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should have determined, that there has been 4 o an admission of 8uilt or agreement with any
significant change in the residents physicaj or mental of the deficiencies cited oq the HCFa
condition. (Far purpose of this section, a significan 2567-L; nor does the facility agmyy to any
change means a major decline or Improvement ip the Statements, ﬁndﬂ}g& facts, or conclusions
Tesidents status that wij] Tot normally resolve jrgejf fh{f 1_’0rm. the Pﬁaﬂsﬁfo{_the alleged
| Witaoug IUrter intervenyon by siary or by ] ; Ssiaidiog, 4 4o saciuity ieserves e ngnt
Implementing standarq disease-related clinica] fo challenge Jegyy Proceedings, ajy

deﬁciencies, Statements ﬁndings, facts ang
* | conclusions thay for the
basis for the deﬁciencies.

interventions, tha has an impact o more than one
area of the residents health status, ang requires
interdisciplinary Teview or revision of the care plan,
or both.)

274
This REQUIREMENT 18 DOt met as evidencegd by :

Based on recorg Teview the facility did not ensure that " Federa] Heights Rehap IS commitied tq
comprehensive assessments ( including RATD) of the accurately assessing each resident

residents physical or mental condition, Significant Heights Rehabilitation new assessmeny
change assessments WEre not completed for 2 of 20 Was done on Resxcfcnt 48on 12/2/0] 1o
Sampled residents who hag showed dectines with the . reflect the change jn condition,

Quarterly assessmens. (Residents 42 and 4R8).

Identificating of Rocidans Patansian..

' /¢ g
' Finding include: | affected
o All residents have the Potential to he
RESIDENT 42: affecteq,

Reside{ﬁ 42 was admiited on 08/14/00 with diagnoses
including dementia, malnutrition, Csleoporosis,

aphasia, dysphagia, history of decupigig ulcer right by the Director of Nursing Seryices o
hip, incontinence, deafness, contractures and right Desi gnee on how 1o accuralely igemify
hemiplegia s ith sienif : ’
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I ntinued From page Monitering/Quality Assurance
{ The Di f Nursing Services or

decumented inecluded:

a. MDS (08/21/00)

b. MDS (11/13/00)

I 2. The resident hud a
| a. MDS (08/21/00)

{ Section K3- a Weight
b. MDS (11/13/00)
| Section K2-6 WT (Ibs

I
' A comprehensive MD

. and welght loss.

Review of resident 48°s last two MD3 (Minimum
Data Set), 9/1/00 (comprehensive assessment) and

On 08/21/00, an admission comprehensive MDS
assessment was completed for the resident.. Dn
11/13/00, a quarterly MDS assessment was completed
for the resident. A cormparison of the two
assessments documents a significant change in the
residents condition. These significant changes should
have triggered a comprehensive MDS assessmenL.
The areas where significant changes were

1. The resident had a documented decline in Eating: ‘

Section G1 Eating (2 = Limited assistance needed}.

Section G1 Eating (3 = Extensive assistance needed),

documented weight lass:

Section K2-b WT (Ib.) = 98.

Loss (0= No).

Jy=92,

{ Section K3-a Weight Loss { 1 = Yes).

S assessment was not done to

reflect resident 42 significant change in her eating

| 2, Resident 48 as admilted on 6/4/00 with dizgnoses ‘
- of hypothyroid, hypertension, dementia ather than
| Alzheimer, emphysema, congestive obstructive

| pulmonary disease, and anemia,

|

|
|

|
|
|
|
|

|
|
1

|

Designee will andit for accpracy of MDS

assessments using andit tools developed by
3/27/01. Audits will be done montdy for 3
months with reports 1o be given o the
Performance Improvement Commitiee,
Audits will continue as directed by the
Performance Improvement Comunittee,

Corrective action will be completed 4/6/01.
The DON will be responsible for conlinued

’ corpliance

|
|
|
!
|
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F114 l Continved From page 2 F214 ‘

‘ 1212/00 (quarterly assessrnent), indicated that there
had been a significant change in resident condition. [
This significant change should have lriggered a !
comprehensive assessment | MDS assessment. The [
areas where these significant changes were
documented inchuded;

| 1. The resident had a documented decline in
Bathing:

a4 MDS (9/1/00) 1
Section G2 Bathing (I = Supervision only needed). i
b. MDS (1272/00) ’ [
Section G2 Bathing (3 = Exiensive assistance

[ needed).

| 2. The restdent had a docurnented decline in Bowe]
Continence:

l a MDS (9/1/00) | [ J
‘ Section H1-a Bowel Continence (0 = Continent of | ;
bowel). ! { [
b. MDS (12/2/00} '
Section H1-a Bowel Continence (3 = Frequently
incontinent of bowel).

3. The resident had a documented decline in Biadder
Conlipence: l

a MDS (9/1/00) ‘
Section H1-b Bladder Continence (1 = Usually ‘
continent of biadder). I
b. MDS (12/2/00) |
Seciion H1-b Bladder Continence (3 = Frequently /

. Incontinent of biadder).

4 comprehensive MDS assessment was not doze to I
| reflect resident 48°s significant change, ‘

HCFA-29671 ATGLEZ000 EventIT 305L1( I ontinwition sheet 3 of S0
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Each resident must receive and the f; acility must |
provide the necessary care and services 1> atiain or
maintain the highest practicable physical, mental,
and psychosocial well-being, in accordance with the
‘ comprehensive assessment and plan of care.

{ Use F309 for quality of care deficiencies not coversd
by 5483.25(a)-{m).

This REQUIREMENT is not me!? as evidenced by:
Based on observations, inlerviews with staff and
medical record review, the facility failed to provide
the necessary care and services to atiain ar maintain
the highest practicable physical wellbeing in .
accordance 1o the comprehensive assessment and r
plan of care as evidenced by: One resident’s head of
the bed wus not maintatned above 30 degrees during
and after enteral feeding. One dressing change, on a
resident, did not follow the standards of nUrsing
practice. In 2 of 20 sampled residents, the physician’s I
orders were not followed as ordered. Resident
identifiers: 16, 27, 102,

! Findings include:

1. Resideit 16 was a 77 year old mule resident who
was readmilted on 12/21/00 to the facil ty with
diagaoses of peripheral vascular disease,
hypertension, hyperlipidemia, cerebral vascular

| accident, endocarditis, aspiration Dreumonta,

‘ demeniia, below the knes amputation, and acrtic l
; 8lenosis.

|

| Federal Heiglts Rehab is commitied to [
ensuring that each resident receives the |
necessary care and services to attain or r
maintain the highest practicable physical,
mental, and psychesocial well being, in |
accordance with the comprehension

assessment and plan of care ‘

Corrective Action for Identified Residents |
Resident 16 and 102 ng longer resides at
Federal Heights Rehabilitation. Resident 27
will have dressing changes done according

1o the physician facility policy and

procedure of how to change a dressing,
Resident 27 will be served the diet ag

ordered by Physician.

Identification of Residents Potentially
alfected ‘
All residents have potential 10 be affected. |

! Measure to prevent recurrence J
’ The licensed nursing staff will be inserviced i

by 3/27¢01 by the Director of Nursing

Services or Designee an:

1. Policy and Procedures for residenis
bady

| position during and after anteral
feeding
Policy and Procedures on dressing
change
Policy and Procedure on notification
by
nursing of diet change to dietary
Policy and Procedure on following
physician’s orders monitoring/
Quality

Ly
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¥ 309 | Continued From page 4 F 309
A review of resident 16’s medical record documented The Director of Nursing Services of,
that on 02/10/96, the physician ordered the head of —Li_—,351 nee will f‘“d‘t using audit tools
resident 167s bed to be elevated at least 30 degrees dc"‘;ilOPid tg’ 3/ 2; 0L :oléd“;o‘:}tlﬁ becgﬁ_?:g
during feedi d one hour after, weekly for 6 weeks on boly postlion
uning Ings and one our atier and 30 minutes after enteral feeding, weekly
On 1/30/01, at 8:00 AM, resident 16 was observed for for 6 woeks on dressing changes, and
. . - weekly for 6 weeks on notification of diet
30 minutes 1 be laying flat on a low bed with one o : . -
illow behind his head while th ave b change to dietary by nursing. Reports will
pilo 15 :?‘ 18 while the nurse gave s be given at the Performance Improvement
enteral teeding. Committee meeting monthly for 2 months,
) ) (hen as directed by the Performance
On 1/31/01, at 7:30 AM, 7:40 AM, 8:00 AM and Improvement Committee. Corrective action
8:20 AM, resident 16 was Ublservejd laying flaton a will be completed 4/6/01
law bed with one pillow behind his head with ao
enteral feeding running.
On 1/31/01, at 7:40 AM, an interview was conducted
with the nurse regarding resident 16’s bed. She wus
asked if the head of the bed could be elevated. The
nurse stated that the bed could not be elevated but
that she elevates resident 16°s head with pillows.
On 1/31/01, at 8:20 AM, an inlerview was conducted
! with the nurse regarding resident 16's enteral feeding
! and when il was done. The nurse stated she started
| resident 16°s enteral feeding a litle afler 7:00 AM
| that day.
: On 2/1/01, at 1:30 PM, resident 16 was observed
- laying flat in a low bed with one pillow behind his
‘ hend receiving a bolus feeding of water.
|
| On 2/1/01, at 1:30 PM, an interview was conducted
wilh resident 16 regarding his body position while he
received his enteral feeding. He was asked if the staff
ever had him sit vp during his feedings. Resident 16
stated that the staff has never had him siliing up
while his feeding was going.
|
HCFA-2567L ATGl 12000 Event I 305111 If contipation saecl 5 of 50
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A review of resident 16's January Medication
Administration Record (MAR), revealed that on
1/30/01, 1/31/01 and 2/1/01, the nurse signed thal she
had resident 16"s head of the bed elevated 30 degrees
during the feeding and for one hour after the feeding.

A review of resident 16°s nurses notes revealed that

the resident had not refused to have his head elevated
since hig readrmnit on 12/21/00.

According to the facilities policy and procedure the
correct way o administer enteral feeding through a

feeding tube was (o elevate the head of a resident’s
bed to 30 to 45 degrees during the feeding and for a
least one hour after the feeding.

! Proper delivery of enteral feedings is o elevaie the

head of the bed 30 degrees to prevent aspiration by
gastroesophagea reflux and promote digestion.

( Reference Guidance: Springhouse Handbook of
Clinical Skills 1997 Springhouse Corporation pages
904)

2. Resident 27 was an 83 year old male who was
admitted on 12/21/00 with the diagnoses of a
gastrointestinal bleed, cerebral vaseular accident,
benign prostatic hypertrophy, myocardial infarction
renal insufficiency, hypertension, dementia, and

, duodenal ulcer.

On 1/31/01, at 10:00 AM, resident 27°s dressing
change by the nurse was observed. The nurse was
observed to don gloves prior 1o changing the dressing
on resident 27°s heals. The nurse changed her gloves
between taking off the dirty dressing and the cleun
dressing, However, she allowed resident 27 's heals
to rest on the mattress overlay.
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. procedure is Lo prevent infection and spread of

! gastrointestinal bieed, cerebral vascular accident,
benign prostatic hypertrophy, myocardial infarction

According to the facilities policy and procedure of
how 1o change a dressing, the nurse did not use the
suggested supplies to prevent infection of prevent
cross contamination. One of facilities purpose of the

infection. One of the general infection control
guidelines is to observe standard precautions. One of
the supplies needed during the dressing change of
resident 21 heals was a paper towel or iowelette drape
between the resident heals and the mattress . The
facilities wrillen procedure is to create a clean field
with paper towels or towelette drape.

Meticulous aseptic technique during dressing changes
help prevent microorganism from entering the
wound. Reference guidance : Brunner and Suddurth’s
Textbook of Medical Surgical Nursing 8th edilion
1996 Lipponcolt page 416)

3. Resident 27 was a 83 year old male who was
admitted on 12/21/00 with the diagnoses of a

rena) insufficiency, hypertension, dementia, and
duodenal uicer.

A review of resident 27°s medical record revealed
thut the physician ordered on 12/21/01 for resident 27
10 have a regular diet. On 12/26/)0 the physician
ordered for restdent 27 to receive a 4 gram sodium
diet. On 1/23/01 the physician ordered for resident
27 to recejve a high calorie and high protein diet.

A teview of resident 27 medical record revealed that a
copy of the dielary cormmunication slip was present in
{he resident chart,

On 1/30/01 and 1/31/01 during breakfast, resident 27

XHm D PROVIDERS PLAN OF CCRRECTICN {Xs)
PREFIX (EACH DEFICTENCY MUST BE PRECEEDED BY FULL PREHX (EACH CORRECTIVE ACFION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATICK) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 30% | Comtinued Frotn page & B 309
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| Resident 27 was observed (o have consumed 100
i percent of his meal.

i conducted with Lhe food service supervisor

was observed not 10 have a diet slip on his way.

On 1/31/01 the dietitian and Assistant Director of

Nursing (ADON) was interviewed in regards to the |
resident 27 recent weight loss. The dietitian stated f
thal she makes the recommendations and it is up 10 .
nursing to carry her recommendations through.

On 02/¢41/01 at 12:00 PM, an interview was

concerning fortified enriched foods and the food
supervisor was asled if resident 27 received any of
the fortified enriched foods. The food service
supervisor stated that resident 27 was receiving a 4
gram sodium diel. She further stated that she had not
received any other diet slip and that sometimes there
is miss communicaton between mursing and dictary.

On 2/5/01 at 8:30 AM, an interview was conducted
with the foad serviee supervisor on the process of
which diet forms are to be filled out and what diet
resident 27 was currently receiving. The dietary
supervisor stated that the dietilian makes her
recommendations, the nurses are to fill out the diet
slip and give her the slip so she can ake the
necessary changes. She stated that resident 27
centinues to be on 4 gram sodium diet .

4. Resident 102 was readmitied 1o the facility on
03/02/00 with the diagnoses of insulin dependant
diabetes mellitus, chronic obstructive pulmonury
disease, osteoporosis, cancer ol the bladder, renal
insutficiency, hypothyroidism, hyperlipidemiia,
depression, obesily, peripheral neuropathy, ataxia,
hypertension and chronic constipation.
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i & review of the the resident’s closed medical record
was dene on 02/05/01.

A physician’s order had been written on 06/18/00 for
the resident 1o have Foley catheter changes and
irrigations 1o be done every other week.

A physician’s order written on 09/13/00 stated "please
remember to flushfirrigate catheter q.0 (every other)
‘} weekly.”

A review of the Seplember treatment record showed
that no catheter changes or irrigations had been
initialed by the nurses as being done, there was 2
hand wrilten note on the treatment record stating
that the catheter had been changed on 9/30/00, A
nurse’s note written on 09/15/00 at 1500 stated "new
down drain bag replaced (with) 700 cc (cubic
centimeters} of yellow urine emptied”. There was no
documentation that the catheter had been imigated or
changed as ordered,

In an interview with the DON on 02/03/01 at 4:30
PM, regarding the catheter changes and irrigations
not being done, she stated "the physician’s
recertification orders from June through September
all indicated 1© change the catheter moenthly and as
needed". When she was shown the physician's orders
written on 6/18/00 and 9/13/00 to do every other
weekly catheter changes and imigations she said "a
nurse should have called the physician for
clarification”

483.25(2)(3)QUALITY OF CARE

A resident who 1s unable 10 carry oul activities of

F 309

F312

HCFA-2367L

ATGI12000

Bvent IC 305L11

If corgmmtion sheet ¥ of 50



Mar 08 01 05:01p FEDERAL HEIGHTS 8013283926 p.11
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOER;TE%Rgfg’g
HEALTH CARE FINANCING ADMINISTRATION 2567-1,

STATEMENT OF DEFICIENCIES . r
(X1) PROVIDER/SUFFLIERACLLA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER- ) COMPLETED
A. BUILDING
465055 B WG 246/01
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FEDERAL HEIGHTS REHAB AND NURS ;if-?olﬂrkg CITY, UT 84142
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACHDEFICIENCY MUST BE PRECEEDED BY FULL PREAX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

" Resident 45 was observed Lo receive her tray at 8:00

' resident made no attempt to feed herself and in fact,

daily living receives the necessary services to i
maintain good nutrition, grooming, and personal and i
oral hygiene, .

This REQUIREMENT is not met as evidenced by:
Based on observations during meals in the facility it
was determined that the facility did not assure that
residents who were unable to carry out activities of
daily living received the necessary services to
maintain good nutrition by providing needed
assistance with dining. This occurred in 5 of 20
residents chserved in the first floor dining room and 3
of 5 residents observed in the second floor assistive
dining room. Resident identifiers: 34, 35, 45, 55, 59,
64, 75, B6.

Findings include:

1. Observations on 01/30/01, in the North dining
room, of the breakfast meal from 7.40 AM 0 8:26
AM and the lunch meal from 12:50 PM to 1:40 PM
revealed the following:

a Breaklast meal:

AM. She was provided set-up help and the aide
continued to pass trays to other restdents, The

did not consume: any foods or liquids (Tom her tray.
AL3:25 AM a CNA (certified nursing assistant)
assisted the resident with one bite of foed and then
Tefi the table to assist other residents. The resident
received no further assistance from the staff and was
wheeled from the dining room without consuming
any additional foods or fluids from her tray.

b. Lunch meal: \

F312

Federal Heights Rehab is commitied to
ensuring that each residemt who is unable to
carry out activities of daily lving receives
the necessary services to maintain good
nutrition, grooming, and personal and oral
hygiene

Corrective Action for Identified Residents
Resident 43 no longer resides at Federal
Heights. Residents 34, 35, 55, 59, 64, 75,
and 86 dining needs will be rcassessed by
the Director of Nursing or Designee and
indicated intervention instituted and

care planned by 3/27/01.

Ldentification of Residents Potentially

Affected

Any residenl in need of assistance with
dining to maintain good nutrition has the
potential lo be affected.

Measures to Prevent Recurrence
Licensed nursing staff and certified nursing
assistanis will be inserviced on 3-27-0]

by the Direcior of Nursing or Designee on:

1. Preparing dining rooms for meals

2. Serving trays in a manner so tables
are served together,

3. Assisting residents with meal set-up
by remeving covers and cutting up
food as needed.

4. Assisting, timely, those residents in
need of assistance and cueing with
eating,

5. Replacing food as needed such as
when resident may pour salt in
cereal or milk into water or if
another resident takes the residents

J food.
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F312 Continued From puge 10 Falz All residents will be assesged by a Dining
Resident 35 was a 75 yelar oid fcrna].e with Qiagnoses Committee for dppropriateness of djm'ng
{ Including CVA, demnentia and protein calorie room by 3-27-01 placement in relation )
malnuirition. She had been assessed on her MDS ( assistance needed and appropriateness of
minimum data set) dated 11/10/00 and 12/11/00 as ! scating. Indicated chanpes will be made
! g 2 I
being totally dependent on staff for eating. The ; Jadall] :
resident’s meal tray was uncovered and sel-up for her !
at 1:00 PM. She was not observed ta receive {
assistance with her meals until 1:20 PM, Oer | The Dietary Service Manager will in-service
Tesidents at her table were being assisted by stafF or | dierary stafby 3-13-0lon necessity of
were feeding themsejves. Twenty minutes passed serving nightly ©S at an appropriate
- before the resident was offered assistance. tempersture and not frozen,
f Ny . ) | Monitoring/Ouality Assurance ‘
l Resident 59 waus observed to ;rece;v.c his tray at 12:50 l The Directar of Nursine or Designee will I
PM. He made no atempt (o feed himself and | deveiop an audit t0al by 3-27-01 10 monitor
received no promp_nng or assislance from the staff. | compliance with proper timely assistance r
He consumed nething from his tray and was observed | with meals, replacing foed as indicared. and l
o move his food items around on his plate. At 1:30 I serving meals so tables are served {ogether
PM. 4 CNA began to help feed him and he ¢id begin Audits will be done by Director of Nursing {
{0 eat. Forty minutes passed before any assistance was or Designee weekly for 6 months and hen
offered. monthly for twe months with monthly
Tepotts to the Performance Improvement
| 2. Observations on 01/31/01, in the North dining Comrritiee {Quality Assurance) for threc
100y, of the junch teal from 12:38 PM- 1:25 PM months. Thereafter audiis and reports wiji ‘
revealed the lollowine: | continue dirccted by (he Performance |
! y [ Improvement Commi(ee. ;
i Resident 55 received her lunch tray at 12:59 PM. She | . ) . . . '
[ ate her meal with her fingers with no prompting or ) ;’hc D“'?’C‘U;C‘r Nmﬁmg “"é[ be re§;')on51blc
| assistunce provided by staff. She was served a Mighty! "_Elcl‘)’:u““c | cogtg Hance. Lomective action
" shake supplement on her tray which was stil] partially | wi completed by 44301,
frozen, The resident wag allemnpling to drink the 4 T 9 Vore
. . e <
shake but it was toe thick, The stafy was not chserved | Aune s w Yealdd
lo repiace the shake or help to thuw it so it could | ﬁ e fl,,,( ch- b wWeeBS ins
betier be consurmed. She did not drink the shake. wms,
' F‘ b rmenit
| Resident 35 received her tray ai 1:04 PM, it wag |
| set-up b staff and uncovered. She was first assisted I
p oY S
| by staff with leeding at 1:14 PM, 1 bite of french fry
| was given Lo the resident by the CNA. She was not |
ICFA-2567L ATCH2000 Event IT 30511| ¥ continuation sheer 11 of 50
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L

again assisted with her meal until 1:25 PM. During
the meal, 2 other residents at Lhe table were being

t assisted by staff and the third was attempling to feed
herself. Restdent 35 waited 10 minutes from the time
she initially received her tray until she was fed 1 bile
of foad then an sdditional 11 minutes Passed before ‘
she wus again assisted to eat. l

\

Resident 34 received her tray at 1:08 PM, 9 mimiles
after the first tray at her table had been passed. The
other 3 residents 4t her lable had received their trays
I'and 2 of the residents were

. eating. She was observed to pick up her dessert
suucer, Which contained a slice of pie, and attempted
to drink from the dish. She then began o eat her pie
with her fingers. No staff PIOmpUNg or assistance
was provided. She was not encouraged to eat the
other foods ttems on her tray or to drink any of the
fluids provided. Al 1:25 she began to eat her
hamburger. No staff assistance was provided during
the meal.

3. Observation or: 02/05/01, in Lhe North dining

rcom, of the breakfast meal from 7:30 AM 1o B:25

AM and the lunch meal from 12:00 PMto 12:59 PM
| revealed the following:

I‘ a, Breakfast meal;

1

" Resident 35 received her breakfast tray at 8:09 AM.

I Her truy was uncovered and placed before her by a
CNA. Shereceived assistance wilh her meal a 8:23
‘ AM, 14 minutes after her tray had been placed in

| front of her and uncovered. She waiched us (he other

residents at her table were assisted by staff or were
feeding themselves prior to being assisted,

b. Lunch meul: ‘

HCEA-2567L
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. observed her take the juice,

F31z ‘ Continued From page 12

Resident 35 received her tray at 12:48 PM. She was
fed a few bites of food at 12:52 PM, 4 minutes later by
the CNA. The aide then began to assist cther ;
resident’s at the table. She next received assistance at
1:05 PM when she was fed one bite of food, 13
minutes after she was initially assisted, She then
wailed until 1:15 PM when she was fed ancther bite
of food, ten minutes had passed. Again, the CNA
began to assist other restdents uatil 1:25 PM when
the aide sat down and helped resident 35 finish her
meal. Thirty seven minutes passed between the
resident receiving her meal and being assisted to
complete her meal.

3. Observation of the second floor assistive dining

i room on 1/30/01, during the breakfast meal, revealed
' the following: i

a. Resident 64 was observed at 8:10 AM seated at the
dining roorn table in her whee] chair waiting for her
breakfast 1o be delivered, She was pelite in stature
and in & wheel chair appropriute for her size, however
the lable surface where her plate would rest was ar
her eye level.

AL B:20 AM, resident 64 did not have her tray yet
even though ber table mates had theirs. Resident 86
who was seated next to her had his tray in front of
bim but was sleeping and not ealing. Resident 64
reached over to his tray and took his glass of juice and
Was attempling 10 remove the plastic wrap cover,
Staff were in and out of the dining room but no cne

AL8:25 AM, resident 64 was observed Irying to drink
the juice she had taken from the other resident and
wag attempling unsucecesstully to drink it with the

HCFA-2567L
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plastic wrap covering still on it. After struggling with
it for a few more minutes she managed (o get the
cover off enough 1o drink all of the juice. Staff never
noticed that she took the juice nor did they give
resident 86 another juice.

At 8:40 AM, resident 64 received her tray after
wailing for 30 minutes, The tray was placed on the
dining room table so that the plate of food was at her
eye tevel and the resident had o reach up to get her
food. Stalf did not leansfer her to another chair or
place her at a table which would better accommodate
her smail stature. The resident wus observed Lo move
her utensils and dishes around on the table but was
eating little.

AL 8:50 AM, resident 64 continued to eat very little
and a nurse’s aide walked by and said "[Resident 64}
why aren’t you sitting at your table?" and gestured
toward an over bed table (adjustable in height) which
was silting nearby unused. The resident wus not
moved 5o that she couid see her tood and reach it.

At 8:56 AM, resideni 64 asked for a donut. The staff
mermber tock the dosut, which was on the way
already, fed her a bite of it and piaced it where the
resident could see it and reach it. The resident after

being assisted with a few more bites of food from her :

tray began to feed herself.

b. Resident 86 was observed sitting up to the table in

his wheel chair sleeping at 8:03 AM. His breakfast

i tray was 1n frent of him with the cover on it.

At B:20 AM, resident 86 woke up and began moving

iterns about on his tray. He took the cover off his
plate and ate a couple of bites of egg with his lingers.
He was observed to be extremely shaky and had

(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERT FLAN OF CORRECTION X5
PREAX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHQULD BE OOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 312 | Continved Frorn page 13 Fi32
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difficulty getting the egg to his mouth.

A18:25 AM, resident 86 was coughing and staff who
were in and oul of the dining roam did not check on
him. After the coughing spell, he egan 10 moan,

Al B30 AM, resident 86 continued to moan and was
making no atternpt ko eat.

At 8:35 AM, 30 minutes later the a staff person
started to assist resident 86 to eat.

¢. Resident 75 arrived in the dining room at 8:10 AM
and was given her tray,

AL 820 AM, the resident was observed moving items
arpund on her tray, stirting her cereal and not eating
anything.

AL 825 AM, resident 75 opened her packet of salt
and stirred it into her cereal. Staff who were in and
out of the dining room did not notice the resident
place the salt in her cereal nor did they assist her or
prompt her 1o eal. The cersal with the salt in it was
nat replaced.

Al 8:35 AM, resident 75 requested a drink of waler
which staff gave her and she was prompted to eat.

|
At 8:45 AM, the resident continued to rnove itemns i
around on her tray and was eating very little. She ‘
was observed to pour her milk into her glass of water. |
Staff did not observe his happen and neither the
water ot the milk was replaced.

AL B30 AM, 40 minuies after the resident arrived in
the dining room the staff began to feed her and she
| ate reluctantly.

HCFA-25671
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d. Observation of the second {loor assistive dining
room from 8:00 AM until 8:35 AM, where six to
seven residents who required assist/prompting with
eating were seated, revealed that staff were in and out
i of the dining room. Some of the resident’s had thetr
meal Lrays in front of thern with the plate covers on.
Two of the resident’s irays had been set up so they
could eat. No consistent assisiance was given to any
of the residents, At 8:30 AM, the direcior of nurses
came inlo the dining room and made a comment
about no one being there to feed the residents and lefL.
| At 8:35 AM, staff members came inta the dining
| room and began feeding residents.
i
F329 | 483.25(3()QUALITY OF CARE F 329 £330 i
§8=6 . . . Federal Heights Rehabilitation is committed -
Bach resident’s drug regimen rmust be free from {0 ensuring that residents are free from !
unnecessary drugs. An unnecessary drug is any drug unnecessary drugs.
when used in excessive dose (including duplicate
therapy}; or for excessive duration; or without Corrective Action for Identified Residents
adequate monitoring; or without adequate indications Residents 21.@ 104 no longer reside in
for its use; or in the presence of adverse the Facili . - .
consequences which indicate the dose should be ﬁ Res: 3en¥ 103 imskead of Resident loz
: reduced or discontinued; or any combinations of the Identification of Residents Potentially
| reasons sbove. ‘ affected
; ! Any resident receiving an anticoagulant has
‘This REQUIREMENT i$ not met as evidenced by: the potential 10 be affected.
Based on observations, interviews and medical record X
review, it was determined that residents’ drug ww .
rezime,m wer.c not free from unnecessary dosues of The licensed nursing staff will be inserviced
£ A / irector of Nursi Designee b
coumadin for 2 of 20 residents (103 and 104) and 1 by the Director of Nursing or Designes by |
additional supplemental residenis ( resident T TDefinition of an unnecessary drug,
identifiers 21}. An unnecessary drug is any drug 2. How coumadin may fall into the ‘
which is used withoul monitoring and in the definition of t
presence of adverse consequences which would an unnecessary drug. i
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Lsboratory gegts

indicate the doge should be recluced gr discontinued, Prothrombin time (PT)

Reference 1o F-502. and Internationg; Normalized Ratio
(INR)

Findings inciude: play in monitoring nge of

anficoagulangs, Therapentie
ranges will ajgo be explaj
4, Necessity of Gareful moniggr; af

| Cournadin jg an org| anticoagulant ysed ta contro]
\' and preven: clotting disorders, H’escn‘bing the dose

that hoth avais bleading complications and achieves | :'gz;:t;r?d :zst’f.:n;:lfol]ow Physician
| therapeurc fange of clotting limcs_rcqu.ires | DOLEfy phsic id Ixbe )
| mommrjng through laboratory testing. The ofgnalpr Fmane (atom s p‘::t.:fdc
| prothrombin tima (PT)is a Ia correc&c:ut% r Fs02

5. Necessity of timely obeain;
orders from the Physician ag 1 what
the nurse shoyty do with laboratary
lests are outside of goal range,

6. Nocessity of accurately ranscribing
anticoagulant orday from physician
orders 1o MAR (Medication
Administration Record) ang TAR
{Treatment Adminisiration Record)
7. Protocol for Adminisr.ratinn of
! with inpnt fram the
annmam ]

Resident 23 recetved seven doges of cournadiy, despite
‘I the physician order to discontinye cournadin,
|

Resident 104 received eight doses of coumadin
without the taboratory feg INR being done every
other day as ordered by the Physician.

According (o the laboratory thay the facility uses, a

HCFA. 25671 ATG 12000 Evant IT 3051 ¥ comomgon sheey 17
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normal PT range is 10.00 seconds through 12.00
seconds. A norma) INR range is 2 00 through 3.09,

Any PT or INR Iabcratoryva}ueoulo[meabove ive Ak, ill be
range is abnorma). m Chion wil} completed by

Resident 104 ﬁ Cervechng deve win o e

Resident 104 was admjneq 1o the facility on 10/23/p0 oY /D Efot.
with the diagnoses of deep vein thrombosis, f
pulmonary embalus, bypertension, atrjaf fibrillation, |
Ostecarthritis, obesity and mild rena| failure,

The Director of Nyrg Services or

1. Review of the resident’s medica) record from the { |
facility docurmented the fallowing: J

|
* A physician’s adwmission order dated 10/23/00, !
Stated: "Coumnadin 2 5 PoQD [every day). QoD
fevery other day] PT. INR [with] goal 2.3 »

During an inlerview with q laboratory technician o
C1/31/01 at LOOPM, she wag asked if there was a
laboratory result for the PT, [NR teg; ordered for

|

ATGH (2000 Event IT 30513 If continuakon shee 18¢
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it meant the Specimen hag not been collectad” |

There were ng ENITes on the Tesident's treatment
record for the PT ang INR which should have been
done dccording to the order on 10726, 10/28, and
10/30.

J

d. A physician’s order dated 11/01/00 was for the [ I
Tesident to be admitted to the bospitat for observation,

e No chumentation could be foupd in the medica]

Teported pt (patient) haq been transferrsd to the
hospj1a! for evaluation®,

1 2. Areview of Tesident 104°g bospital medica record
[ documenteq the following;

|

a The EIergency room history ang Phbysical dareg

11/01/00 stated: --"presents to the SInergency room

'supratherapeur.ic‘ INR leve] of 1537, . "we will hold
all Coumadin treatment and transfuse the Patent with
6 units of frozep plasma., "

b A Physician’s order written og 1 L/02/00 stateg:

! “give & unirs FPS [fresh frozen plasma)] thg AM - |
(with) 5 mg Vit (vitamin) K subqg (subcu!aneaua)."

ATG 12000 EventIT 30511 Ifcona‘nuaﬁnuhea e
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teTmn care facility,

Resideni 21 |
Resident 21 was an 8 year old who was readmitted
on 11/9/00, to the facility with the diagnoses of
urosepsis, urethrai trauma, and coumadin toxicity.

| A review of regident 21" physician’s order dated

|

11/17/00 documented that the resident was to recejve
7.5 mg of coumadin on every Wednesday and
Saturday and § mg of coumaditt on the other days of

£ave a verbal order to discontinue 5 mg of coumadin

| every day. A review of the resident MAR

the week. On 12//00 aL 4:00 PM, the physiciag ‘

documented that resident 21 received 5 mg of [
coumadin every day ar 5:00 PM on 12/8/00, 12/10/00,
12/11/00, 12712400, 12/14/00, and 12/17/00,
According to the MAR 5 mog of cournadin was not

| administered on 12/18/00 due tor the physician’s

disconrinuing the current coumadin order.
Therefore, seven times the resident received an
unnecessary medication. ’

Resident 103

Resident 103 was admitted to the facility on 09/713/00,
with the disgnoses of deep vein thrombosis, diarthea,
anemia, insulin dependant diabetes mellitus,
paraplegia, hypothyroidism, chronic renal
insufficiency, ileo candnit vrostomy and fractured
fermur with nailing.

1. A review on 02/05/01, of resident 103's ciosed |
medical record documented the following;
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a. A physiaian's order wrirten on 09/15/00, wes to

! check the INR and PT every week. It was noted thar
the physician had written an arder to hold the
coumadin on 9/16/00 because the INR result was 5.5.

b. A laboratory vepoit of a PT and INR test done on
09/26/00 showed a PT of 32.3and INR of 8. A note
an the jaboratory report showed that the report had
been faxed instead of reported by telephone 10 the
physician on 9/26/00. There was no indication the

! Physician responded i the abnormal laboratory

i resulis before 9/28/01.

had received coumadin 5 mg on 09/26/00 and
coumadin 2.5 mg on 05/27/00 Therefore, the
! resident recejved two doses of unnecessary
medication,

d. A physician’s order WTiiten on 09/28/00 was to |
| bold coumnadin today and tomarrow 9/28, 829 and 10
give Vitamin K 2.5 g Po (by moutk) today,

‘ ‘ 2. A laboratory report for an INR test done ap

l 9/29/00 showed a PT of 41.1 and INR of 127, A
physicians order written on 09/29/00 was (o give
Vitamin X 2.5 mg Po today. |

I
’ f. A physician’s Progress note written on 10/02/00

. | slated "[Resident] became sigoificanily over
., anticoagulated last week & received Vitamin K *

3321 483 25(m)(1)QUALITY OF CARE Fin
8S=F

| The facility mus; ensure that it is free of medication |
! error rates of five percent or greater. ( /

ol HCFA-25671. ATGHIZ000 EvenlIT 30511,
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FEDERAL REIGHTS REHAB AND NURs

SUMMARY ST, ATEMENT OF DEFICTENC IES
EACHDEFICIENCY MUST BE PRECEEDED OY AL,
REGULATORY OR LSC IDENTIFYING INFORMATION)

Tepresenting an 11 .74 eITor rate, Resident
identifiers- 48, 47, 51,

Findings include:

Observations of medication administration were made
on 1/30/01 betweag 7:30 AM and 11:45 AM. Two
urse surveyors abserved nurses provide medications
for residents i two different areas of the facility. The
following was observed:

Resident 48 |
1. On 1/30/01, the medicatior mypse was observed to
adminjster Lanoxin 6,125 mg (milligram} 1 resident
48. The dosage of Lanoxin wag scheduled 1o be given
at B:00 AM. This medication was missing from the

medication cart 5o the dose was not given unti] it wag

obtained from the phannacy. The Lanoxin dose was

given to resident 48 g 12:45 PM (4 hours apg 45 |

practice indicate that 5 medication is considered late

if given more than I hour after it's scheduled time,
|

2. On 1/30/01, the medications Synthroid g, 15mg

and Lasix 20 TOE Were also missing from the |
medication cart a; i

HCFA-25571, ATGI 12080 Bvent IT 305131 ¥ contiambion shooy 220
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later than the ordered lime).
3. On 1/30/01, 2 ampules of the medication

via nebulizer. The nurse Placed the medica
hus shirt pocket at approximately 9:00 AM.

treatment was started.

not been given to resident 48. A while later

‘ Resident 47

‘ 1. On 1/30/01, the medication Thyroxine 0.

4. On 1/30/01 at 11:00 AM , after the above
nebulizer medication had been given to resident 48
the surveyor asked the medication muse if all the
respiratory medications that had been schednled for
the moming medication pass had been ;iven. The
nurse indicated they had. The surveyor noted earlier
[ that the AeraBid inhaler ordered for 8:00 AM, had

medication nurse told the surveyor that he/shie had
checked the MAR (medication adminisiration record)
and had found that the AeroBid had not besn given.

j But that it had now been provided 1o resident 48.

missing from the medication cart at the schediled
administration time of 8:00 AM. This medication
needed to be obtained from the pharmacy. The

ordered dosage of Thyroxine was obrained and [
provided to resident 47 at 12:40 PM (4 hours and 40 l

resident 48 at 12:45 PM (4 hours and 45 minutes

Albuterol 2.5 mg/Atrovent were ardered to be given

non in {
Al 11:.00

AM the surveyor noticed that resident 48 was using
her nebulizer  When the medication qurse was
questioned regarding the observation of resident 48
and the nebulizer treatment he indicated that the
medjcation still needed to be given. The medication
Wwag niat in the nebulizar that resident 48 was using.
The 2 ampules of medication were then placed intg
the nebulizer by the medicalion nurse and the

the

1 mg was

10 ensure it is free of medication etror mtmy
of five percent or greater.

Correction Action for Identified
Residentsy
Residents 48, 47, 51 are receiving

medication at the scheduled umes and
within the aceepted standard of practice,

Identificgtion of Residents Potentially
affected

All residents have the Potential to be
affected.

me@mwmumu“-
7 b

Measures to Prevent Recurrence
Licensed nursing staff will be in-serviced by
?g_/l_?__!g]by Director of Nursing Services or
Designee on facility Policy and Procedures
on proper and timely administration of
medication. In-service will also include:
1.Timely administrarion of igsulin
according to standard of practice
2. Standard of Practice for
administration of inhalars
3. Process for ordering medications
to ensure that medications are
avaiiable for administration s
scheduled times,

HCFA - 25671, AT 12000

EventT 305111
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. ) Momgﬂmm Aspurance
minutes later than the ordered time). .
] An audit tool will be developed by 327y
Resident 5 by the Director of Nursing or Designee 1,
monitor continmed compliance with the
1. On /30401, he medication nurse wag observed 1o adminisiration of medication within ghe
Setp and administer 16 vnits of regular insylin and scheduled times ang within the accepted
26 units of NP msulin per injection 1o resident 51. standard of practica related 6 ingylip and
The medication wag scheduled o be given at 800 inhalers Audits will he dons weekly for 6
. AM. The insulin dosage wag obsarved io be given 1 weeks with reports by the Director of
resident 51 a1 0:15 AM, over ane hour afier he had Nursing or designee 1o the Perfo
eaten his breakface. Scheduling insu)ip during/after Improvemen; Committee { i
breakfast does no meet the guidelineg of acceptable Assorance) nonthly for 2 months and they
standards of practice, The tedication was given 1 38 directed by the Performance
howur and 15 minutes jater than the scheduled 200 Improvement Commifree.
AM. |
The_ Director of Nursing Services or
In the Textbook of Basic Nursing, sixth edition, Designce will pe responsible for contingeg
| Carotine Bunker Rosda], RN-C, BSN M4, compliance.
copyright 1905 page 1067, stated, "Regular insulip ) . 3
and semilente inmulip ape quick acting and are giver, Corrective action he completed b’_@ ;
15 to 30 minutes befqreameajsolheywiﬂ reach the fe“—‘ov.‘ d_&\, -Ob o\
/ bloodstream at about the same time a5 the glucose il co ’ l
[ fromthemea]...lntermediale-aumgmminare mstrad of e4/ivfer
’ usuaily piven 30 Ininites befora breakfast  Their
action will handle the glucose from meals during the
{ day. Regular insulin is often combined wth
ntermediate ang long acting insulin for the best
glucose managernent. " }
|
| Page 1069 stated "Nursing Skil) Guudeline, Giving | I ;
| Insutin_Ingulin js usually given hefore meals, { |
(Rationale: To roake sure the patient is pot getting |
oo much or tog Little msuliny Give 1he insulin on | l
Ume. (Rationale: Tha dosage depends op the |
schedule Alteration in the time is dangerous (o the
palient.)"
2. On 1730101, 1he Imedication nurse wag observed 1o
HCFA.25671 ATGLI2000 Event IT' 3051,19 ¥ continetion shee 24.
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Provide resident 51 with 2 ordered Tespiratory
inhalers, Ipratrophum Bromide 10 meg (mnicrograms)
| 2 puffs and Albuterol 90 meg 2 puffs. These
. J medications were ordered 1o be given as needed.
: Resident 51 was complaining of having some
Tespiratory distress and requestad the inhaleys.

The medication rurse placed the inhaler opening into
resident 51's mouth apd asked, "Are you ready?".
When resident 51 indicated that he was, the
medication nurse releaged g puff from the inhaler.
Aftet the release of medication into the resident’s
i mouth, resident 51 took a breath. This continued
i throughout the 4 puffs given to resident 51,
Observation of the method uged by the nurse to
administer the inhalers mdicated the resident did pot
| receive the full dosage possible. Without the resident
N being in the process of inhaling at the beginning of
R the administered puff, most of the medication droplets
! are gpraved onto the back of the throat and do not
i reach the intended target, the hmpgs.

The four puffs of medication were administered

without a pause for the medication to absorh, The

aceepled standard of practice when giving inhaler

medication is to wait at least § minute between puffs.

This waiting time as noted in the reference below

x | when teaching residents to do their own inhaiation

| treatments may be of a longer duration with further
benefit.

The Mosby Year Book of Basic Nursing Theory and

. Practice, second ed; lion, Patricia A. Potter, RN, |

— MSN, and Anne G. Perry, RN, MSN, ANP, EdD, l

] copyright 1991, pages £(X) - 601, provides instrugtion |

and rationale for the uge of inhalers and in part '
stated, "...Open lips and place inhaler in ‘
mouth.. Exhale fully.. While inhaling slowly and |

HCPA.25671 ATG 12000 EventIT 305L1] If continmtian sheet 25
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deeply through mouth, fully depress medication
canister...hold breath for approximately 10
sec....Exhale... wait 5 1o 10 minutes between
inhalations or as ordered by physician.” The
rationale section stated, "Medication is distributed 10
airways during inhalation...allows tiny drops of
aeroso] spray to reach deeper branches of
airways...Drugs must be inhaled sequentially. First
inhalation opens airways and reduces inflammation.
Second or third imhalations penetrate deeper airways.”
F 368 | 483.35(N(1)-(3)DIETARY SERVICES F 368 Fl68 )
S5=E

Each resident receives and the facility provides at
least three meals daily, at regwlar limes comparable
to normal mealtimes in the community.

There must be ne more than 14 hours between a
substantial evening meal and breakfast the following
day, except as provided below.

The facility must offer snacks at bedtime daily.

When a nounshing snack is providad at bedtime, up
lo 16 hours may elapse between a substantial evening
meal and breakfast the following day if a resident
£roup agrees Lo this meal span, and & nourishing
snack is served.

This REQUIREMENT is not met as evidenced by
Based on comments from 8 of 10 residents in a
eonfidential group meeting and interviews with 3
additional residents , it was determined that the
facility did not offer snacks at bedtime daily.

Findings include:

Federal Heights Rehabilitation is committed
to offering snacks at bedtime daily

Corrective Action for Identified Residents

No specific residents were identified

Identification of Resjdents Potentially
Affected

All residents have the potential 1o be
affected

Measures {9 Prevent Recurrence
Nursing staff will be inserviced by /27401
by the Director of Nursing Services or
Designee on the requirement of offering

snacks at bedtime daily.
onitoring/Quality Assu 3
Alt audit tools will be developed by the

/2701
o audit continued compliance with the
offering of a bedtime snack daily. Audits
will be monthly for 3 months by Director of

1

HCFA-2567L
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1. A confidential group meeting was held 01/31/01 at ::heth) Assurance) in April and May and
. n as directed by the Performance
10:30 AM. Eight out of 10 residents stated that they Improvement Committee
were not offered and did not receive a snack at '
bedtime. Contimued compliance will be the
. responsibility of the Director of Nursing
2. Interviews with 3 additional alert residents, not | Services.
present n the group interview, revealed that they oo | Corrective action will be wmplaedm
dmjed!:emg qffered or receiving a snack at bedtime va.,‘u,(_\ e Oeke Wi v ve. Vq/& fe
on a daily basis.
F 371 483.35(h}(2)DIETARY SERVICES Fi71 F371 .
$S=E Federal Heights Rehabilitation i5 commitisd '1 t,

The facility must store, prepare, distribute, and serve
food under sanitary conditions.

This REQUIREMENT is not met as evidenced by:
Baszd on observations it was determined that the
facility did not store, prepare, distribute and serve
food under sanitary conditions.

Findings include:

The: following observations were made 01/29/01 from
10005 AM- 10:35 AML

1. Pour and a half bags of hamburger meat were
sitting on a tray by the sink. Except during
preparation, cooking, or cooling polentially hazardous
food shall be maintained at 41 degrees Fahrenheit or
less.

Reference Guidance: US Public Health Service FDA
1999 Food Code, page 63.

2. Two cleaning cloths were behind the sink, not in

use and not in a sanitizing solution.

to store, prepare, distribute, and serve food
under sanitary conditions

Corrective Action for Identificd residents
No residents were identified.

Identification of Residents potentially
affected

All Residents have the potential o be
affected

Measures to Prevent Recurrence
Dictary staff will be in-serviced by the
Dictary Service Manager or Designee on the
following policies and procedures
1. Thawing meat property
2. Placement of cleaning cloths in
sanitizing solution
3. Not stacking dishes wet
4. Not leaving scoops in bins
5. Covering, dating , labeling,
closing food items in the
refrigesators or freezers
6. Discarding expired food items

[} L
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Audlit tools will be developed by Dictary
3. Two trays of 40z (ounces) glasses, 79 glasses lotal, Desi 3120 01

and two trays of 80z glasses, 121 glasses total, were
stacked wet. Stacking dishes wet provides a medium
for bacierial growth.

4. There was a scoop in the brown sugar container
with the handle in the product. The handle is
eonsidered contaminated because it is handled by
staff,

5. The walls behind the sink beside the sink, behind
the microwave and behind the food preparation table

were dirty with liquid and food splatiers and had a
greasy film covering them.

6. The ceiling was dirty and dusty above the
sprinkler heads.

The following items were found in the reach-in
refrigerator:

1. A container of chicken base was uncovered.
2. A bag of ham was unlabeled and undateg.

3. A tray containing 14 cups of pudding was
uncovered, unlabeled and undated.

4. An open bag of whipped cream, an open bag of
rolts, 2 glasses of milk, and 16 glasses of juice were
not dated.

5. There was an expired container of strawberry low
fat yogurt dated 01/23/01 ( 6 days old).

6. A container of applesauce had a plastic cup lying

in the product. Because the cup is handled by staff it

To monitor continued complisnce with the'
six in-service itemns listed above. Audits will
be done weekly for 8 weeks starting 3/15/01
with monthly reports for two months by
Dietary Service Manager or Designee to the
Performance Improvement Committee
(Quality Assurance) and then as directed by
the Performance Improvement Commitiee.

The Dietary Service Manager will be
responsible for continued compliance.
Lerrechea dake Witl be o ] 21
Correction will be compiete by 4-16-01

Aadts il e dowe
Uc:lt\tj fo .«figlbv\ wee ¥ S
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is considered contaminated,

The following items were found in the walk-in
refrigerator:

1. Two pans of jello were tncovered, unlabeled and
undated.

2. There was an open box of margarine reddies {
individual margarine portions). The open box would
allow contamination of the product.

3. Anopen box of I pound margarine blocks were
observed Lo be below pans of uncavered jello. Jello
had spilled into the open box and onto 2 of the
margarine blocks thus contaminating them.

4. Chicken soup in a pitcher dated 01/20/01 ( 9 days
old), 3 bean salad dated 01/23/01 (6 days old),
noodies with tormato sauce, unlabeled and dated
01/725/01 ( 4 days old), hash browns dated 01/19/01 (
10 days cld}. Left over foed should be used or thrown
away within 72 hours after inital use.

5. Three cans of Nepro ( a renal dietary supplement)
were dated £11/01/00. (over 1 vear old)

The following was observed in the walk-in freezer-

1. A bag of pepperoni and a bag of hamburger meat
were unlabeled and undated.

2. A box of liver which was not properly covered,
was not labeled or dated, The top layer of the meat
appeared freezer burned.

F37l
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F372 | 483.35(h)(3)DIETARY SERVICES F372 F372
38=D Federal Heights is committed to disposing of
The facility must dispose of garbage and refuse garbage properly
properly. Corrective Action for Identified Residemts
No residents were identified
This REQUIREMENT is not met as evidenced by. Identification of Residents Potegtially
Based on observations, and an interview the facility Affected
fi a?iled to assure that garbage and refuse was properly All residents have the potential to be
disposed of. affected
Findings include: Measures 1o Prevent Recurrence
Housckeeping, dictary and oursing staff will
On 1/25/01 al 9:40 AM, the facility parking lot was be in-serviced by 3/22/01 by the
ohserved to have 29 garbage bags outside of the Administrator on the facility policy
garbage receptacle. The lids of the two garbage pertaining to disposing of garhage properly
receplacle were observed to be closed. One of the inciuding keeping the lids to the otside
garbage receptacle opened from the top. The other receptacle closed, disposing of garbage
garbage receplacle apened from the side. Both inside the garbage receptacles and keeping
garbage receptacles were observed to be full of area around the garbage receptacle free of
garbage. Ninety percent of the 29 garbage bags garbage.
observed outside the garbage receptacle contained
resident incontinence pads. Other substances Monitoring/Quality rance
contained in the garbage bags were open metal An audit tool will be developed by 3/20/01
contamners of focd, a 10cc syringe and a resident by the housekeeping supervisor or designes
basin. Three of the 28 garbage bags were tom cpen 1o audit facility compliance with the policy
and four resident incontmence pads were observed on of disposing of garbage properly.
the asphalt of the facility parking lot. Two empty 78 Audr¥s 1o ,b‘: do nE wee « N
boxes of cheerios cereal, 2 empty cartons of milk, a The housekeeping supervisor willbe™ 9323 /0 4
half of a stock of celery, and pieces of bread and | Tesponsible for continued compliance.
muffin were observed outside of plastic garbage bags Corrective action will be completed by
on the asphali.
4-16-01. -
While the survey was making these observations the W e
facilities maintenance person came out of the building ﬁ Cocrechion dake w
to dispose of the garbage bags correctly. The oqlg cfor
maintenance man stated that the garbage falls out
while the receptacles are being emptied and that 1he
peaple who empty the receptacles refuse to pick up
| the garbage left behind. The maintenance person
HCPA-2567L ATGHZDOD Event Il 305L11 I continmfion sheet 304
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further stated that the certified nurses aides on night
shift place the parbage bags on top of the lid of the
garbage receptacle. He further staled they can’t open
the 1id and put the garbage into the garbage
receptacle at the same time. The maintenance person
stated that he has repeatedly told the CNA's how to
dispaose of the garbage properly. He fell that the
facility could not fire the CNA’s who are disposing
the garbage incorrectly since there is such a shortage
of help. The maintenance person thought that the
garbage receptacles were emptied on every Monday,
Wednesday, and Friday.

On 1/30/01 at 11;00 AM, 2:00 PM and 3:00 PM, the
lid of the garbage receptacle that opened from the top
was observed to be open while there was garbage in
the receptacle.

On 2/1/01 at 10:30 AM, the Director of Nursing
(DON) was ohserved to be carrying abag of garbage
to the receptacle. The lid of the garbage receptacle
that opened on the side was open. The DON placed
the garbage she was carrying into the the side
opening receptacle. She walked to the other garbage
receptacle to dispose of two other garbage bags and a
cardboard box that were left laying on the asphalt.

Omn 2/5/01 at 7:20 AM, the lids of garbage receptacle
that opened from the top were observed to be propped
open by garbage. The garbage receptacle thal opened
from the side was only half way full.

483.60{e)PHARMACY SERVICES

In accordance with State and Federal laws, the
! facility must store all drugs and biologicals in locked
!

F372

Fd32 F 432

to storing all drugs and biologicals in locked
compartments with only authonized
personoel having access 10 the kevs.

Federat Heights Rebabilitation is commined
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AT(112080

Evem I} 305L11

I contipomtion sheet 31 ¢



03/08/01 18:43 FAX 801 532 8649 Federal Heights d14
PRINTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES Foma
HEALTH CARE FINANCING ADMINISTRATIOMN 25
ST ATEMENT OF DEFICIENCIES DATE SURVEY
e A OF CORRECTION o) ?mﬁmﬁrﬁ (X2) MULTTPLE CONSTRUCTION mlmmm
ENTIF A. BUILDING
465055 B WG 26401
NAME OF FROVIDER. OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
41S90E
FEDERAL HEIGHTS REHAB AND NURS SALT LAKE CITY, UT 84102
X D SUMMARY STATEMENT OF DEFICTENCIES m PROVIDERS PLAN OF CORRECTION x5
FREFIX (EACH DEFIQIENCY MUST BE FRE CEEDED BY FULL FREAX (EACH CORRECTIVE ACT ION SHOULD BE COMPLU
TAQ FEGULATORY OR LSC IDENTEYING INFORMATION) TAG - CROSS-REFHRENCED TO THE AFPROPRIATE DATI
DEFICIENCY)
compartments under proper lemperature controls and Corrective actign for Identified Residents
permit only authorized personnel to have access o No residents were idenrified.
the keys.
Identification of Residents Potentially 3
The facility must provide separately [ocked, Affected
permanently affixed compartments for storage of All resideris have the potential to be
controlled drugs listed in Schedule II of the affected.
Commprehensive Drug Abuse Prevention and Control '
Act of 1976 and other drugs subject 1o abuse, except Mensures to Prevent Recurrence
when the facility uses single unit package drug Licensed nursing staff will be in-serviced
distribution systems in which the quantity stored is by the Director of Nursing Services or
minimat and a missing dose can be readily detected. Designee by 3/27/0 Lon the facility policy
and procedure of maintaining drugs it a
. . . . locked compartment {medication cart) and
This REQUREWNI. = ml_ 1?13: as evldenc?d t.)y. keeping xrlll;gimiion carts locked at all vimes
Based_on observation, the facility did not maintain when out of view of nurse and of the
drugs in a locked compartrnent that only authonzed unacceptability of stacking medications
personnel] had access 10 a5 evidenced by: One nurse prepared in cups on top of the medicatian
was observed 10 leave the medication cart unlocked cart with 0o personnel within view of the
and in the hallway, out of her view, during cart,
medication administration. One medication cart was
observed to have several medications prepared in cups Monitorin ualitv Assurance
stacked on top of it with no personnel within view of An audit tool will be developed by
that cart. 3/13/01by the Director of Nursing Services
or Designes to monitor compliance with
Findings include: keeping drugs locked. Audits will be done
weekly starting 3/13/01 for 6 weeks, with
On 1730/01, observation during the morning reports to the Performance Improvement
medication administration on the east medicare hatl, Committee (Quality Assurance) at the April
revealed that the medication nurse prepared and and May mectings and then as directed by
administered medications 1o the residents on the hall the Performance Improvement Committee.
she was assigned to. During the time that the nurse X . .
administered resident medications, she walked away The Director of Nursing Services will be
from the medication cart and entered each resident’s responsible for continued compliance.
room. The medication cart was not in view of the . . .
nurse and was left unlocked when she entered the m“c action will be completed by
residents’ rooms. The medications in the cart were —_
left accessible to residents and staff who passed.
On 2/6/01, at 11:10 AM, obzervation revealed that
HCFA-2567L ATGI12000 Eveat [ 305L11 If continostion sheet 32



The facility mus? require staff to wash their hands
after each direct resident contact for which
handwashing is indicated by accepted professicnal
practice.

This REQUIREMENT is not met as evidenced by:

Based on observations, the facility did not follow
accepted standards of professional practice for
handwashing as evidenced by: A nurse did not wash
or sanjtize her hands between medications passed to
residents after direct contact with the residents,
nursing staff did not wash or sanitize their hands
between assisting residents in the dining room and
dietary staff did not wash or sanitize their hands prior
to and duning the preparation of food.

Findings mchude:

1. On 1/30401, during observation of tbe morning
medication administration on the east medicare hall,
ke nurse was observed 10 administer medication (o
residents. She was observed to touch the resident’s

Federal Heights Rehabilitation is committed
to ensure all staff wash their hands as
indicated by accepted professionat practics.

Corrective action for Identified Residenty
Mo residents were identified.

Ideotification of Resident Poteatially
affected

All residents have the potential (o be
affected.

Messure to prevent recurrence
Facility staff will be in-serviced by 3/27/01

by the Director of Nursing Services or
Designee on hand washing after each direct
resident contact or other contact that would
merit washing or sanitizing of hands.

The nursing staff will be inserviced
by4/10/01 the Director of Nursing or
Designee on the specific area cited that
apply to the nursing staif.
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F 432 | Continued From page 32 F432
several cups of medications were prepared for
residents and stacked on top of the medication cart, at
. the nurses station, on the west medicaid floor. The
nurse responsible for the medication pass was
i observed at the north end of the hall passing
T medicaticns to other residents. Observation revealed
; no personnel present at the nurses station.
) On 2/6/01,at 12:00 PM, ohservation revealed the
: same cups of medications remained on the top of the
T medication cart at the nurses siation. Observation
; revealed no personnel present at the nurses station.
F 444 | 483 65(L)3)INFECTION CONTROL Faa4 F 444
58=E
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F 444 | Continued From page 33 Fada The Dietary Staff will be inserviced by
bed with the first medication pass. The nurse wes not 4/10/01 the Dietary Service Manager or
observed to wash or sanitize her hands after leaving Designee on the specific areas cited that
the resident’s room or before preparing the next apply to the dietary staff. . 09
resident’s medications. She placed her left thumb ﬁ Lnseadices Will be peiav 4o dq7/e e fe:
inside the medication cup, touched the side and Monitoring/ Quality Assurance
botiom of the inside of the cup, and administered the Audit tools will be developed by the
medication 1o the second resident. She was not Director of Nursing or Designee and Dictary
observed to wash or sanitize her hands when she Scn'!ce Mana, geT OF De.ﬂgnee by 313401 0
returned 1o the wedication cart. The nurse placed the monitor compliance with accepied standads
first finger of her left hand inside the medication cup, of p_r_ofgsmpnal practice fc_)r hand washing/
touched the side and bottom of ibe cup, then samtmngl li.I;::;]ia.re;s of : <
administered the medication to the next resident. 2 M eal‘::el;?e%ﬂs and assistance
2, On 1/30/01, during the lunch meal in the North 32:%;%:330;3;&@
dining room, a CNA (certified nursing assistant) was
observed assisting rmidems with catmg The C”I\_IA The Director of Nursing or designee will do
was opsmad to feed a resident a bite of meat which weekly audits of medication pass and meal
the resident spit out. The CNA placed her hand delivery and assistance related to hand
under the resident’s chin and caught the meat in her washing/sanitizing compliance. The
hend. The CNA was then observed 1o wipe her hand Dietary Service Manager or Designes will
on the resident’s ¢cjothing protector and without do weekly audits of Dietary in relation to
washing or sanitizing ber hands, she began to feed :fiood preparation and dishwashing related o
another resident at the table. * hand washing/hand sanitizing complisxace. 1
. Azghts will be dowme weskly for § weeks
3. During the same lunch meal, another CNA was staiing 3/13/01 end contisming 3/20/01, ;
observed to pick up soiled clothing protectors off of 317701, 4/03/01, 4/10/0] and 4/16/01. With
the Floor and place them in a bag with other soiled reparts to the Performance Improvement
clothing protectors and to take dirty food trays from Committee {(Quality Assurance) at the
the dining room to the foad cart in the hallway. March 2001 and April 2001 meeting with
Without washing or sanitizing ber hands, she continues avdits 2nd reports as directed by
rentrned to the dining room and began to feed the Performance Improvement Cominittee.
residents .
The Director of Nursing Services and
4. On 1/31/01, dunng the breakfast meal in the Dietary Service Manager will be responsible
North dining room , 8 CNA was chserved Lo pick up a for cantinued compliance.
residents cup by the lip after the resident had drank . , .
from the cup. Her fingers were chserved 1o be in the m"e acnun‘wﬂ.l be complesed by
{ cup. The resident continued to drink from the eup. ﬁ forfechion o ate v M toe S4fosldl
HCFA-2567L ATGLI2000 Event I 305L11 I cominmtlon shet 34
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The CNA was ohserved 1o then assist another resident
with her meal without washing or sanitizing her
hands.

5. On 1/31/01, during {he hunch meal in the Narth
dining room, a CNA was observed to assist 3
residents with opening their cartons of mitk. The
CNA opened the rilk containers by pushing back the
top of the milk carton and then sticking ber finger
inside the lip of the carton 10 fully open the cOniner.
She did not wash or canitize her hands prior Lo
opening , in between opening or after opening the
milk cartons.

6. On 206/01, during \he breakfast meal in the main
dining room, a CNA was squatting down to find a
resident’s Tay in the food cart. He was observed o |
joose his balance and slip, catching himself with his
hand on the floor. He was not observed lo wash or
sanitize his hands. He continued to set-up resident
trays by cutting up french toast and Opening and
pouring syrup, and to pass trays. This CNA was then
observed, without washing or senitizing his hands, to |
asgist a resident with eating. Sanitizer was noted W0

be available on top of the food cart- ‘

| 7. On 1/29/0), in the kitchen, the cook was obgerved
\o be preparing the evening meal. She was not
wearing gloves. She was ohserved 1o lift the lid of the
garbage can and (hen without washing or sanitizing
her hands, she dispensed alumimim foil, touching
both sides of the aluminum foil with her hands, (hen
coversd apan of food and placed it in the stearmer.

The cook then went to the walk.in refrigerator and
brought parsiey over 1o the food prep table. She
washed her hands and put on ploves. The cook was

then observed Lo go get several loaves of bread,

HCEA-256TL ATGL12000 Evest I 305L11
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f \ouching the bread ays. She got & piece af

aluminurm foil snd pressed it into @ paLl, touching the

B
B

gloves. Wearing the same gloves, the opened &
drawer to get a knife. Without changing her gloves,
! sheopmedthebmdandmokouuheshcas. She

i then out the bread and placed it in the pan without

i changing her gloves of washing ot sanitizing her
— hends.

I 8. Op 1/29/01, the dietary aid was observed lo place
‘ a rack of dirty dishes and utensils into the dish
' machine. She was not wearing gloves and did not
wash or sanitize ber hands. She was then observed 10
puil the now cleat rack of dishes and ulepsils from |
the dish machine pack to the dirty side, sgain with |
out washing of sanitizing her hands or donning
gloves. She was observed to pick up & clean scoop by
. 1he scoop itself. She then lifted the garbage can lid.

; She did not wash or sanitize her hends, She walked
- into the kitchen from the dish room and began o ‘
portion jello with the scoop she had just pickedup |
P ol washing or sanitizing her bands, donoieg |
gloves of re-washing the sc00D

i Fs02 483.75()ADMINISTRATION E 502
B 55<E
. ]| The facility must provide or obtain laboratory
| services to mmeet the needs of its residents. The
| \ facility is respansible for the quality and Himeliness of
- \ the services.

' This REQUIREMENT js not met a3 evidenced by

| Based on stail interviews and review of medical

| records, it was determined that the facility failedto | |
\  provide or obtain timely laboratory services 10 meet \

! |

| HCFA-2567L ATCA12000 Eveal T[T 305L11 ¥ contimmyon sheet 36
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the needs for 1of 20 sampled residents and 1of 2
additional supplemental sampie residents. Residents
identifiers: 21and 104

Findings include:
1. Policy and Procedure:

During an inlerview with the DON (Director of
Nursing) on (/01/01 aL 11:45 AM, she was asked for
the procedure for labaratory blood sample collection.
| She rated "the clerk takes off the physician order and
| enters the laboratory test 10 be done and the date it is
| 10 be done on the resident’s reatment record , the

| charge nurse then will make a double check of the
order to make sure it is correct, The night nurse fills
out the lzboratory requisition and places it in the wall
mounted 1aboratory file box. The laboratlory |
\echnician collects the requisitions for that day and ‘
enters the resident’s name in the laboratory log book

and initials that the specimen has been collected”.

2. Resident 104 was adrmitted to the facility on
10/23/00, with the diagnoses of desp vein thrombaosis,
pulmapary embolus, hypertension, atria) fibrillation,
opsteoarthritis, obesity and mild renal failure.

Resident 104’8 closed medical record was reviewed on|
01/31/01.

Resident 104’s physician’s adrnission orders wrilles
on 10/23/00 was for *Coumadin 2.5 Mg (milligrams}
Po (by mouth) daily™. angd "QOD (every other day) PT|
(protbrombin time) and INR (international I
normalization ratio) {with] goal 2-3". %
!

A laberatory report of an INR test done on 10/24/00
showed a PT of 24.9 and INR.of 48. No other l

L

®H DD SIMMARY STATEMENT OF DEFICIENCIES D TROVIDER'S PLAN OF CORRECTION o5
PREFAX (EACH DEFICIENCY MBTBEPRECEEDE)BYRJU. PREAX (EACH CORRECTIVE ACTION SHOULD BE COMPLI
TaG REGULATORY OR LSC DENTIFYING INFORMATION) TAG (ROSS-REFERENCED TOTHE APPROPRIATE DATE
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Federal Heights Rehabifitation is committed
to provide or obiain laboratory services to
meet the needs of its residents.

Corrective Action for ntified Residen
Residents 21 and 104 no longer reside in the
facility

Jdentification of Residents Potentially
Affected

‘All residents having laboratory services
have the potential 10 be affected

Measures to Prevent Recurrence

The policy and procedures for providing
laboratory services will be reviewed and
revised as may be indicated by the Directar
of Nursing Services of Designee by 3/20/01.

Licensed nursing staff will be in-serviced by
the Director of Nursing Services or
Designes by 3/20/01 o the facility
laboratory services palicies and procedures.

Monitoring/Quality Assurance

‘An audit tool will be developed by the
Director of Nursing Services o Designee by
3/13/01 to monitoT contirmed compliance
with the policy and procedure on iaboratory
services. The Director of Nursing Services
or Designes will do weekly audits for 5
weeks with continuing audits completed on
3/22/01, /27701, 4/3/01, 4/10/01 and
4/17/01. The audits will be reported to the
Performance Improvement Comumittee in
April. Further andits will be dope as
directed by the Performance

Committee.
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laboratory results could be found in the resident’s
medical record. A review of the facility's laboratory
log book showed no entries for PT and INR to be
done for resident 104 between 10/24/00 and 10/30/99.
No entries were made on 10/26, 10/28 ar 10/30 in the
resident’s treatment record indicating an INR was
done every other day as ordered. . An entry in the
laberatary [og book was made for a PT, INR ta be
done on 11/01/00 but had not been initialed by the
laboratory technician as being done.

During an interview with a labaratory technician on
01/31/01 at 1:00 PM, she was asked if there was a
report that a PT, INR test was done for resident 104
on 11/31/00, she stated "there was no record of any
test being done for the resident on that date”. She
was asked what it meant if a resident’s name was
entered in the laboratory log book but was not
inatialed, she stated " that it meant the specimnen had
not been collected”.

A review of the resident’s MAR. showed the resident
continued Lo receive 2.5.mg of Coumadin daily from
10/23/00 through 1141/00.

Omn 11/01/00 a physician’s order was written for the
resident to be admitted to the hospital for observation.

No documentation could be found in the medical
record to indicate why resident 104 had been
transferred to the hospital.

A review of nurse’s notes written on 11/01/00 at 1930
stated "Dray nurse reported pt (patient) had been
transferred to hospital for evaluation.”

A review of resident 104’s hospital medical record
showed the emergency room history and physical

Fsm

The Director of Nurging Services
will be responsible for contimed
compliance,

Comrective Action will be completed by

3201
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done 11/01/00 stated, ..."presents to the emergency
roam brought by her famity for nose and month
bleeds. In the emergency department was found to
have a *supratherapentic’ INR of 15.3." ."we will
hold Colimadin treatment and transfuse the patient
with 6 units of frozen plasma.. *

Resident 104 was treated at the hospital from
11/01/00 to 11/03/00 and discharged to another long
term care facility.

3. Resident 21 was an 81 year old who was
readmitted on 11/9/60 1o the facility with diagnoses of
urosepsis, urethral trauma, and coumadin toxicity.

Resident 21”s medical record was Teviewed om 2/5/01.

A review of the facility’s laboratory log forms and the
laboratory resulls between the dates 11/9/00

through 1/31/01, showed that the bleod specimens |
were not coliected, as the physician ordered foraPT |
{prothrombin time), basic metabolic pane! (BMP), |
complete blood count (CBC) and albumin level.

In an interview with the staff coordinater on 26401 at
11:00 AM it was deiermined that laboralory tests
were delayed or missad for resident 21, The
laboratory tests were two BMP, one CBC, one PT,
and ane alburmn test.

According to the physician orders dated 12/18/00, I

| resident 21 was to have several laboratory tests on

| 12/19/00. This included: a urinalysis (UA) with \
culture and sensitivity ( C & § ) if indicated, a basic

‘ metabolic panel (BMP), s complete blood count

| €CBC), nd PT.

I‘ A review of the facilities labaratory log for resident

HCPA-2567L ATG1 12000 Event IT 305L1)
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21 documented a UA, C & 5, BMP, CBC, and PT
were to be collected and sent o the laboratory on
12/19/00. However, the BMP, CBC, and PT had
been crossed out in the laboratory log and re-written
on to a separate laboratory log sheet to be callecled
and senl to laboratery on the 12/20/00.

A review of resident 21°s laboratory results,
documented, that the iaboratory result had been faxed
to the facility on 12/20/00 at 6:51 AM. On resident
21's 12/20/00 laboratory result, the nurse documented
that she "phoned [MD on] 12/21/00 at 12 15[ PM]."
The physician was notified of resident 21’s abnormal
laboratory resulis ? day later after the facility had
received the resuiis.

A review of a nurses note, dated 12/19/00, a1 2:30
PM, documented that the PT and INR was pot taken
that day. The nurse documeated that she asked the

laboratary to collect the sample and they were unable |

to find a vein. The nurse's noie indicated she notified
the physician and the laboratory would try again in
the morning. No physician order was found for the
laboratory to be drawn on 12/20/00.

A review of resident 21°s treatment shest for
December documentad that a blood sample for BMP,
PT and CBC was collected on 12/19/01 from resident
21.

A review of resident 21's labaratory results for the
prothrombin time were & PT of 23.2 seconds and a
INR 4.2. These PT results were in an abnormnally
high range. Resident 21's physician orders revealed
that on 12/18/00 the physician crdered 1o discontinue
resident 21°s current coumadin order.

A review of resident 21°s medical record

HCFA-23671
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docurnented that the physician ordered on 1 1/30/00, a
PT and INR 1o be collected for two weeks. Therefore,
a blood specimen would need to be collected from
resident 21 during the days of 12/1/00 through the
12/7/00 so that the laboratory could provide the
facility with a test regult.

A review of the facility laboratory iog revealed (hat
resident 21°s specimen was ordered md collected but
results never returned back to the facility. Resident
21's December treatment sheet was marked for having
aPT o be done on 12/7/00. An interview was
conducted on 2/6/00 at 11:00 AM with the staff
developer regarding the resident’s missing laboratory
results. He stated that the laboratory that the facility
uses had no record of the PT ever being done. On

the facility lahoratory log there was no signature or
date noting that the PT result was back from the
laboratory for resident 21, Resident 21 did not have |
a another PT test done until 12/18/00 when the I
physician ordered another PT test 1o be done on
12/4/00. On 12/4/00 the physician ordered a PTbe

done in two weeks. Therefore, resident 21 did not }
have a PT test until 18 days later, Resident 21°s
laboratory result was a PT 26 1 seconds and INR 5.2,
These laboratory values were abave the therapeutic
range.

A review of resident 21°s medical record documented |
that the physician had ordered on 11/21/00 to check |
resident 21's BMP on Monday. A review of the
facility laboratory log revealed that no Tequest were
made for tesident 21 to have a BMP test. A review of
resident 21's laboratary results revealed that there
were 0o BMP result for 11/27/00. On 2/6/01 an
interview with the staff director was conducted
Tegarding the missing laboratory resulls. He stated

that the labaratory had no request ar result for

HCPA-25671. ATGI12000 Event IT 303L11 H continmtion sheet 41
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resident 21°s BMP that was to be done on the
11/27/00. He furiher stated thal some of the
laboratary log farms had been thrown away.

A review of resident 21°s medical record docurnented
that the physician ordered on 11/11/00 a BMP, PT
and a INR on Monday. A review of the
documentation in the facility laboratory log revealed
that there were no laboratory requests made for

i resident 21 to have 2 BMP and PT done on 11/13/00.
On 2/6/01 at 11 00 PM, an interview was conducted
with the staff developer regarding resident 21°s
delayed test resulis. The staff developer stated that
sometimes the night shift nurses ordered laboratory
tests the night before or the day the test was due. He
stated sometirnes the laboratory tests do not get taken
until the day after the test was ordered. The facility
hed no record of resident 21's November treatment
sheet.

A review of resident 21's medical record documented
ikt the physician had ordered an albumin test on
11/18/00 due to the resident’s recent weight loss.
According ko the facility’s laboratory results the
o alburnin test was not requested until 12/13/01. On
. Decetnber’s treatment sheet for resident 21 the nurses
) documented that the albumin test was collected on
12/11/01. On resident 21's laboratory result report
- the nurse noted that the physician was notified an
12/15/01. On 2/6/01 at 11: 00 AM an interview was
conducted with the staff developer regarding the delay
in resident 21°s test results. The staff developer stated
that the facility throws cut the Iaboratory log forms.
He funther stated that he thought the nurse may have
* accidenially requested the alburmin to be taken a
month later.

| |
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The facility must maintain clinical records on each
resident in accordance with accepted professionat
standards and practices that are complete; accurately
documented; readily accessibie; and systernatically
organized.

This REQUIREMENT is not met us evidenced by:

Based on interview and medical record review, the
facility did not maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complate and
accurately documented as evidenced by: Two of
twenty sampled residents had incomplete
documentation in their medical records concerning
cares provided to them Resident identifiers: 27, 31

Finding include:

1. Resident 31 was a 54 year old female admitted o
this facility on 11/10/00 with the diagnoses of end
stage renal disease, requiring dialysis, diabetes with
neuropailry (decreased sensation in her lower
extremities), coronary artery disease with decreased
vascular circulation, gastroesophageal reflux disorder
and multiple stage I pressure sores on her buttocks.

a The medical record for resident 31 showed no
documentation of weekly skin assessments from
11/10/00 through 2/6/01.

On 2/1/01, at 11:45 AM, during an interview with the
charge nurse and a staff nurse on the medicare unit,
they were questioned concerning the facility protocol

for skin assessments. The charge nurse and the staff
nurse agreed that skin assessments were done on ‘

adlmission and weekly. The staff nurse also stated |
|

Federal Heights Rehabilitation is commited
to maintaining clinical records in accordance
with Professional standards.

rrective Action for Identified Residents
Residents 31's medical record is being
doctumented to reflect cares provided such
as weekly skin checks, turning and
Tepositioning and dressing changes.
Resident 27°s medical record is being
documented to reflect weekly skin
assessment.

Identification of Residenis Potentiafly

Affected
All residents have the potential 1o be
affected.

Measures to Prevent Recurrence

Nursing staff and the Health Information
Services Department (Medical Records)
will be in-serviced by the Director of
Nursing or Designee by 3/27/01 on the
facility policies to maintain resident medical
records complete, accurate and organized
related to documentation of Resident care
provided, related to skin assessment, turning
and repositioning and dressing changes.

Moeonitorin 1] surance

An andit ool will be developed by 3/20/01
by the Health Information Services Director
or Designee to audit documentation of skin
assessments, dressing changes and turning
and repositioning in the resident medical
records for completeness.
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that the CNa s (certified nurge aids) woqld notify Starting 3/20/01 and wil] he reported 1o the
them of any other occurrences. Performance Improvemen; Commitres iy o
Months ang thep continue as diracyeq by the

following. The Director of NuSing Services wiy) pe
Tesponzsible for contined Compliance.
Corrective

/24700 revealed, thay during the assessmeqy period action will be Completed by 41601, 7
of the previoug 14 days, resident 31 required g Lenere ehien {)odc wiif v [
29/0k [bq

18 WeTe pressurs relieving devices for chair
and bed and 5 tuming angd Tepositioning Pprogram,

Resident 315 cpre plan pumber 4, dated 1 1/10/00,
doctmented the problem of "itnpaired physical
mobility." One of the Boals for care plap number 4,

{breakdown] and change the Tesident's pos;tion every ;L
2 hotrs and P (a2 needed). The physician’s ’ |
signature wag Present on the ordey. J
The treatmens recorg Which indicated tha position /
changes EVEry two hours and ag needed were tq he |
dene. The nurge documented the Positian changes
were done on their shif; by ini tialing thay dats o the
flow sheet. The reatment record for December 2000
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Was not initisled. On 12/17 and
12/18 the day shif; wag not initialed,

The treatment record for the month of Tanuary 2001
did not list tirping and Positioning at aji,

— .

2000

c. Interviews conceming the care for resident 31
Tevealed the following: | |

g
=]
5
7
g
g
g
B
E.
g
2
£

stated that she wag turned three or four timas a day. ,

On 25701, 8 12:00 PM, during an interview wit, two |
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CNaAs, they were questioned Concerning the Process
of doctmentanon on the CNA flow sheet in the areqg
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d. Medica} record review gn 01/31/01, revealed the
following Conceming resident 33 s dressing changes
to her sacra) Pressure sore:

_

(=N
;
:
[
3
£
g
=%
1
g
g

Review of the Lreatment flow gheey for the month of !
December 2000 revesled the following: |

! A treatment ordey dated 12/05/20 was listed a5 /

Review of the Ureatment flow sheet for the Inoath of
January 20p1 revealed the following;

i The dressing change dateq 010401 was listed asg
: |‘ "Normal Sajine wet 1o dry dressing (o sacrum bid ’
[two times 4 day]".
The dressing was not injtialed ag dope at ail on 1/12,

HCFA- 2567 ATG {2000 Evenr Iz 30511 Ifcontlnnn'unshm 46
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1713, 1/27, and 1/31. On U/R, 1/9, 1110, 1/11, 1/15,
1736, 119, 1121, 1722, 1724, 1425, 1126, 1/28, and
1/30 the dressing was 1ot initialed as done on the
night shift. On 1/7, 1/18, and 1/27 the dressing was
nol initialed as done on the day shift.

2. Resident 27 was an 83 year old male who was
admilted on 12721/00 with the diagnoses of a
gastrointestinal bleed, cerebral vascular accident,
benign prostatic hypentrophy, myocardial infarction
rensl insufficiency, hypertension, dementia, and
duodenal ulcer.

A review of resident 27's physician’s recertification
orders documented that the physician crdered, tn
12/21/00, skin checks every week to be documented

i on & skin sheet.

A review of resident 27"s medical record revealed no
weekly skin sheet was present. A review of resident
27's admission pursing assessiment documented that
resident 27 had bruises on his right and left forearms
and a seab on his elbows and some redness on his
knees.

A review of resident 27’5 trealment sheet revealed thal
he had weekly skin checks on the following dates.
1/6/01 (Saturday), 1/10/01 (Wednesday), 1/19/01
(Friday) and 1/27/01 (Saturday}.

A review of resident 27’s nurses notes documented
the following regarding resident 27°s skin. On
1/6/01, there was no nurses nole present. On
1/15/01, the nurse docurmented that she changed
resident 27°s dressing 1o both of his ankles. On
1/27/01, the nurse documented the skin as warm and
dry to touch., sores on ankles and dressing change per
physician crder.

l

HCFA-25671

AT GLL2DDO

EventIC 305L11

If continwtion shest 47



03/08/01

18:43 FAX 801 532 8649 Federal Heights

DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATIOM

@30

PRINTED: %/1
FORM APPRO’
23

STATEMENT OF DEFICIENCIES o PROVIDER/SURPLIERCLIA
AND PLAN OF CORFECTION IDENTIFICATION NUMBER:

465055

(X2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY

A BULDING &— 2 — ————
B. WING

COMFPLETED

2/6/01

NAME OF PROVIDER OR SUPPLIER

FEDERAL HEIGHTS REHAB AND NURS

STREET ADDRESS, CITY, STATE, ZIP CODE

4159 E
SALT LAKE CITY, UT 84102

(X4 ID
FREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
DEFICIENCY MUST EE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INEORMATION)

D
PREFLX
TAG

FROVIDERS PLAN OF CORRECTION x5
(BACH CORRECTIVE ACTION SHOULD BE COMPL!
CROSS-REFERENCED: TO THE APPROPRIATE DATI
DEFICIENCY)

Fsl4

Continued Prom page 47

A review of the occupatianal therapist notes
documented on 1/10/01 that resident 27 had a skin
tear on his right shin as well as skin breakdown on
bath ankles. A review of the nurses notes dated
1/16/01, documented that resident 21 crossed his legs
‘ while walking, rubbing the inner aspects of his arkles
together causing the scabs to bleed. Skin warmto

| touch. The nurses notes on 1/10/01 da not document

" the skin tear on resident 27°s right shin.

\ On 1/20/01, at 10:00 AM, resident 27 was observed
| 1o have several scabs on his sbdomen. On 1/29/01

‘ through 1/31/01 the mirses notes did not document
resident 27°s scahs on his abdomen. In the bowel and
bladder assessment (he nurse practioner noted that
resident 27 had dry skin on his sbdomen and ordered
Bucerin cream to be applied BID (two times 3 day).
Review of resident 273 treatment record documented
RO treatment on either the day or night shifts on
1/29/01; or night shift on 1/30/01 or 1/31/01.

A review of the certified nursing aides flow sheet
docurnented "0 = other, report o nurse and record
on ADL sheet.” On the back of resident flow sheet, a
CNA documented on 1/15/01, "a DQ [pressure ulcer]
on resident 27°s bottom nurse notified "

On 2/1/01, at 10:00 AM, resident 27°s skin was
ohserved by the nurse surveyor and a facility nurse
and a stage 1 pressure area was present cn his cococyx.

A review of 1/15/01 through 1731/01 nurses notes
does nol document any pressure ulcer on resident
275 cocCyX.

On 2/1/01, at 9:30 AM, an [nterview was condugted

F514
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with the mrse who the CNA charted that hesshe had
notified. The nurse stated that she was not notified
and continued to say that she thought it was a stage 1
on resident 275 COCCYX.

On 2/6/01, al 10:00 AM, an interview was conducted
with the Assistant Director of Nursing {ADONY) and
Director of Nursing (DON) regarding where the
weekly skin assessments would be located in the
residents’ chart. The ADON stated that the weekly
skin assessments would be located in the treatment
book. There was no weekly skin assessment in the
treatment book for resident 27.

A review of the resident pressure ulcer record
docurnented four ulcers on resident 27°s feat that
started on 1/23/01. No pressure ulcer was
documented on resident 27’s coccyX.

On 2/6/01, at 9:30 AM, an interview with the staff
developer was conducted regarding the facility’s
policy and procedure for the weekly skin assessment.
The skin assessments were (o be done on the
resident’s shower days by the nurses. Resident 27 was
to have a shower every Monday , Wednesday and
Friday.

On 2/6/01, at 10:00 AM, an interview was conducted
with the ADON and the DON regarding resident 27s
weekly skin assessments. They stated thal the nurses
were to chart daily on residents and that the treatment
sheet documents when the skin assessment oceurred.
‘They stated that the nurses were o chart in the nurses
notes their assessments of the residents’ skin. They
Further staled that they were in the process of
changing to a body diagram form to show where and

when the skin breakdown ocourred.
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