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F 225 {483.13(c)(1)(1i) STAFF TREATMENT OF F225 F225
$5=D ' RESIDENTS On Oct 2001 Resident 8 had won
Money in Wendover. Administrator
. The facility must not employ individuals who have Had encouraged resident numerous
i been found guilty of abusitlg, neglecting, or Times to have money locked up in
! mistreating residents by a court of law; or have had a Facility safe. Resident refused to do
' finding entered into the State nurse aide registry So. Resident was hospitalized twice
' concerning abuse, neglect, mistreatment of residents Onee in Dec 2001 and once in Jan
| or misappropriation of their property; and report any 2002, Both times took money with
| knowledge it has of actions by a court of law against him to hospital.
" an employee, which would indicate unfitness for On Feb 14™ 2002 it was reported to |
| service as a nurse aide or other facility staff to the Administrator that resident was missing
' State nurse aide registry or licensing authorities. $400.00. Administrator interviewed :
: resident, room was searched, resident |
| The facility must ensure that all alleged violations could not recall when he last saw his
| involving mistreatment, neglect, or abuse, including money. All he said was the money
| injuries of unknown source and misappropriation of being in a sock in his chest of drawers. i
| resident property are reported immediately to the Adul‘mmstra(or 11lOllf.'l€d pqllce on ng
- administrator of the facility and to other officials in 147, 2002 . Police interviewed resident

case number was given to administrator.
Administralor was provided police with
Schedule of employees. Administrator
Failed to call state survey agency and
Adult Protective Services. Administrator
Had made copy of investigation report.
Was turned into survey team on 8-14-02 \
With numerous other papers. After a
Phone conversation with Sharon Jorgenson
Report was faxed to state Survey

- accordance with State law through established
! procedures (including to the State survey and
' certification agency).

| The facility must have evidence that all alieged

| violations are thoroughly investigated, and must

! prevent further potential abuse while the investigation
" is in progress.

. The results of all investigations must be-reported to

" the administrator or his designated representative and
. to other officials in accordance with State law

! (including to the State survey and certification

' agency) within 5 working days of the incident, and if
| the alleged violation is verified appropriate corrective Utah Dept of Health

. action must be taken.
| | | SEP 1 8 2002
- This REQUIREMENT is not met as evidericed by: 4 499725

9
Bur. of Medicare/Medicaid Prﬁ?

| Based on intervi d record review, it wa
ased on interviews and record review, it was Certification and Res. Asséssment

 determined the facility did not report dll'alleged
i violations of abuse to the State survey and certification

[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (X&) DATE
' Q&W\l s ‘Ra¥oL qwﬁl

Any deficiency stalernent en&ng with an asterisk (*} denotes a deficiency which may be excused from correction providing it is determined thal other safeguards provide
sufficient protection-o the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable wathin 14 days alt
such infarmalion is made available (o the facility. If deficiencies are cited, an approved plan of comection is requisite to continued program participation.
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’7 F 225 | Continued From page | F 225 Vi S;’-v\om Pag |
: ' [
- agency for 1 of 2 allegations investigated by the ) whl\“ 4
!. fRa:il_idry fto; allegation of theft of a resident's money. * Inservice presentcd to
i Resigent 8. .
| : staff on Aug.21.Emphasis was
. Findings include: placed on reporting procedure
L ) of lost property.Staff member
| Resident 21 was a 72-'ygar-old male who was : receiving complaint will make
documented on his Minimum Data Set (MDS) . s ini t
: * incident report. Administrator
| Assessment, dated 4/29/02, as having no memory e . laint.and report:
| deficit (Section B2 2 and b) and as having the - will investigate com ’ '
| cognitive ability to make his own decisions . incident to state survey and
‘ independently, "consistent/reasonable”, (Section B4). ‘E certification agency,A.P.S,
‘, o ¢ and police department.
i In an interview with resident 21, on 8/14/02, thc. 1 Resident 8 has kept money !
" resident stated that he had won $400.00 at a casino L i cafe since 3/14 102
 during the last Wendover outing with the facility staff in facll}ty safe .
' and other residents. The resident stated he had not All residents are encourage
 given the money to the Administrator to be locked in a - to keep large amounts of
safe. The resident stated that the money was taken - money in facility safe.A wntien
| from his room. " notice will be given to all
| L s " : i igned and
' During an interview with the facility Administrator, on i remd(?ﬂts t(,) be s gl;l art
8/14/02, the Administrator stated that she had i kePt_ 1n.rBSIdentS chatt.
l encouraged resident 21to put his money in the safe but | All incident reports v'nll be
| that he had refused. The Administrator stated she had ! revieiwed quarteﬂy in Q.A
! bec‘ome concerned for the safep( of the money when . meeting to assure proper . | .
‘ regldent 21had to lclave the facnht).( t.emporanly fora . proce dures are followed ‘
! brief stay at a hospital. The Administrator stated that a i X . ropriation
| facility staff member had turned resident 21's night . for re;_)ortlng misappropriajt
 stand toward the wall so his drawer couldn't be opened l‘ of residents property. ‘ q \ ]
, and put another piece of furniture against it, as the ‘ _ "l\ R
| resident requested before he left. When she learned
i that resident 21 had left the facility, the Administrator
stated that she sent a staff member to get the money so
 that she could lock it in the safe. The money was not
- found and the police were called to the facility to
investigate. L
| Voo i
' The Administrator stated she had not called the State
CMS-2567L ATGYI2000 Event | C4PCI11 Facility ID:  UTQO004
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F 225 | Continued From page 2 | F 225

survey and certification agency or Adult Protective |

l‘ Services to report the incident or results of the |
\ facility's investigation, but that she had provided |
| personnel schedules for the police investigation. The ||
| Administrator could not recall the specific dates of the “
‘; investigation or the date of the last casino outing the |
| residents had taken, but stated that she thought it was |
| April, 2002, The Administrator was asked for l
| documentation of the facility's investigation, but she *
| was not able to provide it. !
t

|

\

F 241 | 483.15(2) QUALITY OF LIFE | Faal
$S=G | !

| The facility must promote care for residents in a
|‘ manner and in an environment that maintains or !
\ ephances each resident's dignity and respect in full
i recognition of his or her individuality.

| This REQUIREMENT is not met as evidenced by:

Rased on observation, interviews and record review, it

was determined the facility did not promote care ina

| manner and an environment that enhanced one

‘{ resident's dignity and respect for 1 of 10 sample
residents whose commode chair was left in her room

‘t
without being emptied after each use. Resident 3. |

|
‘ Findings include:

L

| Resident 3 was a 67-year-old fernale who was admitted |
| to the facility 3/7/01.

L
l
l

l
|
' b
% Resident 3's medical record was reviewed on 8/14/02. j
it was documented on resident 3's Minimum Data Set |
(MDS) assessment that her long and short term ]
memory was intact (Section B2 a and b) and as having |
| the cognitive ability to make her own decisjonis 1
| independently, "consistent/reasonable”, (Section B4). |
|‘ It was also documented that resident 3 required staff }
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F 241 : Continued From page 3 1 F 241 'l F241
as§ist'ancc for Fransfers, ambplgtion, dressing and | ) Administrator approached C.N.A.
toileting (Section GI1A b-g, i, J). l '. On'shift, 8-14-02. C.N.A. said she
Forgot to return to resident #3
During an interview with resident 3 and a family | Room to empty and clean commaode.
_member, on 8/13/02 at 3:30 PM, the resident stated | Because she was called to assist another
. that it bothered her that the staff would not empty or | Resident after she assisted resident #3
_clean her commode chair during the day. The resident i ARer use of commode. Administrator
" stated that the commode chair was left in her room, 1 Explained to C.N.A. that commodes must
after it had been used, for the night shift to empty. The 'l Be cleaned and emptied immediately after
. resident and her family member stated that, at times, | i Each use. Administrator spoke with resident
the odor from her chair is "unbearable”. Resident 3 ' ' #3 8-14-02. Resident agreed to use call
, stated that she was "humiliated" recently when j - light and speak to nurse in charge or
 representatives of her church came into her room and | administrator when staff fails to empty
" "not only was it [the commode] full, but the lid was ! { commode after use. So proper action
up” throughout their visit. \ i can be taken also on 8-21-02 an In-
. | i service was given by D.O.N. and
Observation of resident 3's room, on 8/13/02 at 3:30 " 'l Administrator that nursing staff
PM, revealed the commode chair was ina comer of ; Must P'_f°"hd° care 'f°1' residents that
the room. The collector pan was visible and contained © Maintains each resident dignity and
. . . [} '
urine. On 8/14/02 at 1:30 PM, the collection panin | Respect specific emphasis was placed on
the commode chair in resident 3's room was observed E : ¥:" use °fC°“"1“fde chair and importance
"o have been used. | 1 at cqmmodes are emptied and cieaned
: 1 | Immediately after each use,
 Foliowing a discussion with the Administrator and the ‘ i al(:l)l:‘no?]n? :beOI: ang C.?arg.: nurse
| Director of Nursing, on 8/14/02 at 2:30 PM, regarding | itor by random atly observation
. ‘ - i I Also reminder for direct care staff posted
_resident 3's concern that her commode be emptied and !‘ U In nursing station 9-9-02 8
cleaned after use, the Administrator talked with ' : B ' (,-\ L\ O
resident 3. Wpcn the Administrator remed, she ' ' Any issue pertaining
stated that resident 3 always had to be assisted to i i to this issue will be addressed
. transfer to the commode and that there was no reason 1 | in quartely Q.A.meeting
for the commode to be left unclean after use. A nurse ! .
 aide then entered resident 3's room and was observed i
to remove and empty the collection pan. i
1 |
1
|
!
F 272 483.20(b) RESIDENT ASSESSMENT | F272
SS=E | s L i
. A facility must make a comprehensive assessment of a |
' resident's needs, using the RAI specified by the State.
CMS-2567L ATG 112000 Eventl]  C4PCI} Facility ID:  UT0004 1l continualion sheet 4 of



DEPAR”EM]_ENT OF HEALTH AND HUMA JERVICES
HEALTH CARE FINANCING ADMINISTRATION

PRINTED: 8/19/20
FORM APPROVE

2367
STATEMENT OF DEFICIENCIES (Xn PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: COMPLETED
A. BUILDING . :
B. WING
46A068 8/14/2002
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE .- C
469 NORTH MAIN
HOBBLE CREEK CARE CENTE
| ENTER SPRINGVILLE, UT 84663
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX | {EACH DEEICIENCY MUST BE PRECEEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} " TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
; i DEFICIENCY) :
F 272 | Continued From page 4 F272

| The assessment must include at least the following:
|

}I Identification and dcmograptliic information;

| g

' Customary routine;

Cognitive patterns;

Communication;

' Vision,

' Mood and behavior patterns;

' Psychosocial well-being;

Physical functioning and structural problcﬁ;s;
" Continence;

' Disease diagnosis and health conditions;
Dental and nutritional status;

| Skin conditions;

. Activity pursuit;

: Medications;

| Special treatments and procedures;
Discharge potential;

l‘ Documentation of summary information regarding the

: additional assessment performed through the resident
' assessment protocols; and D

"t
[
Yol
"

| . . SN
: Documentation of participation in assessment.

CMS-2567L.
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|

| This REQUIREMENT is not met as evidenced by:

i‘ Based on interview and record review, it was

| determined the facility did not complete

| comprehensive Minimum Data Set (MDS) assessments

\ which included documentation of summary
information regarding an additional assessment
performed through the Resident Assessment Protocols

i (RAP) for 4 of 10 residents in the survey sample.

| Residents: 7, 11,18, 21

|
% Findings include:

! The RAPs (Section VA a and b) of the Resident

| Assessment Instrument (RAI - the combined MDS and
| RAP assessments) are used to identify areas of a

\ resident's care which have been triggered from the

| MDS assessment and require further assessment in

\ order to provide an individualized care plan for the

i resident. Documentation relevant to the assessment

¢ information regarding the resident's status should

| include a description of the nature of the resident's

| condition, complications and risk factors to use in

| deciding to proceed with care planning, and factors

| that must be considered in developing individualized

| care plan interventions, as well as the possible need for

' further evaluation by appropriate health professionals.

| The care planning decision-making column must be
1 completed within 7 days of completing the RAL

|
| Potential problem areas that may trigger on a RAP
| from an MDS include:
| 1. Deliritum
2. Cognitive loss
| 3. Visual Function
| 4. Communication
| 5. ADL (activities of daily living) :
| functional/rehabilitation potential

P TR

Interdisciplinary team members,
As well as members of the quality
Assurance committee met and
Reviewed all components for
Completion of resident’s com-
Prehensive assessmert to insure
That all resident’s MDSs RAPS
And care plans are coordinated
And indicate the resident’s current
Condition status. All MDSs RAPs
Will include the location, date of
Documentation and decision to
Weather or not to care plan any
Triggered problem areas.

All resident’s care plans will be
Reviewed monthly when the
Nursing monthly summary is
Completed. Any new problem
will be addressed in the care
Plan and brought to the attention
Of the IDT members as well as
The QA committee members for
Their 1'evierque.~\ e
ADON/DON will monitor this
By doing random weekly audits
Of resident’s medical records
And change of shift reports. Se as
To ascertain that problems

Are being addressed in 2 proper
Manner.

h-‘ﬂ..oﬂ
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F 272 | Continued From page & F272

1 6. Urinary incontinence and indwelling catheter

. 7. Psychosocial well-being -

i 8. Mood state '

| 9. Behavioral symptoms i’

l 10. Activities

| 11, Falls

| 12. Nutritional status

| 13. Feeding tubes

. 14, Dehydration/fluid maintenance

i 15, Oral/dentai care

| 16. Pressure ulcers ;

! 17. Psychotropic drug use |

‘1 18. Physical restraints L

| 1. Review of medical records for resident 11 —_— :

' documented an incomplete RAI assessment; dated F272

| 3/10/02, which did not include the location of RAP ‘:179. Resident 11 RAI Assessment of 3-10-02

| (Section VAa) assessment documentation and did not ~Reviewed and corrected to include

| include the decision of whether or not to care plan for - Location and date of RAP assessment .

' the triggered problem areas {Section VAb). documentation as well as decision ]

! " indicating whether or not to care !

| Problem areas 2, 4, 5, 6, and 8 identified that RAP " plan for the triggered problem |

| documentation could be located in "Nurses Notes" but  areas. All problem areas triggered |

i no date was documented to reference any particular Are ass.csscd in weekly Nurses notes i

| note. Further review of the resident's medical record ~ And skin assessment present in l

| revealed no nurses notes written during the assessment  Patient chart and overflow charted

‘ period that provided any summary information . Completed 9-5-02 Loy S0l

| regarding the resident's cognitive status, —e — 'q B

: communication, ADLs, continence or mood state. Resident 18 RA! assessment of 7-1 2.02 \

‘! Fm Reviewed and corrected to include !

i ; ; . - Dates location of RAP assessment i

l 2. Review of medical records for resident 18 Documentation, as well as including !

3 documented an incomplete RAI assessment dated " The decision to whether or not to i

1 7/12/02, which did not include the dates or location of The care plan for the triggered |

i RAP assessment documentation and did not include Problemn area. All prablem areas }

i the decision of whether or not to care plan for the " Triggered are assessed in weekly

" triggered problem areas. N 8 Nurses notes and skin assessment. ‘

| o Present in patient chart. ¢

WL 3. Review of medical records for resident 7 : l }-5-04
CMS-2567L ATGI12000 Event!  C4PCII Facility ID:  UTO0004 If continuation sheel 7 of
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r F 272 | Continued From page 7 F 272 Resident 7 RAI assessment of
! docurnented an incomplete RAJ assessment dated 5.3-02 reviewed and corrected
| 5/3/02, which did not include the dates of RAP to include dates of RAP assessment
? assessment documnentation. location in weekly nurses note and
| i skin assessment form sheet, and monthly
i Problem areas 2, 4, 5, 6,7, 8, 9 and 11 identified that summery form, Present in patient chart.
| RAP documentation could be located in "Nurses for the problems areas wiggered. o - 5.0
' Notes" but no date was documented to reference any
. particular note. Further review of the resident's
| medical record revealed no nurses notes written during
| the assessment period that provided any summary
information regarding the resident's cognitive status,
. communication, ADLs, continence, mood state,
! behaviors or falls .
|
'4. Review of medical records for resident 21
’l documented an incomplete RAI assessment dated E272
l 3/17/02, which did not include the dates of RAP ﬁ\:a“& Resident 21 RA! assessment of
| assessment documentation and did not include the 3.17-02  reviewed and corrected
" decision of whether or not to care plan for the to indicate dates of RAP assessment
triggered problem areas. documentation as well as indication
} Weather or not to care plan for the
' problem areas 2, 5 8, 15 and 16 identified that RAP triggered problem areas. All
| documentation could be located in "Nurses Notes” but problems areas triggered are assessed '
l no date was documented to reference any particular in weekly nurses notes and skin ass-
' note. Further review of the resident's medical record essment. Present in patient chart. | q-5-07
| revealed no nurses notes written during the assessment ¥
| period that provided any summary information
L regarding the resident's cognitive status, ADLs, mood
| state, oral/dental care and pressure ulcers.
|
\
F 274 483.20(b)(2)(1i} RESIDENT ASSESSMENT F274

58=D:
- Within 14 days after the facility determines, or should
] have determined, that there has been a signiﬁ;cant
' change in the residents physical or mental {;ohdition.
| (For purpose of this section, a significant change
_ means a major decline or improvement in the

ATG112000 Event ]
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F 274 : Continued From page & F274
: residents status that will not normally resolve itself F274
without further mtervcnn‘on‘by staff or b){ . Resident ‘s medical record was
i implementing standard disease-related clinical l Reviewed as well as his care
| interventions, 'lhat has an impact on more thlan one | Plan and a Significant change
; area of the residents health status, and requires | In status. Assessment was completed and
 interdisciplinary review or revision of the care plan, or | Submitted to the State resident assessment
: both.) Dept. His plan of care was updated to
| Indicate his current condition status.
| Any significant change in status of
. This REQUIREMENT is not met as evidenced by: | Any resident that is identified through
" Based on record review the facility did not ensure that | | Weekly audits of the resident’s medical
significant change assessments of residents’ needs were | ! 5;.?0;;1 anc_i or change of shift reports
completed within 14 days after the facility determined, . P(; (l: ;ﬁg’g pla“;ed in that resident’s
ot should have determined, that there had been a i : rought to the attention of
AR , ey o4 ) | Members of the IDT team and QA
' significant change in the resident's physical or mental C X DA
| o s ‘ i ommittee for their review. A
condition. Significant change assessments ‘were not -
| leted for 1 of 10 led resid "t' ) d Significant change of status assess-
| comp eted for 1 0 sampled tesiderits reviewed. Ment will then be submitted to the
' Resident identifier: 21. ! State.
Findings include: \
‘ . F 274
|
| Resident 21 was admitted to the facility on 3/15/01 | . » (. 1DT
" with diagnoses of Alzheimers dementia with psychotic i In-services preselt;!ed t?:u:smg‘slta L embers
| features, hypothyroidism, hypokalemia, and ! Members, as we)l as Q commitles MEmbE!
| hypertension I Indicating that a significant change in status
! ‘ 'l Assessment must be submitted to the state
. i . ) T 4 ]
" On 8/13/02, and 8/14/02, resident 21's medical record | Resnden_t 'assessmeqt dept w:thlp ‘. days aftel
; feqd [ The facility determines that a significant change
- was reviewed. On 3/17/02 an admission , A . i -
i ind In the resident’s physical or mental condition has
: comprehensive MDS (Minimum Data Set) was l . :
; Been determined. The DON and ADON wili
- completed for resident 21, On 6/15/02a quarterly | ! S '
MDS ) leted f ident 21. Both ! Ascertain that this is being implemented through
: fth assessment Was cglmp ¢ ; or 1:;31 cgl - O Weekly auditing of the resident’s medical record
. ° dt cse;ssestsmenlt)s :n -1catc :i at rc§| ;nll , »:;as Documentalion in addition to direct observalion
: indepen c:}t in amou a[t{mr?;n ;c}qmr.c m;nc Of the resident for any signs or symploms ofa
11 assistance for eatx'ng. €81 <.:m f“ time of survey, Decline in physical or mental condition 8534 -02
1 ambulates short distances with assistance but was 2.4
" mainly using a wheelchair and resident 21 was -H-03
i dependent for eating. These significant changes .
: triggered the need for a comprehensive MDS
 assessment to be done. :
'MS-2567L ATG112000 Event]  C4PCII Facility ID: ~ UTO0004 il continuation sheel 9 of
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“ Resident 21 had a decline in ambulation.
| A. MDS dated 3/17/02
Section G-1-D (scored as 0, Independent)
B. MDS dated 6/15/02
 Section G-1-D (scored as 0, Independent)

; On 8/12/02, 8/13/02, and 8/14/02, resident 21 was

; observed to be in his wheelchair and recliner chair in

" his room. He was not observed to be ambulating on

| the unit.

* During an interview, on 8/14/02, with DON (Director
of Nursing) she stated that resident 21 only walks short

; distances with help.

| 5

| Resident 21 had a decline in eating.

© A. MDS dated 3/17/02

| G-1-H(scored as 2, limited assistance)

| B. MDS dated 6/15/02

| G-1-H (scored as 2, limited assistance)

|

' Ons/ 12/02, 8/13/02, and 8/14/02, resident 21 was

- being fed his meals by staff members. Resident 21 was

' not able to feed himself. During an interview with the

| LPN (Licensed practical Nurse) working on 8/14/02,

| she stated that resident 21 hasn't caten by himself for a

. very long time, and always requires total assistance to
eat.

| A significant change assessment was not done when
i resident 21 had a decline in his walking and eating
, status, as required.

[P,
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F219° 4B).28k) RES!DENT ASSESSMENT F27% i

55=0
" The facility must develiop 8 comprehensive cars plan
: fot each resident that includes measurable objectives
- and timetablas o meet 8 resident’s medical, nurting.,

and menia} and psychosoeial noeds that are identificd
. in the camprehensiva asscasment.

* The care plan must describe the following:

| The gervices tha are (o be furnished to attain o
rnainain the resident's highest practicable physical,

_mental, and payshosocial well-being a3 Tequired

" under 3483.2%; snd .

Any services that would otherwise be required under
- 4481.25 but ar¢ not provided due to the residents
., exercise of rights under 483,10, including the right
1o tefuse treatment under 3483.10(0)(4).

. This REQUIREMENT is net met aa svidenced by:

Based on record review, it was determined that the
fucility did not ensure that resident comprehensive
care plans included services that were to be famished
1o atiain or maintain the resident's highest practicabls
_physical well being for 1 of 10 sample residents.
¢ Resident 21

Findings include:

Resident 21 was admined to the facllity on 3/15/01
with dingnoses of alzheimers demantia with piychetic
. Teatures, hypothyreidism, hypokalemia, hyperteasion,

and benign prosustic hyperraphy.

Resident 21's medical record wes reviewed on 8/13/02
! and 8714702 and revealed an annugl MDS {minimum

F27% :
The resident 21 comprehensive Care 1
PInn wis yeviawed nnd updaled 10 i
As to tlearly indicute sny triggered 1
Problem aren, care, and SECVices i
Being provided. Specifically sddressed !
Ora! hygiene, need [or dental care
Including frequent brughing and !
Brushing especially after every
Meal. Also care plar the applicstion \
Of hand splint o assist in reducing |
Rizk of developing contraciure.
The DON, ADON \
Wil review and update resident
Plan of care ona quarterly basis
And or 13 any problem I3 dentified .
To assure'thal n) resldents receive 1%2’\ @
¥ Appropriate care and services. i
I The QA committee members will '
Manijter and address any problem
‘ Areas Quarterly.

| Cb tVeskie

! data 3e!) dared 3717702 and & gquasterly MDS” { '
- ngseaament duted 4/15/02, The ancual MD§ resident ‘ ) }
" assesarrient protocol summmary wigger shdothad t i
CMS ISy i AYGitz00 Everi  CAPCHI Faclity [D:  UTO004 ¥ comtinuatian sheet 11 of
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F 279 | Continued From page 11
dentist and that resident 21 had a tooth extrac
On 3/20/02 nurses notes state that resident 21

severe gum disease”...

from the dentist and one tooth was pulled.
On 6/17/02 nurses notes state resident 21 has

On 6/21/02 nurses notes state that resident 21

flossing provided.

evaluation on 4/16/02. A hand splint was ma
g There was no mention of a hand splint in his

| and for how long.

|

F 371 | 483.35(h)(2) DIETARY SERVICES
|

$8=D

| food under sanitary conditions.

| . .. .
| food under sanitary conditions, as evidenced

! and stained. The outside doors of the kitchen

\ v
- Findings include:
|

On 4/3/02 nurses notes state that resident 21 returned

right cheek that is bluish with small abrasion marks.
transported to the dentist for emergency dental care.
Resident 21's care plan does not address resident 21's

gum disease, how frequently he needed brushing and

| On 8/13/02, and 8/ 14/02, resident 21 was observed to
have a contracture on his hand and he had a splint in
his room. Resident 21 had an Occupation therapy

| or giving direction as to when he was to wear the splint

! The facility must store, prepare, distribute, and serve

This REQUIREMENT is not met as evidenced by:

' Based on observations made on 8/12/02 and 8/13/02,
 the facility did not store, prepare, distribute, and serve

1. kitchen tools, and utensils which were being stored on
kitchen cabinet shelves that were worn, water damaged

| were, scratched, chipped, worn and unsanitizable.

F279
ted.
..."has

a swollen

was

de.
care plan

F371

by

cabinets

CMS-2567L ATGI2000 Event [
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F 371 | Continued From page 12 F 3N I |
| Upper kitchen cabinets: !
1. The mixer was being stored on a shelf which was ‘
not clean.  The bottom of the shelf had a gray buildup |
visible to the eye. |
2. The water flasks were stored on a cupboard shelf ! ,
| which was not clean. The bottom of the shelf had a ! |
gray buildup visible to the eye. F 371 . . |
3. The food processor was being stored on a shelf | Food Service Supervisor and |
which was not clean. The bottom of the shelf had a - Administrator. Consulted with ‘
gray buildup visible to the eye. | Kitchen staff to P""S“;“‘O‘zhe |
4. Kitchen cabinets on the east wall were had dry food L Pr.oblem ar?s. On d- p 1-02. !
spills, When the cabinets were touched by the ; g]'::;?:::“ kittigzn cz?t?nets |
surveyor to open them, a sticky gray substance was left ? . !
onter ﬁ“gerz e o agd (:U:Ibf; 3,02 QA committee |
5. The kitchen cabinets aboﬁve the three compartment ‘ Mr::t. %’e?'lci ency‘presemed. Recomm- ‘;
the doors had cracks and chips. : Endations. Dietician will give in service |‘
' ' To kitchen staff 9-9-02. ;
Lower kitchen cabinets: " 2?1 1i(l"ttmortance of cleaning kitchen ‘
1. The larger stock pot was being stored on a shelf ' Areas. |
| which had a gray substance on it. 2. Cleaning schedule posted in kitchen. |
2. Coffee filters were unopened and stored on a shelf ' Daily cleaning task will be signed off ;
which had a gray substance, and food spills and stains ' By employee responsible. Monitor i
onit. ' . By checking schedule and task done i
‘{ 3. Pans were §tored on a shelf which had a gray I D)z;ily. Dieligcian will do m_onthly ‘
| substance, visible to the eye. | Kitchen inspections. All kitchens | ]
! 4. Cleaning supplies were being stored on a shelf i Cabinets and shelving will be ‘\ o T
which had spill stains on it. : Refurbished, E )
5. Cabinets below the larger sink were chipped and ' QA committee will review reports "\ b\ Vi 1
had dry spills on the doors. The shelves and the south © Quarterly. | ‘b 2,
wall had a gray, sticky substance on them. |
6. The cabinets along the east wall had a gray, sticky \
substance on them and the wood was chipped off the ‘
doors at the bottom. |
7. There was worn particle board shelving in a cabinet |
along the east wall below the microwave. ‘
8. The cabinets to the east of the kitchen island had a |
| gray, sticky substance and had chipped surfaces along "
the bottom. . ‘ ¢ 3.
9. The cabinets below the three comparfmcm sink,
CMS-25670 ATG112000 Eventl ~ C4PCII Facility 1ID: ~ UT0004 If continuation sheet 13 of
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F 371 | Continued From page 13

were chipped and worn. The cabinet finish was off

: and unsanitizable. The shelves inside were warped

|

from possible water damage.

10. The cabinet below the coffee preparation area was
stained and sticky and the finish was coming off,
making the cabinet unsanitizable.

11. The cabinets east of the stove, which wrap around
to the open window into the dining room, had a gray,
sticky substance and had a worn finish. There were
some chipped areas along the bottom.

| 12. The cabinets on the east wall, below the window,

where dirty dishes are returned, had not been washed
and had scratch marks from the handle of the garbage
can. The doors were chipped and worn.

Drawers:

1. The spoon and knife drawers had a visible, sticky
gray substance on the inside. When touched by the
surveyor, there was a gray material left on her fingers.

- There were crumbs and spills in the drawer as well.

2. The finish was womn on the outside of the bread
drawer.

Kitchen Island:
1. Some pots and pans were being stored on shelves
that had not been thoroughly washed.

| 2. Some pots and pans were being stored on a wooden
. surface that was worn and warped.

2. The outer cabinets were unclean, worn and chipped
along the bottom of the doors.

Table below the telephone and bulletin board:

i 1. The legs of the table were unclean, chipped, worn

and unsanitizable.
2. The lower shelf of the table had spills and splatters

. of food substances and stains on it.

Stove
1. The bottom portion of the stove, approximately 4

F 371

¢t |
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|
A facility must provide pharmaceutical services !
| (mcludmg procedurca that assure the accurate !
| acquiring, teceiving, dispensing, and administering of |
1 all drugs and bioclogicals) to mect the needs of each
: resident.

. 'I'hu REQUIREMENT is not met a8 evidenced by:

aned on medical record review and interview with the |
' director of nursing (DON), it was determined that the ;
facnhty did not ensure that sliding scale (SS) insulin
' was documented on the medication sdministration
j tecord (MAR) a8 being given, a3 ordered by the
: phyuclm. for | of 2 sample residents on SS insulin,
! Resldent 18

} Findings include:

| Resident 13 was sdmitted to the facility on 7/16/01
i with diagnoses that included insulin dependant
' disbetes, hypertansion and schizophrenia..

| A physicign order, dated 1/25/02, documented 1o
| obtain resident 18's Blood sugar (BS) two tirges daily |

i and administer 85 insulin ay follows:

i

| | BS of 150 1o 200, 6 units of regular insulin, ;
BS 0f 201 to 250, 7 units of regular insulin. ;
| BS of 251 10 300, 8 units of regular insulin. !
1 BS of 301 to 350, 10 uaits of regular insulin. !
i BS of 351 to 400, 12 units of regular insulin. i
LS Rbove 400 call MD, !

2567
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(X0 | SUMMARY STATEMENT OF DEFICIENCIES ) - PROVIDEWS PLAN OF CORRECTION X
MEFX | (EACH DEFICIENCY MUNT BE PRECEEDED BY FULL PREFIX % (EACT CORRECTIVE ACTION 55OULD BE comMpLaTE
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F 371 ! Continued From page 14 F 371 !
i inches high and scress the full length of the stove, was Fi71 b
ool eavered. All of the metal, the conduits and the | Bottom portion of stove has i
i wiring was visible and wag covered with a sticky, been cleaned with de N 13-02
; dusty coating epproximately 1/4 inch thick. Breaser hAE 9,3
i New covers are being ordered ' L
: and will be instal ' :
£ 426 483.60(s) PHARMACY SERVICES Fae | o be installed when 110-13-02
$5D" ey are in.

% %s' Pz

CMS-1567L ATl Evart]  CaPCIY

il
Pacility ID:  UTOO00

1Fcontinuation Xyet 13 of



DEPARTMENT OF HEALTH AND HUMA.

ZRVICES

- HEALTH CAR,E FINANCING ADMINISTRATION

PRINTED: 8/19/20 ;
FORM APPROVE ;

2567 i
STATEMENT OF DEFICIENC[ES {X|) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o BUILDING -.COMPL:E_T_ED
B. WING
46A068 §/14/2002
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE - i
HOBBLE CREEK CARE CENTER ;lﬁ’??.ll\lNoGRVTlIltl]j%?l[FT 84663
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D ?ROVIDERS PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX i {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 426 - Conlinued From page 15 F 426
Resident {8's BS for June 2002, that would have F426
required SS insulin and was riot documented as being In-services presented to nursing
given were as follows: 'I Staff indicating policy, procedures,
RS at 4:00 PM on 6/4/02 was 186, BS at 6:00 AM on Expectation require that blood
6/5/02 was 197 and at 4:00 PM was 195. BS at 4:00 Glucose levels be done and the
PM on 6/20/02 was 157. BS at 4:00 PM en 6/26/02 Appropriate sliding scale regular
was 153, Insulin dose be administered
: As ordered by resident’s physician.
Resident 18's BS for July 2002, that would have Also, that it be properly documented
required SS insulin and was not documented as being In the MAR. DON and ADON will
given were as follows: ' Ascertain that the procedure and document-
BS at 4:00 PM on 7/2/02 was 15]. BS a1 4:00 PM on I Action are being implemented through
7/3/02 was 163. BS at 6:00 AM on 7/4/02 was 158 | Random Daily audits of the MAR
and at 4:00 PM was 156. BS at4:00 PM on 7/5/02 | xs 3 weeks, Quarterly FeVieW.Wl“
was 158. BS at 4:00 PM on 7/6/02 was 195. BSat | also be done by the QA committee.
4:00 PM on 7/10/02 was 156. BS at 4:00 PM on \ All nurses received a copy of ad-
211/02 was 191 Ministration and documentation
1. Of blood sugar and insulin procedure. i
Resident 18's BS for August 2002, that would have ' (see attachments)
required $S insulin and was not documented as being l ;
given were as follows: ! o °\\ (R\ ¥ 2
- BS at 4:00 PM on 8/6/02 was 159, BS at 4:00 PMon | :
8/8/02 was 248. BS at 4:00 PM on 8/12/02 was 189. | B
In an interview with the DON on 8/13/02 at 10:00 }:
AM, she stated that the nurses had been inserviced on | J
the correct administration of SS insulin and'that the ! 3
nurses would document the BS and the amount of S8 |
insulin they gave on the shift report sheets and | !
sometimes would forget to document the S8 insulin on
the MAR. The DON also stated that the shift téport i
sheets were for her use as en auditing tool and was not ]
part of the residents’ medical record. !
- Review of the shift report sheets for May 2002, June ||
2002, July 2002 and August 2002, for resxdcnt 18, i ¢t
" showed the following: ) i (
|
. | !
CMS-256TL L. ATGII2000 Event!  C4PCI| Facility ID:  UTO0004
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, May 2002

' On 5/25/02 at 4:30 PM, 4 units of SS insulin was . ‘

| . .

| documented as being administered for a BSof 162, 6 !

. units should have been admihistered. On 5/26/02 at |
| 4:30 PM, 4 units of S8 insulin was documented as | [
' being administered for a BS of 159, 6 units should {
| have been administered. No other documentation was ‘

' found, for resident 18, on the May 2002 shift report '
| sheets for the missing documentation on the May 2002 \

 MAR.

: June 2002 |

' No documentation was found, for resident 18, on the

' June 2002 shift report sheets for the missing {

| documentation on the June 2002 MAR. i

| 2

" July 2002 /

' On 7/4/02 at 4:30 PM, 6 units of SS insulin was

~documented as being administered for a BS of 156,

. On 7/6/02 at 4:30 PM, 6 units was documented as

| being administered for a BS of 195. On 7/11/02 at

| 4:30 PM, 6 units of SS insulin was documented as

' being administered for a BS of 191. No other

. documentation was found, for resident 18, on the July
2002 shift report sheets for the missing documentation
on the July 2002 MAR.

Y, |

" August 2002

! On 8/6/02 at 4:30 PM, 4 units of SS insulin was

. documented as being given for a BS of 159, 6 units l
should have been administered. On 8/12/022t4:30 |
PM, 4 units was documented as being given for a BS |

. of 189, 6 units should have been administered. No \

i other documentation was found, for resident 18, on the
August 2002 shift report sheets for the missing ‘ |
" documentation on the August 2002 MAR. |

M !
.
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, compelency evaluation program. Employee §
' Findings include:

" The prescreening documentation for new ermployees
* was reviewed on 8/13/02. Documentation was
: reviewed for five of the employees who had been hired
+ between March 2002 and August 2002, It was
_ documented that employce | had been employed since
» 337/02. There waa no documentation that employee 1
- had become a cenified nurse's aide.

 Review of the nurse's aides' schedule from Aygust 4,
+ 2002 uniil August 17, 2002, documented employee |
© was scheduled us the aflernoan aide four days per

B o
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FREFIX {EACH DPFICIZNCY MUST 3E PRECEEDED BY FULL FREAX J(EACH CORRECTIVE ACTION SHQULD BE COoMPLETE
TAG REGULATQRY OR L3C IDENTIFYING INFORMATION} TAG CROSS-REFEAENCED TO THE APPAOPRIATE | oatt
: —L‘ : DEFICIENCY) :
F 484 | Conunued From pags 17 F 494 F494
F484. 483.75(e)(2)-(3) ADMINISTRATION F 494
55=D
A facility must nol use any indjvidual working in the Employee | has cot:npl}:.tﬁddC.N.A.
E fatility a3 @ nurse wide for more than 4 months, on 8 Classes. Has past his skilled test
: Full-time basis, unless that individual is comipetent to June 2002. Did not pass his written !
' provide nursing and nursing related services; and that Exam. Retake of written test was ;
| individual has completed = training and cotmpetency Done first part of July 2002, failed |
: evaluation pragnR or h. c;mpetency et;'aiué.\non Again. Employee 1 took his test ;
: program approved by the State as meeting the : ap Aug 2002 in ‘
: requirements of 35483.151.483.154 of this pary; that .ggau}.th pgloiw:%in (ﬁ_ K
- individual hus been deermed or determined competent panisil, Lurrently iting .
| as provided in 5483.1350{n) and {b}. -Sults. Employee 1 was removed I
‘ i From schedule Aug 30 2002. |
- A facility must not use on a \emporary, per dlem, And will pot be reschedule !
A mp
. leased, or any basis other than a permanent employee Until proof of passing written \
 any individual who does not meet the requirements in Test has beﬂn acquired. ‘
i i paragraphs (e}2){i) and {if) of this section, Facility will not hire any direct !
i This REQUIREMENT is not met ag evidenced by: gam:;szj:::: :::nm;:enc b !
i Bused on interviews and review of employment . Pcmln t;xc requir eﬂ test t%r 4 }
; prescreening records, it was determine the facility used i ass'i g o 9 . !
i 1ol $ employees on the samplé as a nurse aide for Ce_mﬁcau.on. QA committee
. mare than 4 months although that individual had sot Will monitor on a quarterly i
. ben deemed competent by completing and pasaing a Basis.
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i - SUMMARY STATEMENT OF DEFICIENCIES ) . - {EROVIDER'S PLAN OF CORRECTION )
PREFX (EACH DRACIENC Y. MUST BE PRECEEDED BY FULL PREFIX " JULACH CORRECTIYE ACTION SHOULD BE CoMILETE
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F 434 Cominued From page 18 F 454
" week, August 4, 5, 8 and 10, and then August 11, 13,
14 and 15, The nurse's sides’ schedule for the same
rwo weeks documented employee | was scheduled
 eight days, employee 3 was schaduled tendays,
. employee 4 was scheduled five days, employes § was
+ scheduled nine days, etnployee 6 was scheduled eight !
« days, employee 7 wis scheduled ning dayz, and F496 ;
" employes 8 waa scheduled nine duys. Employee 2 was hired in May 2002 '
‘ For wansportation and reuor:livc. :
+ In an interview with the Administrator, on 8/13/02, Reglsiry had been called in May !
" she stated that she understood the employee had not Nol abuse reportec, C.N.A. certification
i demonsirated competency by passing the requlred test, Expired Nov 99. But needed (o retake i
| She stated she hadn't congidered emplovee 1 10 be & Test, Employee Ris not performing i
. full-time employee because hefshe had snother Restorative duties since 8-19.02 !
- primary jok, : And will not be rescheduled 1o do ;
) So untit proof of passing written 1es; !
Hay been sequired, - :
: D.O.N. or administrator will '
:;3; ] 483.75(eX5)-(7) ADMINISTRATION F a3 Call certification center in !
. Before allowing an individual to serve as a nurse aide, K?ysw!i;a w.ve"fy statu:'. . |
a fagility must receive regisiry verification that the Of certification before hiring.
individual has mes compeiency evaluation Employees data profile is
 requizements unless the individual is a full-time Reviewed by administrator
| employee in & training and competency ev:h.utilon . Periodically, Notice is given !
| Program ';r:wm:d by 'h; Sutegdcer berf:cf;i:;i:q*":z n To staff member before |
 individual to serve a5 v nurse aide, ust 3 : L /15 : :
" information from every State registry established g em]ﬁcauoz;ﬂ:censef\;ﬂll ?l)lc]:;:re. E
 under sections 1B19{e)(2)(A) oz 1919(¢)(2){A) of the mplayces aata profile will be i
} Act the facility believes will include information on Monitored in Q-A-,mmmg | 8.19-02
| the individual. Quarterly. '
» If, sin¢e an individual's most recent completion of & i
! sraining and compatency evaluation program, there C QJ - )
- has been & continuous period of 24 ¢onsecutive f /é Yo
- mohths during none of which the individuai provided . '
: nUrsing or nursing-ralated services for monetiry v " !
| compensation, the individual must complete & new t !
5 training and competency evaluation program or s new ! .
* compelency evahuation program.
CM3.23670 - ATGI17000 Evemi)  Carcly Facility D \rrocod Il eonlinuaiian shegy 14 of
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F 496 W Continued From page 19 F 496
\ This REQUIREMENT is not met as evidenced by: v

|
Based on interviews and review of personnel records,

it was determined the facility did not receive registry
' verification of nurse aide certification for 1 of §
employees on the sample. Employee 2

i Findings include:

In an interview with employee 2, on 8/13/02, the

! employee stated that his/her nurse aide certification

| had expired and had not yet been renewed. Employee

l 2 stated that he/she had not been trained or certified as

N a physical therapy aide, but had previously been
trained as a nurse aide. The employee stated that

his/her job responsibilities were not related to nurse

| aide tasks, but that he/she provided restorative and

' transportation services for the residents. Employee 2

| stated the restorative tasks included ambulation and
range of motion tasks which required hands on

ﬂ assistance to the residents.

|
Review of a list of employees hired within the

previous four months documented that employee 2 had

been hired by the facility in May 2002 and that the

nurse aide Registry had not been contacted regarding
 the employees certification prior to his/her active

\ employment.

'L

i In 2 call to the nurse aide Registry, on 8/14/02, a
registry employee stated that employee 2's certification
had expired September 1999. The registry employee
stated that employee 2 could not be allowed to
perform nurse aide related duties until the employee

| took and passed the competency test to become

| recertified.. .

! Ca s
Review of the regulations for long term‘care providers
documented, 483.75 and "F" tag 493, "Nurse aide

i
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i DEFICIENCY)

means any individual providing nursing or
nursing-related services to residents in a facitity who is
not a licensed health professional, a registered
dietitian, or someone who volunteers to provided such
l services without pay". Hands-on-care, including range ,
| of motion and ambulation training/assistance are i
1 nursing related services and must be performed by
i licensed personnel or nurse aides.
i In an interview with the facility Administrator, on i
| 8/13/02, she stated that she had not called the Registry
| before hiring employee 2. She stated that she knew |
| employee 2's certification had expired, but that she had |
| not considered that the restorative tasks were nursing I
|
|

|
I
!
|
F 496 | Continued From page 20 \ F 496
[
1
|
|
!
|
l

|
1
!
1

| related services.
|

| i
‘ ‘- \
| |
} |
\
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