a requisition form and enter the lab
by: ! if due the next month into the lab log.
FORM CMS-2567{02-89) Previous Versions Obsolete Event ID; F7OF11 Facility ID:  UT0O019 If continuation sheet Page 10 0f 12
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROFRIATE DATE
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F 514 | Continued From page 10 F 514 The Plan of Correction is being

submitied with specific requirements
and should not be construed as

Based on medical record review and interview, it _
an admission of guilt or agreement

was determined that the facility did not maintain R
clinical records in accordance with accepted with any of the deficiencies cited
professional standards and practices that were on the CMMS %567-L; nor does
complete and accurately documented for 1 of 22 the facility admit to any statements,

sam pled residents. Resident identifier 11 ﬁndings, facts, or conclusions that
form the basis for the alleged

deficiencies. The facility reserves
the right to challenge in legal
Resident 11's was admitted to the facility on proceedings ail conclusions that
12/6/05 with diagnoses which included, diabetes form the basis for the deficiency.
mellitus, hypertension, and methicillin resistant
staphylococcus aureus.

Findings include:

The plan of correction also
serves as a credible allegation

A review of resident 11's medical record was of compliance.

completed on 5/9/06.

On 3/28/086, a polysomnography study was

completed. On 3/30/06, a CPAP (continuous

positive airway pressure) titration study was

completed. On 4/10/086, the pulmonologist read D. Afier receiving the results of a Iab the
and interpreted the two studies. The licensed nurse is to sign off on the lab
pulmonologist diagnosed resident 11 with severe Jog that the results have been received
obstructive sleep apnea, severe baseline and a copy of the results is to be placed
hypoxemia and severe sleep fragmentation. The in the chart.

pulmonologist ordered a CPAP at 14 ¢cm of H20

(centimeters of water pressure) with blended E. After receiving results of lab, the
OXygen. licensed nurse is to check the chart for a
Review of resident 11's medical record revealed c:r%i: itﬁztﬂiytsﬁsgﬂzrz rdthe;' pllf ;?ﬁ:;];n

no documentation that resident 11 used a CPAP. to be informed for a clarification .
On 5/9/086 at 2:30 PM, the facility nurse who was
caring for resident 11 was interviewed. The nurse
stated that she was not aware that resident 11
used a CPAP. The nurse reviewed resident 11's
treatment sheet and stated it did not include the
use of a CPAP.

FORM CMS-2567{02-89) Previous Versions Obsolete Event 1D: F7TOF11 Facility ID:  UT0019 if continuation sheet Page 11 of 12
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COMPLETION
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F 514! Continued From page 11

On 5/9/086, resident 11's room was observed to
his bedside.

On 5/9/06 at 2:50 PM, an interview was
conducted with resident 11. He stated that he
used the CPAP every night.

have a CPAP unit and an oxygen concentrator at

The Plan of Correction is being
submitied with specific requirements
and should not be construed as

an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-L; nor does
the facility admit to any statements,
findings, facts, or conclusions that
form the basis for the alleged
deficiencies. The facility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

F 514

The plan of correction also
serves as a credible allegation
of compliance.

Monitering/ Quality Assurance

The Director of Nursing (DNS) or designee
will develop an aundit tool to

Audits will be done once a

week times six weeks by the DNS or designee
with a report to the Performance Improvement
Committee (Quality Assurance) at the completion
of the audits. Audits and reports will then
continue as may be directed by the Commuittee.

Responsible Party:

Director of Nursing
Assistant Director of Nursing

Completion date:
06/20/2006

audit for presence in chart of physician ordered labs.
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The Plan of Correction is being
submitted with specific requirements
and should not be construed as

an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-L: nor does
the Facility admit to any statements,
findings, facts, or conclusions that
form the basis for the alleged
deficiencies. The facility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a credible allegation
of compliance.,

Tag: F-304 Laboratory Services

Corrective Action for
Identified Resident:

Resident 1 physician was informed

of PT/INR that was obtained on 4/20/2006
without physician order in chart. Physician
aware no harm occurred from obtained lab.

Resident 5 physician was informed of PT/INR
performed on 4-7-2006 and Albumin level
performed on 4-11-06 without physician order
in the chart. Physician aware, no harm occurred
from obtained labs.

Resident 13 physician was informed of sputum
culture obtained on 4-29-2006, UA completed
on 9-14-2005, and CMP, CBC, and TSH that
were completed on 6-27-2005 and 6-29-2006
without physician order in the chart. Physician
aware, no harm occurred from obtained labs.

!
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The Plan of Correction is being
submiitied with specific requirements;
and should not be construed as
an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-L; nor does
the facility admit to any statements,
findings, facts, or conclusions that
form the basis for the alleged
deficiencies. The facility reserves
} the right to challenge in legal

: proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a credible allsgation
of compliance.

Resident 14 physician was informed of UA

obtained without physician order in chart.

Physician aware, no harm occurred from obtained
lab.

Resident CL 1 physician was informed of PT/INR’s
that were obtained on 3-01-2006, 3-6-2006, and
4-04-2006 without physician order in the chart.
Physician aware, no harm occurred from obtained labs.
Resident was discharged on 5-6-2206.

Resident 17 physician was informed of CBC’s that
were obtained on 8-4-2005, 9-1-2005, 10-6-2005,
and 11-3-2005, and BMP that was obtained on
| 7-26-2005 without physician order in the chart.
Physician aware, no harm occurred from obtained
labs. Resident was discharged on 5-19-2006.

- Resident 10 is referenced in F tag 504 item 4.
However, there is no information related to
any missed physician order for a lab.
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The Plan of Correction is being

submitted with specific requirements
and should not be construed as
an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-L; nor does
the facility admit to any statements,
findings, facts, or conclusions that
form the basis for the alleged
deficiencies. The facility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a oredible allegation
of compliance.

Monitoring/ Quality Assurance

The Director of Nursing (DNS) or designee will
develop an audit tool to audit compliance of
received labs and having physicians orders

for labs in chart. The DNS or designee will do
audits once a week, time’s six weeks with a

report to the Performance Improvement Committee
(Quf'ility Assurance) at the completion of the audits,
Audits and reports will then continue as may be

directed by the Committee.
, I

Responsible Party:

Director of Nursing
Assistant Director of Nursing

Completion date:
06/20/2006

ABDRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
iny deficizncy statemant ending with an asts’ls (*y dznoies a deficlancy which the institviion may be excused from corracting providing it is determined that
instructions ) Excepl for ndrsing homes, the findings staled atove are dizclozable 80 days

yiner safeguards provide suificient proteciion (o the paiienis. (3=
ollowing the date of survey whethar or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
Fue imathe doioihroo doooeorts oroomodn oozlaniz At fnrilly artinn i= raniiieita tn nontinnad

W Apfiniameine ors ~itad an smasmred mlon nf ~ryrer

Cemiow il




PRINTEL: Uit iuio

FEDADTRAENT OF HEATTH abliy HiE- NSV ILES o AT
UiviD N TERTIRNNEY

CENTERS FOR MEDICARE & MEDICAID SERVICES . v 1

e T R e AR .
B g e — e — \

SIALCVZN D UM WEE oS les tl\lj TRV
""" COMPLE I RD

AND PLAN OF CORRECTION IDENT IFICATION NUMBER: \ .
A BUILDING

465110 B. WING 05/10/2006

STREET ADDRESS, CITY, STATE, ZIP CODE
575 EAST 11000 SOUTH

NAME OF PROVIDER OR SUPPLIER

CROSSIANDS HEALTH CARE CTR
SANDY, UT 84070
(x4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

The Plan of Correction is being
submiteed with specific requitements
and should not be construed as

an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2567-L; nor does
the facility admit to any statements,
findings, facts, or conclusions that
‘ form the basis for the alleged

‘ deficiencias. The facility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a credible allegation

of compliance.

Tag: F-514 Clinical Records

Corrective Action for Identified Resident:
Resident #11 clarification order obtained.
Resident now Monitored every night for 02

saturations and documented on treatment
administration record.

Identification of Residents with
Potential to be affected:
All residents with C-PAP /Bi-PAP machines.

Corrective Action to Prevent
Recurrence:

DNS or designee will inservice all
Licensed nurses on correct transcription

or MD orders for C-PAP/BI-PAP machines,
and correct documentation of usage of
C-PAP/Bi-PAP machines.
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The Plan of Comrection is being
submitred with specific requirements
and should not be construed as

an admission of guilt or agreement
with any of the deficiencies cited
on the CMMS 2547-L; nor does
the facility admit to any statements,
; findings, facts, or conclusions that
form the basis for the alleged
deficiencies. The facility reserves
the right to challenge in legal
proceedings all conclusions that
form the basis for the deficiency.

The plan of correction also
serves as a credible allegation

of cormpliance.

Monitoring/Quality Assurance

DNS or designee will audit TARs of all
residents with C-PAP/Bi-PAP machines

to ensure cotrect transcription of orders for
C-PAP/Bi-PAP. Audits will be performed
Q week X 6 weeks.

DNS or designee will audit TARs of residents

with C-PAP/Bi-PAP machines to ensurc

documentation of usage is in place. Audits will

be performed Q week X 6 weeks. .

: Audit tools monitoring usage and correct transcription

| of all residents with C-PAP/Bi-PAP machines will be
created. These audits will take place Q Week for 6
weeks to ensure all documentation is correct and in
place for C-PAP and Bi-PAP usage. All results from
. audits will be reported to the Parformance Improvement
- Committee (Quality Assurance). Audits and reports
will then continue as may be directed by the Committee.
"‘Responsible Party:

Utilization Coordinator

MDS Coordinator -

Completion Date:
072006
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