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; of resident property.

|

| The facilicy must nos use verbal, mental, sexual, or

| physical abuse, corporal punishment, or involuntary
Il seclusion.

| This Requirement is not met as evidenced by:

| Based on observations, stafl interviews and resident
{ record review it was determined that the faciliry

| faited 1o provide goods and services necessary to

i avoid physical harm (neglect) for 1 of 5 sample

! residents, (Resident 1)

'{ Findings include:

| Residear 1 was admirted to the facility on 11/15/06

| with diagnoses that included myocardial infavction,

| coronary artery disease, and dementia with obsessive
, compulsive disorder maits.

l Review of the interdiselplinary progress nore, dated

' 1/14/00, documented thar the facility had been

! notified by the SLC sheriffs office that resident § had
| been smuck by an auromobile and wansported to the

. hospiral. The pore documened that resident § was

! found To have 8 skin fear, bruising and possible head

" injury.
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Staff inperviews, abservation, review of facility l
incident reports, review of facility policies and a

review of resident 1's MDS (comprehensive resident ‘ |
assessment) camprehensive care plan, and progress i
notes revealed the following: l l
MDS: |
A review of resident 1's MDS's dated 9/24/99 and :
1229799 revealed documenmiion that resident 1 was ]

assessed as having wandering behavior, as evidenced
by the following:

1. Residen: 1's comprehensive resident assessment :
(MDS), section E.4.a. (Mood and Behavior Pamerns), |
dated 9/24/99, documented that residant 1 had

wantlaring behaviors that had oceurred 4 to 6 days in
the last seven days and thar the behaviors were ot
ensily alered.

2. Resident I's MDS, section E.4.a., dated 12/29/99,
documented that resident | had wandering behaviors
410 6 days in the lasr seven days and that the
behaviors were not easily altered.

3. Review of the care plan conference summary form,
dated 1/4/00, docurmented in the care plan conference
summary section thax resident | was on every 30
minute checks for one week and that these checks
would stop on 1/10/00.

A review of residens I's current comprehensive plan

of carc and a discontinued plan of care started 2/20/97
and last updated 777/98 revealed thar resident 1 had ‘
wandering behaviors, as evidenced by the following: | ‘

CARE PLAN: ‘ ‘

HCFA-25671 ATOUI2 ) If continuntion sheut 20732
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Continued From page 2

1. Review of resident 1I's comprehensive care plan
documented a care plan problem 7B, which identified
resident 1 as wander risk related to impaired
individual coping/maladjustment to the long term care
faciliry and lifestyle changes. The care plan problem
7B documented that this problem was due o resident
I's cognitive loss and shorr term memory Joas
secondary to demeoria. Care plan problem 78

, documented a stan date of 2/20/97 and documented

that problem 7B had be updated on 2/23/97, 5720197,
722197, 10721797, 1/20/98, 4/14/98, and last updared
7/1/98. There were no further updates noted and
problem 7B had a line drmwn through the problem,
indicaring that problem 7B had been discontinuad,
There was no dociemented discontinus date found on
this care plan problem,.

The approaches for this care plan problen included
"2. Inform alt seaff to maonitor for anempss of leaving.
Contact charge murse, DON (director of purses), DSD

! (director of naff development) S5 (socisl services)

immediarely. 3. Insure thar alarmed exits remain
fimctional @ (ar) all times. 9. Check/document
resident's whereabouts q (every) 15 mins. (minutes)
and pm (as accded) - document.”

2. Residene 1's current comprehensive care plan
revealed a care plan problem, dated 1/21/00, for
"acutz mentat starus change v/t (relared 10) dementia
mvb (manifested by) (increase) in wandering leaving
facility...” The documented goal was, “1) Res.
{resident) will 0 (o) episodes of lerving facility s
(witheut) supervision daily TNR (through next
review)." The documented approaches were *1)
(increased) supervision q 30 min (checks), 2)
(incrensed) activities, 3) r/o (rule out) med
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{medication) environmental reasons for behavicr, 4)
1:1 (one on one) visits prn (as necessary).”

PROGRESS NOTES:

Review of resident 1's aurse's note and
interdisciplinary progress notes from 12/28/98
threugh 2/16/00, revealed thar resident 1 was being
monitored for wander bebaviors, The progress notes
revealed that resident 1 had wandereq from the
faciliry on 1/14/00 and continued to ariempt to wander
from the facility or had acually wandered from the
facility B times until his discharge from the facility on
2/16/00, as evidenced by the following:

1. The nurse's notes/interdisciplinary progress notes
from 12/27/98 through 12/9/99 included the following
documentation regarding resident 1's wandering
behaviors:

12/28/98 - *...0 (no) aniempts to leave facilivy...”
1/17/99 = "... O anemprs to leave the faciliny...”
21/99  -".. O anempts 1o leave the facility...”
373/99 - "... O atemprs 1o leave the facility..."
107799 -"..No AWOL (abseace withour jeave)
behaviors...”

12/5/99 -"... No AWOL beheviors noted...”

2. The interdisciplinary progress notes dared from
1/14/00 through 2/16/00 revealed the following
documenration:

1/14/00, 6:45 FM - "Notifled by the SLC sheriffy thax
(resident 1) was struck by s sutomobile... &
ranspotted 1o (hospiral) ER (emerpency room) &
(with} possible head injuries R/T (related 10) astno
(oeurological) checks residenr found 1o be confiised,

T X4 1D SOMMARY STATEMENT OF DEFICIENCIES e | PROVIDER'S PLAN QF CORRECTION | o
PREF1 ] (EACH DEFICIENCY MUST BE PRECFEDED BY PREFIX | (EACH CORRECTIVE ACTION SHOULD B2 ! COMPLETE
X ' FULL REGULATORY ORLSC IDENTIFYING TAG | CROSS-REFERENCED TO THE APPROPRIATE| DATE
TAG | INFORMATION) ) DEFICIENCY) _ o
F224 | Continued From page 3 F224
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Informed SLC sheriff that resident slerr and oriented
1o self only, normal condition, approximate time of
elopement was 20 minutes. Dr.... notified.."

1/15/00, 3:00 AM - "Pt (paricar) was back 1o facility p
{after) HS (hosphal stay) through family rransport,
Spoke ¢ (with) ER nurse ... o/t (related to) injuries. Pt
also given drsg {dressing) change 10 minor 1 mw
shape skin tear, surrounded by superficia} ecchymosis
(bruising) latesally near L (left) elbow. Also has RUE
{right upper extremiry) hemaroma just below deltoid. |
ROM (range of motion) WNL {wirhin norroal limits),

o {and) 8 (without) a3 (signs/symptoms) & (fracture).

Pr is A/O (alert and orlemed) WNL (within normal I
limits) of seif... pt is considered ro continue 1o be an
AWOL. risk.”

i 115700, 3:00 PM - "1 auempt to leave facility
today..."

1/16/00, 3:00 AM - " Prup OOB (out of bed) p (after)
HS (hospiat stay) x (rimes) 2 ¢ (with) slight i
disorienrarion, et (and) desire w leave faciliny...”
1/16/00, 3:00 PM - "One atiempt to J2ave facility p
(after) lunch...”

1/18/00, 11;00 AM - "one amempt 1o leave facility..”
1/26/00, Midnight - *wandering facility, but
responsive to 1:1 (one on one) interveution.

2/1/00, 4:45 PM - *Family meeting ¢ (with)
ombudsman (resident advocate) 1o discuss concerns of
LOA (leave of absences) et (and) inappropriare
behaviors. Will continue o monitor behaviors et
{and) continue to ¢val by mental health."

272/00, 11:45 AM - "Resident found wying 10 get on
elevator - Validation not effeciive. CNA (eentifled
nursing assjstant) accompanied him an elevator £ to
15t floor - assisted by 2ud CNA in returning, to unit
“we're going 1o have funch upstairs-” i

2/7/00, 4:00 PM - "Residens wandered out of building

1

HCFA-2367TL ATCO2VIY I continwation sheer 5 of 32
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Conrinved From page 5

@ (at) 0730 (7:30 AM) this morning was found by
off going nurse In parking lot..."

2/10/00, 3:00 PM - Resident found i parking lot by
staff.."

2/14/00, 4:00 PM - Found in fron1 of building - came
inside voluntarily - family here & stated that
‘someans’ from (other facility) would be in tomorrow
to eval. {evaluate) for discharge 1o their facility.."

3. The social work progress note dated 1/5/00
revealed that following documentation, ™ Resident
with two episodes of leaving floor since room change
- siaff to check frequently and redirect. Moniror for 8
week while adjusts to room change..,."

4, The social wark progress notes dated 1/14/00
through 2/14/00 revealed the fojlowing
documentation:

1/14/00 - "Two sheriffs deputiss in abour 6:30 PM
wondering if have parient named (resident 1) - sz he
was hit by alito trying 1o cross ... - stated was hit on
back of head by outside mirror on vehicle and has
been mansparted to (hospiral) ER for evaluarion -
repost he was conscions an ransport. They have
obrained demographic information and will notify
family members of incident and location. I called
{hospital) ER got fax # (number) and have faxed to
them demegraphic info ... mysa 10 complete incident

repom,

1/21/00 = "...Verbal reports and observarion show
increased atempts to Jeave facility being in parking
ot and out varions doors throughout week, slso
generally wandering in faciiity berween floors...”
2/1/00 - "Mrg. (meering) today wirth residents
daughters, ombudsman, adminismraror, DON, and
myself. Discussed incident of leaving facility,

F224 I

CROSS-REFERENCED TO THE APPROPRIATE | DATE

HCFA-2567TL

ATOO 1399

If continuation sheet 6 of 32




Ml EAABAO.DCX Feos 70]

MAR-30-00 10:1GAM  FROM- T-195  P.10/37  F-10

Altr

DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION FORM APPROYED
STATEMENT OF (X1) PROVIDER/ SUPPLIER/ (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
DEFICIENCIES CLiA A BUILDING . COMPLETED
AND FLAN OF CORRECTION IDENTIFICATIONNUMBER: | 4 2R o —

465049 ) - 03/01/2000
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQRE

EVERGREEN CANYONS HEALTH & REHABILITA | 4500 SOUTH HIGHLAND DRIVE
SALT LAKE CITY, UT 84117

X4)1D | _SUMMARY STATEMENT OF DEFICIENCIES jiv) PROVIDER'S FLAN OF CORRBCTION )
PREFI (EACH DEFICIENCY MUST 8E PRECEEDED BY PREFIX {EACH CORRECTIVE ACTION SHOLLD BE | COMPLETE
b4 FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFEREMNCED TO THE APPROPRIATE DATE
TaG INFORMATION) DEFICIENCY) o
F224 | Continued From page 6 F224

...follow up on possible conmriburing factors; plan for
monitoring whereabouta that has been sianed. Family
voice strong preference for having resident remain in
this facility - don't want 10 move him unless absohitely
necessary. Al this time will remain in facility on
monitaring program and if any further incidents of
elopement to be transferred 1o secure facility..."
27400 - ™...Also verbal reparts of efforts to Jeave
facility - will find writtén repons on these repored

. incidens.”

2/14/00 - "Verbal and Inappropriate behavior reports
thar has left facility through last week - did speak with
dau. (daughter) and family has requested thar (orher
facilly) eval. him for placement 1oday...”

INCIDENT REPORTS:;

Review of the facility incident réports from November
1999 through February 2000 revealed 1 report
regarding resident | wandering from the facility on
1/14/00. No other incident repors regarding resident
1's documented wendering from the facility nfter

| 1/14/00 were found, as evidenced by the follawing:

1. The "Facility Investigation Informasrion” records,
dated 1/14/00, documented in the *Type of mjury or
reported abuse/meglect” section that the natwe of the
eccurrence for resideny 1 was & missing
person/elopement.  The correcrive action section was
left blank. The referral 16 social services was lef
blank. The *Final Outcome"” section had 2 entries
written in different bandwriting The first enoy
documented, *Resident placed on 30 min. checks, UA
(urinalysis) done, meds re-cvaluated, alarms
working”™. The second entry documented, * Resident
returned 10 facility R arm eechymosls & L elbow skin
tear, O evidence of head injury.” The Facility

HCFA-2567L ATGO2L200 If continuation sheer 7 of 32
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Investigation Information form was signed as being
reviewed by the DON and Administrator on 1/17/00.

STAFF INTERVIEWS:

In the interviews with the facllity ceaff, the xaff
stated, thar residem | had wandering behaviors and
would leave the facility via the elevator and unsecured
doors, as evidénced by the following:

1. In an interview with a facility nurse on 2/29/00, &
7:15 AM, he stated that resident 1 had resided on the
second floor and thay resident 1 had lef} the facility
via the door 1o the ourside resident smoking area. The
nurse further staied that the alanms were battery
operated and that ar times the alarms would not work
due o low banteries. He sinted thar after the incident
with resident 1, the facility changed the alarms so thar
they were hard wired and no longer needed batterias.

2. The charge nurse for the second floor was
interviewed on 2/29/00. When asked regarding
resident 1's behaviors, the nurse stared that as residen:
I's dementia increased, his wandering behaviors also
increased. The nurse stated resident 1 was always
well dressed and distinguished looking, so visitors
would belp him on ro the elevator and be would leave
the second floor. The nurse stared resident 1 left the
facility multiple dmes by using the elevator. The '
nurse stated resident 1 would lesve the facility during i
the busy times for the staff, such as during meal times
and during the change of shift. The nurse srated she
was not working on 1/14/00, the day the incidem
occwrred, but thinks resident 1 left the facility per the
elevator.

When asked regarding the alarm on the door 1o the J

HCFA-256TL ATGuR (290 If conrnuation sheer § of 32
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F224 | Contnued From page 8 F224

ourside smoking area, the charge nurse stared that the
alarm had been a battery operated alarm and thar the
baneries would constantly run our and would need o
be replaced.

3. In an interview with the facility social rervices
warker on 3/1/00, ar 9:00 AM, she stared that resident
1 walked sway from the facility and had been hitby a
car. She stated that he had wandering bebaviors prjor
to this incidenr, She siated thar the facility had
concluded thar the battery alarms on the doors were
not working and the only thing that the facility could
derermine, from the rime frame of the incident, was
that resident 1 went up the elevator and out the frony
doors although resident 1 was on visual checks, She
further stated that the facility found out resident 1 was
missing when the police came to the facility 1o ask is
they bad a resident missing. The social worker stated
that when resident ) continue to leave the facility even
though resident 1 was on visual checks, the facility ’

recommended that the resident be moved. .

OBSERVATIONS:

Observation of the facility during the survey on

2/28/00 through 3/1/00 yevealed thar the facility had

exIt doom that did not have alarms on them, nor did

. the facility elevaror have an ajarm that would have

alenizd the staff that a resident with wandering

bahavior was trying to leave the facility, as evidenced
by the following:

1. Observation on 2/29/00 a1 6:45 AM, revenled the
front doors on the third floor of the facility were
unlocked and an alert and oriented resident was
chserved bringing in newspapers from outside. The
fire doors approximarely S0 feet for the fronr doors

e aToRzTZ® ' 1£ continuation shest 9 of 32
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were closed and the only visible sraff member was the
nurse. The nurse was approximately S00 feet down :
. the hall passing medications to the residenus at that . B ¢
_end of the hall, The facillty elevators were o}:served ! 224  Whhall due respect the facitity
. 10 be across from the nursing station, approximarely | : chooses 1o dispute this g
250 feer from were the nurss was standing. There was * .
no alarm noted on the elevator that would have alerted | Resident 1 is no longer a1 this .
_ sraff that a wandering resident was enrering the : Facility. Resident 1 was '
" elevator. ' . ransferred 10 & more Appropran:
~ l : seating
' 2. Observarion of all exit doors and the elevasor at the ‘ ' :
| facility on 3/1/00 revealed that the sairway doors gz | i All tesidents will be assessed prior
, the ends of each hall on the second and third floors ‘ ; 1o and on admission for porential
;hadworkingalman:hem.mmlrwwdoorin | elopement tisks.
i the middle of the halls on the second and third floor ! . L
! had working alarms on them, but die middle hall door : Ta aveid further incident of
. ! on the firas floor did not have an alarm. The slevator ; residents wandesing,
| doors on cach floor were pot slarmed. The third ‘ } the failiry ias alarms on doors.
 floor front door did not have any slarms. | Adminisraion will
! ; assess the nead for pattng &
3, Observation of the door to the outside resident F ;"“‘; guard ’9““;“
" smoking ares during the survey for the dates 2/28/00 ! 'll‘beopm Assesyments
: through 3/2/00, revealed the door alarm wat being } e done quarterty i_
" disarmed by residents who knew the alarm code and i Changs ia o e
ll thar residents were propping the door open. One of \ | Room cogaitive ud:;ehavior :
| the residents using the smoking ares sed ik , ! pmumcwot i > Jnerea !
! residents prop the doac open 5o that they do not have | i Medication reduction process 1o '
. 10 wai for & staff member to come and open the | : insure clopement risks ‘
! locked door when they are finished smoking. : ' Ars ehiminated.
_ Observation of the smoking area revesled there was | X
an unsecured gare That opened 10 a stalrway tharlead - gl . - :
. 10 the frony of the building and the streec. The ‘ i rh . !
practice of propping the door would allow a resident ¢ : : :
. It be able 10 Jeave the facility withous an alarm ; '
alerting the staff. : ;
FACILITY POLICIES: 'l
HCFA-2567L ATGRITE I£ conrinuarion sheer 100f3
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F224  Continued From page 10 CF224 W pgy ch;aje of condition 10 include
) . change in bshaviors, medicarion
change, ropm changs, av an Actual
change wmedical condition (UTL,
fReview of the facility policies revealed thac the door i infection, nia e1c.) or if
1 the smoking area was 1o be locked at all timesand | 5 s resident shows posaible signs of
observation revealed that this was not occurting. 1 ! slopement, the chirge marse will
Review of the facility policy for responding to an ; ! address on the 24 hour report which
incident revealad thar che facility staff failed 10 1 is done daily by the nursing staff and
completely follow this policy, as evidenced by the ! i will be distussed during our daily
following: l . censui/admissions meering which
| : includes a1l deprrtmens heads,
“ 1. On 3/1/00, the facility smoking policy was l | Nugsing staff will be required to chan ;
seviewed. The policy documented the following: ” | j  every shift for 72 hours 1o monitor
. Procedurs: Any resident wishing to smoke will be i . Nunmg staff will continue !
i able 1o go on the second floor patio. For safery ! t0 do Q shifl visal checks 1o account | i
. reasons the patio door must remined closed at all - mwmmﬂm i
. limes. When the resident wishes w rome back in they | ofF. ces will monitor weekly for i
i can ring the doorbell and an employee will open the ' ectiveness. !
H H L]
ha l door imunediavely. These changss were addressed on 3/31/00 1
| 2. Review of the facility policy and procedures By e O o, b e woprrasued.
: revealed the following. more fra for the y riaTeassS i
. of the sysem. Any of the nbopve '
 "Procedure When responding To An Incident:.. changes will be put in the |
| 4, Post Assessment (after 2n incident)... communicatinn book so all saff :
. B. Assess for environmensal hazapds.. are awarg of the poretial risks. :
' D, Ifthere is any history of other incicenss like this This will be monitored weekly or
* one? (if 5o team will need 10 review provious ones.)... 3 needed by the Staff Developer
i E. Predisposing evants, medical sams, related Staff developer will in service staff
medications or situations that have heppenad in the w1 loast quanterly on the imporance
- past? . of recognizing and monitoring
F. Docement what preventive actions are in plase 1 resident with any of the abave
and what changes have been implemenied. . © changes. )
- G. Review care plan for any necessary changes to " ; ‘ ‘
prevent cecurtences. (Changes made, inserviceand ! i Madicarion pass will be adjustsd wo N 3], gD
record Inservics for dirsct care givers.) ) i thar a nurse by the nurses station 10 \ j
. If abuse or neglect suspected, protecs residents ¢ |  monitor elevazor during ‘
affecied during continuasion of investigation. 1 busytimes to include meals ]
. Immediataly potify Administraror, DNS (Director of i !
HCFA-256TL ATGZIT® If continustion sheer 11 of
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F224 | Coorinned From page 11 F224

Nursing Services), if not available, required agency.”
SUMMARY:

Resident 1 was assessed by the facllity staff as having
wandering behaviars prior 1o the 1/14/00 wandering

| incident which resulted in the resident sustaining
injuries, The facility staff care planned resident 1's
wandering behavior prier to the 1/14/00 incident. The
facility failed 1o fully assess, care plan and document
preventive measures taken 10 ensure that resident 1
did nor have any firther incidents of injuries or
wandering from the facility until 1/21700. Resident ]
continued 1o wander from the facility, putting him w
risk for injury. The facility failed to re-assess and
care plan alternate approaches to prevent residenr 1's
copninued wandering behaviors and to meet his
curren care neads.

F225 | 483.13(c)X ML) Requiremenr F22s
S%=D | STAFF TREATMENT OF RESIDENTS

The facility must not employ Individuals who have
been found guilty of abusing, neglecting, or
misteating residents by & coury of law; orhave had a
finding entered into the State nurse alde regisry
concerning abuse, neglect, misreament of residents
or misappropriation of their property;

and report any knowledge it has of actions by a cowt '
of law against an employee, which would indicate
umfimess for service as a nurse aide or other facility
staff o the Srate nurse aide registry or licensing
authoritles. |

The facitivy must ensure that all alleged viclations
involving mistreatment, negiect, or abuse, inchuding
injurias of unknown source and misappropristion of
resident properfy are reporied immediately to the
administrasor of the facility and 1o other officials in

HCFA-2567L ATGOR139% ' If continuauion sheer 12 of 32
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F225  Continued From page 12 “FIY pang ‘
sccordance with State law through sstablished 0’{/ ' e all resident could be
procedures (including ta the Stare survey and affocted by this the fciliry will
cemification agency). . ,_Ha Or Taks the following Steps 0 ensure
: residepts are free fom any kind of
" The facility must have evidence that all alleged ! auze.
violations are thoroughly investigated, and must i —
prevent further potential abuse while the : f::'l“y will cominue ‘:p:‘; ?‘g
investigation Is in progress. : Tmrmcfﬂpm del peibs ire,
 The resules of all investigations must be reporied 10 : m;um; b a m"ﬂh’
' the administrator ar his designated representarive and ) undersiand the abuse policy and the
‘1o other officials in accordance with State law P

, {including 10 the State survey and certification s of coparting and/ !
) agency) within 3 working days of the incident, and if ’

+ the alleged violation s verified approprise Apin mvlu was given on 3/10/00 :
| corrective acrion must be taken, by the Social Service Director |
: ng the above, Social !
- ' This Requirement {5 not met &s evidenced by: Service Director will do & least 4 |
 Based on clinical record review, siaff interview, quanerly in ssrvics on abuse o a |
, resident imerview, and review of the facility abuse waff and during the initial i
| prowocol and policy, it was determaived that the facility orienssrion period with new :
 %id not ensure tha ali alleged violarions of abuse, employees i
" injuries of unimown origin and neglect were i ‘ ]
fcomplmdfoﬂot’iresid:mscnmamysmplu mmﬁm.m‘: -
. {Residents 1,4, 5} a8 required. The facility failed m: ' 'mplfﬁ“ “"““ﬂ:“i“" |
. . - - reparting sbuse. 1) i
| 1s .m m ﬂ;]x;eqtm!y ns: ;‘t:'ici:ls in accord'anci with Who to report ig:‘ S%):dw weall . |
fnvfs‘:::e m31_1 allegations were theroughly lﬂ?iﬂ&n ' 3)'cw" scw‘ic.u“ wwill
- 3. Prosect residents against further abuse while the | pouly he proper wuhoddes o
- investigarion was i progressi | And sheriff depatment if deemed |
- 4. Report findings of all Investigations 10 officials in ‘ neCessaTy, l
accordance with Stare law, including the Stare survey ‘

agency; and
5. Did not verify that the appropriate corrective
action was raken.

HCFA2567L aTomIzN 1f continuation sheet 130
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PREF] (EACH DEFICIENCY MUST BE PRECEEDED BY pPREFIX . (EACH CORRECTIVE ACTION SHOULD BE  COMPLETE
X FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
CTAD e _INFORMATION) _ DEFICIENCY) -
£225  Conrinued From page 13 F 235 Social W" Director will in
‘ seqvice sadf on what is to\l'ave il
.. hom. & wi
Findings include: mnmn least quarter
. : . l and during the initial oriemmation
RESIDENT § - Failure to ensure all allegskions were : period wheo new cployees
thoroughly investigated, failure to prevent furcher . i ‘Are hired.
 potermial abuse while the investigation was in projess ! :
- and fRaliurs to immediawxty notify officials in : ' The facility will stricdy eaforce the

. accordance with State faw, including the State survey ‘ abuse policy and will suspend uny
- ageney- | ‘ alleged violators untll a thorough

investigation is complese. Facility

_ &, Funcriopal limbutions with full loss of voluntary

| movemens of the left am, pand, leg and foot. !
' 6. Bowel and bladder incontinence. ;
- 1. Pain symproms daily.

-

L
,RcsidemSiuns3yearoldmleadmined:othe ! t adsinistrator will inform sl proper !
! facllity on 2/19/99 with diagnoses of chronic : H surhorities of findings within l
) ohstrucrive pulmanary diseass, aspirsrion preumonia, | | days. This policy will be -
 prostase cancer, cercbrovascular accident with left | | monitared on 2 daily i
: hemiparesis, chronic left sided pain and ostanporosis. | t Basis by the administrator of 1
' | | gesignee. |
{ Review of resident 5's MDS, dated 1 1/29/99, revealed \ ] !
| the foliowing documenarion: This will be menitored for , ld‘p
! | eoffectiveness moathly by the COI ﬂr%I
i 1. Behavioral symploms of varbal and physical [ commitree snd the Director of .
ll abuss, socially inappropriate behavior and resisting | Nursing Services. l
' care. :
', Toml dependence on swif for ransfers to and ]1 !
| from bed, locomotion on and off the unit, tollering l i
! and bathing. ‘
3. Exensive sssistance with dressing and personal | \
{ hyglene. : \ |
! 4. Limited assiszance with bed mability. : !

. During the observarion of resident 5's personal care
on 2/29/00 at 9:15 AM, the purse surveyor cbserved -
the resident had a large bruise on each fopeam. ! . :
When asked how the bruising cccurred, the resident ! ‘
srar=d a nurses aide (NA 1) was rough with his care, |

HCFA-2567L ATGATIZT i i conrinuation sheet 140f3
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F225 ' Conrinued From page 14

i
| |

grabbed his arms to turn him and caused the brulsing. |

The resident also stated that NA 1 had "shoved an |

electric razor in his mouth” and tha he had hit her.

The resident was asked when the alleged abuse | l

occurred snd he stated "Last Sarurday™ (2/26/00).

When asked if he had raported the incident, he stated |

"Yes, 110ld another nurse aide that NA 1 hurts me."

The resident also stared he 1old the nurse in charge on ’ |

the day of the incident, that he did nor want NA 1 to

eare for him because NA 1 hurt him. |

Resident 3 stated that the nurse aide he reported the
incident to, reported it 1o the facility's weekend
manager ob 2/26/00, The resident smared the weekend
manager visited with him on 2/26/00 and he told her
the desails of the alleged abuse,

Resident 5 stated thar after the weekand manager
talked with him, the charge nurse then came o his
room 2od 1wld him that NA 1 would be reassignad and
3 different nurse aide would provide his care for the
rest of the day. Resident 5 stared that another nurse
aide provided his care for the rest of the day.
However, the resident stared that the next day
(2/27/00), NA 1 was again assigned 1o provide his
care.

The weekend manager was interviewed on 2/29/00 at
10:30 AM. The weekend manager srated & nurse aide
had reported 1o her thay resident 5 had complained
that NA 1 hud hurt him. The weekend manager stated :
+ she then wens to resident 5's room and Interviewed
him regarding the allegation of abuse by NA 1. The
weekend manager stated she then talked with the
charge nurse and asked him to reassign NA 1 so she .
would not be warking with resident 5 for the rest of , L

HCFA2567L ATOMIINY If connnuation cheer 15 of 32
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F 228 |Cominuedl~‘rompuel§ Fa2s !

the day. The weekend manager stared she informed

the Director of Nurses and the CNA supervisar of the

| incideat regarding the alleged abuse of resident 5 by
NA L

.
|
|

When asked if on the day of the incidenr che notiesd
any bruising o residem 5's anms, the weekend
manager staled she was not aware of any bruising.

The charge nurse that was en duty on the day the |
alleged abuse occurred was interviewed per relephone
! on 3/3/00 m 7:30 AM, When asked regarding the
incident, the aurse stated on 2/26/00, NA 1 came to !
| him and reported that resident 5 had hit her as she was |
providing personal care. The charge nurse srated he :
10ld NA 1 to a1y out of resident 5's roam. He then
went to resident 5's room and interviswed him
regarding the fcident. The nurse stafed resident 3
told him that NA 1 had pur the shaver in his mouth
and he had hither. The charge purse stared that
vesident 5 was alert and oriemed during the interview.

The charge murse stared that he then talked 10 the
weekend maneger and filled out an incideny report,
The charge nurse also stated that he reassigned NA 1
so she would not be providing care 1o residem 5 for
the rest of the day.

When asked if he noriced any bruising on resident 5's
forearms on the day the alleged abuss occurred or
since that day, the charge nurse aiared he had notice
*old” bruises on resident 5's arms teday (3/3/00).

Review of the facility's daily s1affing schedules for

| February 2000 revealed NA 1, was assigned 1o
provide care for resident 3 on the foliowing dates:

i 271, 2/5, 2/6 (a double shift), 2/7, 2/8 (a double shift),

l
HCFA-2S67L ATGO28 i If continuation sheer 16 of 32
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F225 | Continued From page 16 | F22s

2110, 2111, 2/12, 2113, 2/14 (2 double shift), 2/15,
2/19/00, 2720 (a double shift), 221, 2724, 2/26 (the

i date of the alleged abuse), 2727 ( a double shift) and
I 2/28/60.

Review of the facility's "Investigarion Information
Record” report, daged 2/26/00, revealed the following:
1. Resident involved: (Resident )

| 2. Type of injury or reported abuse/neglec: "No
injury nowed”. Nange of occurmence: “Res (resident)
c/o abuse.”

4. Notiflcations: Physician on 2/26/00 at 2:00 PM,
and the Responsible Party (son) on 2/26/00 at 2:11
PM.

5. Physician's orders: "No new orders.”

11. Injury involved, was couss jdemified: a. "Ifyes
whar was it: No injury.” b. "If report of
abuse/negleet, describe incident: (Jeft blank).”

12. Whar approaches were added to plan of care to
prevent further injuries/incidents? "N/A (not

* applicable).” I
14, Findings and Actions Teken. Findings: "Origin
Famablished.” Action Taken: "Sraff
waining/counseling.”

15. Was the Adminiswrator/Director of Nurses
notified: "Yes."

16. Summeary Conclusion Of Tnvestigation:
"(Regident 5) ¢/o (NA 1) being 1o rough (with) him.
C/O during shave (NA 1) put razor in my mouth. No
injuries noted, (Residens 3) hit (NA 1) in the mouth
{with) & closed band. 2 CNA in room st time of
incidant. Both CNA'S denies incident, Calmed
resident easily (with) I:1. Transferred care to another
CNA."

17. Final Outcome: (lefi blank).

18. ResidenuFamily: Sarisfied with investigadon?
“Yes,” Carrective action? (left blank). Referral o

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
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Continued From page 17

Social Services? (left blank),

The facility's Tnterdisciplinary Progress Notes were
reviewed on 3/2/00 and revealed the following:
2/26/00 at 12:30 PM: "CNA stated res hit har in the
mouth (with} & clored fist. Res ¢/0 (complained of)
siaff member 10 rough. Res stated CNA pur the
electric razor i my mouth (and) [ reacted + hig her
{with) my fist.. No reddened area, no new ecchymosis.
Transferred res care o another CNA.....No open arcas
on rongue or lips.”

2/27/00 at 10:30 AM: "(No) ecchymosis or abrasions
noted on face, tongue ot lips. (No) trauma noted...”

After 2/27/00, no further documentation was noted on
the facility's Interdisciplinary Progress Notas
regarding the inciden of alleged abuse.

Review of the facility's Social Work Progress Notes
for the dates 1/20/00 through 2/29/00 revealed the

. following documemation of the meident regarding
alleged abuss by NA 1:

2/29/00 *Received yesterday incident report,
inappropriate behavior repart about same episode
over weekend-Investigation imderway and APS (Adult
Protective Services) called (with) report..”

i The alleged abuse occurred on 2/26/00 and
notification 10 APS was not undl 4 days later en
2¢29/00. There was no documentation in the Social
Work Progress notes that the Smate agency was
notiffed of the alleged s1aff abuse.

* Review of the faciliny's Policy and Procedure for
Prahibiting Abuse revealed the following:

~Investigation and reporting procedures:

F225
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...2. The adminiswadon will immediately
notify Adulr Protective Services or the local law
enforcement suthority (and if saff abuse is alleged,
also notify the Bureau of Facility Review) and the
local long-term care ombudsman.

_.7. I the complaint allages abuse by staff, I
that saff member will be suspeaded unnil the
investigation has been completed.” In accordance with |
the faciliry policies, the facitity failed to prevent |
further potentis] abuse while the investigation was in H
progress by continuing 10 allow NA 1 w provide i
direct pavient care.

| RESTDENT 4 - Failure 10 ensure all altegations were |
thorough!ly investigated, failure to repart immediately
! to officials in accordance with State jaw, including the
State survey agency, and failure to report findings of
all investigations 10 officials in accordance with Srame
law, including the State survey agency.

Resident 4 was admitted 1o the facility on 10/21/9%

! with diagnoses that included depression with anxious
features, dementia, uribary tact infection, cerebeal
vascular accident, weakness, hypertension, congsstive
heart failure, dehydration, and osicoporosis.

Resident 4's medical record was reviewed on 3/1/00.
The following documentation was revealed.

The nursing notes dared 12/14/99 documented thar
resident 4's left anm and shoulder were bruised and
edematous, The note documented thar residenr 4 was
complaining of increased pain in her neck and arm.
The note further stated that resident 4's left shoulder
was raised "much® higher shar the right shoulder.

The note staed that resident 4's physician had been
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novified and had instructed the facility to ransport the
resident 1o the hospiral for evaluarion and rreatment.

The physician progress note, dated 12/15/99, wrinen
by the nurse practitioner, documented that the sTaff
had reporied that resident 4 had been sent 1o the
emergency room on 12/14/99 secondary to complainis
- of a painful shoulder. The note further documented

| that seither the resident nor the staff knew how the
injury occurred and thar everyone denies thar resident
4 had » fall.

Review of the facility "Investigadon Information
Record”, regarding resident 4, dated 12/14/99,
documented the following:

2, Type of injury or reporied abusemeglect:
Bruising, swelling and warmth." (The nanire of
occurrence seetion under number 2 documenied)
Other: Unknown Eticlogy,”

Tn am interview with the facility adminisoator on
2/29/00, she sated that the facility social service
worker (SSW) was in charge of doing the
investigations of alleged abuse.

The facility socta) worker was imerviewed on

2/29/00, When asked to describe the faciliy’s abuse
pratocol, the SSW stated thar any sraff member whe
reporied abuse would fill our an incident report and
then she would start the investigation. The SSW

stared thay she would notify APS, depending on how
serious she determined the allagation was. She siated
thet if she derermined the allegarion was serious, she
would then contact the employees depariment head 1o
recommend suspension of the employee. The SSW

srated that she felt thar she was following the facility i :
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abuse policy as she undersiood it. The SSW stated
that she was unaware that she needed 1o report all
suspected abuse and neglect, including bruising and
injuries of unknown origin to the Surte survey agency
and APS immediately, She also stated that she was
unawnre Thay she neaded to report the findings of the
facility investigatian 1o the State agency within 5
days.

! Review of the faciliry's Policy and Procedure for
Prohibiting Abuse revealed the following:
*Investigation and reportng procedures:

1. Any person who suspects that sbuse, neglact, or
misapprogriation of property has occurred, will
immediarely report the alleged violation to the facility
adminismation and/or advocacy agencies.

2. The adminiswarion will immediately notify Adult
Protective Services or the local Jaw enforcement
authority (And if staff abuse is alleged, also norify the
Bureau of Facility Review) and the local long-rem
care ombudaman.”

This policy does not include the facility's procedure
for the investigatlon and reporting of bruising end
Injuries of unknown origin.

RESIDENT 1 - Failure o notify officials in
accordance with Staie law, including the State survey
agency, failure to repart findings of all investigarions

. 10 officials In accordance with S Iaw, including the
Sate survey agencyand failure 1o verify that the
appropriate corrective action was taken.

Resident 1 was admitted 10 the facility on 11/15/96
with diagnoses thet included myocardial infarction, . ' )
coronary artery disease, and dementia with cbsessive
| compulsive disorder traity.

HCFA-2567L ATG2II If continuagion theet 21 of 32




@@ 87E4D5C0.DCX | . Page 5§

MAR=30-D0 16:58AM  FROM- T-198 P.26/37 F-1D1
DEPARTMENT OF HEALTH AND HUMAN SFRVICES ALY
HEALTH CARE FINANCING ADMINISTRATION , FORM APPROVED
STATEMENT OF (X1) PROVIDER/ SUPPLIER/ X3} DATE SURYEY
DEFICIENCIES CLia f;f}ﬁ;;w CONSTRUCTION O CMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 8. WING ————————— et

465049 . $3/61/2000
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, Z1f CODE
EVERGREEN CANYONS HEALTH & REHARILTTA | 4600 SOUTH HIGHLAND DRIVE
SALT LAKE €ITY, UT 84117
(X4) D SUM. STATEMENT OF DEFICIENCLE ) ‘ PROVIDER'S PLAN OF CORRECTION L)
PREFI (EACH DEFICIENCY MUST BE PRECEEDED BY PREFDX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
X FULL REGULATORY OR LSC IDENTIFYING TAG | CROSS-REFERENCED TO THE APPROPRIATE |  DATE
TAG TINFORMATION) ] ) DEFICTENCY) | .
F223 | Continued From page 21 F225

Review of resident I's comprehensive care plan
documensed a care plan problem 7B, which idenrified
| resident 1 as wander risk related to impaired
individual coping/maladjustment to the long term cere
facility and Ufesryle changes. The care plan problem
7B documented that this problem was due 10 resident
1' cognitive Joss and short term memoty loss
secondary t dementia. Care plan problem 78
documented a start dare of 2/20/97.

Review of resident 1's MDS secrion E.4.a. (Mood and
Pehavior Patterns), dared 9/24/99, documented that
resident 1 had wandering behaviors that had occurred
410 6 days in the last seven dzys and that the
behaviors were not easily altered.

Review of the MDS, section E.4.a., dared 12/29/99,
documenied that resident I had wandering behaviors
4 to 6 days in the last seven days and that the
behaviors were not casily altered,

Review of the interdisciplinary progress netes dated
from 1/14/00 through 1715/00 revealed the following
documentation.

' 1/14/99, 6:45 PM - "Notified by the SLC sheriffs that
(resident 1) was struck by a aomebile... &
transported 10 (hospital) ER ¢ (with) possible hend
injuries R/T neuro checks resident found 1o be
confused. Informed SLC sheriff thas residens alert and
oriented 10 s2if only, normal condition, approximate
time of tlopement was 20 minutes. Dr. ... notified..”
1/15/00, 3:00 AM - "Pt was back to facility p HS
through family wansport. Spoke c ER nurse .. 1t :

injuries. P1 also given drsg change to minor 17122 ' ' :
shape skin rear, surrounded by superficial ecchymosis |
Taterally near L elbow. Also has RUE hematoma just |
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below delioid. ROM WNL, et s s/s £, Pris A/O
WNL of self... pt is considered 1o continue to b2 an
AWOL risk."

Review of the social work progress notes dated
1/14/00 through 2/14/00 revealed the following
documentation,

1/14/00 - "Two sheriff's deputies in sbour 6:30 PM

{ wondering if have patient named (resident 1) - state be
was hit by auto rrying to cross ... - 518t was hit on back
of head by curside mirror on vehicle and bas been
transported to (hospiial) ER for evaluaton - report he
was conscious on transport. They have obtained

: demographic information and will notify family
members of incident and location. T called (hospital)
ER got fux # and have faxed 1o them demographic
info ... nurse o complete incident repart.”

1/21/00 - "...Verbal reports end observation show
increased anemnpts to leave facility being in parking
Jot and out varicus doors throughout week, also
generally wandering in facility between floors..”

In an Imerview with the facility social services worker
" on 3/1/00, at 9:00 AM, she stared that she had done an
investigation regard resident 1. She statedt thay
resident 1 walked away from the faciliry snd had been
hit by a car, She stared that be had wandering ;
behaviors prior 1o this Incident. She stated that the
faciliry had concluded that the banery alarms on the
1 doors were not working and the only thing that the
facility could determine, from the rime frame of the
incident, was that resident ] wenr up the clevator and ¢
our the front doors akthough belng on visuat checks.
She further stated that the facllity found our residens 1
was missing on 1/14/00, when the police came to the

; facility 10 ask is they had & residear missing. The
social worker siated that when resident 1 continued 1o
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leave the facility, even with visual checks, the facility
reconymendad thar the resident be moved.

| Review of the facility’s Policy and Procedure for
Prohibiting Abuse revealed the following:

“Investigation and reporting procedures:

.2, The sdministrarion will immediately notify
Adult Provective Services or the loeal law
, enforcement authority (and if staff abuse ia alleged,
also notify the Bureau of Facility Review) and the
Iocal long-term care ombudsman,

In & telephone convarsation with the state survey
agency complaint manager on 2/29/00, he stated that
the facility had not notified the State agency of any
alleged abuse or neglect incident in the last year.
F241 | 483.15(n) Requirement Faal
S8D | QUALITY OF LIFE

The facility must promote care for residents in 8
manner and in an

enyviranment that mainmins or enhances cach
resident's dignity and respect in full recognition of
* his or her individualiry.

This Requirement [s not met as evidenced by:

Pased an observation, clinical record review, and smff
and resident interview, it was derermined that the
facility failed 1o promete care for residents in &
manner and in an environment that maintains or
enhances each resident's dignity and respeet in full
recogrition of his or her individuality for 1 of 3
sample residents, (Resident 5

Findings inchude:
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Resident 5 is an 83 year old male adminted toshe .
facility on 2/19/99 with diagnoses of chronic ' “rms
obsrructive pulmanary disease, aspiration preumonia, = o i F24)
prostace cancer, cerebrovascular accident witn left Ll

hemiparesis, chronic left sided pain and OSLEOPOTOSIS. | //dé :
Review of resident 5's MDS, dated 11/29/99, Tevealed /Cv :
the following documentation: | <
1. Behavioral symproms of verbal and physical
abuse, sociatly inappropriate behavior and resisting
care. I
2. Toral dependence on staff for transfers 10 and !

- from bed, locomotion 0B and off the unir, toilering an

, bathing.

3. Exiensive assistance with dressing and personal

' hygiene.

4. Limited assistance with bed mobility.

' 5. Functional limitations with full loss of volumary

! ovement of the left arm, hand, leg and foot.
6. Bowe! and bladder jncontinence.

- T Pain symptoms daily.

|

" Review of resident §'s Care Plans, dated 3/4/93,
revealed the following documentation:
" problem #5A: "ADL (acrivities of daily livingvSelf \

© Care Deficit R/T: impaired physical mobiliry,
! cognitive decline (secondary 10} medical condirlons.
* M/B requires smff A {assistance) to complete ADL
- tasks. Note: Resident is resistant 1o bathing/being l
QoB."
Goal: "All ADL cares and needs will be met with the I
" required staff assisrance daily.” ' '
Approach: "Level of eraf¥ agsisance required for: 1. '
Bod Mobility: Mod (moderaic) A X 2 {requires e l
assist of 2 staf for bed mobitity). Tum (2 (howrs} +
pm. Position for comfort. '
2 Transfers: Max {maximum} Ax2/Hoyerliftw

e —————

STREET ADDRESS, CITY, STATE ZIP CODE
4600 SOUTH HIGHLAND DRIVE

$ince all residemrs could be i
Effected by this the facily ‘
iz daing the following.

The S1aff Developer in serviced
_staﬂ' "on 3/10/00 regarding the
imponance of answering call lighrs
in a timely manner. Not 1o exgoed
5 min. Siaff developer will do in
services at least momhly and sift b
1o shift when needed. .

Nursing staff will change the way
thar n_mdimion pess is done sa they
can view of the entire ha!l ar all
times.

Staff mirses will be in serviced by
the Dicector of Nursing Services on |
setting priorities ang doing tequired |
patient care as requirad by them

P O s ot oy v v |
residents. |

Al saffwill monitor and answer i
Call lights. 1f unable to assist will i
Getcnatohelp ‘ ]
Facility ro continue 10 do calt i i
audifs 2x per each shift on both ;
floors. Any calllightsnot !
answered within correct ime frame '
Will be taken 1o CQI commitiee for
correction and review. The CQL
comminee will monitar for
effectiveness on a monthly basis
and theough resident satisfaction
SUTVRYS. '

g
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recliner/gerichair...”

Problem #6A: "Alered Urinary Elimination Panems
R/T: urinary incomtinence. Refuses to use bedpan,
toilet.”

Gaal: "Will demonsirate (no) s/sx of UTI'S {urinary
rract infections).”

Approach: "1. Comprehensive B&B (bowe) and
bladder) assessment. 2. Check/change briefpad Q 2
hours and pm...Keep clean and dry, 3. Keep call
light in reach at ell times. Encourage 1o request
1oileting nssistance as soon as the need 1o vold is
knowa..." |

Problem #16A: "Potential Ahered/Impaired Skin :
Integrity R/T: impalred physical mobility (secondary)
severe | hemiplegia R/T H/O (history of) CVA,
generalized weakness, bowel + bladder incontinence,
fair skin turgor, bedfast most of the time.”

Goal: "Will have no breaks, toars, rashes or hrivations
1o skin integriry daily.”

Approaches: "1. Assist/supervise/cue to
Tum/reposition at laast Q 2 hours and pro while in
bed. Position for comfort, 2. Assist/supervise/cue to
reposition frequently while our of bed in wic
{wheelchair) or chair, 3, Use pressure
relievingrreduction devices as crdered. 4.
Monitor/assess skin integriry Q weckly, during
showers, and prn, and document. Report breaks,
tears, irritations, rashes 10 MD. 5. Apply emollient
creams after showers & pm..."

! Review of resideny 5's Interdisciplinary Progress
Notes revealed the following documeniation:
2/20/00: "Pt is A/O 1o self (and) swroundings...Pt
uses call Hght frequently...No (changes) (with) skin
stats in spite of B+B incont. (incontinence) (and)
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bed-hoynd status.”

2/4/00 at 4:30 PM: *...Res continues o push call light
numerous times for non-medical reasons...”

2/22/00 mt 2:00 PM: "Res cont (continues) o
complain of verdgo and nauses. Res also conts 1o

1 ring call light repeatedly. Will push call éight approx
(approximaicly) 3-5 (simes) per hour asking for meds
{medicazion) 15 min after meds have been given, then
asks if It Is going 1o snow, pushes call Tight for
non-medical reasons.”

On 2/29/00 ax 8:90 AM, resident 5% call light was
observed 10 tum on and the yesident was heard calling
for help. The charge nurse was cbserved passing

: medications 1o residents at the other end of the hall
from resident 5's room. There were no purse aides
chserved working in the hallway or assisting residenrs
in their rooms, The 3 nurse aides assigoed to work
the day shift were all ohserved 10 be assisting
residents in the dining room which was locared ot the
other end of the hall from resident 5's room. No
facility smaff were observed ar the nurses siation where
residenr 5's call Hght was alarming.

| At8:50 AM the call ligh for resident 5's room
continued to be on and the resident was heard to
continue 1o cal] owt for help. The charge nurse was
obsarved 10 go past the nurses starion, where resident
S5's call light was alarming, and continued to pass
madications. The nurse surveyor Informed the charge
: nurse that resident 5's light had been observed 1o be

| on for 10 minures and that he was calling for help.
The charge nurse was observed 10 continie 1o pass 3
medications and answered resident 5's call light ar i
9:00 AM. This was 20 minutes after resident 5 had
turned on the call light.

l t
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The charge nurse and the nurse surveyor entered
resident £'s rocm and he stated he was nanseated and :
uncomfortable. The charge nurse was cbserved o )
administer resident 5's medications a1 this ime. The
charge nurse and nurse surveyor observed that
eesident § had been neontinest of stoo! and thar there
was stoal on the residenr's hapds, clothing, legs and

! bedding. The charge nurse stated "T1! e}l your aide 10
! come clean you up. When they're done in the dining
 room, yow'll be the first on the lin." The charge nurse
was then observed to leave resident 5' room without
providing for his personal care and digniry.

Ax 8:15 AM, 2 nurse aides were observed 1o enter i
resident 5's toom. This was 35 minures after resldent
5 first put on the call light and asked for help. The
nurse surveyor also entered the resident’s room and
observed the 2 aides provide peri care, skin care, and
a finen change for resident S, When the care was
completed, the resident stated he was much maore . :
comfortable and sppreciated the care.

On 2/29/00, resident S's call Hight was observed to be
on at 8:00 AM and the resident was calling out for .
help. No staff was observed at the murses station 1
where the call Jight was alarming and no staff were
noted to be working in residenr’s rooms. The 3 day

I shift nurse aides were observed to be working in the
dining room at this time, The light was not observed
* 10 be answered until 8:15 AM. This was 15 minues !
after resident 5 rurned on his call light

Observations revealed the facility failed w promote
care for resident 5 in a manney that maintained the

resident's dignity by not answering the call Jightin &
timely manner and by delaying persanal care even H
after the s1aff had observed that he was incontinent. *
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483.75(eX2)+(3} Requirement
SS*D  ADMINISTRATION \
A facility must not use any individual working inthe ' .
faciliy as a nutse aide for more than 4 months, ona i i
 full-time basis, unless tat individual is competent 1o | 1
provide aursing and aursing relased services; and ; |
_that individual hag completed 2 waining and ! Fads — e e
comperency evaluation program, or a comperency | d .
evaluadon program approved by the Siate a3 ' S( € EJ: r:: g:nega?lfd o p‘::: Eﬁ‘N £115 ‘
meeting the requirements of WW483,151-483.154 of . \ | Testing wiihin the 4 1
: this part; that individual has been deemed or I~ SheE “m‘“ suspended day of survey
s:tde:(a:)incd compete as provided in wag3.150(8) %‘%-. and will not be Terurming
i . i |
' ! i €N A#¥2 Cemification had expired 1,
. A facility must nOC USE OR 8 WEMPOIATY. per diem, | i Without our knowledge. ]
" leased, or any basis other than 4 permancnl employee | | Suspended umil certification was : !
 any individual who dees not mest the rgquirem:ms in Il einsated on 3/00.  Piease see
! parngraphs (eX2X(0) and (ii) of this section- i l copy of her cerification amached. i
:. This Requirement is not mer as evidencad by: \ | The COI met on 3/31/00 and "
| Based on swaff ianerview, review of the faciliry i | discussed the following plan 10 :
employse records, and telephone conversations with I 1t further GCEUTTences. Sl |
- he state CNA regiswy , it was desermined that 2 nurse i Developer will keep ::;3 ‘{ﬁ"‘n i
. assisrants employed full time by the facility had been lef‘ u.;mm are do 4 wi \
 employed longer than four months withaus completing ::c"‘:g‘l"‘{:: ;o‘:“’“_“‘h;q::’;ﬁ‘:u |
;. a raining and competency program. \eadliries. ential l
i Findings include: ! Ary employec That is not cenified \.
: . A ith 4 months date of hire .
* On 3/1/00, a list of all curyent AUISING assistants 1 . ‘w“lilh be placed E:’:spenﬁ“ and/os L Ag@
(NA's) and certified pursing assistants (CN‘:“). ' | rerminated umil certification is 2}@
employed by the facility was reviewed. This listwas - obtained.
" compared with a list of all current employees and their ! \ ‘
hire dares. The facility staff developer identified all i Director of Nursing services will '
nursing assistants that had not complered the FIRIG | monitor manthly for compliance :
- and competency program. These lists revealed that | :
NA 1 was hired by the facility on 9/15/99 and is L ;
* currently working full time at the facility and NA2Z | 1
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was hired by the facility on 10/31/96.

In a telephone conversation-on 3/1/00 and again on
312100, with the state CNA registry, the registry
stated that NA 1 was not certified and had not
completed the CNA training program. The registry
stated that NA 2 had been certified originally in
February 1997 and that the certification had expired
in February of 1999. The registry further stated that

the facility had recently requested the paperwork for

NA 2 to re-test for renewal of her CNA certification.

In a telephone interview with the facility staff
developer on 3/2/00, she stated that NA 2 had
worked at the facility since October 31, 1996 and
had become certified nursing assistant in February
1997. The staff developer further stated that NA 2

. | had worked as a CNA, at the facility until April 1,

1999, when she changed positions at the facility
and began working in the housekeeping
department. The staff developer stated that NA 2
had worked in the housekeeping department until
July 17, 1999, at which time she again began to
work as a nursing assistant, full time, for the facility.
The staff developer stated that NA 2 was in the
process of re-testing to become re-certified, but has
not completed the testing as of yet.

NA 1 had been employed full time by the facility for
5 1/2 months and had not compieted the nurse aide
training and competency program.

NA 2 had been employed full time by the facility and
had resumed working as a nursing assistant for the
faciiity in July of 1999. At the time NA 2 resumed
working as a nursing assistant she was not currently
certified.
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NA 2 has worked at the facility full time for the tast 7
1/2 months without completing the competency
program to renew her certification.




