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' ECTION x8)
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORR| o tnon
¥ MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOWLD BE
F:EEIX Eﬁ"gl;‘lfsl;glfegg LSC IDENTIFYING INFORMATION) TAG CROSS-REPERENCED 10 THE APPROPRIATE OATE
DEFICIENCY}
F. 48, 15(h)(1) ENVIRONMENT { F 262 This Plan of Correction is the center's credible 9/19/06
55=B " | allegation of compliance.

The facllity must provide a safe, clean,

comfortable and homaelike anvironment, allowing
the resident 1o use his or her parsonal belongings
to the extent possible.

G

This REQUIREMENT is not met as evidenced

by

Based upon observation, it was noted that the
facifity did not provide a safe, clean, of homelike
environment.

Findings include:

o

1. Observations from 7/31/08 to 8/3/05, of the
first and second floor resident rooms, bathrooms, %
and common areas revegied doors in need of \

_repair.

“The doot to raom 123 had @ 32 inch gouge. (e
“The door to room 121 displayed a prominent
gouge.

-The door to room 112 was gouged and the
bathroom door was marred.

~The door to room 204 had a 18 inch scratch and
the bathroom door had numerous scralches
spanning the width of the door along the botiom
1/4 of {he door.

-The hall door to room 202 had multiple
scratches, most of which were at least 30 inch.
-The ha!l door to room 201 displayed humerous
scratches on the bottom 1/4 of the door. One
prominent gouge measured 26 inch x 2 inch.
-The doer to room 206 had a 30 inch x 2 inch
marred area.

-The door to room 219 had a worn finish and
numerous scratehes.
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‘[repaired during the survey. This was

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

F252

[Corrective Action:

The following room doors will be repaired.
Room 112,121,123,201,202,204,206,219.
The hole in the ceiling in room 119 was

incorrectly stated on the 2567 as room 219.
There was no hole in room 219 ceiling. The
faucet in room 119 will be replace. This was
also incorrectly stated on the 2567 as room
219.

Residents that could be affected:
All residents could be affected by an
environmental problem.

Measure to prevent recurrence:
Maintenance supervisor will do weekly
rounds to check for any issue that needs
repair. We also have maintenance logs at
each nursing station to report any repairs that
need to be done. These are checked each
weekday by the maintenance supervisor or
his designee.

R REPRESENTATIVE'S SIGNATURE

LABORATORY DIRECTOR'S OR PROVIDER/,

TITLE {X8) DATE
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Any deficiency atalement end whfanntarltk( ldeﬁcieﬂcywhichihommuﬁonmoybcomummr.amelingpmidhglisdeteﬂnmm
" othad safeguands provide su t protection to the patients. (See instructions.) Excepl for nursing homes, tha findings sistad above are distiosable 90 days
foliowing the date of survey whether or ot » plan of correction is provided. For nursing homas, the above findings and plans of correction are disclosable 14

Cited. an approved plan of comestion is requisile lo continued

duys {ollowing the date these documanis are made pvailadla 1o the tacility, i deficlencies are
program pardicipation.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION )
PREMX (EACH DESICIENGY MUST BE PRECEEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROES-REFERENCED TO THE APPROPRIATE QATE
DEPICIENCY)
Monitoring/ quality assurance:
F 252 Continued From page 1 F 252 | The maintenance supervisor will report to
| the PI committee, (Quality Assurance
2 The celling In oom 219 had & hole Committee), for four months to monitor the
approximataty 18 inch x 8 inch, »
rogress and outcomes of the weekiy rounds.
3. The bathiub faucet in the bathroom in room P.I Committee will then determine if
219 was corroded and broken, expesing a sharp | further andits are need . S
edge.
Responsible Party: ) i
F 332 | 483.25(m)($) MEDICATION ERRORS The Maintenance supervisor of his designee
SSeE ! will monitor.
The facility must ensure that it is free of .
medication error rates of five percent or greater.
;
This REQUIREMENT is not met as evidenced !
by: A
Based upon observation, interview, and record Preparation and/or execution of this
| review, It was detarmined that the facility did not F 332 plan of correction does not constitute
| ansure that it was fres of medication error rates of admission or agreement by the provider
five percent or greater. There wers 46 of the truth of the facts alleged or
opportunities for medication srror, 4 medication conclusions set forth in the statement of
'"ﬁ:, ﬁlm mfhofnggm o facility deficiencies. The plan of correction is
me .
. ; prepared and/or executed solely because
The medications thai wers administered 1o foderal and statc law.
residents during survey cbservations were
assessad further through medical record review
and interviews with the staff. The medication F332 E
administration was cbserved as facility nurses
prepared and dalivered moming medications on Corrective action for identified
August 1, 2006 and August 2, 2006. As each problem
medication was put into each individual
m:'mmﬁnn WPE;:" "‘:I“W“‘im ﬁ"ﬁﬂd on llf;a Resident # 20 Medication Variance
medication container was noted, as well as Incident Report
afer, the label was also checiad agains! what the 0301106, Aot | commeled on 082806
Medication Administration Record (MAR) had
FORM CMS-2587(02-98) Previo.s Versions Obaciels Event ID; BAM211 FacmyD:  UTOO28 If cantinugtion shes! Pags 2 of 12
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Bk OVIDER'S PLAN OF CORRECTION x5
a0 g ”ATE‘ETNJE%FREE;E)EE'I‘)C;EYSFULL m?nx (ﬂPgH com':!c'ms ACTION 5HOULD BE CoMPLETION
P#EE“ é‘a‘c?ﬁ'&%ff gﬁ.:é’ ;:‘Jemm'me INFORMATION) TAG cnoss-a::enaggcen% ;roENg“uE APPROPRIATE DATE
F 332 | Continued From page 2 F 332 Resident #21 admission orders from
. 06/30/06 were entered in computer on
documented. ';";’;,?,;’,;‘{‘;;’;;:'f;fm,m 08/02/06. Orders were then checked by
obtained during the observalion was compared LPN 1 and new medication and
with the Physician's Orders in each residents treatment sheets were printed with the
Medical Record. aspirin order omitted.
i Medication Variance Incident report
Findings inslude: complete for Resident # 21 on
- + 08/02/06.
1. Resident 20 was admitted to the facility on Resident 1 -Nurse failed to place copy
6/11/04 with diagnoses including nzpeﬂensnon. of order for multi antibiotic eye
dementia, Parkinson's disaase, and anxiety. | pintment in chart per policy. LPN 2
On 8/1/06, during the morning medication pass, counacled on OR/28/06 regarding
RN 1 (Regstered Nurse) was observed policy for orders. o
administering morning medications 10 Resident LPN 2 counseled on Medication pass
20. Resident 20 took her medications, coughed, administration policy and procedure on
and spit out her Lisinopril onto the floor. RN 1 08/28/06 related to failure to
was observed to clean up the floor and sign off administer Miralax as ordered.
the Lisinopril, but she did not administer another
dose of the medication. Lisinopril is @ medication Identification of residents potentially
used in the treatment of hypertension (also known affected
as "high dlaod pressure”).
2. Resident 21 was admitted to the facility on aAlff’e;:::f"ms have the potential to be
5/26/06 with diagnoses including hypertension g
and fracture.
Measures to prevent recurrence
On 8/2/06, during the morning medication pass, _ ) _
LPN 1 (Licensed Practical Nurse) was observed The Director of Nursing Services
edministering Aspirin (31 milligrams) 1o Resident (DNS) or designee will inservice
21. The order for the Aspirin appeared in the Licensed Nurses on Medication
resident's MAR, but could not be found in the Administration Policy and Procedure
resident's Physician Orders. The most recent By 08/31/06.
certification orders, the admigsion ordersh;and :l"e
the telephone orders were chacked, and the order Triole check will be d hl
ad ple check will be done monthly on
for Aspirin not be ve : all patients to verify accuracy of
3. Resident 1 was admitted to the facility on medication orders.
FORM CM3-2307(02-99) Previovs Versione Obacinte Event ID: BBMZ1Y Facliy ID: UTOD28 i conlinuation sheet Page 3 of 12
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6/19/03 with diagnoses including stroke,
quadripiegia, and seizure disorder.

On 8/2/06, during the morning medication pass,
LPN 2 administered "Multi ABX" ophthalmic
ocintment to Resident 1's right aye. The order for
the oiniment appeared in the resident’s
Medication Administration Record, howsver the
order could not be found in the residant's
Physician's Orders. Tha most recent certification
orders, the admission orders, and all of tha !
telephone crders were investigated, but the order !
for the cintment could not be verified.

4. Resident 1 was admilted o the facility on
6/19/03 with diagnoses Including stroke,
quadriplegia, and seizure disorder.

On 8/2/08, during the mormning medication pass,
LPN 2 signad off that she administered the .
medication, "Miralax" (17 grams) fo Resident 1 in
the entry in the resident’s MAR. She was not
cbserved ic administer the medication as
ordered. LPN 2 was inlerviewed and asked why
she did not administer the medication, but signed
off that she had done so. She acknowledged that
she did not give the medication, but signed off
that she had doneg so. She stated that she
“should have asked (resident 1) if he wanted" to
have the madication that morming.

Monitoring/Quality Assurance

The Director of Nursing or designee
will develop an audit tool. This audit
tool will monitor compliance of 24
hour chart checks and medication
administration per Policy and
Procedure. The DNS or designee will
I do weekly random audits on 24 hour

t chart checks and random audits on
Medication administration with
Licensed Nurses to determine the level
of compliance, Weekly audits will be
done for six weeks. At the completion
of the audits the DNS or designee will
report to the Performance
Improvement Committee (Quality
Assurance).

The DNS will be responsible for
continued compliance. Completion
date of 19 September 2006.

(Xe) ID SUMIMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (x8)
PREPIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8 COMPLETION
TAG REGULAT DRY DA L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
24-hour chart check for new orders
F i 3 . .
332 Continued From page 3 F 332/ il be implemented by 09/05/06.
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SUMMARY STATEMENT OF DEFICIENCIES (2] PROVIDER'S PLAN OF CORRECTION X5
P(;‘E"F'& (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFD; (EACH CORRECTIVE ACTION SHOULD BE °°"{,"$'°"
TAG REGULATORY OR L3¢ IDENTIFYING INFORMATION) TAG CROSS-REFERE:EDE(J: IEON":I’;(’! APPROPRIATE

F 36| Preparation and/or execution of this
plan of correction does not constitute
admission or agreement by the provider
of the truth of the facts alleged or

F 368 | 483.35(f) FREQUENCY OF MEALS

SS=B .
Each resident receivas and the facility provides at
least three meals daily, at regular times

comparablez to normal mealtimes in the ¢onclusions set forth in the statement of

commaunity. . deficiencies. The plan of correction is .
i prepared and/or executed solely because

There must be no more than 14 hours between a it is required by the provisions of

substantial evening meal and breakfast the federal and state law.

following day, except as provided below. |

The facility must offer snacks at bedtime daily. F168 B

When & nourishing snack Is provided at bedtime,

up to 18 hours may elapse between a substantial Corrective action for identified

evening meal and breakfast the following day if a problem

resident group agress to this mea! span, and a

nourishing snack is served. No individual resident identified.

Identification of residents potentially

This REQUIREMENT is not met as evidenced affected
by: o All residents have the potential to be
Based on interviews it was determined that the affected.
facility was not offering daily bedtime snacks to |
the residents. Measures to prevent recurrence
Findings Inchude: ’ The Staff Development Coordinator
1. During the group meating 8 out of 14 residents (SDC) or designee will inservice by
reported that night time snacks were not offered 08/31/06 Certified Nursing Assistants
on a daily basis. (CNA) on offering of HS (bedtime)
snacks to residents. CNA will report to
2. Confidential interviews held with 5 additional the Licensed Nurse (LN) at the end of
residents resuited with 3 of the 5 residents stating each HS snack pass whether or not
thet snacks were not being offiered at badtime. each resident accepted the snack. The
| , LN will record the percentage on the
3. Inan inte with the Dielary Suparvisar and Treatment Sheet starting 09/01/06.

Administralor, on 8/31/06 at 3:00 PM, she stated
that bedtime snacks (fruit) were placed in the

FORM CMS$-2467(02-99) Pravious Versioms Obsciets Event ID: BEM214% Facilty 1D:  UTo02¢ if continuation sheel Pape 50of 12
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DEFCIENCY)
The director of Dietary Services will
F 388 | Continued From page 5 F 368 inservice dietary staff by 21 August
jobby on the recaption desk and resident's could 2006 to ensure understanding that an
halp themselves. Snacks were not veroally HS snack tray is sent to cach unit cach
offerad or passed 1o individual resident rooms evening.
uniess ordered by {he physician. | .
: Monitoring/Quality Assurance
l;::; 483.75((1) CLINICAL RECORDS The Director of Nursing (DNS) or
The faciity must maintain clinical records on aach designee will develop an audit tool
resident in accordance with accepted professional Random interviews will be done with
standards and practices that are compiele; residents to ensure offering of HS
sccurately documented; readily accessible; and snack.
; systematically organized.
Random Audits will be done to
The ciinicat record must contain sufficient determine if a tray of HS snacks is
intormation to idantify the resident; & record of the ; : :
being sent to each Nursing Station.
resident's assessments; the plan of care and Weekly audits will be doe for six
sefvices provided; the results of any celly . .
preadmission screening conducted by the State: weeks. At the completion of the audits,
and progress notes. the DNS or designee will report to the
: Performance Improvement Committee
‘ (Quality Assurance).
This REQUIREMENT is not met as evidenced
by The DNS will be responsible for
Based on racord review, observation and continued compliance. Completion
interview ! was determined that the facility did not date of 19 September 2006.
maintain accurate physician orders or did not
have lab and x-fay restlts on the active charts for
6 of 10 sample residents. Resident identifiers: 1,
3, 7.8 10, 2%. FS14 jPreparation and/or execution of this
iplan of correction does not constitute
Findings include: | 'admission or agrecment by the provider
. . iof the truth of the facts alleged or
;: Rmn&:wmmm%m;?mb ' conclusions set forth in the statement of
o‘:sgm pulmonary disease hypeﬂen;ion . deficiencies. The plan of correction is
daprassion, and cerebral lschomic attacks. prepared and/or executed solely because
) ' . it is required by the provisions of
, federal and state law.
FORM CMS-2587(07-08) Pravious Versions Obsdiele Eveny iD: BEM211 Faciity 10:  UTDO28 if continutich shasl Page & of 12
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SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION )
.E’F‘.g,,','; (EACH DEFICIENCY MUST BE PRECEEDED BY FLLL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE cw::;gm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRATE
. DEFICIENCY)
F 514 | Continued From page 6 E514,F 514 E
A revi‘:\:fe:l resai;iza’gtES's medical record was | Corrective action for identified
comp on ) problem

A physician's order dated 7/31/06 indicated * ‘
(increase) TF (tube feed) to. 2Cal 45cc {cubic |
centimeters)/ hr (hour) x {times) 24 (hours). H20

Resident # 3 Incident report completed
on 08/02/06,now receiving tube

(water) flush to be: 250cc g (every) 6 (hours). No feeding as ordered.
documentation was found on the order indicating 'Resident # 10 Clarification order
that it had been noted. 'written for methadone and KCl on
' 08/02/06.
Tha physicians order was not transcribed fo the ‘Resident # 10 Incident report
MAR (med:cation administration record) until completed 08/02/06.
08/02/06 at 8:55 AM. Resident # 10 Side rail order written
, , ion 08/02/06.
An interview with a staff LPN occurred on 8/2/06 Resident # 1 Labs were placed in

at 8:35 AM. LPN 2 stated thet the type and rate

of the tube feeding had nat yat been documented Medical Record on 07/31/06.

on the residents MAR, that the only flush of the Resident # 6 Labs were placed in
gastrostomy tube occurred duting medication ‘Medical Record on 08/01/06.
administration and she was not aware of any 'Resident # 7 X-Ray results placed in
other order for flush, Medical Record on 08/02/06.

- Resident # 21 Orders for 30 June 2006
2. Resident 10 walmmmed ""“; :{22’04 with Admission were entered in computer
diagnoses that inc psychotic disorder, i
e e o e, Oy ek

hogeal reflux, bipolar | disorder. oY . .

esop treatment sheets were printed with the

aspirin order omitted on 08/02/06.

j nt 10's t record .
A review of reside medical record wes Medication Variance Incident Report

completed on 8/1/06. i
.completed for Resident # 21 on

Resident 10's MAR (medication administration 08/02/06.

record) listed the following medications. KCI L 1 _

potassium chloride) 20 mg (milligrams) po (by ) Identification of residents potentially

mouth) TID (three fimes a day), methadane 2.5 iaffected

mg po BID (two times a day) at 12:00 PM and ;

6:00 PM, methadone 5 mg po qam (sach All residents have the potential to be

moming). affected.

FORM CMS-2507(02:99) Previous Virsions Obaclele Event ID: BBM2%1 Facility ID:  UTo020 If continustion sheat Page 7 of 12
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SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
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F 514 Continued From page 7 F514 Méasures to prevent recurrence

A physician recertification order dated 7/28/06
indicated KC!1 20 mg po TID, and methadone 2.5

mg po qd (dally).

An interview with a staff LPN cccurrad on 8/1/06
at 3:15 PM. LPN 4 stated that the potassium
chioride that resident 10 was recaiving was 20
meq {milliequivaients) TiD, and that the
recerification order for the methadone was

inaccurale LPN 4 stated that a clarification order '

would be cbtained for both the KCl and the
maethadone.

An order dated B/1/06 stated: Methadone
clarification, methadone 5 mg po am qd,
methadone 2.5 mg po 12 et (and) 1800 (6 PM),
potassium 20 meq po TID.

i Rasident 10 was observed in bed with 1/2

siderails up times 2, Resident 10's bed safety
evaluation indicated that the resident was utilizing
two 1/2 sicerails,

No order for sideralls was found in resident 10's

| médica! record.

An Intarview with the facility MDS (minimum data
set) coordinator occurred on 8/2/08 at 2:15 PM.
The MDS coordinator staled that there was no
order on resident 10's medical record for siderail
use.

An order ior “Siderils x (times) 2 for posmonlng i

transfers” was obtained on 8/2/06.

Reskieni 1 was admitted on 8/5/06 with
diagnoses that included osteoporosis, cerebral

vascular accident, hemiplegia, hemiparesis, and
seizure disorders.

The Directior of Nursing Services
(DNS) will inservice licensed nursing
staff on lab policy, noting of orders
and policy and procedure for siderails

on 08/31/06.
Triple check will be done monthly to

verify accuracy of medication orders
for all patients.

Lab system has been reviewed by
DNS, System will be changed to -
'ensure lab results are placed in the
medical record timely.

Monitoring/Quality Assurance

;The Director of Nursing Services
(DNS) or designee will develop an
audit tool, Weekly random audits wiil
‘be done to ensure that lab results are
‘received and placed in the medical
record in a timely manner. An
‘additional audit tool will be developed:
Weekly, random audits will be done to
check that physician’s orders are
noted.

Weekly audits will be done for six
weeks. At the completion of the audits,
‘the DNS or designee will report to the
Performance Improvement Committee
(Quality Assurance).

The DNS will be responsible for
continued compliance. Completion
date of 19 September 2006,

FORM CMS-2557(02-00) Praviout Versions Obsolats
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F 514 Continued From page 8 I F 514!

Resident 15 medical record was reviewed on i
7131/086.

| Resident 1 had telephone orders from the primary
care physictan, dated 7/25/06, for "CBC
(complete blood count), CMP (complete
metaholic p-ofile), Tegretol level (bivod test 1o
meaegure madication level) *, and another
telephone order, dated 7/26/05. for *Zonegram ' '
level (blood test to maasure madication level) *. ;

Biaod was drawn on 7/26/06 and the lab reporting
! date was 7/29/06. There was no lab results foung
| on resident 1's medical record.

Resident § was admitted on 5/18/06 with
diagnoses that included right femoral neck
fracture, diabetes 11, rheumatoid arthritls,
hypertansion, gastric raflux, below the knea
amputation and acute renal failure.

A review of resident 6's medical record was
completed on 8/1/06. ;

A physician's order dated 7/25/06 for a Urinalysis,
CBC and CMP was found on the chart. On
8/2/06 when a review of the chart wes completed
no documentation was found on the char of the
resuits of these testy,

On 8/1/06 &t 2:30 PM in an interview with
Director of Nurses (DON) she stated that the
dactor's request that the laboratory results are to
be placed in their facility mail box before being
placed on the chart. The lab results were later
found and placed on the charl. The CBC and

FORM CMS-2567(02-08) Previow; Versions Obuoiele Event ID: 8BMZ11 Faciity ID;  UYooze If continuation shaet Page § of 12
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CMP had been drawn on 7/26/06, results
reported on 7/27/06. The Urinalysis had been
collected or: 7/25/06 with results returned on
7/27106. Doctor's initials were found on the
bottom of the reports acknowledging the results.

Rasident 7 was admitted on 5/18/06 wilh
diagnoses that included right fractured hip,
muscular dystrophy, raynaud's syndrome,
scleroderma, and osteoporosis,

' A review of resident's 7 medicel record was
completed on 8/1/06.

A physician s order dated 7/24/06 for a right hip
x-ray was found on the chart, No results for this
procedure were located on the chart when
reviewed on 8/2/06.

On 8/1/06 at 2:30 PM in an interview with DON
she stated that the doctor’s request that the x-ray
results are to be placed in their facility mail box
before being placed on the chart. The x-ray
resuits were later found and piaced on the charnt,
The x-ray had been taken on 7/24/06 and the
results faxed to the facility on 7/25/06.

3. Resident 21 was admitted fo the facility on
3/26/06 with the diagnoses of hypertension,
aftercare for fracture, anemia, and constipation.

On 8/2/06. a Nurse-Surveyor observed the
medication adminstration of resident 21's morning
medications. After the medication adminigtration
was completed, the information obteined during
the observation was compared with the
physician's orders in resident 21's medical

FORM CMS-2557(02-80) Previous Vamions Dbsolsis Evand 1D: BEM211 Faciliy . UTOD28 H continustion shest Page 10 of 12
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record. Refer to F332.
The curmreni recertification orders, dated August K
2008, displayed in this resident's medical record !
omitted ait of the medications for the resident.
During ﬁn interview on 8/2/06, with the Assistant
Diractor of Nursing Services (ADON), he
acknowledged that alf of resident 21's
medicalions had baen omitied from the August
2006 recertification orders. He stated at that time
that he would follow up on the situation with the
Medical Records Department to ensure the
recertification orders were correct.
i
5184 483.75(m){2) DISASTER AND EMERGENCY F 518‘ This Plan of Correction is the center's crédible I o196
$SsE | PREPAREONESS allegation of compliance.
The facility must train all employees in emergency Preparation and/or execution of this plan ofconwfan' ‘
procedures when they begin o work in the facility; doesw;at gﬁm ad?m mﬂ by the
iodi cadi provider 0 or conclusions
ically reviaw the procedures with existing set forth in the statement of deficiencies. The plan of

staff; and carry out unannounced staff drilis using
those procedures.

This REQUIREMENT is not mel as evidenced
by

Based on intarview with stalf, it was determined
that the facility did not sufficiently train all
smployees regarding appropriate emergency
procedures. Specifically, two nurses and five
certified nurses wides (CNA's) were interviewed.

One charge nurse and three CNA's could not
correctly klentify appropriate actions lo be taken
in an emergency.

Findings include:

correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

F518
‘Corrective Action:

‘The following staff has completed an
inservice on the correct locations of the fire
alarm pull stations, and how to activate
them. IPN #3, CN.A. #1, CN.A. #2,
'C.N.A. #3. This was completed by the SDC (
Staff Development Coordinator) on 8/29/06

Residents that could be affected:
Disaster and Emergency Preparedness could

affect all residents.
i '
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F 518 Continued From page 11 F 58| e wil sontione our ongoing tining
: during the new employee orientation. There
1. On 8/1/08, Licensed Practical Nursa 3 (LPN) will also be a general inservice held on
was interviewed. She could correctly point out 9/14/06 to review with staff the locations
the fire afarm lights, but did not know where the and how to activate the pull stations.
pull stations 1o activale the alarms were located
or how o engage the alam system. Monitoring/Quality Assurance
2. On B/1M6, CNA 1 was intarviewed, She did Staff Development Coordinator will develop
not know where the pull stations 1o activate the an audit tool. This audit tool will monitor
alarms were located and could not describe how | staff knowledge of the fire alarm pull
{o activate the alarm system. stations. Weekly random audits for six
‘ ) . weeks will be done, The Staff Development
3. OnB/MM8, CPIA 2 was intarviewed. She Coordinator or designee to interview staff’s
’sot?:: lfir': :::Sm;‘c:;' memﬂﬂ‘;gﬂg‘:gfm knowledge on the location and operation of
dascriba how 1o activat ei ntl'\e“tal. uarm system. -fire ala:_‘m pull stations. At the completion of
the audits the Staff Development
4 On 87206, CNA 3 was interviewsd. She Coordinator will report to the Performance
stated, "I'm sorry, | don't know that” in response Improvement Committee (Quality Assurance
to questioning regarding where tha firs alarm pull 'Commn‘tce). The Committee will determine
stations where or how to activate the fire alarm the need for further audits/reports.
system. -
'The Staff Development Coordinator and
Executive Director will be responsible for
continued compliance.
Evanl ID; BBMZ211 Faciity ID:  UT0028 W continuation shest Page 120f12




Federal Heights Rehabilitation

and Nursing Center

A Kindred Healthcare Community

Provider/Supplier Identification Number: 465055
Date: 08/29/06
Re: Typographical Errer

Page 6 of 12 on the 2567 under this requirement is not met as evidenced by: Resident Identifiers 1,3,7,8,10,
21 are listed.

Findings for this deficiency F 514 on page 9 of 12 identify resident 6.

Resident 6 was admitted on 05/18/06. Resident 8 was admitted on 11/10/98.

Corrective action for identified residents was done for resident 6 for F 514.

Possibly, page 5 of 12 where resident identifiers are listed is a typographical error and included resident 8
instead of resident 6. '

On F tag 252 room 219 was incorrectly identified, it was room 119 that had the items which needed
correction. ‘

Kelly Snowball¥xecutive Director

41 South 00 East  Solt Lake City, Utah 84102
801.532,.353%  801.328.3926 Fax




Memorandum to be placed in file

Date: September 19, 200

From: Greg Bateman Jﬁl

Subject: Administrator’s request for an extension to Tag F-252 at Federal Heights, for the
survey dated 8/3/2006.

Kelly Snowball requested an extension to Tag F-252 due to time constraints and cost of replacing
all the facility doors. I contacted Mr. Snowball on September 19, 2006 and informed him that F-
252 was cited at a scope and severity of a “B” and is therefore considered “Substantial
Compliance”. The impact of this is that this office would not be conducting any follow-up
activity to determine if F-252 had been corrected. Therefore, an extension to F-252 is not
necessary. Mr. Snowball expressed that the facility would continue with their plans to replace
the affected doors.




Federal Heights Rehabilitation

and Nursing Center

A Kindred Healthcare Community

September 18,2006

Mr. Greg Baternan

Bureau of Health Facility Licensing
Certification and Resident Assessment
288 North 1460 West

Salt Lake City, UT 84114-4103

REQUEST FOR EXTENSION ON F TAG 252

Dear Mr. Bateman

In our Plan of Correction we identified that we would have the following doors repaired. Room
123,121,112,204,202,201,206,219. Due to a problems with the supplier and the contractor, which
we hired to repair the doors. We will not be able to meet our correction date or 9/19/06.

We are requesting a extension of 60 days to complete this project.

We have attached a letter for our Contractor, which show our efforts to get this completed.
If you have any questions regarding this, please contact Kelly Snowball at (801) 532 3539,

Sincerely,

Vi

Kelly Snowball
Executive director
Federal Heights Rehab.

Utah Department of Health
SEP 1 Y 2006

Bureau of Health Facilit'y Licensing,
Certification and Resident Assessment

41 South 900 East  Salt Lake City, Utah 84102
801.532.3539  B01.328.3926 Fax




September 18,2006

Mr. Greg Batermnan

Bureau of Health Facility Licensing
Certification and Resident Assessment

288 North 1460 West
Salt Lake City, UT 84114-4103

REQUEST FOR EXTENSION ON F TAG 252
Dear Mr. Bateman
In our Plan of Correction we identified that we would have the following doors repaired. Room
123,121,112,204,202,201,206,219. Due to a problems with the supplier and the contractor, which
we hired to repair the doors. We will not be able to meet our correction date or 9/19/06,
We are requesting a extension of 60 days to complete this proiect.
We have attached a letter for our Contractor, which show our efforts to get this completed.
If you have any questions regarding this, please contact Kelly Snowball at (801) 532 3539.
Sincerely,
Kelly Snowball

Executive director
Federal Heights Rehab.

Utah Department of Health
SEP 1 8 2006

Bureau of Heaith Faclliiy Licensing,
Gertlfication and Restdent Asssssment




SEP. 18. 2006 12:30PM CAMERON CONSTRUCTION

NO.42¢ P2

¢ PROPOSED CHANG;E ORDER
o ON - No. 00002
CONSTRUCTION ‘
573 West 3560 South. Suite 1 c o P Y
Phone: 801.-268-35%4 :
Salt Lake City, UT 84115 Fax: 801-268-3678 . .
TITLE:  1st & 2nd Floor Door Guards DATE: 9/7/2006
PROJECT: Federal Heights Rehab Ph'asc 11 JOB: 1109
TO: Kindred Care Health Care
10653 South Jordan River Pkwy
Suite 200
South Jordan, UT 84095
ATTN: Joe Brile_y
DESCRIPTION OF PROPOSAL
Furnish and install plastic door guards on all patios and room doors on the 1st and 2nd floors,

Item Description Quantity Units Unit Price Net Amonnt
PODOT  Doswr Girards 65.000 Fa. $105.00 $1.27545
002 Cameron Construction time o install door guerds 16.000 M.H, $40.00 $640.00
00303 Touls and Equipment 1.000 LS, $65.00 $65.00
00004 Project Monagement / Project Admin 2.000 Ls. $68.27 $136.54
00005 Construction Fee 1.000 LS. $810.00 $810.00

Total: $8.926.99
Under this proposal the contract time will not be changed.
Utah Department of Health
SEP 18 2006
Bureau of Health Faciiity Licensing,
Cortification and Resident Assessment
ACCEPTED:
By: By:
Joe Briley Cameron Construction
Date: Date: '
Paps 1of 4




SE?. 1. 2006412:31PWT P CAMERON CONSTRUCTION FAX NO. 0884008 MO.420 P 3p, g

ROBERT I. MERRILL COMPANY

#01-243-2700 (¥PX 263-27R5}, 4043 SODEW 110 WESE, BALT LAXE CITY, OF Teli 001-263-2780 FAN: B83i-263-3788

fhip to:
Federal Heights Rehab
Attention Steve

~—

Cogtomars
CAMERON CONSTRUCTION
573 WEST 3560 SOUTH #1

SALT LAKE CITY, UT B4115

QUOTATION
BUS: 268-3584 Quotation No : 29756
FAX: 268-3678 Date s 06 BBP 2006
Account : CARCON
’ Page No. s 1
Salesparson: RH  Bhip via: FOB: Terms: Net 30 days
Qty Desgcription — Unit Prics Extension
20 Hager x armor plates .08l x 36" X 105.00 2,100.00
42" dark gray :
LEAD TIME PROX 5 WEEKS
ADDITTOMAL FREIGHT WILL APPLY
Product Sub-total 2,100.00
UTAH 86.600% 13_8.60
Total — . 2,238.60
# o520 = s
45 ea | /052 #44 Tax =€ 275
Utah Department of Health
SEP 1 § 2008

Bureau of Health Faciny wicensing,
Certification and Resident Assessment

e e

b abovo prices mra guotsd suhject to acosptancs withiu 30 dayw end cxedit spproval hy an officar of ST copiRy. AtSta sad
100wl taxse A¥s sot {noludad uplmas spécificully nDeted. Matssisl will be billed proportionatuly as shipped.

Pall spouns of iavolios dus wiet rondared--patainege not sacaptable. On shipments mude by ootwon eaxrios consignad to Lhe
ourtonat, 41l oliisa for damages in trameit suac be filsd by consigiec. ¥Wa do not innlude comd of anlosdiag, asoEnge ox
protection of macerial ot jobeita.




