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Notification of Rights and Services 5
The physician was notified on October 9, l
| 2002 of resident 20°s change of

condition. The DON will hold an

| .
F 157, 483.10(b)(11) NOTIFICATION OF RIGHTS AND ' F 157
$S=G ; SERVICES

: A facility must immediately inform the resident; . . . . ;

' consult with the resident's physician; and if known, ; | nservice with the llcqnsed,nurses_op

- notify the resident's legal representative or an : f notlﬁcat.'lon of the resident’s physician

i : . ; \  and family members of a change of

+ interested family member when there is an accident : 1 condition on January 10, 2003 All

- involving the resident which results in injury and has " changes of condition are, docux.nente din

 the potential for requiring physician intervention;a | ‘| the narrative nurses note. Documentati

, significant change in the resident's physical, mental, or : | includes: explanation antli descgl;tignaolf?n

| psychosocial status (1.§., a detCI.'lOrE'ltlo n health, £ L g gnificant change, physician notification,

mental, or psyc}1l0§0C1al status in either _hfe_ ] . specific information/assessment that was
threatening conditions or cI.1n1cal corr_1p11cat10ns), a . given to the physician, the physicians

need to alter treatment significantly {i.e., a need to | | response and orders, documentation of

discontinue an existing form of treatment due to P the action taken and’ documentation of

~ adverse consequences, or to commence a new form of i ' family/responsible party notification.

. treatment); or a decision to transfer or discharge the 3 i

 resident from the facility as specified in s483.12(a). : I The DON will monitor this procedure in

‘ ‘ - her monthily QA rounds. This will be
The facility must also promptly notify the resident | ' completed January 10, 2003.
and, if known, the resident's legal representative or

interested family member when there is a change in

- Toom or roommate assignment as specified in

. 5483.15(e}(2); or a change in resident rights under

Federal or State law or regulations as specified in .
paragraph (b)(1) of this section, : |

' The facility must record and periodically update the
address and phone number of the resident's legal
representative or interested family member.

 This REQUIREMENT is not met as evidenced by: | | :

Based on medical record review, it was determined .
that for 1 of 14 residents on the sample, the facility did - {
not immediately inform the resident’s physician when o |

|
i there was a change to the resident's physical i X

! status, namely the development of pressure sores. : : J
‘ Resident identifier: 20. \ i

i Findings include: |
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pain, Parkinson's, and closed head injury,

Facility staff gave resident 20 scores o E. 8,

RISK".

treatment was provided.

did not mention any skin breakdown or any

" wounds.

Resident 20 was a 74 year old male who was admitted
to the facility on 9/4/01 with the diagnoses of
decreased cognition, dementia with depressive
features, ischemic organic brain syndrome, chronic

The facility performed pressure ulcer risk assessments
of resident 20 on 8/26/02, 9/30/02 and 10/28/02.

0,

meaning a "total score of 8 or above represents HIGH

The Minimum Data Set (MDS) for resident 20,a
mandatory comprehensive assessment of the resident
completed by facility staff, dated 7/25/02, documented
that he had no pressure sores or ulcers. The MDS did
document that resident 20 was being treated for a rash.
{Staff had obtained orders on 7/22/02 to apply
Proshield to the excoriated peri area of resident 20).

A physician’s progress note for resident 20, dated
8/14/02, did not mention any skin breakdown.

A body assessment of resident 20, dated 8/26/02, was
signed as being completed by a facility nurse. This
body assessment described a "sm. {small) open area
coccyx”. There was no documentation in the medical
record of resident 20 to evidence that the physician
was made aware of the open area on the coccyx or that

A "weekly" nurse's note for resident 20, dated 8/29/02,

» interventions for skin issues. There was no mention of .
follow-up regarding the open area to the coccyx that i

- had been discovered 3 days prior. The September

. 2002 treatment sheet did not address any open
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Another body assessment, performed by a facility
nurse on 9/30/02, described a "superficial open area R
{right) inner crease buttocks”. There was no
documentation in the medical record of resident 20to

- evidence that the physician had been notified of this
newest "open area” of skin breakdown to the right
buttocks. Also, there continued to be no
documentation to evidence that the physician was yet
aware of the previous "open area” on thit coccyx of  #
resident 20 identified on 8/26/02.

There were no nurse's notes documented for resident
20 between 8/29/07 and 10/4/02. On 10/4/02, a nurse
documented that resident 20 "has a small area of
breakdown on L (left) buttock, cleaned and covered
with duoderm. Wiil change duoderm qod (every other
day) until healed. If worsens will notify MD for
instructions.” There was no documentation to
evidence that facility staff notified the physician of this
. new area of breakdown or of the previous open areas
of skin breakdown identified on 8/26/02 (coccyx) and
- 9/30/02 (right buttock).

On 10/9/02, 41 days after the body assessment of
© 8/26/02 which identified an "open area” on coccyx, the
physician wrote a progress note acknowledging the
presence of "some skin breakdown on buttocks...decub
‘ {decubitus) buttocks”.

" A nurse’s note, dated 10/9/02, documented "MD in to
- see (resident 20)...states to continue close monitoring
of sores on buttocks.”

- During interview with the Director of Nurses (DON)
,on 11/12/02 during tour, she was asked if the facility
~had a skin team. The DON stated that they had a

| weight/skin team and that they met weekly.
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The facility's weight/skin committee minutes were
reviewed on 11/13/02 and 11/14/02. Facility skin and
weight committee notes did not document discussing
this resident until 10/ 17/02, when minutes reflect "at
risk for pressure ulcer d/t (due t0) incontinence”, byt
no mention of any open wounds.

The facility's weight/skin committee again documented
regarding resident 20 on 10/24/02. These meeting
minutes did not mention any skin rednegs or any open
wounds. There were no further notes régarding
resident 20 within the weight/skin minutes to address
him the week of 10/27/02 - 11/2/02 or the week of
11/3/02 - 11/9/02 even though his medical records

- continued to document stage 2 pressure areas.

The dietary manager, who was one of the members of
the weight/skin team, was interviewed on 11/13/02,
She stated that she was aware that resident 20 had had
"some redness”, but was not aware of any "open
wounds until today."

When asked if the facility kept records of skin issues,
the DON handed the surveyor a "skin book”. Within
this book a tracking sheet was observed with the
following docurmentation regarding resident 20:

- 10/21/02 - stage | pressure area right buttock - (no
measurements of pressure area documented)

10/28/02 - stage 2 pressure area bil (bilateral) buttocks
crease - (both areas were documented to measyre i
* cenfimeter)

11/04/02 - stage 2 pressure area bil (bilateral) buttocks
- (no measurements of pressure areas documented)

: 11/11/02 - stage 2 pressure area L (left) buttocks. It
- was noted that the pressure area to the left measured at
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2 cm, an increase from the measurement of 10/28/02.
The team also made a note this day that the right
buttock had healed.

On 10/21/02, the physician ordered a dressing change
to be started on resident 20. The order read "duoderm
R (right) buttock qod (every other day) and pr (as
needed) until healed”. The physician also ordered
"cover buttock with dry ABD." This order was not
present on the October 2002 treatment sheet for
resident 20. There was no documentatinn to evidence’
that this treatment had been carried out as ordered.
Another order, dated 10/23/02, stated "duoderm patch
to buttocks lesion qod (every other day) and prn (as
needed).”

. Based on review of the October 2002 and November
2002 treatment sheets and medication sheets for
resident 20, there was no documentation that this
dressing change was performed every other day,as
ordered, for the following days:

October 26, 2002
November 2, 2002

- On 11/7/02. the physician discontinued the duoderm
“and then ordered the staff to "wash buttocks q/d (every
day) am (morning) and hs {evening). Apply proshield
“to same. Soft ABD drsg (dressing) with medfix tape.”

+ The November 2002 treatment sheets and medication
sheets were reviewed on [ 1/13/02. There was no
documentation to show that the | 1/7/02 order had been

‘ transferred to either sheet, There was no

- documentation on ecither the 11/02 treatment sheet or

the medication sheet to evidence that staff were

- washing resident 20's buttocks as ordered.

i The medical record of resident 20 did not have a care

CMS-2567L A\TG112000 EventID:  swpLI| Factlity ID:  UT00359

[f continuation sheet 5 of




PRINTED: 11/21/

DEPARTMENT OF HEALTH AND H’ ‘AN SERVICES FORM APPROVE

CENTERS FOR MEDICARE & MEDIC A{D SERVICES 2567
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
465142 11/14/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE

950 EAST 3300 SOUTH

INFINIA AT GRANITE HILLS, INC SALT LAKE CITY, UT 3410

(X4) D SUMMARY STATEMENT OF DEFICIENCIES ID : PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE

: ; DEFICIENCY)
F 157 Continued From page 5 F 157

plan which addressed the current open areas of skin
breakdown. The DON was asked to see if she could
find a care plan which address the current skin
breakdown of resident 20. After looking through the
medical record of resident 20, the DON stated "no".

The MDS for resident 20. dated 10/20/02, did not
identify the presence of any pressure sores.

The nurse's "Monthly Summary" for Odtober 2002, »
dated 10/24/02, did not document the presence of any
wounds.

On 11/13/02 at [1:31 AM, two registered nurse
surveyors and a facility nurse observed the buttocks of °
resident 20. On the left buttock, 2 open areas were

" observed very close to each other. One measured
approximately lcm by | cm and the other measured
approximately 0.5 cm by 0.5 cm. When the facility
nurse asked what she considered them, the nurse stated
“a stage 2". A third open wound was observed on the
right buttock and measured approximately | cm by 1

-cm. The nurse said she thought it was a "tape burn".

Also during this time on 11/13/02, the nurse performed
" a dressing change to the buttocks of resident 20. The
- urse was had brought with her a small plastic tub of
"soap water”, some gloves, a wash cloth and some
" ointment.

The nurse was observed to put on her gloves, wet the
washcloth with the soap water and begin to wash

resident 20's buttock area. After wiping between the

. resident’s gluteal fold, the nurse drew back the wash
cloth and it was observed to have on it a lump of soft

i fecal material, which was approximately the size of a

- silver dollar. The nurse rinsed the fecal material nto

' the soap water, and then continued to wipe the burtock :

- area of resident 20, More fecal material was agam
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noted on the washcloth, which was again rinsed in the
same soap water. This was observed by both survey
nurses a total of 4 times. The washceloth with fecal
material on it was observed to cross over all 3 open
*wounds. During this process, the nurse was not
observed to change the water in the plastic tub or use a
new washcloth. Then, using the same gloves with
which she had touched the fecal material, the nurse
applied the ointment to the 2 open wounds on the left
buttock. She then applied a large whitefad (ABD)
dressing and taped it into place. The nurse did not
apply any ointment, treatment or any type of dressing
to the open wound on the resident's right buttock. She
then helped resident 20 pull up his pants.
~ After sharing all of the above issues with the
- Administrator and DON on 11/ 13/02, the DON stated
that it was "obvious we have a communication
problem in the facility”.
F 164 483.10(dX3) FREE CHOICE F 164 Free Choice
S5=E An inservice was held at our staff
The resident has the right to personal privacy and meeting on November 25, 2002 which
confidentiality of his or her personal and clinical addressed privacy and confidentiality.
" records. These topics will also be added to our
new employee orientation. Each
 Personal privacy includes accommodations. medical employee has signed a colnﬁdentialit.y
' treatment, written and telephone communications, agreement upon hire. This maiter will )
' personal care, visits, and meetings of family and atso be addresses at the Resident Council
' resident groups, but this does not require the facility mee_ting on ]_I)ecember 20, 2002. )
to provide a private room for each resident. Residents will be encouraged to inform
! management if they feel their rights to
- Except as provided in paragraph (e)(3) of this section, privacy and or confidentiality are
- the resident may approve or refuse the release of violated. Individual staff members who
. personal and clinical records to any individual outside - are obs-erved ?0 violate this st-andardl O.f
the facility. ! care will recelve one on one in-servicing
‘ with corresponding documentation.
_ The resident's right to refuse release of personal and
CMS-2567L ATG1E2000 Event [D:  SwWpL1| Facility ID:  UT0059 If continuation sheet 7 of
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clinical records does not apply when the resident is
transferred to another health care institution; or record
release is required by law.

This REQUIREMENT is not met as evidenced by:

Based on observations of facility staff and comments
made in the confidential resident groupAnterview held
on 11/13/02, it was determined that the facility did not
provide personal privacy for residents in the facility.

Findings include:
1. During the instial tour of the factlity with the

residents on five occasions without knocking or
identifying herself. The rooms entered were 110 (three
times) 112, and 113, There were residents in each of
the rooms,

- 2. Six of 6 residents who actively participated in the
resident group interview stated that staff do not knock
pricr to entering their bedrooms. The residents

- continued to state that when staff does knock, they do
not wait for a response from the resident prior to
entering. '

3. During observation of a dressing change to the
wounds of resident 20 on 11/13/02 at 11:31 AM., the
nurse was not observed to ensure privacy for the
resident. Resident 20 was observed to lean over his
bed with his buttocks exposed. The nurse had not
pulled the privacy curtain around resident 20. A
woman from housekeeping staff was twice observed to
; walk past resident 20 in this exposed position.

4. Three residents in the group stated that a facility

surveyor, the nurse entered the room of three different

This will be monitored by the

Administrator in his monthly QA rounds.
This will be completed January 10, 2003.
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nurse had openly discussed private medical
information and diagnoses regarding one of the
facility's residents.
F 241 483.15(a) QUALITY OF LIFE F 241 Quality of Life
SS=E An inservice will be held on January 10,
The facility must promote care for residents in a 2003 with the staff that will address -
manner and in an environment that maintains or dignity and speaking to the residents with
enhances each resident's dignity and respectin full ¢ respect. This will be covered in thf: new
recognition of his or her individuality. employee orientation with the Rem‘dents
Rights information. This matter will also
This REQUIREMENT is not met as evidenced by: be addressed at the Resident Cbounzc(l)l
- . . i or December 20,
Based on a conficential individual interview and the meeting scheduled .f .
. i . . . 2002. Residents will be encouraged to
confidential greup interview, it was determined that : o !th
. ; . - . inform management if they feel they are
the facility did not provide care for residents in a . : ienified
di . t that maintained treated in a disrespectful or undignifie
mzlmner zn u;l a g;mrloncrir}en. a (rjnam Amne (f)‘rll manner. Individual staff members who
crianced cac ¢ lr_\..51 F’: ts_ ldg.m,gl a?- respect in fu are observed to violate this standard of
recognition of bus or her individuality. care will receive one on one in-servicing
. . with corresponding documentation.
Findings include:;
. . . . _ This will be monitored by the
Durmg.the confidential group interview on | 1/713/02 at Adrministrator in his monthly QA rounds.
approximately 2:30 PM, 5 of the 6 alert and oriented This will be completed January 10, 2003.
residents in the group voiced that they were very
frustrated with the facility staff. They stated that they
{the residents) felt the staff did ot speak to them in a
respectful manner. They stated that this happened
often, 3 of the 6 alert and oriented residents in the
group stated that they had been told by the staff to "go
to your room".
In one additional confidential interview on 11/14/02
the resident stated that she had been told to "go to her
room” on several occasions. When asked which staff
had told her this, she stated that "just about ail of
them" at one time or another. She aiso stated that this
embarrassed her to be spoken to like a child,
CMS-2367L1 ATG112000 EventID:  swpLy)y Facility [D: [JToose If continuation shest 9 of
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F 233 483.15(h)(2) ENVIRONMENT F 253 Enviroument ,
SS=E : The wax build up on the floor in room
The facility must provide housckeeping and , ' 109 has been removed. The privacy !
maintenance services fecessary to maintain a sanitary, curtain at the end of bed B in room 110 ‘
orderly, and comfortable interior. ‘ has beex replaced, the area where the
' _ , floor was dirty and stained has been i
This REQUIREMENT is not met as evidenced by: cleaned and the heater cover has been
Based on observations of the facility’s resident rooms - feattached. The light covering and the
the toilet/bathroom areas, shower roo—ms and commo - fan have beea oleanzd in the bathroom
o oo Loy non between room 110 and 111. The heater
ares and interviews with residents, it wals determined . 11 in the wall and
that the facilitv did not provide building maintenance o rc‘n?m o tas i the wall an
. - {unctionihg when the state survey tearm
(re:p_axrs (5] d_amaged walls, floors, dpors, and . was in the building. The cover for this
zquipment/fivty res), to afford a sanitary, otderly, and heater has been reattached, the floor has
cc-r.;t'onab{c cnvironment for the facility's residenrs. been cleaned and the bathroom door has
o : been repainted. Room 113 has been deep
Findings include: i : cleaned and the urine smell has been
: - N o : E tremoved. The top cover for the heater
- Observanons of the facility's residen; rooms, and the | ~ has been replaced in each room . The
dining area were made throughout the survey, ‘ sink in the bathroom between room [ 14
11712/02, 11/12/02 and 11/14/02. Arcas of conceryy and 115 has been repaired and the
included; L bathroom has been deep cleaned. The
resident in roam 203 insists on doing her
Walls, ceilings, floors. equipment in resident rooms, | own laundry, We bave spoken to her
and resideut battrooms and shower rooms were . about doing it more frequently 1o prevent
observed to have one or more of these listed i . the smelf of urine. The floor in room 205
conditions; holes 6f varjous sizes and depih, dented has been waxed and the black marks have
areas, gouges in wood or plaster, roughed in plastored : been removed. The shower floor in room
patches. unfinished wallboard, flaking, peeting, 5 205 has been re-caulked and the mildew
scraped paint surfaces, scuff marked areas, chipped has been temoved, The housekeepers
and/or missing tiles, mildew appearing areas, severely have been notified of the number of
worn areas, aud brown/black visibly soiled surfacas, _ people who use the buthroom in room
ware observed in the facility in the following areas: ! 208 and now restock the soap and papet
' : - towels daily. The curtajn around bed “A»
RESIDENT ROOMS and BATHROOMS: , : in room 209 has been replaced. The wall
: _ in the bathroom in room 209 has been
"Room 109: : o . repaired. The bathroom between rooms
" The floor was dirty and stained ; 210 and 211 has been deep cleaned and
: _‘ the toiled roll dispenser has been
Room 110: _ : repaired. Room 211 has been repainted.
CMS.2567L ATGI12000 Event10:  swpLI| Facility ID: LiToose If continuation sheet 10 of
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(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ‘ ‘ ~ Or
PREFIX . {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PR;DFIX i (EAPCRI-? gémgwgﬁgﬁgﬁfg BE (X35
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE °°3‘I$§ e
. : ; DEFICIENCY)
F 253 Continued From page 10 L ' Fas3 ‘5 The bathroom between rooms 212 agd
* No privacy curtain at the end ofbed "B", the cavering .- | 213 has been deep cleaned. The walls in
of the heater was falling off and the floor was dirty and - ¥oom 214 have been patched and painted
stained, ; and the heater has been repaired, The
. bathroom between rooms 214 and 215
Bathtoom 110 and 111: . i has been deep cleaned. The bathroom -
No light covering over the light fixture and the fan was ; ¢ between rooms 216 aqd 217 has been
dirty. . deep cleaned and the tiles have been
, i .} fixed The privacy curtain has been
' Room 111: | replaced in room 217 for bed “B”. The
. The heater was torn out leaving the roosa without heat, ’ - shower c_hairs have been cleaned and the
' the floor was dirty and gray stained, and the door to b owall l?ehmd the floor has been paiored.
. the bathroom was scraped up. ‘ . The light cover in the baserment has been
' replaced and the sagging ceiling tiles
Room 113: have been replaced. The water damage in
The room had a very strong smell of urine. Lhe We;ta:vr:-ldl n‘};he d’m:;:lg r;ir%:;fnet
een re - The wooden s
. Room 115- _ has been removed and replaced in the
" No top coverid the heater di.nning room. The plastic piece on the
‘ P 0 on the heate shiding door for the elevator has been
Bathreom 114 and 115: . replaced. The wall behind the sink in the
. No numing_ water in the sink, the water pipe was not - ' E:.throom.l;eélm_?ﬁ:;:;?reisns;zo; lh ;;
connected fo the plumbing and there was a puddle of - b ex:)zpal © a d
water approximately 4 feet in diameter beneath the _ a5 been replaced.
“sink. The wall around the sink was chipped, pieces of :
. . . ? Housekee as developed a new
: m?od were gbscrved around sink pipes. There was no 7 sche dulf e tﬁl;gwlgnsaﬂo w :)hpe‘:m to deep
toilet paper in the dispe pser. The linoleum was stained_ clean each resident room and bathroom
‘ arfd dirty, fhe fan was dirty, the light fixture was dirty | once each month while still allowing
- with bugs in the covering and the doors and the Jams . them to keep up on their daily cleaning.
were scraped. o The facility has also hired a new floar
: Room 202: t petson that w,ill be responsible‘for _
Th ' o o striping, waxing and buffing the floors.
© heater was missing the top covering. A maintenance log is in place that will
j _ create a way for cach employee and
, ?ﬁj m 203: C . resident to let the Maintenance
: foom had a very strong smell of urine. department know of any issues that need
. 10 be addressed, Maintenance wiil
R vom 205: compiete monthly QA rounds at which
. The floor next to Bed "A" was scuffed up with black time he will identify any environmental
. magks. issues that need to be addressed. He will
. report his findings to the Administrator
CMS-2567L ATGH 2000 EventID:  swprL1y Facility ID:  uTyyov Ifcominmm
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SUMMARY STATEMENT OF DEFICIENCIES

CMS-2567L

(X4) D i PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE {  DATE
DEFICIENCY)
F 253 Continued From page |  F253 and together they will solve the problem
| and ensure this solution is sustained.
Bathroom 205: This will be completcd January 10, 2003,
The shower floor was missing caulking and stained
with black mildew. :

Room 208 was used by the survey tcam as a

conference room. The bathroom in room 208 :
- observed to be used anywhere from $ to 10 times a day!

by the residents. Observation within the bathroom .
tevealed that on all days of survey, 11/12/02 - Py

11/14/02, there was no soap or paper towels available

to the peopie who used the bathroom. !

Room: 209:
NO curtain around bed A"

. Bathroom 209: - .
The wail was seratched (2 feet by 2 inches); the wall |
next to toilet was patched and not painted (2 feet by 1

~foot)

Reow 210
No top covering over the heater.

Bathroom 210 and 21 ]

Toilet roll dispenser was broken, the top of the toilet
: was stained brown, the light fixture was dirty and had
- dead bugs in it, and the shower tile was dirty and had
+ had brown stains on it. .

. Room 211:
Thete was ne covering over the heater and two
patched holes over the bed were not painted.
Bathroum 212 and 213:

. Ve fan was dirty. The light fixture was dirty with

. dead bugs in it

" Room 214: ‘ ;
The wall under the light switch had a 7-foot by 6-inch -

ATG! 12060 Event D SWPLiI

Fagility ID:"  yTogse
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scratch, a broken light by bed “A", and a broken
heater.

Bathroom 214 and 215;
The fan was dirty and the light fixture was dirty with
bugs in it.

Room 217:
There was no curtain at the end of bed "B"

% .
Bathroom 216 and 217: ’ !
Sixteen pieces of tile peeling from the wall, a dirty fan

and a dirty light fixture with bugs in it.

SHOWER ROCM:

There were two shower chairs with oranee/yellowish
stains, the floors were dirty and pot mopped, the wall
behind the door was patched and not pamnted.

CAY ROOM:;
The heater was tissing the top covering over the
heater.

DINING ROOM:

On 11/12/02, during a tour of the building, the :
following observations were made in the dining room: -

A light cover, broken into four pieces. was observed
fying on the floor beneath a florescent light. The bulbs :
had no protective covers over them Next to the I
uncovered light, a ceiling panel was broken in haif and !
sagging down several inches. Another panel next to
this one was observed to be in the same condition,

At the far end of the dining room. next to the
emergency extt, a large crack was abserved in the
drywall, approximately 10 feet long. The drywalil
appeared to be rotting and coming away from the wall

(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 Continued From page 12 F 253
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with extensive peeling of the paint.

One of the protruding corners in the dining room was
dented and the metal exposed for approximately 2 feet.

In one place, across from the entrance to the kitchen,
the linoleum did not meet the wall leaving a 1/2 inch
gap for approximately 2 feet. The linoleumn was
missing in several place along the wall from
approximately 1/2 inch to 1 inch wide ahd 5 inches to,
2 feet fong,

The ceiling tiles above the pool table were water
stained approximately 12 inches by IR inches. The
celing tile above the coke machine was missing a
churk measuring approximately 2 inches by 6 inches.

The wooden sink cabinet in the dining room was
missing one of it's doors. The door had been [aid in
the cupboard space leaving the metal hinges hanging,
The deor next to this one was screwed into place, but
had splintered edges. The base of this cabinet had
rotting and splintered wood all around the base.

ELEVATOR:

The sliding door had a jagged and broken piece of
plastic exposed for approximately 2 feet from the
floor.

NURSES STATION:

The north nurses station had rotting drywali behind the
* sink in the bathroom.

Resident 30 stated that the heater in her (and her
husband's room) was not working, had not been

~ working and that it got "very cold". During interview
with the Administrator on 11/14/02. he stated that a

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETE
TAG REGULATORY OR LSC IDENTIFY ING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 Continued From page 13 F 253
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 Continued Fram page 14 F 253
man had been in to fix the heaters, but that the man left
before attending to all of the heaters.
F 238 483.13(h)(7) ENVIRONMENT F 258 Environment
S5=B The Administrator will speak to the
The facility must provide for the maintenance of residents at the resident council meeting
comfortable sound levels. on December 20, 2002 about maintaining
M comf{ortable sound levels at night. The
This REQUIREMENT is not met as evidenced by: ¢ Administrator will also inservice the staff
Rased on a confidential resident interview, the oa January 10, 2003 on the same topic.
confidential group iaterview and what was heard by o
surveyors during the survey 11/12/02 - 11/14/02, it The Administrator will monitor for
was determined that the facility did not provide for the further complaints. This will be
maintenance of comfortable sound Jevels. completed January 10, 2003.
Findings include:
O 11713/02, 3 o7 6 residents who actively participated
in the resident group interview complained of the noise
levels inthe faculity. They stated that during the day,
out especially at night, loud music was played in the
facility. Several of the residents stated that it kept
them from sleeping.
Or 11/14/02, during a confidential resident mterview,
 the resident complained of "loud music all night long".
The resident stated that this happened frequently, that
1cprevented her from sleeping and she did not like it.
Driring the survey, on several occasions, surveyors
heard very loud rock music playing.
F279 483.20(k) RESIDENT ASSESSMENT F279
58=E
. The facility niust develop a comprehensive care plan
for each resident thar includes measurable objectives
UM S-23671. ATGH 2000 Event ID: SWPLiI Facility 11 UT0059 If continuation sheet 15 of
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BT 'SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION L s
FREFX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B : COMPLETE
TaG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROBRIATE | Datg
. DEFICIENCY) i
F 278 Continued From page 15 . B279 Resident Assessment :
. and timetables to meet a resident's tuedical, nursing, Residents 8, 49, 50 and 53 have all had |
- and mental and psychosocial needs that are identified the necessary care Plans completed. The |
in the comprehensive assessment. MDS coordinator has been in-serviced on
the proper procedures and regutlations
" The care plan must describe the fullowing: regarding care plans,
- The services thiat are to be furnished to attajn or
- maintain the resident's highest practicable physical, All caze plans will be developed using
- mental, and psychosocial well-being as required the RAP sheet for each individual withip
. under 5483.25: and . seven days of completing the RAP sheet.
. - . All triggered RAPs will be addressed as
- Any services that would otherwise be required under Will any pertinent diagnoses that need to
$483.25 but are not provided due to the resident's be addressed 10 ensure that each - ‘
- exercise of rights under s483.10), including the right mdmdual§ medical, nursing, mental and
to refuse treatment upder s483. 10(b)(4). psychological needs are meet. The care
plans will be reviewed by the IDT team
- This REQUIREMENT is not met as evidenced by: quarterly and adjusted to meet the
o ) L .changing needs of the residents.
- Based on observation and record review itwas . : ‘ -
. det=mained! the faciiity did not develop c_omprehmsive :' . The DON will monitor each residents
cnrcf‘lans to eaisure 4 _uf 14 samplad residents (8.’ 49, care plan quarterly as he or she comes up
‘ 5_0. 53, received services needéd 'to promote tl_«.eu: for review in the weekly IDT mesting.
bighest level or physical and emotional well being, This will be documented on the DT
L form. This will be completed January 10, |
. Findings include: ‘ 2603, :
* The MDS$ (Minimum Data Set) Section V. Resident :
- Assessment Protoco] Summary (RAPS), 4. For each
. triggered RAP, indicate whether a new care plan, care ;
 Plan revision or continuation of current care plan is i
 mecessary to address the problem(s) identified in your '
; assesstoent. The Care Planning Decision column mast
. be completed within 7 days of completing the RAI ‘
| (MDS and RAP's). i
' 1. Resident 8 was admitted on 6/7/01 with diagnoses :‘
- of schizoid affective disorder, reactive airway disease,
* hypothyroidism, polycythemia and peptic ulcer,
: Resident 8's current medical record was reviewed on
112002,
Facitiry (: - yroonse If continuation sheey 16§ of
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Resident 8's RAP, dated 2/28/02, revealed the
following; A. 7. Psychotropic Drug Use triggered in
column (a} and in column (b) that indicates it was
addressed in the resident's care plan.

Review of resident 8's care plan, dated 2/15/02, after
readmission on 2/14/02, revealed the facility did not
follow the RAP that triggered for psychotropic drug
use and it was not care planned for. ? ¥

2. Resident 49 was admitted on 8/30/02 with dtagnoses
of spina bifida. depression, anxiety, setzure disorder.
and ventricular peritoneal shunt.

Resident 49's current medical record was reviewed on
11/12/0Z.

Resident 49's RAP. dated 9/12/02, revealed the
following; A. 17. Psychotropic Drug Use iriggered in
column (a) and in volumn (b) that indicates it was
addressed in the resident's care plan.

Review of resident 49's inttial care plan, dated

- 8/30/02, revealed the facility did not follow the RAP
that triggered for psychotropic drug use and it was not
care planned for. There was no documentation that a

" comnprehensive care plan assessment had been
corpleted since the initial care plan was completed.

3. Resident 50 was admitted on 5/5/97, with diagnoses
of traumatic brain injury, deep vein thrombosis, and
hypertension.

Resident 50's current medical record was reviewed on
11/14/02.

Restdent 50's RAP. dated 6/6/02, revealed the
following; A. 17. Psychotropic Drug Use triggered in

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x$)
PREFTX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 279 Continued From page 16 F 279

CMS-2567L TG 112000 EventID:  SWPLII

Facility [D: LTo059

[f continuation sheet {7 of




(RS, Com

2567

column {(a) and in column (b) that indicates it was
addressed in the resident's care plan.

Review of resident 30's care plan of 2000, revealed the
facility did not follow the RAP that triggered for
psychotropic drug use and it was not care planned for.
There was no documentation that a comprehensive
care plan assessment had been completed since the
year 2000. )

, % .
4. Resident 53 was admitted on 4/26/02, with
diagnoses of dementia with agitation, hypothyroidism,
vertigo, ard benign prostate hypertrophy.

Resident 33's current medical record was reviewed on
11/14/02.

Resident 53's RAL, dated 5/8/02, revealed the
foilowing: A. 17, Psychotropic Drug Use triggered in
celumn (a) and o column (b) that indicates it was
addressed in the resident's care plan.

Review of resident 2¥'s initial care plan, dated
4/26/02, and the most recent care plan, dated 10/24/02.
revealed the facility did not follow the RAP that
triggered for psychotropic drug use and it was not care

planned for.
F 281 483.20(k)(3)(1) RESIDENT ASSESSMENT F 281 Resident Assessment
SS=E Audits of the treatment record will be
" The services provided or arranged by the facility must © conducted by Medical Records on a
meet professional sndards of quality. weekly basis. Results of the audits will
- be presented to the DON for corrective
This REQUIREMENT - is not met as evidenced by: action.

. Based on observation, interview and review of resident
medical records, it was determined that for 2 of 14
residents on the sample, the facility did not provide
services which met professional standards of quality
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. DEFICIENCY)

F2g1. C°“Fi"“=d‘F“’“? page 18 F 281 The nurse responsible for improper
Resident identifiers: 20 and 49. procedure related tg the cleaning and
P Ureatment of resident 20°s buttock areas

Findings include: has received counsel and it-servicing
] . related to proper standards of practice.
- 1. Resident 20 was a 74 year old male who was Along with this, a skills check list has
admitted to the facility on 9/4/01 with the diagnoses of - .
- decreased cognition, dementia with depressive beett completed related 10 skin care
features, ischemic organic brain syndrome, chironic ;afg:;??;emgﬁf\zﬁg?; g:g;z gcr
‘ . . L .
pain, Parkinson's, and closed head 111.]111'3:. . annually as part of her job performance
- On 11/13/02 at 11:31 AM, ™o registerdd nupse f;’;:::;r;:; ‘:;;:_'j;?;"ﬂ“gh:’zb&im
5 surveyors and a facility nurse observed the buttacks of basis. Additional in-serv} :i: ha:?) eer):
: resident 20. On the left buttock, 2 open areas were provi‘de d to nursing staff invflv ed with
- observed very close to each other, One measured the care of resi dentg 20. In-servicin g s
. approximately lem by 1 cm and the other measured being provided to licerlsed nurses who
: approximarely 0.5 cm by 0.5 em, When the facility were tesponsible for the omission of
. nurse asked what she considered them, the inirse stated - treatment documentation,
- "astage 2" A third open wound was observed on the ‘
: right buttock and measured approximately 1 cmby | The DON will monitor this procedure for
e The nurse said she thought it was a “tape bum”. continued compliance. This will be
‘ completed January 10, 2003.
. Also during this tire on 11/ 13/02, the purse pecformed o
' a dressing change to the bumocks of resident 20, The
. burse had brought with ber a small plastic tub of "soap
; water”, some gloves, a wash cloth and some ointment.
' The nurse was observed to put on her gloves, wet the
i washeloth with the svap warter and begin to wash
resident 20's burtock area. After wiping betwecn the
; Tesident’s gluteal foid, the nurse drew hack the wash
. cloth and it was observed to have o jt 2 lump of soft
i fecal material, which was approximately the size ofa
- silver doflar. The nurse rinsed the fecal material into
' the soap water, and then continued to wipe the buttock
 area of resident 20. More fecat material was again
- noted on the washeloth, which was again rinsed in the
| same soap water. This was observed by both survey
| urses a total of 4 times, The washcloth with fecal
; material on it was observed to cross over all 3 open N
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wounds. During this process, the nurse was not
observed to change the water in the plastic b or use a
new washcloth. Then, using the same gloves with
which she had touched the fecal material, the nurse
applied the ointment to the 2 open wounds on the [eft
buttock. She then applied a large white pad (ABD)
dressing and taped it into place. The nurse did not
apply any ointment, treatment or any type of dressing
to the open wound on the resident's right buttock. She
then helped resident 20 pull up his pant?. b
2. Resident 49 was admitted to the facility on 8/30/02
with the diagnoses of spinal bifida, depression. right
ischiial tuberosity abscess, anxiety, bacteremia. right
ankle fracture, seizure disorder and ventricular
peritoneal shunt.

On 11/12/02. resident 49's medical record was
reviewed.

The Ocrober 2002 physician's re-certification order
documented under treatments, "...Cleanse Iwith] NS
(normal saline) BID (twice a day). Apply small amt
{amount) Panafil to wound, cover [with] dry gauze
tand] medapore tape..."

A review of resident 49's treatment record sheet
provided no documented evidence that the AM
treatment was done on 10/6/02, 10/8/02 and 10/14/02
There was no documented evidence that the PM
reatment was done from 10/1/02 - 10/16/02.

On 10/17/02 a physician ordered, "1. DC {stop)
Panafil dsg (dressing) chg (change) healed. 2. Dry
protective dsg (dressing) QD (every day) [times) 7
days then PRN (as needed)...”

- The dry protective dressing change was not
' documented as being done two of the seven days;
10/18/02 and 10/20/02.
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On 10/23/02 a physician ordered, "Duoderm QOD
(every other day) [and] PRN (as needed) to healing
butteck wound [times] 2 wks (weeks)."

The ducderm dressing was not documented as being
done six of the seven dressing changes; 10/26/02,
10/28/02. 10/30/02, 11/2/02, 11/4/02 and 11/6/02.

¥

; .

F 314 483.25(¢) QUALITY OF CARE Fi4
SS=0} . '

Sased or: the comprehensive assessment of a resident.

the facility must ensure that a resident who enters the

taciiity without pressure sores does not develop

prassure sores unless the individual's clinical

cordition demonstrates that they were unavoidable:

and a resident having pressure sores receives

iwcessany reatment and services to promote healing,

prevent infection and prevent new sores from 6"/

developing.

This REQUIREMENT is not met as evidenced by:

Based on observation, interview and review of resident
inedical records and facility weight/skin committee
minutes, tt was determined that for 1 of 14 sample
focus records, the facility did not ensure that a
resident with a pressure sore received necessary
treatment aud services to promote healing, prevent
infection and to prevent new sores from developing.
Spectfically. the facility did not notify the resident's
physician until 41 days after an "open area” was noted.
Facility staff had not established a care plan for actual
skin breakdown. The facility's dietary manager
confirmed that she was not aware of the open wounds
until notitied by the survey team on 11/13/02, six
weeks after being noted by staff. Facility skin and
weight committee notes did not document discussing
this resident until 10/17/02, when minutes retlect "at

Quality of Care

Resident 20°s plan of care was updated
on November 20, 2002 and includes the
following components to prevent further
skin breakdown in area of buttocks and to
promote continued healing, The
following care plans have been updated
in the indicated areas: Skin Integrity -
problem, goals and interventions;
Nutritional Status — problem, goals and
interventions; Urinary Incontinence —
goals and interventions; Bowel Function
— problems, goals and interventions;
Behavioral Functioning — problem, goals
and interventions,

The Dietitian re-evaluated the resident on
December 11, 2002 to determine that the
patient receives adequate nutrition and
hydration. This included the Resident’s
likes and dislikes so that alternate foods
can be offered and provided.

The nursing staff have received in-
servicing regarding the importance of
encouraging patient compliance in rest
periods and keeping pressure off of
affected areas and taking all steps
necessary to ensure adequate nutrition

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
465142 11/14/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
950 EAST 3300 SOUTH
INFINIA AT GRANITE HILLS, INC SALT LAKE CITY, UT 84106
X D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
PREFIN (EACH DERCIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 Continued From page 20 F 281

CMS-25671 ATG112000 Event [D:  SWPLII

Facifity [D: LT0039

If coritinuation sheot 2 of




LIECAN S MEN L U TLEaL i AN [HUMAN SERVICES

RINTED .

FORM APPROVE

CENTERS FOR MEDICARE & MEDIC, SERVICES 2567
STATEMENT OF DEFICIENCIES (XI) PROVIDER/SUPPLIER/CLIA (€2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
465142 11/14/02

NAME OF PROVIDER OR SUPPLIER

INFINIA AT GRANITE HILLS, INC

STREET ADDRESS, CITY, STATE. ZIP CODE

950 EAST 3300 SOUTH
SALT LAKE CITY, UT 34106

risk for pressure uicer d/t (due to) incontinence”, but
no mention of any open wounds. Dressing changes/
treatments were not performed consistently as ordered
by the physician. The dressing change observed was
not performed in accordance with professional
standards and could promote infection. Resident
identifier- 20.

Findings include:

| j .
Resident 20 was a 74 year old male who was admitted
to the facility on 9/4/01 with the diagnoses of
dueereased cognition, dementia with depressive
teatures. schemic organic brain syndrome, chronic
pain, Pa:kinson's, and closed head injury.

of resident 20 on 8/26/02. 9/30/02 and 10/28/02,
Facility staff gave resident 20 scores of 8, 8 and 10
meaning 1 "tofal score of 8 or abeve represents HIGH
RISK™.

The Minimum Data Set {MDS)} for resident 20, a
mandatory comprehensive assessment of the resident
completed by facility staff, dated 7/25/02, documented
that he had no pressure sores or ulcers. The MDS did

{Staff had obtained orders on 7/22/02 to apply
Proshield to the excortated peri area of resident 20).

A physician's progress note for resident 20, dated
8 14/02. did not mention any skin breakdown.

A body ussessmeni of resident 20, dated 8/26/02, was
signed as being completed by a facility nurse. This
body asscssment described a "sm. (small) open area
coccyx”. There was no documentation in the medical
record of resident 20 to evidence that the physician

The facility performed pressure ulcer risk assessments ‘

docurnent that resident 20 was being treated for a rash,

- was made aware of the open area on the coceyx or that |
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f 314 Continued From page 21 F314 and hydration; and on the importance of

good skin care after each incontinence.
The licensed nurse, Director of Nursing
and the Dietitian moniter the care of
resident 20 to ensure ongoing follow
through with these interventions.

Physician visits and corresponding
documentation of Resident 20°s overall
status and progress of wound healing are
being monitored by the licensed nurses
assigned to Resident 20. The Director of
Nursing will monitor this as well, and
physician will be contacted if any
questions or concerns arise. (12/4/02)

The MDS coordinator and
interdisciplinary team will review
Resident 20°s care plan and status for
continuing need and/or any necessary

modifications to the plan at each
quarterly conference, or as any change of
condition necessitates. A complete
review of Resident 20°s care plan was
completed on 11/20/02.

Dressing changes and other prescribed
treatment to the buttock excoriation and
skin breakdown is provided twice daily
for Resident 20. Response for the
prescribed treatment is re-evaluated
weekly by the wound/skin care nurse.
Results of evaluation will be noted in the
residents chart, and will be reported to
the Director of Nursing and the physician
will be contacted if change in the
prescribed treatment appears necessary
between the regular physician visits, All
dressings will be dated and initialed at
the time of application.
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F 314 Continued From page Resident 20 continues to receive
treatment was provided. . :
restorative therapy services to further
. assist, evaluate and i iviti
A "weekly" nurse's note for resident 20, dated 8/29/02, positionin anii ;;sigiim?r gctlvmes,
did not mention any skin breakdown or any g ¢ devices.
interv for skin issues. There was no mention . .
merventions r.skm iss 0 of The Director of Nursing, charge nurse
follow-up regarding the open area to the coecyx that . ;
€2 : and designated wound/skin care nurse
had been discovered 3 days prior. The September will monitor that appropriate
2002 reatment sheet did not address anif open interventions are being performed on a
wounds. ? b daily basis.
Another boEiy’assessme‘nt, pert:lormed by a facility Procedures have also been reinforced to
nurse on-9/30/02. described a "superficial open area R ensure prevention of future skin issues
(right) inner crease buttocks”. There was ne Within 8 hours of admission to Infinia at
dopumenmnon in the r;lgdlcal record of rf:51dent 2Q to Granite Hills, each new resident will
evidence that the physician had been notified of this receive a head to toe assessment by the
newest "open area” of skin breakdown to the right licensed nurse. In addition, the resident
buttocks. Alvo, there continued to be no will receive a Braden Scale assessment, a
documentatinn to evidence that the physician was yet Malnutrition Risk Assessment and a
aware ol the previous "open area" on the coceyx of Bowel and Bladder Assessment upon
resident () identitied on 8/26/02. admission, each of which will be
reviewed and updated quarterly , or upon
Thers wore no nurse’s notes docurmented for resident readmission from a hospital or other
20 between 8 29/02 and 10/4/02. On 10/4/02, a nurse facility, or if any significant change in
documented that resident 20 "has a small area of condition occurs. Any resident with a
breakdown un L (left) buttock, cleaned and covered score of 17 or below on the Braden Scale
with duoderm. Will change duoderm ged (every other will have preventative measures put into
day) until healed. If worsens will notify MD for place such as those stated in the
instructions.” There was no documentation to following paragraph.
evidence that facility staff notified the physician of this
new arez of breakdown or of the previous open areas The MDS assessment will be completed
of skin breakdown 1dentified on 8/26/02 (coccyx) and according to established guidelines,
9/30/0Z 1 night buttock). utilizing RAPs established to identify
residents at risk. A plan of care will be
On 10/9 92, 41 days after the body assessment of established to minimize risks and
8/26/02 which identified an "open area” on coccyx, the establish preventative nursing ]
physician wrote a progress note acknowledging the interventions. The physician will be
presence of "some skin breakdown on buttocks...decub - C?;tafit_ed for treatment orders and any
{decubitus) huttocks". oter lagnostic measures. The f.aley
will be notified of residents condition,
ATG112000 Event ID:  SWPL11 Facility ID: yTobse [f contiruation sheet 13 of
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F 314 Continued From page 23 F 314 treatments and interventions. The
A nurse's note, dated 10/9/02, documented "MD in to Dietary department will be notified to
see (resident 20)...states to continue close monitoring ensure adequate nutrition and hydration.
of sores on buttocks.” Dietary protocols will be established per
the facility policies.
During interview with the Director of Nurses (DON)
on 11/12/02 during tour, she was asked if the facility When a resident is found to be at risk, or
had a skin team. The DON stated that they had a if a pressure ulcer is present, preventative
weight/skin 1eam and that they met weekly, measures and equipment will be
: i employed (i.e. foam or gel cushions, air
The facility’s weight/skin committee minutes were mattress, and positioning devices) to
reviewed on 11/13/02 and 11/14/02. Facility skin and . improve the risk factor or current
weight commitiee notes did not document discussing condition of the wound. A referral to
this resident unt:l 10/17/02, when minutes reflect "at Physical Therapy will be requested from
risk for pressure uicer d/t {due to) incontinence”, but the physician for further evaluation and
no mention of anv open wounds, intervention.
"The facility’s weight/skin comnuttee again documented - The DON, ADON or wound/skin care
regarding resident 20 on 10/24/02. These meeting nurse will review this process and data
minutes did not mention any skin redness or any open within 24 hours of admission.
wounds. There were no further notes regarding . . '
resident 20 within the weight/skin minutes to address C.N.A.s will perform skin checks along
o idrn the week off 10/27/02 - 11,202 or the week of with resident cares and will perform.hlead
11/3/02 - 11/9/02 even though his medical records to toe inspection to include the condition
continued to document stage 2 pressure areas. of skin, nails, hair and body. These
audits will be done in conjunction with a
The dietary manager, who was one of the members of shower or bath. three times a week. This
the weight/skin team, was interviewed on 11/13/02. report along with a verbal report of
She stated that she was aware that resident 20 had had . findings will be given to the hcenf&&;{i
"some redness”, but was not aware of any "open nurse on dqu who will a,ss,ess at ni, .
 wounds until today.” res%dents using the Condl_non of Skin
Nails and Hair form and implement
When asked if the facility kept records of skin issues, necesls;ii(q; mtirsmt;g 1¥"1dter:'.etp t‘ldons should
the DON handed the surveyor a "skin book". Within any nsk 1actors be identitied.
this book a tracking sheet was observed with the Weekly skin assessments and measuring
following documentation regarding resident 20: of wounds to include length, width,
10/21/02 - stage | pressure area right buttock - (no Szggﬁiziovrv,ilc}rli;n;g:f:gig E;;g:nd
measurements of pressure area documented) wound/skin care nurse. All findings will
CMS-2567L ATGH 2000 Fvent ID: SwpL Facility ID:  UT00s9 [f continuation sheet 24 of
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F 314  Continued From page 24 - F314 be reported to the licensed nurse on duty
10/28/02 - stage 2 pressure area bil (bilateral) buttocks and the DON to ensure that proper
crease - {both areas were documented to measure 1 treatment and interventions are being
centimeter) performed and are effective in promoting

healing.
11/04/02 - stage 2 pressure area bil (bilateral) burtocks
- (no measurements of pressure areus documented) In-servicing was provided to C.N.A.s on
November 24, 2002 regarding
11/11/02 - stage 2 pressure area L (left) burtocks. It preventative nursing measures such as
was noted that the pressure area o the left measured at turning positioning, providing adequate
2 cm, an increase from the measurenend of 10/28/02. nutrition and hydration, as well as the
The team also made a note this day that'the right importance of reporting any change in
buttock had healed. skin condition such as redness, break in
‘ skin, or other discoloration of skin to the
On 10:21/02, the physician ordered a dressing change licensed nurse. Further reinforcement of
to be started on resident 20. The order read "duoderm protocols for skin care will be provided
R (nighr) buttock qod (every other day) and pm (as on 1/10/2003 during a staff meeting.
needed) until healed". The physician also srdered _ _ )
"cover buttock with dry ABD." This order was not An m-service for licensed staff and
present on the October 2002 treatment sheet for C.N.As covering prevention and
resident 20. There was no documentation to evidence treatment of pressure ulcers will be
that this treatrment had been carried out as ordered. ?{reog‘i,:ti:iél)?; :’:};ary I% 5?103_!33’! the
r ietitian and Physica
Ancther order, dated 10/23/02, stated "ducderm patch ahlirgp ISt. Acliscc)i, on(e: to one ln-servicing
to buttocks lesion god (every other day) and pm (as m.irseset? r(zl\;l f)' mt N%ANLS an.d licensed
needed)." Based on review of the ()ctober 2002 and designatg d lfcer;::fi (r)l;ose Ursing ora
November 2002 treatment sheets and medication basis IS¢ On an on-going
sheets for resident 20, there was no documentation that ’
 this dressing change was performed every other day,as ‘ Prevention of pressure sores is included
ordered. for the following days: in the IDT Meg tings. The DON 0: &
October 26. 2602 designate_d !icens;d staff o.bserves
O preventative and intervention measures
November 2, 2002 daily during QA rounds. The above
On 11/7/02, the physician discontinued the duoderm ?;;‘iieg?:gL:;ﬁﬁ;;:iigg?;ﬁgﬁomtﬁj
for resident 20 and then ordered "wash buttocks g/d ensure compliance. The Director of
(every day) am (morning) and hs (e ening)  Apply Nursing , the Dietary Supervisor and the
proshield to same. Soft ABD drsg (dressing) with Administrator will be responsible for
medfix tape.” adherence to this procedure. This will be
completed on January 10, 2003.
CMS-25671 ATGI12000 Ever ID: wWPLLL Facility ID:  UT0059 It continuation sheet 25 of
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F 314 Continued From page 25
The November 2002 treatment sheets and medication
sheets were reviewed on 11/13/02. There was no
docurentation to show that the 11/7/02 order had been
transferred to either sheet. There was no
documentation on either the 11/02 treatment sheet or
the medication sheet to evidence that staff were
washing resident 20's buttocks as ordered.

The medical record of resident 20 did ngt have a care
plan which addressed the current open 4reas of skin
breakdown. The DON was asked to see if she could
tind a care plan which address the current skin
breakdown of resident 20. After looking through the
medical record of resident 20, the DON stated "no”.

The MDS for resident 20, dated 10/20/02. did not
identity the presence of any pressure sores.

The nurse's "Monthly Summary" for October 2002,
dated 10/24/02. did not document the presence of any
wounds.

On 11/13/02 at 11:31 AM, two registered nurse
surveyors and a facility nurse observed the buttocks of
resident 20. On the left buttock, 2 open arcas were
observed very close to each other. One measured
approximately lem by | cm and the other measured
approximately 0.5 cm by 0.5 em. When the facility
nurse asked what she considered them, the nurse stated
"a stage 2". A third open wound was observed on the
right buttock and measured approximately | cm by 1
¢m. The nurse said she thought it was a "tape burn".

Also during this time on 11/13/02, the nurse performed
a dressing change to the buttocks of resident 20. The
nurse had brought with her a smail plastic tub of “soap
water”, some gloves, a wash cloth and some ointment.

The nurse was observed to put on her gloves, wet the

F314

CMS-2567L ATGL L2000 Eveni D ~WPLL T

Facility ID:  UT0059

1f ¢ ‘ntinuation sheet 26 of




DEPARTMENT OF 7 - " 0 o SRR
CENTERS FOR MEDICARE & MEDICAID SERVICES

CRINTED: (1021
FORM APPROVE

2567
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
465142 11/14/02

NAME OF PROVIDER OR SUPPLIER

INFINIA AT GRANITE HILLS, INC

STREET ADDRESS. CITY. STATE. ZIP CODE

950 EAST 3300 SOUTH
SALT LAKE CITY, UT 84106

(X4) D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY})

(X5)
COMPLETE
DATE

F 314 Continued From page 26
washcloth with the soap water and begin to wash
resident 20's buttock area. After wiping between the
resident's gluteal fold, the nurse drew back the wash
cloth and it was observed to have on it a lump of soft
fecal material, which was approximately the size of a
silver dollar. The nurse rinsed the fecal material into
the soap water, and then continued to wipe the buttock
area of resident 20. More fecal material was again
noted on the washcloth, which was agaiﬁ rinsed in the?
same soap water. This was observed by both survey
nurses a total of 4 times. The washcloth with fecal
materal on it was observed to cross over all 3 open
wounds, Duning this process, the nurse was not
abserved to change the water in the plastic tub or use a
nevs washcloth. Then, using the same gloves with
which she had touched the fecal material, the nurse
applied the ointment to the 2 open wounds on the left
buttock. She chen applied a large white pad (ABD)
dressing and taped it into place. The nurse did not
apply uny ointment, treatment or any type of dressing
to tiie open wound on the resident's right buttock. She
then helped resident 20 pull up his pants.

Alrer sharing all of the above issues with the
Adnunistrator and DON on 11/13/02. the DON stated
that it was "obvious we have a communication
problem in the facility".

F 387

SS=E
The resident must be seen by a physician at least once
every 30 days for the first 90 days after admission,
and at least once every 60 days thereafier.

483 40(c) 1)&(2) PHYSICIAN SERVICES

A physician visit is considered timely if it occurs not
later than 10 days after the date the visit was required.

This REQUIREMENT is not met as evidenced by:

F3l14

F 387

i

Physician Services

Resident 8, 50 and 53 have all been seen
by their physician. The Medical Records
Director will keep a running log of
physician visits and provide a list of
residents to be seen to the DON before
each visit by the physician, This log will
be updated after each physician visit and
monitored in the Medical Records
monthly QA rounds. This will be
completed January 10, 20003,
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Based on record review and interviews, it was
determined that 3 of 14 sample residents were not seen
by a physician at least every 60 days as required.
Resident Identifiers: 8, 50 and 53.

Findings include:

1. Resident 8, a 64 vear old female, was re-admitted
to the facility on 2/14/02 with diagnose}of Schizo ¢
affective disorder, reactive airway disease,
hypothyroidism, polycythemia and peptic ulcer.

A review of resident 5's clinical record revealed that
the resident was seen by a physician on 7/17/02 and
10:2/02. Resident § should have been seen by a
physician ou or around 9:17/02. There was no
documentation in the clinical record to provide
evidence that resident 8 had been seen by a physician.

The facility administration was asked by the survey
tezm to provide documentation that resident 8 had
been seen by o physician on or around 9/17/02. They
were unable to locate any documentation to evidence
that resident § had been seen by a physician in
September 2002 for 2 60 day review.

2. Resident 50, a 34 year old male. was admitted to
the facility on 5/5/97 with diagnoses of traumatic brain
injury with depressive and agitated features, muscle
spasms, diarrhea, deep vein thrombosis, bladder
spasms, hypertension, nausea/vomiting, seborrhea
capitis, right hemiplegia, acne and gastritis.

A review of resident 50's clinical record revealed that
the resident was seen by a physician on 6/9/02 and
8/31/02. Resident 50 should have been seen bya
physician on or around 8/9/02. There was no
documentation in the clinical record to provide
evidence that resident 50 had been seen by a
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physician,

The facility administration was asked by the survey
team to provide documentation that resident 50 had
been seen by a physician on or around 8/9/02. They
were unable to focate any documentation to evidence
that resident 50 had been seen by a physician around
or about 8/9/02 for a 60 day review.

3. Resident 53, a 79 year old male, was%admitted to F.
the facility on 4/26/02 with diagnoses of dementia with
agitation, hypothyroidism, knee pain, benign prostatic
hypertrophy. vertipo and stuttering.

A review of resident 33's clinical record revealed that
the resident was seen by a physician on 7/17/02 and
10/2/02. Resident 33 should have been seen by a
physician on or around 9/17/02. There was no
documentation tn the clinical record to provide
evidence that resident 53 had been seen by a
physician.

The facility administration was asked by the survey
team to provide documentation that resident 53 had
been seen by a physician on or around 9/17/02. They
were unable to locate any documentation to evidence
that resident 8 had been seen by a physician in
September 2002 for 4 60 day review.

F428 483.60(c)1) PHARMACY SERVICES F 428 Pharmacy Services
$8=D Resident 8's drug regimen was reviewed
The drug regimen of each resident must be reviewed by a licensed pharmacist in September
at least once a month by a licensed pharmacist. 2002. Each time a licensed pharmacist
Q‘) performs an audit he will be provided a
W(g” current census so he can ensure he
reviews each resident. Medical records
will perform an audit each month to

This REQUIREMENT is not met as evidenced by:

Based on interview and record review, it was
determined that for | of 14 resident, the facility did not
ensure that the drug regimen was reviewed at least
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monthly by a licensed pharmacist. that month. This will be monitored in the
: Medical Records monthly QA rounds.
Resident [dentifier: 8 This will be completed January 10, 2003,
Findings include:
During a review of the medical records for residents 8, 5
it was revealed that there was no documentation to ;
evidence that a licensed pharmacist hadfreviewed her » '
drug regimen for the months of April 2002 and August
2002,
During an interview with the ADON (Assistant
Director of Nurses), on 1 1/14/02, he stated that he had
- called the pharmacy and they were trying to locate
documentation that the pharmacist reviewed resident
8's drug reaimen ‘or the months of April 2002 and
August 2002
The facility was zot able 1o provide any documented
evidence that resident 8's drug revimen was reviewed
by a licensed pharmacist or the months of April 2002
and August 2002,
< . - . inistration
F 3502 483.75(j) ADMINISTRATION F 502 Administra
SS=F 373() AD IS © ? Residents 38, 49 and 50 have all had the
T » _ _ . rawn. Laboratory
The facility must provide or obtain laboratory services necessatl'y ;?:igin reinforced in
to meet the needs of its residents. The facility is pmmrfi(;r?ce with lagboratory and facility
P e . acco
fesp.ormble for the quality and timeliness of the standards, policies and prqcedurCS- .
- SEIVICEs. Licensed nurses shall receive further in-
. -~ i The
. ~ _ . servicing regarding procedures. T
[his REQUIREMENT s not met as evidenced by: ﬁ) DON orgADON will be informed if there
. Based on staff interview and review of resident are any problems or exceptions to the
medical records, it was determined that the facility did procedures. A representative from the
not ensure that laboratory services were provided as " new laboratory service has personally
ordered by the physician tor 2 of i4 sample residents. visited the facility DON to help assure
Resident identifier: 38, 49 and 50 that optimum services and procedures are
Findings include:
CMS-2567L ATRLY caentD: SwpLy] Facility ID: UT0039
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i. Resident 49 was admitted ro the facility on 8/30/02
with the diagnoses of spinal bifida. depression, right
1schial tuberosity abscess, anxiety, bacteremia, right
ankle fracture, seizure disorder, anxiety and
ventricular peritoneal shunt.

A review of resident 49's medical recorq on 11/12/02,
revealed a physician's order dated 8/3 1792, fora ¢
albumin.

N9 laboratory results for the albumin level could be
provided by th facility for resident 49.

During an interview with the facility charge nurse on

- 11213/02, ai approximately 12:00 PM, she stated she
had called the laboratory to determine if the laboratory
work had been completed. The facility charge nurse
saated that the laboratory indicated they did not have
any record that the laboratory work had been
completed.

2. Resident 50 was admitted to the tacility on 5/5/97
with the diagnoses of traumatic brain Injury with
depressive and agitated features. muscle spasms,

. diarrhea, deep vein thrombosis, bladder 3pasms,
hypertension, nausea/vomiting, seborrhea capitis, right
hemiplegia, acne and gastritis.

A review of resident 50's medical record on {1/ 14/02,
revealed a physician's order dated 6:9/02, for a CBC
{complete blood count), Ferritin. Fe (iron), TIBC (total
iron binding capacity), Folate and VPA (valproic acid)
tevel,

. A physictan's order dated 9/23/02 documented, "See
order of 6/9/02. Please post labs - if not drawn, please
redraw.”

followed. A licensed nurse {LPN) has
also been designated to assume
compliance with physicians laboratory
orders. All routine labs will be printed
out on the treatment sheets each month,
Medical Records will perform an audit
each month to assure that every lab report
is in each chart. Medical Records will
monitor this procedure in her monthly
QA rounds. This will be completed
January 10, 2003,
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No laboratory results for the laboratory work ordered
on 6/9/02 couid be provided by the facility for resident
50.

During the exit conference with the facility staff the
DON (Director of Nurses) stated that during June they
were switching laboratories.

3. Restident 38 was a 76 year old male i'ho was P
re-admitted to the facility on 10/23/98.

The medical record of resident 38 was reviewed on
11/12/02. During this review, it was revealed that on
10/21/02. the physician wrote orders for the staff to
cbtain a TSH (thyroid level), a CBC {complete blood
count) and a BMP {basic metabolic panel).

There was no documentation to evidence that the CRC
or the BMP had been obtained as ordered.

On 11/4,02, the physictan wrote a note "Please post
labs ordered 10/21- if not done, please draw-"

When asked, facility staff were unable to provide
results to the lab test that had been ordered.
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