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F 176 | 483.10(n) SELF ADMINISTRATION OF DRUGS F176
$S=D o ) o ) The following is a plan of correction and| 2/6/02
An individual resident may self-administer drugs if {s in reference to F-176 483.10 (n) self-

the interdisciplinary team, as defined by

$483.20(d)(2)(ii), has determined that this practice is dministration of drugs. This will

nclude corrective action for each resident

safe. |

found to have been affected and were
This REQUIREMENT is not met as evidenced by: pamed as resident #25. The following
Based on observation, staff interview , and medical plan of correction has been instituted to
record review, it was determined that the facility be in effect on 2/6/02.

assessed a resident as not being a safe candidate for 1. IDT meeting will evaluate
administering his own medications, then allowed . . veys \

. . ; e . residents’ ability to self-medicate
resident to administer his own medications without . A .
monitoring. The facility did not monitor for drug 2. Resident will sign appropriate

safety for 1 of 26 sampled residents. (Resident 25) forms to self-medicate.
» 3. Lock box with keys and
Findings include: medication record will be

provided to resident. Extra key
will go to charge nurse for
emergency situations.

Resident 25 was admitted to this facility on 3/6/01.
Resident 25 had diagnoses which include: major
depressive disorder, cancer of leg, amputation of leg,

osteomyelitis, history of drug abuse, radial nerve 4. Careplan will designate weekly
palsy, history of seizures, colostomy, contractures, audit-where charge nurse will
right knee replacement, cholecystectomy, and arthritis. evaluate and review medications
D tati idenced that the interdiscipli as ordered,
e C! *
ocumentation evidenced that the interdisciplinary 5 Record on MAR and nurses

tearn (IDT) completed an evaluation for resident 25 to

self administer his own medications on 4/9/01. The notes weekly regarding review

evaluation identified that resident 25 with resident regarding capability
* was not a candidate for safe self-administration of of self-administration.
medications." The evaluation identified the reasons 6. The nurses will distribute all
why_ I'E:S-]dCl'lt 25 shoul'd not self admlmster_ . controlled substances only.
medications, because "patient had a chronic history of . .

7. In-service regarding above POC

substance abuse - most commonly pain management

and narcotics." was discussed with licensed staff

2/6/02.
A review of resident 25's medication administration
record (MAR) documented that resident 25 self
adnﬁlnistcrcd some of his mcdications_,bc;?veen the
.‘" 4 f‘ JA/
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Any deficiency statement ending with an asterisk (¥) denotes a deficiency which may be excused from comection providing it 15 determined that other safcguarlds provide

“fficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable within 14 days aft
information is made available to the facility. If deficiencies are ¢ited, an approved plan of correction is requisite (o continued program participation.
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F 176 | Continued From Page ]

months of April, 2001 through December 2001. In
June 2001, resident 25's MAR documented that
resident 25 had Oxy IR, 5 mg, 1-2 tablets by mouth
every 4 hours as needed for pain, ordered. There was
"Self Med" written across the individual boxes, where
the nurses would initial, as documentation, if the drug
had been administered. The other drug name for Oxy
IR, is percocet immediate relief. There was no
documentation as to whether the drug had been given
or not.

Nurses notes dated 6/10/01 at 6:00 PM documented
the following: "... maintenance man will be in, in the
AM to unlock patient medication drawer that contains
resident 25's self — meds, including percocet..”.

Nurses notes dated 6/16/01 at at 6:00 PM, documented
. the following: "...he went to get his pain pills, and
there were no more, he had taken 60...". Further in
the entry, "... I took another nurse with me and we told
fresident 25} we would have to keep the narcotics in
the med cart. He felt like we were blaming him and
we explained that was not what we were doing, but
that the doctor wanted them kept in the med cart...".

A physician's order, dated 7/11/01 reads: "pt able to to
continue to self administer medications except
narcotics." This was the only physician's order found
in resident 25's medical record to allow resident 25 to
administer self medications. There was no
documentation to show that an original order was
received from the physician, to permit resident 25 to
administer his own medications.

On 01/2/02 at 10:15 AM, an interview with a nursing
staff member, who provided care for resident 25,
stated that resident 25 was self administering
medications with no monitoring by nursing or by

F176
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resident as to which medications were being taken,
how many of cach medication was being taken, or
what time each medication was being taken. The staff
nurse stated "resident 23 does not have a medication
sheet in his room."
F 241 | 483.15(a) QUALITY OF LIFE F 241
SS=E
The facility must promote care for residents in a
manner and in an fsnvu?nmell.t that mamntarns or F-241--The following is a plan of correction and is in| /1702
enhances each resident's dignity and respect in full reference to F-241 483.15 (a) Quality of Life. This will
recognition of his or her individuality. include corrective action for each resident found to
have been affected. The following plan of correction
This REQUIREMENT is not met as evidenced by: has been instituted to be effect on 2/6/02,
Based on observation, individual interview and a 1. The QA committee has determined that
. confidential group interview, the facility did not responses to call lights in a timely manner
promote care for residents in a manner and in an will be within 3 min.
environment that maintained dignity and respect as 2. Employee mandatory in-service for all SVHC
evidenced by: Observation of the request for employees reiardmg re?ponsmlhty to answpr
. . . call lights within a timely manner throughojt
assistance by f“:ﬁems ﬂ“gf‘gh use of the call light the building is scheduled 2/13/02 directed Hy
sys:tem revealed that staff did not answer call lights in the administrator.
a timely manner. 3. In services regarding call-lights was initiatad
on 2/6/02 to both licensed staff and the
Findings include: CN.A’s-N.A’s.
4. Spot checks will be done daily until 90%
1. On 12/31/01, at 12:48 PM, the light above the door compliance is achieved. o
5. QA committee will be involved with resident
of room 203 was observed to be on. At 1:04 PM, a . .
. . : counsel every month to monitor residents
nurse assistant c_ntered the room to assist the .reSIdents. response and progress to call light issues.
There was 16 minutes between the time the light was 6. QA will be monitoring progress q month
observed to be on until staff entered the room to assist until compliance met.
the residents in room 203,
2. On 12/31/01, at 1:20 PM, the light above the door
of room 303 was observed to be on, At 1:30PM, a
nurse assistant entered the room to assist the residents.
There was 10 minutes between the time the light was
observed to be on until staff entered the room to assist
ATG112000 EventI XP7W1] Facility ID: UTo0080 If continuation sheet 3 of
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the residents in room 303.

3. On 1/3/02, at 10:18 AM, the light above the door of
room 205 was observed to be on. At 10:20 AM, a
nurse aid passed room 205 but did not enter the room
10 assist the residents. At 10:21 AM, there were
observed to be 6 staff members present at the nurses
station. The call light above the door of room 205
remained on. At 10:33 AM, a staff member entered
room 205 to assist the residents. There was 15
minutes between the time the light was observed to be
on until staff entered the room to assist the residents.
4. On 12/31/01, at 8:19 AM, the light above the door
of room 303 was observed to be on. At §:21 AM, a
facility nursing assistant was observed to walk past the
room while turning her head, she had looked at the
room with the light on but continued to walk down the
hall. At8:24 AM, a voice from room 303, stated,
"Nurse, would you get in here”. A facility nursing
assistant was observed to enter room 303 at 8:28 AM.
There was 9 minutes between the time the light was
observed to be on until staff entered the room to assist
the residents in room 303.

5. On 1/02/02, at 8:35 AM, the light above the door of
reom 313 was observed to be on. A facility nursing
assistant was observed to enter room 313 at 8:45 AM.
There was 10 minutes between the time the light was
observed to be on until staff entered the room to assist
the residents in room 313.

6. On 1/3/02, the call light for room 115 was observed
to be on at 7:40 AM. The nursing staff answered the
call light at 07:50 AM. There was 10 minutes between
the time the Hght was observed to be on until staff
entered the room and answered the call light.

7. On 1/3/02, the call light for room 115 was
observed to be on at 8:40 AM. The nursing staff
answered the call light at 8:50 AM. There was 10
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minutes between the time the light was observed to be
on until staff entered the room and answered the call
light.
A confidential interview was held with a group of
residents on 1/2/02 at 9:00 AM. Fourteen residents
participated in the interview. Eight (8) of the 14
residents stated that they have had to wait too long for
their call light to be answered. Two residents stated
they've had to wait up to an hour before a staff member
would respond to their call lights. L .
* F-252--The following is a plan of correction and is in 3/1/02
reference to F-252 483.15 (h) Environment. This wil]
include corrective action for each resident found to
have been affected. The following plan of correction
g;jé 483.15()(1) ENVIRONMENT F2s2 has been instituted to be effect ong2?6/02.
The facility must provide a safe, clean, comfortable There has been new maintenance logs put at each nurge
and homelike environment, allowing the resident to station the maintenance man will check these every
use his or her personal belongings to the extent morning. There has been put together by plant op, a
' possible. new preventative maintenance log which QA will look
over also plant ops will document every week througl
This REQUIREMENT is not met as evidenced by: out building.
Based on observation, record review, and interview 1. Housekeeping supervisor is going to have aL
the facility did not provide a safe, clean, comfortable in-service on 2/20/02, cleaning of clean
and homelike environment for the residents as covebase on a weekly basis so we no longes
evidenced by: The facility was observed to be have stains and dirt build in the halls. Plant
unclean, the building in ill repair, and a leak was op manager will oversee or audit designates
> s ’ . areas and address weekly.
present in the ceiling on 1/8/02 that resulted in an 2. Housekeeping supervisor hired a new floor
employee fall. man. The floor man will steam clean and gt
red stains and brown stains out, clean carpet
Findings include: through out the building. The buffet in the
dining room will be recovered by 2/22/02.
Observation of the environment from 12/31/01 until Lh:atsag}cf::;z:far‘;:?:g}fl;z '::;it::;g;] d
1/8/02 revealed the following problems: patched. Missing masonite will be replaced
as budget allows.
1. The tile floor along the coving of the 100, 200, and 3. Entry doors to resident rcom that draw wood
300 halls had grey and brown stains and dirt buildup. chips or cracks including the double doors fo
The special needs unit tile floor along the coving had the unit wiil be puttied and painted 2/22/02
some areas with grey and brown stains and dirt
buildup.
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2. The. nmnr%}(]immg room C ar[.’etﬂl:ad large brgwn &almd 4. Windowsills in the hallway from lobby areg
red stains. ere were strips 1n the carpet under the will have Formica replaced by 6/1/02 and
tables and throughout the carpeted area that were worn broken window in hallway/lobby area will be
and frayed. There was a strong odor of urine present. replaced by 2/25/02.
The buffet tables, that food was served on, had large 5. Housekeeping supervisor has assigned a
areas where the masonite was missing and wood was housekeeper for 1 day a week to clean
exposed causing it to be unsanitizable. There was one window thm}:’?g"“?ﬁ*‘; b_“‘t!d'"i;i flS‘: in the
resident table that had paper towels stacked under the ::;Ssir\;f: d‘;wl; will be 1niormed to clean
legs to maintain stability. ] . 6. Housekeeping supervisor will go through the
3. All entry doors to the residents’ rooms had wood building and fix wallpaper. Expected date to
chipped or cracked. The dbuble deors to the units had be done is 2/25/02.
wood chipped or cracked. 7. Housckeeping supervisor hired a new floor
4. The window sills in the haliway from the lobby person who will be cleaning carpets. It will
area had strips of formica missing which exposed the be put on a schedule to do every week. AISF
d underneath, leaving them unsanitizable. There housekeeping supervisor will do moming
woo =~ g : : check and if there are stains they will be
was a broken window that had white tape over the addressed. Broken window will be replaced
crack. by 2/25/02.
. 5. All the windows throughout the building were dirty 8. Replace and fix the brass ring and doorknobs
and difficult to see through. of shower. This will be replaced 2/25/02.
6. There were areas on all the hallways that had 9. Housekeeping supervisor is having in-servige
- on 2/22/02 with housekeeping staff to spot
wallpa]?er on them, where the wallpaper was missing check throughout the building for anything
or coming off the wall. on floors.
7. The dining room carpet on the 100 hall had large 10. Hole in the wall of room 201 will be puttied
stains that were brown in color. There was a strong and painted by 2/14/02.
odor of urine present. There was a broken window, 11. Maintenance man has replaced a lot of
8. The brass ring around the door knob of the shower ceiling tiles. They will be all done by
room in the 300 hall was not attached and could be 2/25/02. . )
turned easil 12. Shower room water, Maintenance will
Y . replace and fix shower room across from unit
9. ’I_'here was a used disposable tow.el on the floor o turn off water by 2/25/02.
outside room 308 that smelled of urine. 13. Light fixture in room 218 is now on.
10. There was a hole in the wall above the wardrobe in 14. Room 315 hot water will be repaired 2/25/12.
room 201 that allowed one to see through from the 15. Housekeeping supervisor will have an in-
resident room to the outside of the building in the service on 2/22/02 with housekeeping staff.
They will be informed to check rooms
court yard, throughout day for spills and how impertan
11. There were ceiling tiles on the 100, 200, and 300 HIroug Y Pl P
oy g it is to clean them up. A mop and bucket
halls, and thr(?ughout the building, that had brom with clean water and sanitizer will provide
stains, round in shape, that appeared to be water
damage. There were several ceiling tiles that were
broken or had portions missing.
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F 252 | Continued me_ Page 6 F252 16. for staff at each hall after hours of
12. The water in the shower room across from the housekeeping for unexpected spills.
nurses station, in the special needs unit, would not turn 17. The maintenance man has covered the holes
off. in room 206.
13. There was no light above the mirror in room 218, 18. Housekeeping staff cleaned toilet in room
There were exposed wires instead of a lighting fixture. ‘l3()]i?f;t Also maintenance man re-caulked the
14. There was no hqt water in resident room 315. 19. Maintenance has patched and fixed the hole
15. There was standing water on the floor in the behind the door. Housekeeping supervisor is
bathroom of room 308, having in-service on 2/22/02 with
16. There were three holes in the wall next to the housekeepers to be aware of stains and to
bathroom on the outside wall of room 206 that were spot check throughout day. A maintenance
approximately 1/2 inch to'1 inch in diameter. !°§ at each StaU::d will also P“;‘"de .
17. The caulking around the toilet pedestal in room information regarding stain and spots to be JI
ked and had black and dark b . addressed which plant ops manager will the;
310 was cracked and ha ack and dark brown stains address., weekly, a log will be maintained
present. . with all information above for continue
18. The dirty utility room on the 100 hall had a large auditing.
hole in the wail behind the door. There were brown 20. Utility room will have maintenance will
stains on the floor in the hall outside the door. replace duct screen and vent with new
19. The utility room on the 200 hall, that housed a equipment by 2/14/02.
. 21. The maintenance will put cove up and
water heater, had a duct vent that was open into the P
. ) replace broken cove in a timely manner
room from the outside of the roof, which would allow 2/25/02.
for pest and rodent entrance. 22. The water in the sink is now working.
20. There were areas of coving that were broken or Regarding the light fixture a new one has
missing in the special needs unit in front of the nurses been ordered. The ice machine maintenancy
station and outside of room 208 and 310. is going to look at it try to fix it or it will be
21. The refrigerator in the medication room on the 100 removed by 2/25/02. Refrigerator in
hall had brok the bott. £ the door that medication room will be replaced by 2/25/02
atl ha r_o cn areas _on ¢ bo (_}m (_) . € door tha 23. The hole in the wall behind the vending
preventt?d it from sealing and maintaining an - machine is now fixed.
appropriate temperature. The water did not work in 24. Light fixture has been ordered and will be
the sink. There was an old ice machine that was not replaced by 2/25/02
connected nor being used. The light fixture had no 25. Light cover has been ordered and will be
cover. replaced in shower room by 2/25/02.
22. There was a hole in the wall behind the vending 26. This area of water running down wall outside
. physical therapy room has been repaired by
machine in the 100 hall. 2/1/02
23. The d].rty utility room across from Cf:ntral supply Record review: Reviewed with maintenance request logs at
had plastic light fixtures that were hanging down. each station on his responsibilities to resolve and address
24. The shower room on the special needs unit had problems with his initial when completed.
exposed light bulbs with no light cover. Interview
25. There was water running down the wall outside
the physical therapy rcom on the 100 halj that resulted
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Continued From Page 7
in an employee fall on 1/8/02.

Record review:

Review of the maintenance request logs at each nurses
station revealed that most of the requests for the 100
hall from staff to repair problems in the facility had no
documentation that they had been done since the end
of October 2001. Some of the request for the 300 hall
and the special needs unit had no documentation that
the problems had been taken care of since the end of
November 2001.

Interview:

An interview was conducted on 1/8/02, with the
administrator and the new plant operations manager
concerning the building environment. The
administrator stated that they had had a maintenance
manager full time until October 2001; and he had
taken the routine maintenance logs with him. When
the plant operations manager was asked to obtain
information about preventive maintenance, she
presented the nurse surveyor with a binder with no
documentation of maintenance performed and stated
that she had developed the binder to begin
documentation.

483.25(i)(1) QUALITY OF CARE

Based on a resident's comprehensive assessment, the
facility must ensure that a resident maintains
acceptable parameters of nutritional status, such as
body weight and protein levels, unless the resident's
clinical condition demonstrates that this is not
possible.

F 252

F 325
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This REQUIREMENT is not met as evidenced by: :gggi?; gl;a(l)tw 1of Carr(e:- ”ﬂli; \;;g il;c;l;dse ];orrecti;c F-326 )
o i R . ) 25 uality of Care, F- .35 Diietary Services, F-39] .
Based on clinical record review and staff interviews it 483.35 12, F-363 483.35 ( ¢) Dietary Services,F-364 483,35 (d) (1 1;9-
was determined that the facility did not ensure that fjfj’f,}ﬂ},ﬁ”j,ﬂSw‘f,)c(f};nﬁé','ﬁ';f"ffﬁ' ;?li;ntsg)u;; 'v"z"?f }’9
each resident maintained an acceptable parameter of ’
nutritional status as evidenced by 8 of 26 sampled I ploensed stafl ;‘;‘e}?;;:’a‘;’:_pf;f{‘ff::‘:ﬁmﬂm 226
residents experienced significant weight loss with no assessment done by the RD, the M
: ; : : progress notes, the dictary intake Ozam
dle‘tary lntCITVE:nthn-S 1mp!eme1?ted to prevent further oot woights, asd diagwosts 2ol
weight decline. Resident identifiers: warranted.
13,20,28,40,50,70,72,74. Calculating weight loss 2. NIT committee will address any r
. . . h-pylori on the residents’ careplu
percentages is done by su};tractmg the current weight residents’ physician for medical a
e previous weight, dividing the difference b interventions. 5
from .p . ght, . .g Y 3. Dietary intake record has been ch
the previous weight and multiplying by 100. percentage of what resident ate is
Significant weight losses are as follows: 5% in one accurately recorded rather than g
os : os : 4, C.N.A. scheduler will audit dietar
month, 7.5% in 3 months and 10% in 6 months. weekly to ensure accuracy and co
{Reference guidance: Manual of Clinical Dietetics, 5. 4Q way drug chehcl: ;Iill bdeedone m
. ’ . .. .- ure tha
American Dietetic Association, 6th edition, 2000). witl be on residdents’ :{AR'.S;:?:
. percentage documentation, As w '
. g . di sis”s to medicati d - ....\.m.. .....
Findings include: andior side effeots, oY “' "
6.  Licensed staff has been instructed to inform NIT
. . committee of any dietary problems so that other
1. Resident 13, a 79 year pld female, was ad:mt‘ted to interventions can be implemented as warranted.
the facility on 10/11/01 with dlagnoses of chronic 7. Monthly weights provided cach month upon completign
. . - q- to each hall with current weights to be piaced MAR
ObStrlIC'tl'VB plitlmonary d.lseasel’ hypot1.1yr01dlsm and 3 binder 5o that menthly symmaries can address current
bronchitis, urinary tract infection, helicebacter pyloni weights.
<y s : . L. 8. C.N.A-N.A will be in-serviced February 20, 2002
gasmns (h‘pylon)’ an?ﬂety a'nd ChrDll'l]f: dizziness. regarding interventions for residents’ experiencing
Resident 13 was admitted with physician orders for eating, swallowing, and chewing difficulties.
f el : Importance of communicating to nurses o that
medications to treat the h. pyion' interventions are implemented as warranted.
9. Speech consultant will report any evaluations,
. Ly : outcomes, and recommendations to the NIT committes.
Review of the physmlan s order and nur51‘ng Carc_ 10.  NIT committee will calculate weight loss percentages
referral form, dated 10/11/01, from the discharging weekly.
: : 15 11.  Extended menus for the menu cycle is available and
hos-pnal to tl'1'e nursing facility documented thi.lt . eommantly berag followed Dustar et willbe i
resident 13, "...eats well, but slowly.. Pt [patient] is serviced by the RD what servings sizes are appropriatd
very aware and careful when eaﬁng." and what foods residents on therapeutic diets are to
receive.
11, Previous Registered Dictician has been replaced by RID,
. R services, support, and supervision, through assessmen
nutritional assessment that documnented resident 13 monitoring and recommendations, to meet sach
was 61 inches tall, weighed 95 pounds, had a small {esidc_l;:is' ;l{tgritif;ral needs to prevent significant weight
frame and resident 13's ideal body weight range was oss. e EDW
from 106 to 118 pounds.
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ensure that the dietary manager and dietary staff havel
proper training and systems in place to appropriately
During an interview with a facilty restorative nursing monitor the sanitation t;ftlile;ilchen,‘ensuﬁng proper
assistant on 1/11/02, she stated that the restorative ?f,;'?f?o'ﬁmm andfhe dismbuton and serving 4f
aides are the only staff members that weigh the Therapeutic diets as written and serving foods at the
: . Proper temperature.
res;dents each month. She stated that the.re51dcnts. are 13.  Dietary in-service will be held weokly-Tuesday 3pm {o
weighed at the end of each month to obtain the weights discuss all survey issues, training, and any problems
. . with the dietary services.
for the fc_:]lowmg month. For example, all residents 14.  RD will ensure that each resident will receive
were weighed at the end of December 2001 for therapeutic diet when there is a nutritional problem.
: ill assess in identifying and cormrect impropgr
January 2002 weights. The RD vl in id ;
serving of therapeutic dicts to ensure the dietary n
of the residents.
. : : 15. Temperatures are monitored by the dietary cooks dail
Rev:ev_v of the weights for resident 13 revealed the and recorded. The dietary manager will monitor at
fOl]OWlng: random resident’s rays for proper food temps and
October 2001 — 95 pounds. record. . . )
N 16.  The dietary services have a daily cleaning schedule td
November 2001 — 84 pounds. This represents a ensure the sanitation of the kitchen, record to menitor
: 0, the labeling and dating of foods, temips of the walk-in
weight loss of 11 pounds, (11.5%) between the months refrigerator, The dictary manager will audit the sbovk
of October and November 2001. _ concems weekly.
December 2001 — 75.5 pounds. This represents a et e e a2 Qe 1o
. weight loss of 8.5 pounds, (10%) between the months both the dietary mazager and dietary staff regarding; |1)
of November and December 2001. oS and assessing rosidents t visk
X | A ) or weight loss, onitor the sanitation of the
Resident 13 experienced a significant weight loss of kitchen, ensuring proper storage, preparation,
0 distribution and serving of foods, developing and
19.5 pounds (20%) between the months of Qctober
and D ber 2001 implementing educational in-services for the dietary
ecember . staff.
18. A new steam table with 4 wells is being purchased so
. . foods will stay at the iate ture above 140
Review of an assessment written by the RD on deg,,::_' Y Appropriate femperatire above
10/15/01 revealed the following: "Intake fair, should 19.  The ‘;a_lk;n';:)eg:smtor ‘;a:e llixed % ?mw:;;fre ha
ips maintain gTees an ow. Dictary
be adequate for Feeds if intake > [gr cater than] 60% instructed to keep refrigerator door c¢losed poing in of
average - otherwise need to consider snacks or 2 g:l d affwill be inserviced February 19, 2002
- - . A c dictary staff wil M=3ErvIC ebruary 19,
supplements. Weight is <_ [less than] IBW [ideal body on how to store, prepare, distribute, and serve food
weight] range and Pt/family stated she has lost some under sanitary conditions. )
weight x [times] 1 yr [year] Talked with them about 2. Ij‘;,;';;jf‘g;':v‘;”;;,dm" b,’;i‘lf"f:'oﬂlt" :;:,’:?ngdy_
supplements. Said she doesn't like the taste. Monitor 22 The unit manager for out-dated food will check the
intake and weight. Encourage intake." The RD did Alzheimer's unit refrigerator daily.
not address any nutritional management issues in
repards to the h.pylori. No further RD assessments
could be found in resident 13's clinical record. The
RD did not address the November and December 2001
weight loss.
Review of an admission Minimum Data Set (MDS)
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assessment, dated 10/15/01, for resident 13 revealed
under section K. Oral/Nutritional status, 5. Nutritional
Approaches c. Mechanically altered diet was marked
and e. Therapeutic diet was marked.

Review of a "Malnutritton/Dehydration — Pressure
Sore Risk Assessment”, dated 10/11/01, completed by
a facility nurse documented that resident 13 was not a
nutritional risk.

A nutritional care plan dated 10/15/01, documented
that resident 13 was at nutritional risk due to poor
intake and appetite, chronic obstructive pulmonary
disease and weight loss prior to admit, low body
weight and that resident 13 would have no significant
weight loss through next review. The approaches were
to identify and offer food preferences, monitor intake,
. weights, and labs as available, diet as ordered and
recommend house supplement. The care plan did not
address any intervention for the h.pylori.

The Brunner and Suddarth's Textbook of
Medical-Surgical nursing, Eighth Edition, Chapter 36:
Management of Patients With Gastric and Duodenal
Disorders (h.pylori), Page 887, documents, " The
major goals of the patient may be to reduce anxiety,
avoid irritating foods and assure adequate intake of
nutrients, maintain fluid balance, increase awareness
of dietary management and relieve pain.”

Review of the nurse's notes for October 2001 revealed
no documentation to indicate that resident 13 had a
decrease in appetite or complaints of pain or nausea.

Review of resident 13's meal intake for October 2001
revealed that the facility was documenting meal intake
as good, fair and poor. Out of a possible 63 meals, 2
meals were documented as good intake, 13 meals were
documented as fair intake, 11 meals were documented

F 325
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Continued From Page 11
as poor intake and 37 meals had no intake
documented.

Review of an IDT (interdisciplinary team) meeting
minutes dated 11/7/0] revealed that resident 13
weighed 84 pounds, a loss of 10 pounds, and the
facility woulid place resident 13 on supplements with
meals.

A physician order dated 11/7/01 documented that
resident 13 was to be given 60 cc of supplement with
meals for weight loss.

A nurse's note dated 11/7/01 documented to
supplement 60cc with meals for weight loss, 10
pounds from admit.

Review of the November 2001 medication sheet
revealed that the house supplement 60cc TID{three
times daily] with meals was not documented as being
started until 11/15/01, 9 days after the order had been
written.

Review of the December 2001 medication sheet
revealed that the house supplement was discontinued
on 12/2/01 because resident 13 was refusing the
supplement stating it made her have mucous in her
throat. No evidence could be found to indicate that the
facility tried any other kind of supplements or snack.

A physician order dated 11/19/01 documented to
weigh weekly and record and to obtain a CBC
{complete blood count) total protein and albumin
(laboratory tests used to determine nutritional status.)
No evidence could be found that the physician order
had been followed.

Review of a resident care plan completed by the
dietary management team on 11/19/01 revealed that

F 325
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the facility was to assess resident 13's weight weekly
until stable, a nutrition/dehydration assessment was to
be done weekly by the teamn, laboratory values to be
obtained, Fibersource HN 120cc TID, double portions,
resident to be monitored and assessed in the restorative
dining program and dietary intake to be monitored and
recorded daily. A nurses note dated 11/19/01
documented, " Q [every] week weight and record.
CBC, total protein, albumin ordered for weight loss.”

The facility could not provide any documentation that
the care plan written on 11/19/01 had been
implemented.

Review of the nurse’s notes for November 2001
revealed the following:

11/21/01- " Decreased appetite today."
11/25/01- "Eats 50%."

11/26/01- "50% eaten in room."

11/27/01- "Wt. 77.5# concemed about thyroid.”
11/28/01- "Encouragement to eat.”

11/30/01- "Encouragement to eat.”

Review of resident 13's meal intake for November
2001 revealed that out of a possible 93 meals, 10
meals were documented as good intake, 36 meals were
documented as fair intake, 16 meals were documented
as poor intake, 28 meals had no intake documented
and 1 meal resident 13 was not in the facility.

Review of IDT meeting minutes dated 12/5/01
revealed that the resident's appetite was decreasing and
the family was bringing in extra food.

Review of restdent 13's meal intake for December
2001 revealed that the facility was documenting meal
intake in percent of intake. Out of a possible 93
meals, 22 meals were documented in percent and 71
meals had no intake documented.
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12/4/01- "Pt has been having wt loss. Encouraging

Continued From Page 13

Review of the nurses noted for December 2001
revealed the following:

12/3/01- "Pt requested NAS [no added salt] to her
food. Diet order written. House supplement given as
ordered.”

eating."

12/5/01-" Pt. not eating well family bringing in special
foods..."

12/12/01- "Will continue to monitor and encourage to
cat.”

12/13/01- "Supplements offered- Family brought in
food teday pt ate 100%." ‘

12/14/01- "Weight stable. Monthly 75. Dec wk 1 77
week 2 77."

12/15/01- "Encourage to eat."

12/16/01- "Snacks offered.”

12/17/01- "Family brings in treats.”

Resident 13 was weighed on 12/31/01 and weighed 79
pounds, a weight gain of 3.5 pounds from previous
weight on the first of December.

During an interview with resident 13 on 1/16/01 she
stated that when she was admitted to the facility one of
the first meals she received, had meat that had made
her sick so she would not cat the meat any more. She
stated that she would eat most of the vegetables and
fruit. Resident 13 stated that she had not discussed
this with any facility personnel and that no one had
asked her about her meals. She stated that she liked
peanut butter and jelly sandwiches and would eat them
when the facility had them. Resident 13 also stated
that approximately a month ago her family had started
bringing snack packs in to her which she kept in her
room and would eat them when she was hungry, She
also stated that her farnily had brought her in some
Ensure which she would drink when she wanted.
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2. Resident 70, an 83 year old male, was admitted to
the facility on 8/10/01 with diagnosis of pneumeonia,
cerebral vascular accident, dementia, atrial fibrillation,
peripheral vascular disease, hypertension,
hypothyroidism and mild mental retardation.

Resident 70 received intervenous fluids and antibiotics
until 8/21/01, then received oral antibiotics until
9/1/01 for the treatment of pnewmonia..

Review of the nurses notes from 8/10/01 through
9/1/01,revealed that resident 70's medical condition
was stable. Documentation indicated that resident 70
was alert and condition was improving, Resident 70
was being gotten up for meals and dietary intake was
good.

On 8/15/01 the RD completed a nutritional assessment
that documented resident 70 was 67 inches tall,
weighed 138 pounds, had a medium frame and
resident 70's ideal body weight range was from 142 to
154 pounds.

Review of the weights for resident 70 revealed the
following:

On admission 8/10/01- 138 pounds.

September 2001- 127 pounds. This represents a
weight loss of 11 pounds (7.9%) between the months
of August and September 2001.

October 2001- 115 pounds. This represents a weight
loss of 12 pounds (9.4%) between the months of
September and October 2001.

November 2001- 112 pounds. This represents a
weight loss of 3 pounds (2.6%) between the months of
October and November 2001,

Resident 70 experienced a significant weight loss of
26 pounds (18.8%) between the months of September
and November 2001.
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Review of an assessment completed by the RD on
8/15/01 revealed that resident 70 was on a puree no
added salt, increased protein, increased fat and nectar
thick liquids diet. The assessment documented, "Pt
with considerable nutritional risk due to low body
weight, low albumin, poor intake unable to feed self -
dependant on others and swallow deficit. Refer to care
plan. Monitor weight, intake and labs."

Review of the admission Minimum Data Set (MDS)
dated 8/23/01, completed by facility staff, revealed the
following:
Under section K.. Oral/Nutritional status 1. Oral
Problems a. chewing problem was marked and b.
swallowing problem was marked. 2. height and weight,
resident weighed 130 pounds. Under K.4. Nutritional
. problems c. leaves 25% or more of food mmeaten at
most meals was marked. Under K.5. Nutritional
Approaches nothing was marked.

On 8/15/01 resident 70 was evaluated by a speech
language pathologist for swallowing problems. The
evaluation documented, "Pt. tolerated puree texture
with nectar thick liquids without s/s [signs and
symptoms] of aspiration while sitting near 90 degrees
in bed.”

Review of a "Malnutrition /Dehydration - Pressure
Sore Risk Assessment”, dated 8/10/01, completed by a
facility nurse documented resident 70 was a high
nutrition risk.

A nutritional care plan dated 8/15/01 documented that
resident 70 was at nutritional risk and would have no
significant weight loss through next review.
Approaches to the problem on the care plan were to
obtain food preferences, feed patient by staff, monitor
intake, labs, and weight, diet as ordered puree/thick
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liquids and notify the RD of significant changes. No
documentation in the clinical record evidenced that
resident 70's weight had been monitored by the RD or
the nursing staff or that the RD had been notified of
the weight loss.

Review of resident 70's monthly recertification orders,
signed by the physician on 2 monthly basis,
documented that resident 70 was to receive a puree
diet with thickened liquids and snacks three times
daily.

Review of resident 70's meal intake for August 2001
revealed that the facility was documenting intake as
good, fair and poor. Out of a possible 66 meals, 32
meals were documented as good intake, 6 meals were
documented as fair intake, 25 meals were documented
as poor intake, and 2 meals were marked refused.
Under the nourishments offered section, out of a
possible 66 times for nourishments to be offered, 11
nourishments were documented as being offered.

Review of resident 70's meal intake for September
2001 revealed that out of a possible 90 meals, 45
meals were documented as good intake, 24 meals were
documented as fair intake, 4 meals were documented
as poor intake, 4 meals were documented as refused
and 13 meals had no intake documented. Under th
nourishments offered section, out of a possible 90
times for nourishments to be offered, 9 nourishments
were documented as being offered, 1 nourishment was
documented as being refused.

Review of resident 70's meal intake for October 2001
revealed that out of a possible 93 meals, 19 meals
were documented as good intake,; 51 meals were
documented as fair intake, 1 meal refused and 22
meals had no intake documented. Under the
nourishments offered section, out of a possible 93
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times for nourishments to be offered, one nourishment
was documented as being offered on 10/9/01 and the
resident took 100% of that nourishment,

Review of resident 70's meal intake for November
2001 revealed that out of a possible 90 meals, 61
meals were documented as good intake, 8 meals were
docurmnented as fair intake, 2 meals were documented
as poor intake, 1 meal refused and 18 meals had no
intake documented. Under the nourishments offered
section, out of a possible 90 times for nourishments to
be offered, 3 nourishments were documented as 100%
taken, 9 nourishments were documented as good
intake, a total of 12 nourishments cut of 90 were
documented as being offered.

On 11/26/01 an assessment by the RD documented,
"Pt remains at a significant nutritional risk. Intake
may not meet needs. Should continue
supplements/snacks. Need to continue with current
plan - assist with meals, encourage intake.” The RD
did not address the 26 pound weight loss from August
2001 to November 2001.

Review of a quarterly MDS dated 11/7/01, completed
by facility staff, revealed the under Section K2. height
and weight, resident 70 weighed 112 pounds. Under
section K3 weight change a. weight loss was marked 0,
indicating that resident 70 had not experienced weight
loss of 5% or more in last 30 days; or 10% or more in
last 180 days. The MDS did not identify the 26 pound
weight loss from August 2001 to November 2001.

Further review of the clinical record revealed that
resident 70 had not seen by a physician from 8/21/01
to 11/30/01, during the period of time that resident 70
experienced a 26 pound weight loss. No
documentation could be found in resident 70's clinical
record that the physician had been notified of the
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weight loss.

3. Resident 20 was a 61 year old male admitted to the
facility on 7/9/01 with diagnoses of Alzheimer's
disease, depression, cerebral degeneration and peptic
ulcer disease.

On 8/14/01, 36 days after his admission, the RD
completed an initial nutritional assessment that
documented resident 20 was 6'0" (72 inches) tall,
weighed 217 pounds and his ideal body weight range
was documented as 157 to 170 pounds. The diet
documented was regular with finger foods, double
portions.

A review of resident 20's admission weight,
documented in the initial nurses note, revealed that he
weighted 217 pounds on 7/9/01. A review of resident
20's monthly weights, completed by the restorative
nurses aides and obtained from the dietary supervisor,
documented the following weights for resident 20:

August, 2001: 212 pounds.

September, 2001: 217 pounds.

October, 2001: 214 pounds.

November, 2001: 201 pounds. This represents a
significant weight loss of 13 pounds, or 6%, between
the months of October and November 2001.
December, 2001: 201 pounds

January, 2002: 195 pounds. On 1/11/02, at the
request of the survey team, resident 20 was re-
weighed. Resident 20's weight was 191 pounds. This
represents a significant weight loss of 10 pounds, or
5% between the months of December 2001 and
January, 2002 and a 10.7% significant weight loss
between the months of October, 2001 and January,
2002(using the December weight of 201 pounds and
the January re-weight of 191 pounds).
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An initial dietary assessment completed by the
registered dietitian on 8/14/01 documented, "Intake
adequate for needs, current weight 126 % IBW [ideal
body weight] [and] considered obese, [question] need
for double portions, will need to monitor weight. Pt
[patient] [at] nutritional risk [secondary to] obesity,
swallow deficit chokes, needs assist [with meals]".
This initial assessment identified resident 20 had a
good appetite, 75%, that the resident would at times
choke and that he required assistance with feeding.
The RD's documented nutrition plan for resident 20
was to, " monitor intake, weight (for loss), labs". On
1/2/02 a quarterly nutrition assessment was compieted
by the RD. The nutritional stress factors documented
were obesity and depression with potential for weight
loss. The weights documented on this assessment
were November 2001, 201 pounds, December 2001,
201 pounds and January 2002, 195 pounds. The
1/2/02 dietary assessment did not identtfy resident 20's
significant weight loss of 13 pounds between the
months of October 2001 and November 2001 or his
significant weight loss of 19 pounds between the
months of October 2001 and January 2002. The
January re-weight of 191 pounds had not yet been
obtained. A review of resident 20's medical record
showed the only dietary evaluations of this resident
occurred on 8/14/01 and 1/2/02. No further
documented dietary notes were found in resident 20's
medical record.

A review of the "Nursing Monthly Summary"
assessment for November 2001 documented resident
20's current weight was 201 pounds this was followed
by a question mark, his diet was documented as
regular double portions and his appetite as good.
Resident 20's previous month's weight for October
2001 was 214 pounds. This would indicate a 13
pound, or 6%, significant weight loss over 30 days. A
review of the nursing summary notes revealed no
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documented evidence that resident 20's significant
weight loss was identified as a concern and no
interventions were documented as being implemented.

A review of the "Nursing Monthly Summary" for
December 200! did not document a current weight but
documented resident 20 was receiving a regular diet
and his appetite was good. A review of the nursing
summary notes revealed no documented evidence that
resident 20's 13 pound significant weight loss between
the months of October 2001 and November 2001was
identified as a concemn and no interventions were
documented as being implemented. The care plan
section of this monthly nursing summary documented
"eats 100%, portions [decreased] because of weight
gain over IBW [ideal body weight]".

A review of the "Nursing Monthly Summary" for
January 2002 documented resident 20's current weight
was 195 pounds, his diet was regular and his appetite
was good. A review of the nursing summary notes
revealed no documented evidence that resident 20's
significant weight loss of 19 pounds between the
months of October 2001 and January 2002 was
identified as a concemn and no interventions were
documented as being implemented. The January
re-weight of 191 pounds had not yet been obtained.
The care plan section of this summary documented
resident 20's weight was maintained.

A review of nursing notes from 7/9/01 to 1/2/02 in
resident 20's medical record was done. Cn 10/19/01,
the nurse documented that resident 20 had an excellent
appetite. On11/7/01, the nurse documented that
resident 20 had a good appetite. On 11/20/01, the
nurse documented that resident 20 needed continual
encouragement and re-direction but would usually eat
75-100% of meals. On 12/2/01, the nurse documented
that resident 20 had a good appetite. On 12/15/01, the
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nurse documented that resident 20, "Eats 100% of
meals, d/t [due to] shaking-needs to be fed. Frequently
looks for more to cat”.

A review of resident 20's
"Mainutrition/Dehydration-Pressure Sore Risk
Assessment", completed by the nursing staff, was
done. Resident 20 was assessed on 7/9/01 as having a
total score of 3. Resident 20 was assessed on 10/28/01
as having a total score of 11. Per this form, a total
score of 10 or higher placed the resident at high
nutritionat risk.

4 -=view of all documented physician assessments

¢ mpleted from resident 20's admission on 7/9/01
through 1/15/02 was done. Resident 20's significant
weight loss was not addressed on these assessments.

A nutritional care plan, initiated by the RD and dated
8/13/01, documented that resident 20 was at nutritional
risk related to obesity, a slight swallowing deficit (as
reported by the family) needing assistance with meals
and not communicating weil and would have no
significant weight fluctuations through next review.
Approaches to the problem on the care plan included,
dietary was to obtain food preferences, weights, meal
mtakes and labs were to be monitored, resident 20 was
to be assisted with meals as needed and his diet was
finger foods/double portions. The care plan was not
updated to address resident 20's significant weight
loss, which occurred between the months of October
2001 and November 2001 and between the months of
October 2001 and January 2002.

A review of resident 20's meal intakes, documented
on the "ADL Flow Sheet Record” for October 2001
revealed the nurse aides were documenting meal intake
as good, fair or poor. Out of a possible 93 meals for
the month, 58 were documented as good, 1 was
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documented as fair, 12 were documented as poor, 3
were documented as refused and 19 were not
documented.

A review of resident 20's "Daily Dietary Intake"
record for November 2001 revealed the nurse aides
were documenting meal intake in percentages. Qut of
a possible 30 breakfast meals for the month, § were
documented at 100%, ! was documented at 60%, 19
were documented at 0% and 2 had no meal intake
documented. Out of a possible 30 lunch meals for the
month, 26 were documented at 100%, 1 was
documented at 0% and 3 had no meal intake
documented. Cut of a possible 30 supper meals for
the month, 14 were documented at 100%, 1 was
documented at 90%, 1 was documented at 75%, 1 was
. documented at 50% and 13 had no meal documented.

A review of resident 20’s "Daily Dietary Intake"
record for December 2001 revealed the nurse aides
were documenting meal intake in percentages. Out of a
possible 31 breakfast meals for the month, 7 were
documented at 100%, 22 were documented at 0%, 1
was documented as refused and 1 had no meal intake
documented. Out of a possible 31 lunch meals for the
month, 28 were documented at 100%, 2 were
documented at 0% and 1 had no meal documented.
Out of 31 possible supper meals for the month, 14
were documented at 100% and 17 had no meal
documented.

A review of resident 20's meal intake record,
documented on the "ADL Flow Sheet Record" for
January 2002 from 1/1/02 through 1/9/02 revealed the
aides were documenting meal intake in percentages.
Out of a possible 9 breakfast meals reviewed, 1 was
documented at 100%, 6 were documented at 0%, 1
was decumented as refused and 1 had no meal
documented. Out of a possible 9 lunch meals
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reviewed, 8 were documented at 100% and one had no
meal documented. Out of a possible 9 supper meals
reviewed, 1 was documented at 75% and 8 had no
meal documented.

A review of the facility's Dietary Management Team
minutes revealed that resident 20 was not identified by
the teamn as at nutritional risk related to his significant
weight loss of 13 pounds, or 6% which cccurred
between the months of October 2001 and November
2001 and 19 pounds, or 8.8% which occurred between
the months of October 2001 and January 2002 until
1/2/02. A review of the Dietary Management Team's
1/2/02 minutes documented resident 20 was on the list
for review, however, there were no team member
comments, recommendations or interventions
documented on the monitoring form.

Observations on 1/2/02, 1/3/02 and 1/8/02 in the
Facility Alzheimer's unit dining room revealed that
resident 20 was sent a breakfast tray on the meal cart
on these days, however, resident 20 did not receive his
breakfast tray. Observation of resident 20 revealed him
1o be in bed sleeping during the breakfast meals on
1/2/02, 1/3/02 and 1/8/02.

Interviews with the certified nurses' aides working on
the facility Alzheimer's Unit, who were familiar with
resident 20's care, were done on 1/2/02 and 1/3/02
after the breakfast meal was complete. On 1/2/02, the
certified nurses' aide stated that resident 20 had not
received his tray because he had falien a few days
prior and injured his lip and that he often would not
get up for breakfast. The nurse aide was not observed
to wake resident 20 to offer his breakfast tray. On
1/3/02, the same certified nurses’ aide who was
interviewed on 1/2/02 stated that resident 20 had not
been offered his tray because of his injured lip. The
nurse aide was not observed to wake resident 20 to
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offer his tray.

Observation on 1/2/02, 1/3/02, and 1/8/02, and
1/11/02, of the meal portion sizes of resident 20's
breakfast trays revealed he received regular portions
for breakfast on these days. Review of resident 20's
diet card docurmnented he was to get large portions.

On 1/11/02, an interview with the food service
supervisor was done. She was asked to confirm what
diet the kitchen was to send resident 20. She checked
and stated that he was to receive a mechanical soft diet
with double portions.

On 1/11/02, an interview with a certified nurses aide
who was familiar with resident 20's care was done.
She was asked if resident 20 received large portions at
meals. She stated no, that she was unable to "pinpoint
exactly” but resident 20 had been receiving regular
meal portions for a least a month. She further stated
than when he ate meals he needed increased portions
because he would eat "a lot",

Observation on 1/16/0] revealed that at 8:12 AM,
resident 20's tray was taken to his room by a nurses
aide. Resident 20 was encouraged to wake up and the
aide assisted ham with his breakfast meal. He
consumed 160%. In a later interview with the nurses
aide who assisted resident 20, at 8:30 AM, she
confirmed that resident 20 had eaten 100% of his
breakfast tray and then consumed 100% of a second
tray.

4. Resident 72 was a 78 year old female admitted to
this facility on 11/10/00 with diagnoses of congestive
heart failure, cerebrovascular accident, deep vein
thrombosis, atrial fibrillation, angina, hypothyroidism
and gastro-esophageal reflux disorder (GERD),
Resident 72 had physician's orders for Prilosec to treat
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GERD on 3/26/01. Resident 72 had physician’s orders
written on 6/11/01 for Risperdal 1milligram every
night, Oxycontin 20 milligrams three times a day for
pain, and Percocet 5-325 milligrams every four hours
as necessary for pain. Risperdal and Percocet may
produce side effects including nausea, vomiting,
anorexia and over sedation. The reference for side
effects to medications was obtained from the Mosby's
Nursing Drug Book, 2000,

The registered dietician's nutritional assessment on
11/14/00 documented resident 72's height as 63.5
inches and her weight was 230 pounds. The ideal
body weight recommendation was 121-135 pounds.

Resident 72's weight history was obtained from the
quarterly nutritional reassessment, dated 8/20/01, and
was as follows:

January 2001-214 pounds

February 2001-198 pounds. This represents a weight
loss of 16 pounds, (7.5%) between January and
February 2001,

March 2001-203 pounds

April 2001-187 pounds. This represents a weight loss
of 16 pounds, (7.9%) between March and April 2001.
June 2001-182 pounds

July 2001-167 pounds, This represents a weight loss
of 15 pounds, {8.3%) between June and July 2001.
Resident 72 lost 23.7% of her body weight during a six
month period.

Review of resident 72's advanced directives revealed
that she desired artificial nutrition and hydration,
minor surgery, antibiotic treatment orally and
intravenously, simple diagnostic tests, and pain
medication for comfort.

Review of resident 72's MDS (minimum data set),
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dated 5/7/0t, 8/4/01, and 11/1/01, revealed that in
Section K5, there was no indication that resident 72
was on a planned weight change program. In section
K1, the MDS identified that resident 72 had a chewing
problems.

Review of resident 72's care plan revealed that when
resident 72 was admitted to this facility the nutritional
care plan, dated 11/00, identified her at nutritional risk
with potential for weight loss related to a swallowing
deficit and inability to feed herself without assistance.
One goal to this care plan problem was that resident 72
would not have a significant weight loss through the
next review. A second goal stated that if she did lose
weight, the weight loss would be gradual with less that
five pounds a month. The approaches to that care plan
problem were to assist resident 72 with her meals and
monitor weights and intake,

Review of resident 72's assessments on admission and
quarterly, revealed that there was a malnutrition risk
form present in the chart with no documentation
present.

Review of resident 72's physician's telephone orders,
dated 7/30/01, signed by the physician, revealed an
order for house formula 60cc for each meal with less
than 50% eaten. This order was initiated after the
contineous January to July 2001 weight loss had
occurred.

Review of resident 72's monthly nursing assessment
for the month of May 2001, revealed documentation
by nursing, that resident 72 had a good appetite and
fed herself. The menthly nursing assessment for the
month of June 2001, revealed documentation by
nursing that resident 72's appetite was fair and "eats
and drinks by herself.” The monthly nursing
assessment for the month of July 2001, for resident 72,
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documented by nursing did not have any
documentation in the "appetite” area but documented
that she "eats and takes fluid by herself. "

Review of resident 72's activity of daily living flow
sheet record, documented by the nurse aids, for the
month of May, 2001, revealed that of the 90 meals
documented in this month, resident 72's intake showed
40 were good, 42 were fair, 5 were poor, 2 were Y (an
unknown measurerment), and 1 was refused.

The activity of daily living flow sheet record for the
month of June 2001, revealed that of the 90 meals
documented in this month, 25 were good, 21 were fair,
13 were poor, 20 were not documented, and 5 had zero
as the amount taken.

The activity of daily living flow sheet record for the
month of July 2001, revealed that of the 93 meals
documented in this month, 52 were good, 26 were fair,
8 were poor, 2 were refused.

Review of the nurses notes for June 2001 revealed the
following:

6/1/01- "Pt spit up when I gave her noon meds."
6/2/01- "Pt ¢/o storach pain, gave tylenol, had small
mucousy emesis. IM phenergan with good results.”
6/2/01- " Pt has tried to spit up pills all day.”

6/3/01- "She only drank part of her nubasic."

6/4/01- "Did not wake up for breakfast.”

6/5/01- "MD in to see pt. today. Swallow eval."
6/6/01- "Addendum-watch pts. food intake-if 0 intake
over next 2 days, notify MD for feeding tube order."
6/8/01- "Therapy informed me that swallow evaluation
was done, but they did not know the results.”

The results of the swallow study for resident 72 were
not in the medical record. There was no indication
that the nurses had informed the physician that resident
72's food intake had been zero for breakfast on 6/6/01,
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poor on 6/7/01 and 6/8/01, or that there was no
documentation of dinner on 6/7/01 and 6/8/01.

During a family interview on 1/2/02, the family
member wag questioned concerning the care of
resident 72. The family member stated that when
resident 72 was placed on hospice, August 2001, she
began to receive the assistance she had needed with
her activities of daily living and assistance with eating.
The family member also stated that resident 72 was
assisted with her noon meal by a family member
throughout the week.

5. Resident 74, a 60 year old male, was admitted to
the facility on 10/3/01 with diagnoses of hypotension,
protein calorie malmutrition, dehydration,

. cerebrovascular accident and depression.

Resident 74 was admitted with a gastrostomy tube
(g-tube) with orders to administer two cans of Ensure
three times daily via the g-tube . Resident 74 also had
a physician order to receive a puree diet by mouth.

On 10/15/01 the registered dietician (RD) completed a
putritional assessment that documented that resident
74 was 70 inches tall, weighed 150 pounds, had a large
frame and resident 74's ideal body weight range was
from 158 to 180 pounds.

Review of resident 74's monthly weights revealed the
following:

On admission, 10/10/01, 150 pounds.

November 2001- 147.5 pounds. This represents a
weight loss of 2.5 pounds, (1:6%) between the months
of October and November 2001.

Decemnber 2001-142.5 pounds, This represents a
weight loss of 5 pounds, (3.4%) between the months of
November and December 2001.

January 2001- 140 pounds. This represents a weight
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loss of 2.5 pounds, (1.75%) between the months of
December and January 2002,

At the request of the survey team, resident 74 was
weighed on 1/11/02. Resident 74 weighed 136.5
pounds. This represents a weight loss of 3.5 pounds,
(2.5%) between 1/1/02 and 1/11/02.

Resident 74 expertenced a significant weight lossof
13.5 pounds, (9%) between the months of October
2001 and January 2002.

Review of an assessment completed by the RD on
10/15/01 documented, "Intake < 50% usually and pt
[patient] not able to meet nutritional needs po [by
mouth]. Tube feeding @ 2 cans Nova Source 2.0 TID
{three times daily] bolus feedings. This will provide
2844 Kcal and 127 grams protein. This should
. promote weight gain and may want to decrease
amount. Will monitor closely. Monitor intake.......and
weekly wts. {weights].” No documentation could be
provided by the facility that evidenced resident 74 had
been weighed weekly as recommended by the RD.

Review of an admission MDS assessment dated
10/23/01, for resident 74 revealed under Section G.
Physical Functioning and Structural Problems, h. that
resident 74 was totally dependant on one person
physical assist to eat. Under section K.
Oral/Nutritional Status,1. Oral problems b. it was
documented that resident 74 had swallowing problems.
K.4. Nutritional Problems, c. resident 74 leaves 25%
or more of food uneaten at most meals. K_5.
Nutritional Approaches, ¢. Resident 74 received a
mechanically altered diet. K.6. Parenteral or Enteral
Intake, a. nothing was marked.

A nutritionai care plan dated 10/15/01 documnented
that resident 74 was at significant nutritional risk and
would have no significant weight fluctuations through
next review. Approaches to the problem on the care
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plan indicated that resident 74 was to receive the tube
feedings as ordered, weekly weights and to notify the
RD of significant changes.

On 10/25/01, the (RD) was asked by the nursing staff
to evaluate resident 74's g-tube feeding. The RD
recommended, " Fiber Source HN to run at 70/cc an
hour to provide 2016 Kcal and 89 grams protein.
This should be adequate to maintain weight and
replete residual proteins[Albumin| This TF [tube
feeding] regimen would provide 1600 cc H20 [water].
Recommend 600cc additional free H20 as 200cc q
[every] 8 hours. Will monitor tol {tolerance] to TF and
weights.” A physicians' order was obtained on
10/25/01 following the RD's recommendation.

A nurses note on 10/25/01 documented the following:
"Pt. wife informed of new enteral feeding order - she
stated she only wants pt. to have 1 can @ [at] ghs
[every night at bedtime] - H20 [water] to run rest of
day - Dr......contacted - orders H20 @ 83cc X [times]
24 hours - 1 can of HN Fibersource @ ghs added to
water - weight q 2 wks {weeks] - wife informed of
possible wt [weight] loss if not eating well - will
continue to monitor."

On 10/29/001 the RD documented, "Nursing stated
family concerned about TF may cause kidney failure?
This TF does not provide excess protein and is
adequate for needs. I do not have any concerns in
regard to this.” There was no evidence that this was
discussed with the family by the RD or the nursing
staff. There was no further documentation by the RD.

During a meeting with facility administrative staff and
the RD on 1/8/02, the RD stated that he had not done

any other assessments on resident 74 since 106/29/01.

A review of resident 74's meal intake for October 2001
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revealed that the facility was documenting meal intake
as good, fair and poor. Out of a possible 63 meals 18
meals were documented as good intake, 20 meals were
documented as fair intake and 25 meals had no intake
documenied.

A review of resident 74's meal intake for November
2001 revealed that the facility was documenting meal
intake in percent of intake. Out of a possible 93
meals, 46 meals were documented in percent and 47
meals had no intake documented.

A review of resident 74's meal intake for December
2001 revealed that out of 93 meals, 15 meals were
documented in percent and 78 meals had no intake
documented.

Review of resident 74's tubefeeding record revealed
that from 10/10/01 to 10/24/01, resident 74 was to
receive two cans of Ensure TID at 8:00 AM, 3:00 PM
and 11:00 PM. Per documentation resident 74 did not
Teceive two cans of Ensure at 8:00 AM on 10/10/01,
10/13/01 through 10/16/01, 10/18/01 10/20/01, and
10/23/01. Resident 74 did not receive two cans of
Ensure at 3:00 PM on 10/10/01, 10/12/01 through
10/16/01, 10/18/01, 10/22/01 and 10/23/01.

A physician order dated 10/25/01 documented to give
resident 74 HN Fibersource one can every night added
to water at 83cc an hour and water to nin 24 hours a
day.

Review of the enteral documentation record for
resident 74 from 10/25/01 through 10/31/01 revealed
that the resident did not receive per documentation one
can of HN Fibersource on 10/25/01, 10/26/01,
10/27/01, 10/29/01, and 10/30/01.

On 1/17/02, a telephone interview with resident 74's
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wife was done. She stated that she had not been
informed by the facility the resident 74 had lost 13.5
pounds. She stated that she goes to the facility almost
every evening around supper time to assist her
husband with his meal. She stated that more than once
a week she had observed resident 74's lunch tray still
on the bedside table in his room and it had not been
touched.

6. Resident 40 was a 97 year old female admitted to
this facility on 10/9/01 with diagnoses of fractured
humerus, dementia, hypertension, hypothyroidism and
constipation.

Review of resident 40's dietary assessment on 10/6/01
revealed that the dietician had assessed her at the
height of 60 inches and a weight of 121 pounds with
an ideal body weight recommendation of 113-126
pounds. The registered dietician had identified
ill-fitting dentures, the need for resident 40 to be fed,
encouragement, and that she had poor intake. The
dietary assessment stated that resident 40's intake was
poor and might not be adquate for her needs, the
facility should consider offering supplements, and
recommended Novasource supplements. There was no
physician's order found for Novasource and no
intervention for resident 40's ill-fitting dentures.

Review of resident 40's care plan, initiated by the
factlity, revealed a nursing care plan problem
identifying resident 40 at risk for malnutrion with a
score of 21. There were two goals addressed in this
care plan problem. One goal was that resident 40
would have no unexpected or unplanned weight loss
and the second goal was that resident 40 would have
an average intake of 75% with every meal. The
approaches for the problem included documentation of
percentage that resident 40 ate at each meal, monitor
for less that 50% average per meal, and monitor for
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significant unplanned weight loss. The dietary care
plan problem inittated on admission for resident 40
identified her at significant nutritional risk related to
poor intake and need for assist with her meals. The
goal for this care plan problem was that resident 40
would have no significant weight fluctuations. The
approaches for this problem were to monitor intake
and weight and to assist with meals. The dietitian
recommended nutren supplements..

Review of resident 40's IDT meeting comments on
10/10/01 revealed the following informatien:

October 2001- 120 pounds

December 31, 2001- 110.5 pounds. This represents a
weight loss of 10.5 pounds, (8.7%) between the

. months of October 2001 and December 31, 2001.

January 11, 2002- 107 pounds. This represents a

weight loss of 14 pounds, (11.6%) between October

2001 and Jannary 11, 2002,

Review of the facility interdisciplinary team meeting
notes on 10/17/01, revealed a comment that stated that
the resident desired a soft diet. The only dietary
communication in resident 40's medical record was for
a "select" diet.

Continued review of resident 40's dietary history and
food preference form, dated 10/17/01, documented
that Ensure would be given after meals and at bedtime
and would be brought in by the family. There was no
documentation in resident 40's chart that she had
recetved Ensure at any time.

Review of resident 40's activities of daily living flow
sheet record, documented by the nurse aids, from
10/9/01 untif 10/31/01, revealed that of the 69 meals
offered 4 were documented as good,

8 were fair, 36 were poor, and 21 were left blank with
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no documentation. Of the 69 nourishments offered,
16 were documented as 100%, 14 were documented
with a line through the block, 1 was fair, 9 were zero,
and 29 were left blank with no documentation.

Review of resident 40's activities of daily living flow
sheet record for the month of November 2001,
revealed that of the 90 meals offered 1 was
documented as good, 3 were documented as fair, 52
were documented as poor, 1 was documented as
refused, and 33 were left blank with no documentation.
Of the
90 nourishments offered 2 were documented as good,
14 were documented as 100%, 2 were documented as
25%, 3 were documented as refused, 22 were
documented with zero, 2 were documented with a line
. through the block, and 44 were left blank with no
documentation.

Review of resident 40's activities of daily living flow
sheet record for the month of December 2001,
revealed that of the 93 meals offered zero were
documented as good, 9 were documented as fair, 78
were documented as poor, one was documented as
refused, and 3 were left blank with no documentation.
Of the 93 nourishments offered 3 were documented as
fair, 13 were documented as refused, 29 were
documented with a line through the block, and 46 were
left blank with no documentation.

7. Resident 28 was a 88 year old female admitted to
the facility on 7/31/01 with diagnoses of esophageal
varices, bleeding ulcers, gastroesophageal reflux,
hiatal hernia, hypothyroidism, status post
cerebrovascular accident and edema.

On 8/14/01, the RD completed an initial nutritional
assessment that documented resident 28 was 5'0" (60

inches) tall per the resident, the admit weight section
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was blank, the resident's usual body weight was
recorded as 108-115 pounds and her ideal body weight
range was documented as 104-115 pounds based on a
small frame size. The diet documented was
mechanical soft.

A review of resident 28's admission weight and height,
documented on the "Resident Assessment-Data
Collection Form" completed by the nursing staff vpon
admission, revealed that she weighted 114 pounds and
was 5'2" (62 inches) tall.

A teview of resident 28's monthly weights, completed
by the restorative nurses aides and obtained from the
dietary supervisor, documented the following weights
for resident 28:

July 2001: 114 pounds.

August 2601: 114 pounds.

Septernber 2001: 113 pounds.

October 2001: 110 pounds.

November 2001: 111 pounds.

December 2001: 107 pounds.

January 2002: 103 pounds. On 1/11/02, at the request
of the survey team, resident 28 was re- weighed.
Resident 28's weight was 100 pounds. Thas represents
a significant weight loss of 11 pounds, or 10%,
between the months of November 2001 and January
2002, and a 14 pound, or 12%, significant weight loss
between the months of July 2001 and January 2002
(using the July 2001 weight and the January re-weight
of 100 pounds).

An initial dietary assessment completed by the
registered dietitian on 8/14/01 documented, "Intake
appears to be adequate for nutritional needs, current
diet appropnate for needs, pt [patient] would be
considered at a nutritional risk [secondary to] GERD
[gastroesophageal refiux disease], diarrhea [with] a
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potential for [decreased] intake, advanced age". This
initial assessment identified resident 28 had a good
appetite (75%) and was able to feed herself. The RD's
documented nutrition plan for resident 28 was to,
"monitor weight, intake, labs". On 11/1/01, a
quarterly nutrition assessment was completed by the
dietary supervisor and signed by the RD. There were
no nutritional stress factors documented. No further
documented dietary notes were found in resident 28's
medical record.

A review of the "Nursing Monthly Summary"
assessment for August 2001 documented resident 28's
current weight was 114 pounds and she had a good
appetite. The nurse documented that resident 28 had
no edema and no abdominal distress.

There were no "Nursing Monthly Summary”
assessments in the medical record for the months of
September, October or November 2001.

A review of the "Nursing Monthly Summary”
assessment for December 2001 documented resident
28's current weight was 107 pounds and she had a
good appetite. The nurse documented that resident 28
had no edema and no complaints of abdominal
distress.

A review of nursing notes from 7/31/01 to 1/15/02 in
resident 28's medical record was done. There was no
documented evidence of edema noted during this time.
On 9/14/01, the nurse docurented that resident 28 did
not like the nutritional supplement, Resource, which
had been ordered on 8/15/01, and refused to drink it.
There was a physician telephone order on 9/16/01 to
discontinue the supplement. On 1/4/02, the nurse
documented that resident 28 "hates house
supplement”. On 1/12/02, the nurse documented that
resident 28 had a good appetite. There was no

F 325

HCFA-2567L

ATG112000 Eventl XP7W11

Facility ID:

UTo080

If continuation sheet 37 of




DEPARTMENT OF HEALTH AND HUMAN oERVICES
HEALTH CARE FINANCING ADMINISTRATION

PRINTED: 1/25/
FORM APPROVE

2567

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

465108

(X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

{X3) DATE SURVEY
COMPLETED

1/16/02

NAME OF PROVIDER OR SUPPLIER

SOUTH VALLEY HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

3706 WEST 9600 SOUTH
WEST JORDAN, UT 84088

(XD
PREFIX
TAG

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

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

(X5}
COMPLETE
DATE

F 1325

Continued From Page 37

documented evidence that other types of nutritional
supplements or that interventions to increase the
calories in resident 28's diet were attempted.

A review of all documented physician assessments
completed from resident 28's admission on 7/31/01
through 1/15/02 was done. Resident 28's gradual
weight loss was not addressed on these assessments.

A nuiritional care plan, initiated by the RD and dated
9/01, documented that resident 28 was at nutritional
risk related to advanced age and periods of diarrhea
and would have no significant weight loss through the
next review. Approaches to the problem on the care
plan included, dietary was to obtain food preferences,
meal intakes, weights and labs were to be monitored
and the RD was to be notified of significant changes.
The care plan was not updated to address resident 28's
significant weight loss of 11 pounds, or 10%, between
the months of July 2001 and January 2002 (using the
July 2001 weight and the original January weight of
103 pounds) and the steady, gradual weight loss
between the months of November 2001 and January
2002.

A review of resident 28's "Daily Dietary Intake"
record for November 2001 was done. On 16 of the
days the aides documented that resident 28 ate 100%
of her breakfast and 18 days that resident 28 ate 100%
of lunch and 1 day that resident 28 ate 100% of
supper. Two days documented that resident 28 ate no
breakfast and 1 lunch meal which had no meal intake
documented. There were no other meal intake records
for resident 28 for the month of November 2001.

A review of resident 28's "Daily Dietary Intake"
record for December 2001 was done. On 2 of the
days the nurse aides documented that resident 28 ate
100% of her breakfast and lunch and 15 days which
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had no meal intake documented. There were no other
meal intake records for resident 28 for the month of
December 2001.

A review of the facility’s Dietary Management Team
minutes revealed that resident 28 was identified as
needing nutritional intervention/monitoring during the
1/2/02 meeting. Resident 28 was on the Dietary
Management Team list for review 1/2/02, however,
there were no team member comments,
recommendations or interventions documented on the
monitoring form.

8. Resident 50 was an 83 year old female admitted to
the facility on 4/4/01 with diagnoses of dementia with
depressive features, non insulin dependent diabetes

mellitus, osteoarthritis, agitation and generalized pain.

The registered dietitian completed an undated initial
nutritional assessment that documented resident 50
weighted 145 pounds, was 52" (62 inches) tall and her
ideal body weight range was 108-12] pounds upon
admission. The diet documented was mechanical soft.

A review of resident 30's admission weight,
documented in the physician's admit note, revealed
that she weighted 145 pounds on 4/4/01. A review of
resident 50's monthly weights from June 2001 through
January 2002, completed by the restorative nurses
aides and obtained from the dietary supervisor,
documented the following weights for resident 50:

June 2001: 140 pounds.

July 2001: 142 pounds.
August 2001: 142 pounds.
September 2001: 139 pounds.
October 200%: 137 pounds.
November 2001:134 pounds.
December 2001: 128.5 pounds.
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January 2002: 131.5 pounds. On 1/11/02, at the
request of the survey team, resident 50 was re-
weighed. Resident 50's weight was 128 pounds. This
represents a significant weight loss of 14 pounds, or
10% between the months of July 2001 and January
2002 (using the July weight of 142 pounds and the
January re-weight of 128 pounds). There was steady
weight decrease noted from September 2001 to
January 2002.

An indated "initial dietary assessment” completed by
the registered dietitian documented, "Intake/fluids
good. Should meet needs. . .Pt [patient] at nutritional
risk m/b [manifested by] senile dementia [with]
potential for weight loss". This initial assessment
identified resident 50 had a fair appetite (50-75%),
good swallowing ability, dentures which fit properly
and she could feed herself. The RD's documented
nutrition plan for resident 50 was to, "monitor intake,
weights, labs". An undated "quarterly nutrition note"
not co-signed by the registered dietitian, was
completed by the food service supervisor. Resident
50's gradual weight decrease was not identified in this
note. A review of resident 50's medical record showed
these were the only completed dietary assessments of
this resident. The quarterly note for January 2002 had
not yet been fully completed but had been partially
completed by the food service supervisor. Ina
telephone interview with her on 1/17/02, she stated
that she began to fill out the Jamiary 2002 quarterly
assessment in November 2001 but had not yet
completed it for January. This quarterly note had not
yet been reviewed and signed by the dietitian.

A review of the "Nursing Monthly Summary"
assessment for November 2001 documented resident
50's current weight was 134 pounds. The nurse
completing the form documented that resident 50's
weight was stable and next to that documented a
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gradual loss of 3 pounds and her appetite was good.

A review of the "Nursing Monthly Summary”
assessment for December 2001 documented resident
50's current weight was 134 pounds. The nurse
completing the form documented no weight changes
and that resident 50 had a fair appetite.

A review of the "Nursing Monthly Summary”
assessment for January 2002 docurnented resident 50's
current weight was 129 pounds, which was a loss of 5
pounds. The nurse completing the form documented
that resident 50 had gradual weight loss and her
appetite was good.

"Malnutrition/Dehydration-Pressure Sore Risk
Assessment”, completed by the nursing staff, was
done. Resident 50 was assessed on 4/4/01 as having a
total score of 8. Resident 50 was assessed on 7/5/01,
10/1/01, and 1/4/02 as having a total score of 12. Per
this form, a total score of 10 or higher placed the
resident at high nutritional risk.

. A review of resident 50's

A review of all documented physician assessments
completed from resident 50's admission on 4/4/01
through 1/15/02 was done. Resident 50's gradual
weight loss was not addressed on these assessments.

A nutritional care plan, initiated by the RD and dated
4/12/01, docurnented that resident 50 was at nutritional
risk related to advanced age and adjustment to the
nursing home, senile dementia with potential for
weight foss and diabetes and would have no significant
weight loss through the next review. Approaches to
the problem on the care plan included, dietary was to
obtain food preferences, meal intakes, weights and

labs were to be monitored and the RD was to be
notified of significant changes. The care plan was not
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updated to address resident 50's steady, gradual weight
loss between the months of September 2001 and
January 2002.

A malnutrition/dehydration risk care plan, initiated by
nursing, dated 4/10/01 and updated 9/23/01,
documented that resident 50 was at nutritional risk
related to a total score of 8 on the
malnutrition/dehydration assessment, poor ability to
take fluids independently or feed self and
osteoarthritis. Also documented was that resident 50's

| average dietary intake was 50-75% and she had good

swallowing ability. Documented goals included the
following: no unexpected or unplanned weight loss
every month, average meal intakes of 75% and
evaluate every monthly surnmary and in the
interdisciplinary team meeting. Approaches to the
problem of the care plan included decument
percentage eaten on ADL form every meal, monitor if
less than 50% meal average every day, monitor
significant unplarmed wetght loss.

A review of resident 50's meal intake record,
documented on the "ADI Flow Sheet Record" for
Neovember 2001 revealed that the nurses' aides were
documenting meal intakes in percentages. Out of a
possible 30 meals for the month 10 had no meal
percentage documented.

A review of resident 50's meal intake record,
documented on the "ADL Flow Sheet Record" for
December 2001 revealed that the nurses' aides were
documenting meal intakes in percentages. Outofa
possible 93 meals for the month 26 had no meal
percentage documented.

A review of resident 50's meal intake record,
documented on the "ADL Flow Sheet Record" for
January 2002 from 1/1/02 through1/9/02 revealed that
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the nurses’ aides were decumenting meal intakes in
percentages. Out of a possible 27 meals 8 had no meal
percentage docurmnented.

A review of the facility's Dietary Management Team
minutes revealed that resident 50 was identified as
needing nutritional intervention/monitoring during the
12/17/01 meeting. Resident 50 was on the Dietary
Management Team list for review 12/17/01, however,
there were no team member comments,
recommendations or interventions documented on the
monitoring form.

On 1/3/02, from 7:45 AM to 8:15 AM in the Facility
Alzheimer's dining room, resident 50 was observed
with her breakfast tray. Resident 50 was observed not
to be eating her food but was using her spoon to move
the foods around on her plate. The nurse aide in the
dining room stated, "[resident 507 likes to play with
hers, she builds things". The aide was not observed to
offer to help resident 50 eat or re-direct her to eat her
food. At 7:56 AM, resident 50 was observed to pour
half of her glass of juice into her plate. At 8:01 AM,
resident 50 continued to manipulate her food around
her plate and not eat. The nurse aide asked her if she
was having fun and told resident 50 she was supposed
to eat. Resident 50 continued to not eat and move the
food items around on her plate until 8:15 AM when
her plate was removed by a staff member. She was not
offered a replacement tray after she poured juice on
her food nor was she observed to be offered an
alternative breakfast. Resident 50 was not re-directed
to eat her breakfast by the certified nurses aide in the
dining room or to be offered assistance with eating.
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SS=E 483.25 (i) Quality of Care. This will include comrective F-326
i , . 483.25 (i) (2) Quality of Care, F-360 483,35 Dietary Services, F-341
Based on a resident's comprehenswc assessment, the 483.35 1-2, F-363 483.35 { c) Dietary Services,F-364 483.35 (d) (I ’lL{}

BH re that a recident receives a &(2),F-371 483.35 (h} (2). Action for each resident found to have t
fac}hty m.uSt F:nsu . . been affected and were identified as 13, 20, 28, 40, 50, 70, 72, 74. 2 2
therapeutic diet when there is a nutritional problem,

1. Licensed staff will be in-serviced on how to complete|  --226/62"

. : . . the malnutrition/dehydration-pressure sore risk
This REQUIREMENT is not met as evidenced by: assessment done by the RD, the MDS, the dietary

. . . . progress notes, the dietary intake records, and the
Bas_ed 0{1 Observatmn_’ interview and medical record current weights, and diagnosis and medications as
review, it was determined that for 2 of 26 sampled warranted.

. i - g 2. NIT committee will address any medical conditions i.¢.:
resu:!ents, the fac111r3{ dlc'l not ensure that each re:S}d_ent h-pylori on the residents’ careplan and consult with
received a therapeutic diet, when there was a nutritional residents’ physician for medical and nutritional

- . . : : interventions.
problem as evidenced by: one resident dlf] _not receive 3. Dietary intake record has been changed so that
her protein power as ordered by the physician and one percentage of what resident ate is now what is

: : accurately recorded rather than good-fair-or poor.
remdfl:nt ?vho does not llkg meat was not served a 4 C.N.A. scheduler will audit dictury iniake rocord
protein rich meat altemmative during the Tunch meal on weekly to ensure accuracy and completion.

: : : . o H : 5. 4 way drug check will be done monthly by ADON ang
1/3/02. Resident 1de_nt11?wrs. 35,42. 'ljhc facility c_hd U tb ensure thatall orders regarding house supplemdnt
. not follow therapeutic diets for any resident prescribed will be on residents” MAR's as warranted and to ensure
: - percentage documentation. As well as to address
these diets per physmlan orders. diagnosis’s to medication and any drug interactions
and/or side effects.

H s : . 6. Licensed staff has been instructed to inform NIT

Flndmgs include: committee of any dietary problems so that other
interventions can be implemented as warranted.
: was a 94 year old female with T Moenthly weights provided each month upon completign
I', Res1derft 35 . Y 0. fe to each hall with current weights to be placed MAR
diagnoses including hemorrhagic cerebrovascular binder so that monthly summaries can address current
accident, congestive heart failure and anemia. She was weights.
R 8. C.N.A.-N.A will be in-serviced February 20, 2002
also noted to have a history of pressure ulcers. regarding interventions for residents’ experiencing
eating, swallowing, and chewing difficulties.
. . . Importance of communicating to nurses 50 that
On 1/3/02, resident 35's medical record was reviewed. interventions are implemented ss aranted.
A review of the January, 2002 re-certification orders, 9. Sp:ech consu;tam will relzn_ any =V:Iu?;ilc}rls. )

- .. - outcomes, and recommendations 1o the comimitteg.
signed by the physician, documented that a pur.ee diet 10.  NIT committee will calculate weight loss percentages
with I scoop of Promod (a supplemental protein weekly.

d dered 10/27/01 11, Extended menus for the menu cycle is available and
pow er) Wwas ordercd on ' currently being followed Dietary staff will be in-
serviced by the RDD what servings sizes are appropriatd
Observation of the tray line during the lunch meal on and what foods residents on therapeutic diets are to
1/3/02 revealed that resident 35 did not receive the 12.  Previous Registered Dietician has been replaced by RI,
' and whom will assume responsibilities 1o provide
ordered Promod. services, support, and supervision, through assessment,
monitoring 2nd recommendations, (o meet each
: : : 4 . residents’ nutritional needs to prevent significant weight
A dietary aide was 11_1terv1ewed on 1/3/02 at 1:30 PM. locs. The RD wil
She stated that the dietary staff usually put the Promod
on her tray in a small plastic cup and the nursing staff
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F 326 | Continued From Page 44 F 326 ensure that the dietary manager and dietary staff have

would add the Promod to her food. She stated that the
kitchen had been out of Promod for 3 or 4 days but
that the nurses in the facility should have some and
that they'd place a scoop in her food if it was not sent
from dietary.

An interview with the dietary manager on 1/3/02 at
1:32 PM was done. She stated that they were out of
Promod in the kitchen but that it should be available at
the nurse's stations. ,

Interviews with nursing staff members on the different
halls on 1/3/02 revealed that no Promod was available
at the nurse's stations or anywhere eise in the facility.

An interview with the dietary manager on 1/3/02 at
2:00 PM was done. She stated that she'd been told that
they were out of Promod facility wide and had been
for at least 3 days.

2. Resident 42 was a 68 year old female with
diagnoses including senile dementia, depression and
hypertension.

On 1/3/02, resident 42's medical record was reviewed.
A review of the dietary section of the chart revealed a
"Change of Diet" slip, which documented the
following, " Regular diet [with] low salt (NAS}[no
added salt] (She likes to eat fruits [and] fish) (She
doesn't like meat. She also likes lemonade)".

Observation of tray line during the lunch meal on
1/3/02 was done. Resident 42's diet card stated as the
only food preference, does not like meat. The
following was to be served on the menu for lunch that
day, meatbalis in sweet & sour sauce, fried rice,
oriental blend vegetables, bread/margarine and
mandarin oranges. Resident 42 received the following
food items on her meal tray, mashed potatoes and

16,

20.

2L,

22

proper training and systems in place to appropriately
menitor the sanitation of the kitchen, ensuring proper
storage, preparation and the distribution and serving of
foods, following

Therapeutic diets as written and serving foods at the
Pproper temperature.

Dietary in-service will be held weekly-Tuesday 3pm t
discuss all survey issues, training, and any problems
with the dietary services.

RD will ensure that each resident will receive a
therapeutic diet when there is a nutritional problem.
The RD will assess in identifying and correct impropef
serving of therapeutic diets to ensure the dietary n:ui%
of the residents.

Temperatures are monitored by the dietary cooks daily
and recorded. The dietary manager will monitor at
random resident’s trays for proper food temps and
record.

The dietary services have a dajly cleaning schedule to
ensure the sanitation of the kitchen, record to monitor
the labeling and dating of foods, temps of the walk-in
refrigerator. The dietary manager will audit the above
concerns weekly.

The RD will be employed by SVHC as a dietary
consultant, who will provide adequate supervision to
both the dietary manager and dietary staff regarding: 1)
Accurately monitoring and assessing residents at risk
for weight loss. 2) Monitor the sanitation of the
kitchen, ensuring proper storage, preparation,
distribution and serving of foods, developing and
implementing educational in-services for the distary
staff,

A new steam table with 4 wells is being purchased so
foods will stay at the appropriate tetnperature above 140
degrees.
The walk-in refrigerator was fixed at temperature havs
maintained 40 degrees and below, Dietary staff’
instructed to keep refrigerator door closed going in or
out.

The dietary staff will be in-serviced February 19, 2001
on how 1o store, prepare, distribute, and serve food
under sanitary conditions.

The grease trap was cleaned by a local plumbing
company, and was scheduled to come out routinely.
The unit manager for out-dated food will check the
Alzheimer’s unit refrigerator daily,
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gravy, white rice, a bowl of tomato soup, oriental
blend vegetables, a slice of bread, mandarin oranges,
an 8 ounce carton of fat free milk, and 4 ounces of
juice. No high protein meat altenative was served to
replace the meat not provided on resident 42's meal
tray.

3. On 12/31/01 at 8:48 AM, the food service
supervisor was interviewed. She was asked to provide
the survey team with the extended menu for the week
which would document the appropriate serving sizes to
be provided for residents on all diets and document
what diet modifications, if any, would need to be made
for resident's receiving therapeutic or texture modified
diets. She stated she was not sure what I was referring
to and stated that since she'd taken over as dietary
manager in August, 2001 the facility had not had the
extended menus. She stated that all residents are
served the same diet. She stated that foods are not
cooked with salt and that if a resident is on a renal diet
that they don't serve them potatoes.

On 12/31/01 at 10:50 AM, the consultant dietitian was
interviewed. He was asked whether he knew if the
facility had extended menus for the menu cycle
currently being followed. He stated he was unaware of
any extended menus being used. He stated that the
menu being served was low in salt and concentrated
sweets. When asked how the staff knew what servings
sizes were appropriate or what foods residents on
therapeutic diets were to receive if they had no
extended menu to specify this, he was unable to
provide an answer.

483.25(k) QUALITY OF CARE

The facility must ensure that residents receive proper

F 326

F 328
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treatment and care for the following special services: to F328 483.25 (k) Quality of Care. This will include
corrective action for each resident found to have been
Injections affected and were identified as is:
27102
P 1 and enteral fluids: 1. A Podiatrist was hired November 2001 to
arenteral and enteral Huids; provide podiatry care for all the residents in
] the facility-prior to hiring the new podiatris
Colostomy, ureterostony, or ileostomy care; it was noted that podiatry care was lacking,
2. Medical records will maintain current
Tracheostomy care; podiatry list so that all residents are seen
every 60 days.
Tracheal suctioning; * 3. Llce_nsed stf'aff will inform the podiatrist of
any immediate problems.
. 4. Wound team nurse will assist the podiatrist
Respiratory care; during rounds,
Foot care;
. Prostheses.
This REQUIREMENT is not met as evidenced by:
Based on observation, resident interview, and record
review, it was determined that for 1 of 26 sampled
residents, the facility did not ensure that proper
diabetic foot care and treatment was provided.
(resident 15)
Findings include:
Resident 15 was admitted to the facility on 5/7/01.
The resident's diagnoses included, multi infarct
dementia, weight loss, diabetes mellitus-II requiring
insulin, hypertension, hyperlipidemia, onychomycosis,
bilateral pedal edema, and proteinuria.
Observation of resident 15 was made on 1/8/02 at 9:45
AM. Resident 15's feet had thick yellow, long,
jagged toenails. Resident 15's toenail on her left foot
great toe was growing upward at approximately an 80
degree angle to the nailbed. Resident 15 made the
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comment, "I've been wanting someone to look at my
feet.", while surveyor was observing resident 15's feet.
Resident 15's feet were noted to be odorous.

A review of resident 15's medical record was done on
1/8/02. There was no documentation available to
evidence that a podiatrist had evaluated and treated
resident 15.

Resident 15's care plan, dated 5/7/01, under the
activities of daily living care plan, identified a nursing
approach to keep nails clean and trimmed.

483.25(1)(1) QUALITY OF CARE

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any drug
when used in excessive dose (including duplicate
therapy); or for excessive duration; or without
adequate monitoring; or without adequate indications
for its use; or in the presence of adverse consequences
which indicate the dose should be reduced or
discontinued; or any combinations of the reasons
above.

This REQUIREMENT is not met as evidenced by:

Based on medical record review, it was determined
that for 4 of 26 sampled residents, the facility did not
ensure that resident's insulin regime was monitored.
Resident 4 had physician's orders to check blood
glucose levels four times a day. Between the months
of October and December 2001, bloed glucose levels
were obtained three times a day or less for 55 of 92

F 328

F 329
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days. Resident 15 had physician's orders to check to F-329 483,25 (1) (1) Quality of Care, F-426 483.60
blood glucose level three times a day. For the months (a)Pharmacy Services. This will include corrective
of October and November, blood glucose levels were action for each resident found to have been affected
obtained two times a day or less for 12 of 61 days . and were identified es 4, 15, 24, 76. 2/1/02
Resident 24 had physician's orders to check blood 1. The house physician ordercd standard stidi fe
ghucose level two times a day. For the months of scale for the diabetic.
October, and November, blood glucose levels were Residents-who are the house physicians’
obtained two times a day or less for 9 of 61 days. patients  150-200= 2 units regular
Resident 76 had physician's orders to check blood
glucose level four times a day. Resident 76 attends 201-250= 4 units regular
dialysis every Tuesday, Thursday and Saturday from .
10:00 AM to 2:00 PM, therefore, the blood glucose 251-300= 6 units regular
levels before lunch on those days would not be 301-350= 8 units regular
recorded in the MAR (medication adnunistration
record). Resident 76 had incorrect insulin 351-400= 10 units regular
administered to him 65 out of 299 possible
. opportunities, from 10/16/01 (day after admission) to 5 Licensed fag MD if BS < 7?1 3;;;30
. . Licensed staff was in service in,
1/07/02. (Residents 4, 15, 24, and 76) missed blood sugars and standard slidingg
C - . scale insulin for his residents on 2/6/02.
Findings include: 3.  Medical records will audit the Diabetic
monitoring flow sheet weekly.
Resident 4 was admitted to this facility on 6/23/97
with diagnoses which include the following:
hypertension, heart disease, senile dementia, right hip
fracture, congestive heart failure, hypothyroidism,
osteoarthnitis, hypercholesterolemia, small bowel
obstruction, and diabetes.
The medical record for resident 4 was reviewed on
12/31/01. During this review, it was noted that
resident 4 had physicians orders, dated 8/20/01, to
check blood glucose levels four times a day, before
meals, and at hour of sleep. Resident 4 was to receive
sliding scale regular insulin four times a day based on
results of blood glucose monitoring. (Sliding scale
regular insulin is an amount of insulin which is to be
given, based on the results of resident's blood ghucose
levels). Resident 4's sliding scale insulin orders were:
Blood glucose 250-300, give 4 units of regular insulin.
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Blood glucose 301-350 give 6 units of regular insulin.
Blood glucose of 351-400 give 8 units of regular
insulin.
Review of resident 4's MAR (medication
administration record), the patient diabetic record
flowsheet, and the diabetic monitoring flowsheet
identified that resident 4's blood glucose levels were
not documented as being done on the following dates
and times.
10/02/01: before breakfast, before lunch
10/03/01: before hmch
10/04/01: before lunch, before dinner
10/35/01: before lunch, before dinner
10/06/01: before lunch, before dinner
. 10/07/01: before lunch, hour of sleep
10/09/01: before dinner
10/10/01: before lunch, before dinner
10/11/01: before lunch
10/13/01: before lunch before dinner, hour of sleep
10/14/01: before lunch, hour of sleep
10/15/01: before lunch,before dinner, hour of sleep
10/16/01: before breakfast, before lunch, before
dinner
10/17/01: hour of sleep
10/18/01: before lunch, before dinner
16/21/01: hour of sleep
10/22/01: before lunch, before dinner, hour of sleep
10/15/01: before lunch, before dinner, hour of sleep
10/29/01: before breakfast,before lunch, hour of sleep
10/30/01: hour of sleep
10/31/01: before lunch, hour of sleep
11/01/01: before breakfast
11/03/01: before lunch
11/02/01: before dinner
11/04/01: before lunch, before dinner, hour of sleep
11/05/01: before lunch
11/06/01: before lunch
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11/07/01: before lunch

11/10/01: before lunch, before dinner, hour of sleep
11/12/01: before dinner

11/14/01; before lunch

11/17/01; before lunch

11/18/01: before lunch

11/20/01: before dinner

11/22/01: before lunch, before dinner

11/24/01: before lunch, before dinner, hour of sleep
11/27/01: before lunch, before dinner

12/01/01: before lunch

12/02/01: before lunch, before dinner

12/03/01: before lunch, hour of sleep

12/04/01: before lunch

12/05/01: before lunch

12/06/01: before dinner

12/07/01: before lunch, before dinner

12/08/01: before lunch, before dinner

12/09/01: before lunch, before dinner

12/15/01: before lunch, before dmner

12/16/01: before lunch, before dinner

12/17/01: before lunch

12/18/01: before lunch

12/19/01: hour of sleep

12/23/01: before lunch

12/24/01: before lunch, before dinner

12/29/01: before lunch

12/31/01: before lunch, before dinner, hour of sleep

Resident 15 was admitted to this facility on 5/7/01
with the diagnoses which include the following: multi
infarct dementia, weight loss, diabetes mellitus (insulin
required), hypertension, hyperlipidemia,
onychomycosis, bilateral pedal edema, and
proteinuria.

The medical record for resident 15 was reviewed on
1/8/02. During this review, it was noted that resident
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15 had physicians orders dated 5/7/01 to check blood
glucose levels every AM, and every PM, and at hour
of sleep. Resident 15 was to receive sliding scale
regular insulin three times a day based on the results of
blood glucose monitoring. Resident 15' sliding scale
insulin orders were:

Blood glucose 200-250, give 2 units regular insulin.
Blood glucose 251-300, give 4 units regular insulin.
Blood glucose 301-350, give 6 units regular insulin.
Blood glucose 351-400, give 8 units regular insulin.
Blood glucose 401-450, give 10 umnits regular insulin.

Review of resident 15's MAR, patient diabetic record -
flowsheet, and the diabetic monitoring flowsheet
identified that resident 15's blood glucose levels were
not documented as being done on the following dates
and times.

10/27/01: hour of sleep
10/28/01: hour of sleep
10/29/01: hour of sleep
10/31/01: hour of sleep
11/04/01: before dinner
11/05/01: hour of sleep
11/10/11: hour of sleep
11/13/01: before dinner
11/22/01: before dinner
11/24/01: hour of sleep
11/25/01: before breakfast
11/29/01: before dinner

Resident 24 was admitted to the facility on 4/5/01 with
diagnoses which include the following:

pyelonephritis, insulin dependent diabetes mellitus,
pulmonary embolism, infarction, deep vein
thrombosis, atrial fibrillation, fermur fracture,
hypertension, depression, insomnia, anxiety, and
anenma.
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The medical record for resident 24 was reviewed on
1/8/02. During this review it was noted that resident
24 had physicians orders dated 4/6/01 to check blood
sugar two times a day. Resident 24 was to receive
sliding scale regular insulin two times a day based on
results of blood glucose monitoring. Resident 24's
sliding scale insulin orders were:

Blood glucose 151-200, give 2 units of regular insulin.
Blood glucose 201-250, give 4 units of regular insulin.
Blood glucose 251-300, give 6 units of regular insulin.

Blood glucose 301-350, give & units regular insulin.
Blood glucose 351-400, give 10 units.

If blood glucose is greater than 400, give 12 units of
regular insulin and check glucose every 2 hours until
glucose is less than 150.

Review of resident 24's MAR (medication
administration record), patient diabetic record
flowsheet, and the diabetic monitoring flowsheet
identified that resident 24's blood glucose levels were
not documented as being done on the following dates
and times.

before dinner

before dinner

before dinner

before breakfast

before dinner

before dinner

before dinner

11/29/01: before dinner

11/30/01: before breakfast

1. Resident 76 was a 53 year old male who was
admitted to the facility on 10/15/01 with the diagnoses
of gastric ulcers, respiratory distress syndrome, IDDM
(insulin dependant diabetes mellitus), aspiration
pneumonia, CAD (cardiac artery disease), acute renal
failure, respiratory failure, gangrenous cholecystitis,

10/12/01:
10/14/01:
10/15/01:
10/16/01:
11/02/01:
11/05/01:
11/10/01:
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acute MI (myocardial infarction), and CVA (cerebral
vascular accident).

A physician's order dated 10/15/01, documented,
"sliding scale AC [before meals) and HS [at bedtime]".
The sliding scale was ordered as follows:

Blood glucose level 150 to 250 give 4 units regular
insulin.

Blood glucose level 251 to 350 give 6 units regular
insulin.

Blood glucose level 351 to 450 give 10 units regular
insulin.

Blood glucose level greater than 450 call the
physician.

On 1/08/02 at 9:30 AM, an interview with a facility
license practical nurse (LPN) was conducted about
how to document the sliding scale insulin and glucose
monitoring. The facility's LPN stated that the blood
sugars should be documented on the "Diabetic
Monitoring Flowsheet" with the amount of insulin
given. Resident 76's MAR and diabetic monitoring
flowsheet was reviewed. The following were a list of
days and times during October, November,
December, 2001, and January 1, 2002 through January
7, 2002, that resident 76 did not have a blood glucose
level documented as being done as ordered.

10/16/01: before breakfast, before dinner
10/17/01: before lunch, hour of sleep

10/18/01: hour of sleep

10/19/01: before lunch, before bedtime

10/20/01: hour of sleep

10/21/01: before breakfast, before lunch, before
dinner, hour of sleep

10/22/01: before breakfast, before lunch, hour of
sleep

10/23/01: hour of sleep
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10/24/01:
10/25/01:
10/26/01:
10/27/01:
10/29/01:
10/30/01:
10/31/01:
11/01/01:

sleep

11/02/01:
11/03/01:
11/04/01:
11/05/01:
11/07/01:
11/08/01:
11/09/01:
11/10/01:
11/11/01:
11/12/01:
11/13/01:
11/14/01:
11/16/01:
11/18/01:
11/19/0t:
11/20/01:
11/23/0t:
11/28/01:
11/29/01:
11/30/01:
12/01/01:
12/03/01:
12/04/01:
12/05/01:
12/07/01:

sleep

12/09/01:
12/10/01:
12/12/01:
12/14/01:

before lunch, hour of sleep

hour of sleep

before Iunch, hour of sleep

hour of sleep

before lunch, before dinner, hour of sleep
hour of sleep

before lunch, hour of sleep

before breakfast, before dinner, hour of

before lunch, before dinner, hour of sleep
before dinner, hour of sleep

before lunch, before dinner, hour of sleep
before lunch, hour of sleep

before tunch, before dinner, hour of sleep
before dinner

before lunch, hour of sleep

before breakfast, hour of sleep

before lunch

before lunch, before dinner

before dinner

before lunch, hour of sleep

before lunch, hour of sleep

before lunch, hour of sleep

before dinner

before dinner

before lunch, before dinner, hour of sleep
before dinner

before dinner

before lunch

before dinner, hour of sleep

before dinner

before dinner

before dinner

before breakfast, before lunch, hour of

before lunch
before lunch, before dinmer, hour of sleep
before unch
hour of sleep
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12/21/01: before lunch

12/23/01: before lunch

12/24/01: before lunch

12/27/01: hour of sleep

12/28/01: before lunch

12/30/01: before lunch

12/31/01: before lunch

01/02/01: before breakfast, before lunch
01/04/01: before lunch, before dinner
01/06/01: before lunch

01/07/02: before lunch

483.35 DIETARY SERVICES

The facility must provide each resident with a
nourishing, palatable, well-balanced diet that meets
the daily nutritional and special dietary needs of each
resident.

This REQUIREMENT is not met as evidenced by:

Based on an annual survey with subsequent extended
survey, conducted December 31, 2001 through
January 16, 2002, it was determined that the facility
failed to ensure residents were provided a diet that met
their special dietary needs. The consultant dietitian
did not pravide services, supports and supervision,
through assessment, monitoring and recommendations,
to meet each restdent’s nutritional needs to prevent
significant weight loss. There was not inadequate
supervision and oversight provided by the consultant
dietitian to ensure that the dietary manager and dietary
staff had proper training and systems in place to
appropriately monitor the sanitation of the kitchen,
ensuring proper storage, preparation and the
distribution and serving of foods, following the
therapeutic diets as written and serving foods at the
proper temperature.
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Findings include: 1. Licensed staff will be in-serviced on how to completd 2420402
the malnutrition/dehydration-pressure sore risk ST
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1. The facility did not have a system in place that progress notes, the dietary intake records, and the
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avoidable weight loss. There was a lack of sufficient 2. NIT commitice will address any medical conditions ije.:
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registered dietitian in idenfification, correction and i’.f.;nfl‘nf,-o';s_’s“’““ or medical and nutritiona]
prevention of weight loss, which resulted in the needs 3. Dietary intake record has been changed so that
. . . . percentage of what resident ate is now what is
t_)f thg residents got being @et. Elght' residents were accurately recorded rather than good-fiir-or poor.
. ldennﬁed as havmg expcnenced aVOIdabIe and 4. C.N.A. scheduler will audit dnetary intake record
: .. . . . weekly 10 ensure accuracy and completion,
a sxgmﬁcant weight loss due to the breakdown in dietary 5. 4 way drug check will be done monthly by ADON ard
. services. (Refer to Tag F-325) Qil\ to ensure that all orders regarding house supplemient
will be on residents’ MAR's as warranted and 10 ensijre
percentage documentation. As well as to address
diagnosis’s to medication and any drug interactions
i1s . . and/or side effects.
2. T_he famhty dld not have a SYSteI.n n Place to 6. Licensed staff has been instructed to inform NIT
meonitor that the kitchen was following the approved, committee of any dictary problems so that other
. . . . . gn interventions can be implemented as warranted.
wntt.en therapeutic Ipenns, 11:_“:1“dmg providing 7. Monthly weights provided each month upon completjon
consistent food portions, which would allow for to each hall with current weights to be placed MAR
variances in the calories, protein and other nutrients Efl:léh‘“l: 0 that monthly summarics can address currery
provided to each resident. There was lack of sufficient 8 CN.A-N.Awill be in-serviced February 20, 2002
rsicht a ervisi s g T regarding interventions for residents’ experiencing
_Ove _ gh nd sup 5 _011 by the re.gls’te“?d dietitian in eating, swallowing, and chewing difficulties.
identifying and correcting the serving of incorrect Importance of communicating to nurses so that
menus and portions sizes, which would result in the interventions are implemented as warrantcd.
i . 9. Speech consultant will report any evaluations,
needs of the residents not being met. outcomes, and recommendations to the NIT commirt+e_
(Refer to tag F-363 ) 10.  NIT committee will calculate weight loss percentages
weekly.
1i.  Extended menus for the menu cycle is available and
3. The facility did not have a system in place to ensure currently being followed Dictary staff will be in-
th h d ived a th DT serviced by the RD what servings sizes are appropriate
at each resi el’.it' received a therapeutic diet when and what foods residents on therapeutic diets are to
there was a nutritional problem. This resulted in 1 ;:e'_"e- Registered D s
. .. . . vious Registered Dietician has been replaced by RD,
rem‘dents r_10_t receiving exFra protein as ordered by and whom will assume responsibilities to provide
their physician and all residents receiving the same services, S“PPZ“» and supervision, through assessmen,
. . . . . monitoring and recommendations, to meet each
diet with no n_lodlﬁcatlons made for those residents residents” nutritional needs to prevent significant weight
who had specific therapeutic diet orders. There was a foss. The RD will
lack of sufficient oversight and supervision by the
registered dietitian in identifying and correcting the
ATG112000 Event]l XP7TWI11 Facility ID: UTO0080 If continvation sheet 57 of
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F 360 _Contmued Fron.l Page 57 L i F360 ensure that the dietary manager and dietary staff have
1ImMproper serving of thcrapcunc diets, which resulted proper training and systems in place (o appropriately
in the dietary needs of the residents no being met. oy ;':::::‘;“::’:n‘;i‘l:‘:;:;:‘;:tl::sa'ﬂ“sgﬁlf;z’ a
(Refer to tag F-326) foods, t:ollowing
Therapeutic diets as written and serving foods at the
iy . - roper iemperature.
4. The facility did not have a system in place to 13, l)Dit’.it,:rry in-s:rvice will be held weekly-Tuesday 3pm tr
! monitor food temperatures of foods sent out on discuss all survey issues, training, and any problems
. foods k d . . with the dietary services.
resident trays or foods kept under refrigeration. Foods, 14. RD will ensure that each resident will receive a
which are not kept at the proper temperature, pose a therapeutic dict when there is a nutritional problern.
ible health risk t id d ffect th The RD will assess in identifying and correct improper
poss? e . ca rsx 1o I'E:SI. ents and can aifect the serving of therapeutic dicts to ensure the dictary needy
palatability and consumption of foods. There was a s %flhe Tesidents. ored by the d
. . .. . Temperatures are monito! y the dietary cooks dail
lad.{ of suﬁilegqt OV.'BI'.Slghi and Supervision b.y the and recorded. The dietary manager will monitor at
registered dietitian in identifying and correcting mn:fdm resident’s trays for proper food temps and
- Tec .
improper food temperatures. 16.  The dietary services have a daily cleaning schedule to]
{Refer to tag F-364) ensure the sanitation of the kitchen, record to monitor
the labeling and dating of foods, temps of the walk-in
. . . . refrigerator. The dictary manager will audit the abovq
5. The facility did not have a system in place which concerns weekly. _
would ensure that the sanitation of the kitchen was 17. Z::sﬁle:v?‘zf:ﬂ ';f:&:: i‘::{ugt:i::;::ig;n o
monitored, which includes, at a minimum, checking both the dietary manager and dietary staff regarding: 1)
: : : : Accurately monitoring and assessing residents at risk
the k?tchen for general cleanliness, m-omtonng ic. for weight loss. 2) Monitor the sanitation of the
labeling and dating of foods and routinely monitoring . kitchen, ensuring proper storage, preparation,
that temperatures in the walk-in refrigerator were g;ﬁf;g;‘:n?gdfg:;i:ﬂﬁfr;&ﬁ:f e :ine‘iimy
appropriate, on a regular basis. There was a lack of staff.
sufficient oversight and supervision by the registered e et o P e s 2k0
dietitian in identifying and correcting sanitation degrees.
concerns in the kitchen that would result in the needs 19. The walk-m refrigerator was fixed at temperature: have
N N maintained 40 degrees and below. Dietary staff
of the residents not being met, instructed to keep refrigerator door closed going in of]
F-371 out
(Refer to tag ) 20.  The dietary staff will be in-serviced February 19, 2000
on how to store, prepare, distribute, and serve food
under sanitary conditions.
21.  The grease trap was cleaned by a focal plumbing
company, and was scheduled to come out routinely.
Fi6l 483‘35("1)(1)'(2) DIETARY SERVICES F 361 22, The unit manager for out-dated food will check the
SS=F Alzheimer’s unit refrigerator daily.

The facility must employ a qualified dietitian either
full-time, part-time, or on a consultant basis.

If a qualified dietitian is not employed full-time, the
facility must designate a person to serve as the
director of food service who receives frequently
scheduled consultation from a qualified dietitian.
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F 361 | Continued From Page 58 F361 The following is a plan of correction and is in reference to: F-325
483.25 (i) Quality of Care. This will include comrective F-326
. e , . 483.25 (i} (2) Quality of Care, F-360 483.35 Dietary Services, F-361
A qualificd dietitian is one who is qualified based 48335 1.2, F-363 483.35 ( c) Dietary Services,F-364 483.35 (d) (])
upon cither registration by the Commission on &{2),F-371 483.35 (h) (2). Action for each resident found to have|
Dietetic Registration of the American Dietetic been affected and were identified as 13, 20, 28, 40, 50, 70, 72, 74.
Association, or on the basis of education, training, or 1. Licensed staff will be in-serviced on how to completd ~ 2/20/02

: s : : : the malnutrition/dehydration-pressure sore risk
cxperfence m Fdentlﬁcatlo.n of d]eFary nee.'ds’ assessment done by the RD, the MDS, the dictary
planning, and implementation of dietary programs. progress notes, the dietary intake records, and the

current weights, and diagnosis and medications as
A . ., warranted. o
This REQUIREMENT 1s not met as evidenced by: 2. NIT commitiee will address any medical conditions ile.:
. R . . h-pylori on the residents’ careplan and consult with
Based on staff interview and observations it was residents’ physician for medical and nutritional
determined that the facility did not utilize their interventtons.

. Lot . 3. Dietary intake record has been changed so that
part-time consultant dietitian in a manner which percentage of whal resident ate is now what is
provided adequate supervision to the dietary manager accurately recorded rather than good-fair-or poar.

. ff ding: 1 1 . 4. CN.A. scheduier will audit dietary intake record
or dietary staff regarding; : accuratt? y monxtormg_ weekly to ensure accuracy and completion,
and assessing residents at risk for weight loss and 2. 5. f) way drug chehck wl':ll be done ;:rzmhli by ADON mf
L. o . . A to ensure that all orders regarding house supplempnt
monltonng the samtauox} of ﬂ{e k.-“Ch-en » ENSUring will be on residents’ MAR's as warranted and to ensujre
proper storage, preparation, distribution and serving of percentage documentation. As well as to address
foods. d lopi d impl ti d - 1 diagnosis’s 1o medication and any drug interactions
00ds, dgeveloping and unplementing educationa and/or side effects.
in-services for the dietary staff. 6.  Licensed staff as been instructed to inform NIT
committee of any dietary problems so that other
interventions can be implemented as warranted.
Findings include: 7. Monthly weights provided each month upon completion
to each hall with current weights to be placed MAR
L. . . . binder so that monthty semmaries can address currenf
1. Based on clinical record review it was determined weights.
) . : 8. CN.A-N.A will be in-serviced February 20, 2002
tha? the faC]hty did not ensure that cach reSI_d.ent regarding interventions for residents’ experiencing
maintained an acceptable parameter of nutritional cating, swallowing, and chewing difficulties.
status as evidenced by10 of 26 sampled residents Importance of communicating to nurses se that

. .. . X X interventions arc implemented as warranted.

experienced significant weight loss with no dietary 9. Speech consultant wili report any evaluations,
: ; : furth . outcomes, and recommendations to the NIT committge.
mteljventlons 1mplemer'1te.d-to pr'event 'er Welgl.lt 10, NIT committee will calculate weight loss percentaged
decline. Further, the dietitian did not provide services weckly.
through assessment, monitoring a 11.  Extended menus for the menu cycle is available and
and supports, R g i . £ . l'ld currently being followed Dietary staff will be in-
recommendations, to meet each resident's nutritional serviced by the RD what servings sizes are appropriale
needs. and what foods residents on therapeutic diets are to
receive.
12. Previous Registered Dietician has been replaced by RD,
The facility failed to provide dietetic supports and and whom will assume responsibilities to provide
- . . ined the bod iohts fi services, support, and supervision, through assessmeijt,
services which mamtained the body weights for each monitoring and recommendations, to meet each
resident as evidenced by: residents’ nutritional needs to prevent significant weight
loss. The RD will
a. Resident 13, a 79 year old female, was admitted to
HCFA-2567L ATG112000 Event1 XPTW11 Facility [D: UT0080 If continuation sheet 59 of
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¥ 361 | Continved From Page 59 F 361 ensure that the dietary manager and dietary staff have
the facility on 10/11/01 with diagnoses of chronic proper training and systems in place to appropriately
. . qn monitor the sanitation of the kitchen, ensuring proper
obstructive pulmonary disease, hypothyroidism and storage, preparation and the distribution and serving of
bronchitis, urinary tract infection, helicobacter pylori %ods, foll_ovgps _ A sorving foods at h
or - . . - . t 1 Lt t
gastritis (h.pylori), anxiety and chronic dizziness. oromes temperatre, | o foods e
Resident 13 was admitted with physician orders for 13.  Dietary in-service will be held weckly-Tuesday 3pm t
medications to treat the h. pylori. S;ﬁ;"f,f:c',‘i;';;‘ yse',s‘fl'::z truining, and any problems
14. RD will ensure that each resident will receive a
: - : therapeutic dict when there is a nutritional problem.
Rev1ev‘v of the weights for resident 13 revealed the The RD will assess in identifying and correct impropel
followmg: serving of therapeutic diets to ensure the dietary needs|
of the residents.
15. Temperatures arc monitored by the dictary cooks daily
October 2001 — 95 pounds. and recorded. The distary manager will monitor at
November 2001 — 84 pounds. This represents a :ﬁ;“‘ resident’s trays for proper food temps and
weight loss of 11 pounds, (11.5%) between the 16.  The dictary services have a daily cleaning schedule to
and v . ensure the sanitation of the kitchen, record to monitor
months of October : November 2{_)01 the labeling and dating of foods, temps of the walk-in
December 2001 — 75.5. pounds. This represents a refrigerator. The dictary manager will audit the above
: 0 concerns weekly.
weight loss of 8.5 pounds, (10%) between the months 17, The RD will be cmployed by SVHC s a dietary
of November and December 2001. consultant, who will provide adequate supervision to
Resident 13 experienced a significant weight loss of both the dictary manager and dictary staff regarding: 1)
o Accurately monitoring and assessing residents at risk
19.5 pounds (20%) between the months of October for weight loss. 2) Monitor the sanitation of the
and December 2001. kitchen, ensuring proper storage, preparation,
o distribution and serving of foods, developing and
A phySICIan order dated 11/7/01 dOCumented ﬂlat implementing educational in-services for the dietary
resident 13 was to be given 60 cc of supplement with 8 ;‘“ﬁ stoam tabie with 4 wells s bei
. - . new sieatn tadie wil wells is being purchased so
meals for weight loss. Review of the December 2001 foods will stay at the appropriate |emp§rftm above 140
medication sheet revealed that the house supplement 0 g;mesl-k — fred .
R . . N - 1 it
was cﬁscontmued on 12/2/01- begause resident 13 was ma?,,?;,,m;“ﬁdeg,’;‘;s“;n‘;’i,,:’,‘;, Bme:;? =
refusing the supplement stating it made her have instructed to keep refrigerator door closed going in or
. out,
mucous in her throat. 20.  The dictary staff will be in-serviced February 19, 2003
on how to store, prepare, distribute, and serve food
. . - . under sanitary conditions.
A review of_' dletz-lry notes_completed since re'sydent 21, The grease trap was cleaned by a local plumbing
13's admission did not evidence that the dietitian company, and was scheduled to come out routinely,
') 22, The unit manager for out-dated food will check the
r‘?-agsessed he.r nutritional needs based on her Alzheimer's unit refrigerator daily.
significant weight loss. There was no documented
evidence that alternative dietary interventions were
attempted to increase calories in resident 13's diet afier
she refused the house supplement. Resident 13's
weight had been on a downward trend since QOctober
2001.
b. Resident 70, an 83 year old male, was admitted to
ATGH L2000 Event1 XP7W11 Facility ID: UT00Z80 If continuation sheet 60 of
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the facility on 8/10/01 with diagnosis of pneurnonia,
cerebrovascular accident, dementia, atrial fibrillation,
peripheral vascular disease, hypertension,
hypothyroidism and mild mental retardation.

Review of the weights for resident 70 weights revealed
the following:

On admission 8/10/01- 138 pounds.

September 2001- 127 pounds. This represents a
weight loss of 11 pounds (7.9%) between the months
of August and September 2001.

October 2001- 115 pounds. This represents a weight
loss of 12 pounds (9.4%) between the months of
September and October 2001, _
November 2001- 112 pounds. This reprsnte a weight
loss o 3 pounds (2.6%) between thre months of
October and November 2001.

Resident 70 experienced a significant weight loss of
26 pounds (18.8%) between the months of September
and November 2001.

A review of dietary notes completed since resident
70's admission did not evidence that the dietitian
re-assessed his mitrtional needs based on his
significant weight loss. There was no documented
evidence that any dietary interventions were attempted
to increase calories in resident 70's diet. Resident 70's
weight had been on a downward trend since August
2001,

¢. Resident 20 was a 61 year old male admitted to the
facility on 7/9/01 with diagnoses of Alzheimer's
disease, depression, cerebral degeneration and peptic
uicer disease.

A review of resident 20's admission weight,
documented in the initial nurses note, revealed that he
weighted 217 pounds on 7/9/01. A review of resident

F 361

20's monthly weights, completed by the restorative
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nurses aides and obtained from the dietary supervisor,
documented the following weights for resident 20:

August, 2001: 212 pounds.

September, 2001: 217 pounds.

October, 2001: 214 pounds.

November, 2001: 201 pounds. This represents a
significant weight loss of 13 pounds, or 6%, between
the months of October and November 2001.
December, 2001: 201 pounds

January, 2002: 195 pounds. On 1/11/02, at the
request of the survey team, resident 20 was re-
weighed. Resident 20's weight was 191 pounds. This
represents a significant weight loss of 10 pounds, or
5% between the months of December 2001 and
January, 2002 and a 10.7% significant weight loss
between the months of October, 2001 and January,
2002(using the December weight of 210 pounds and
the January re-weight of 191 pounds).

A review of dietary notes completed since resident
20's admission did not evidence that the dietitian
re-assessed his nutritional needs based on his
significant weight loss. There was no documented
evidence that any diefary interventions were attempted
to increase calories in resident 20's diet. Resident 20's
weight had been on a downward trend since October
2001.

d. Resident 72 was a 78 year old female admitted to
this facility on 11/10/00 with diagnoses of congestive
heart failure, cerebrovascular accident, deep vein
thrombosis, atrial fibrillation, angina, hypothyroidism
and gastro-esophageal reflux disorder (GERD).
Resident 72 had physician's orders to treat GERD on
3/26/01. '

Resident 72's weight history was obtained from the
quarterly nutritional reassessment, dated 8/20/01, and

F 361
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were as follows:

January 2001-214 pounds

February 2001-198 pounds. This represents a weight
loss of 16 pounds, (7.5%) between January and
February 2001.

March 2001-203 pounds

April 2001-187 pounds. This represents a weight loss
of 16 pounds, (7.9%) between March and April 2001.
June 2001-182 pounds

TJuly 2001-167 pounds. This represents a weight loss
of 15 pounds, (8.3%) between June and July 2001.

A review of dietary notes completed since resident
72's admission did not evidence that the dietitian
re-assessed her nutritional needs based on her
significant weight loss. There was no documented
evidence that any dietary interventions were attempted
to increase calories in resident 72's diet. Resident 72's
weight had been on a downward trend since March
2001.

e. Resident 74, a 60 year old male, was admitted to
the facility on 10/3/01 with diagnoses of hypotension,
protien calorie malmtrition, dehydration,
cerebralvascular accident and depression.

Resident 74 was admitted with a gastrostomy tube
(g-tube) with orders to administer two cans of Ensure
three times daily via the g-tube . Resident 74 also had
a physician order to receive a puree diet by mouth.

Review of resident 74's monthly weights revealed the
following:

On admission, 16/10/01, 150 pounds.

Novewmber 2001- 147.5 pounds. This represents a
weight loss of 2.5 pounds, (1.6%) bewteen the months
of October and November 2001.

December 2001-142.5 pounds. This represents a

F 361

HCFA-2567L

ATG112000 Event! XP7TWI11

Facility ID: UTO080

If continuation sheet 63 of




DEPARTMENT OF HEALTH AND HUMAD. sERVICES
HEALTH CARE FINANCING ADMINISTRATION

PRINTED: 1/25/
FORM APPROVE

®

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND FLAN OF CORRECTION

IDENTIFICATION NUMBER:

465108

2567
(X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
1/16/02

NAME OF PROVIDER OR SUPPLIER

SOUTH VALLEY HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

3706 WEST 9000 SOUTH
WEST JORDAN, UT 84088

(X4) ID
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(%5)
COMPLETE
DATE

F 361

Continued From Page 63

weight loss of 5 pounds, (3.4%) between the months of
November and December 2001.

January 2001- 140 pounds. This represents a weight
loss of 2.5 pounds, (1.75%) between the months of
December and January 2001.

At the request of the survey team, resident 74 was
weighed on 1/11/02. Resident 74 weighed 136.5
pounds. This represents a weight loss of 3.5 pounds,
(2.5%) between 1/1/02 and 1/11/02.

Resident 74 experienced a significant weight loss of
13.5 pounds, (9%) between the months of October
2001 and January 2002.

The facility was not aware of the weight loss until
1/11/01.

On 10/25/01, the (RD) was asked by the nursing staff
to evaluate resident 74's g-tube feeding. The RD
recommeded, " Fiber Source HN to run at 70/cc an
hour to provide 2016 Kcal and 89 grams protein.
This should be adequate to maintain weight and
replete residual proteins {Albumin} This TF [mbe
feeding] regimen would provide 1600 cc H20.
Recommend 600cc additional free H20 as 200cc q
[every] 8 hours. Will monitor tol [tolerance] to TF and
weights." A physicians' order was obtained on
10/25/01 following the RD's recommendation.

A nurses note on 10/25/01 documented the following:
"Pt. wife informed of new enteral feeding order - she
stated she only wants pt. to have 1 can @ [at] ghs
[every night at bedtime] - H20 [water] to run rest of
day - Dr......contacted - orders H20 @ 83cc X [times]
24 hours - 1 can of HN Fibersource @ ghs added to
water - weight q 2 wks [weeks] - wife informed of
possible wt [weight] loss if not eating well - will
continue to monitor."”

On 10/29/001 the RD documented, "Nursing stated
family concerned about TF may cause kidney failure?
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This TF does not provide excess protein and is
adequate for needs. Ido not have any concemns in
regard to this." There was no evidence that this was
discussed with the family by the RD or the nursing
staff.

There was no further documentation by the RD.

A review of dietary notes completed since resident
74's admission did not evidence that the dietitian
re-assessed his nutritional needs based on his
significant weight loss. There was no documented
evidence that any dietary interventions were attempted
to increase calories in resident 74's diet via his g-tube
or by mouth after the 10/25/01 RD recommendations.
Resident 74's weight had been on a downward trend
since October 2001.

f. Resident 40 was a 97 year old female admitted to
this facility on 10/9/01 with diagnoses of fractured
humerus, dementia, hypertension, hypothyroidism and
constipation.

Review of resident 40's IDT meeting comments on
10/10/01revealed the following information:

October 2001- 120 pounds

December 31.2001- 110.5 pounds. This represents a
weight loss of 10.5 pounds, (8.7%) between the
months of October 2001 and December 31, 2001.
January 11, 2002- 107 pounds. This represents a
weight loss of 14 pounds, (11.6%) between October
2001 and January 11, 2002.

A review of dietary notes completed since resident
40's admussion did not evidence that the dietitian
re-assessed her nutritional needs based on her
significant weight loss. There was no documented
evidence that any dietary interventions were attempted
to increase calories in resident 40's diet. Resident 40's
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weight had been on a downward trend since October
2001.

g. Resident 28 was a 88 year old female admitted to
the facility on 7/31/01 with diagnoses of esophageal
varices, bleeding ulcers, gastroesophageal reflux,
hiatal hernia, hypothyroidism, status post
cerebrovascular accident and edema.

A review of resident 28's monthly weights, completed
by the restorative nurses aides and obtained from the
dietary supervisor, documented the following weights
for resident 28:

July 2001: 114 pounds.

August 2001: 114 pounds.
. September 2001: 113 pounds.
October 2001: 110 pounds.
November 2001: 111 pounds.
December 2001: 107 pounds.
January 2002: 103 pounds. On 1/11/02, at the request
of the survey team, resident 28 was re- weighed.
Resident 28's weight was 100 pounds. This represents
a significant weight loss of 11 pounds, or 10%,
between the months of July 2001 and January 2002
(using the Fuly 2001 weight and the original January
weight of 103 pounds) and a 14 pound, or 12%,
significant weight loss between the months of July
2001 and January 2002 (using the July 2001 weight
and the January re-weight of 100 pounds).

A review of dietary notes completed since resident
28's admission did not evidence that the dietitian
re-assessed her nutritional needs based on her gradual
weight loss, which became significant between the
months of July 2001 and January 2002. There was no
documented evidence that any dietary interventions
were attempted to increase calories in resident 28's
diet. Resident 28's weight had been on a downward
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trend since September 2001.

h. Resident 50 was an 83 year old female admitted to
the facility on 4/4/01 with diagnoses of dementia with
depressive features, non insulin dependent diabetes

mellitus, osteoarthritis, agitation and generalized pain.

A review of resident 50's admission weight,
documented in the physician's admit note, revealed
that she weighted 145 pounds on 4/4/01. A review of
resident 50's monthly weights from June 2001 through
January 2002, completed by the restorative nurses
aides and obtained from the dietary supervisor,
documented the following weight for resident 50:

June 2001: 140 pounds.

July 2001: 142 pounds.

August 2001: 142 pounds.

September 2001: 139 pounds.

October 2001: 137 pounds.

November 2001:134 pounds.

December 2001: 128.5 pounds.

January 2002: 131.5 pounds. On 1/11/02, at the
request of the survey teamn, resident 50 was re-
weighed. Resident 50's weight was 128 pounds. This
represents a significant weight loss of 14 pounds, or
10% between the months of July 2001 and January
2002 (using the July weight of 142 pounds and the
January re-weight of 128 pounds). There was steady
weight decrease noted from September 2001 to
Japuary 2602.

A review of dietary notes completed since resident
50's admission did not evidence that the dietitian
re-assessed her nutritional needs based on her gradual
weight loss, which became significant between the
months of July 2001 and January 2002. There was no
documented evidence that any dietary interventions
were attempted to increase calories in resident 50's
diet. Resident 50's weight had been on a downward
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trend since September 2001.
(Refer to Tag F-325)

2. Based on observations, temperature checks and
interview it was determined that the facility did not
store, prepare, distribute, and serve food under
sanitary conditions as evidenced by cleaning rags not
being properly stored in sanitizing solution, the
florescent kitchen lights not being properly covered,
areas of the kitchen in need of cleaning, multiple food
items not being labeled and or dated in the walk in
refrigerator, outdated food items being stored in the
walk in refrigerator, dented cans and unlabeled food
items in the dry store room, a scoop was lying in the
powdered dry milk, the walk in refrigerator not
holding perishable foods at the proper temperature,
and the facility grease trap being full of old grease and
' food debris which caused the facility kitchen floor to
flood and smell of sewage when the three compartment
dishwashing sink was drained as the water could not
properly drain through the grease.
{Refer to tag F-371).

Based on observation, staff interview and review of
documentation, it was determined that the facility did
not follow the approved menus and the dietary staff
was unaware of the proper amounts of foods to serve
residents, which resulted in inconsistent meal servings
and variances in the amount of calories, protein and
other nutrients provided to each resident. (Refer to tag
F-363).

Based on food temperature checks during a lunch
meal, temperature checks of foods in the walk-in
refrigerator and statements made in a confidential
group interview with residents it was determined that
the facility did not serve food that was at the proper
temperature. Hot foods are to be maintained at 140
degrees Fahrenheit or above when served and cold
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foods are to be maintained at or below 41 degrees
Fahrenheit when served from tray line. Reference
guidance: U.S. Public Health Service FDA 1999 Food
Code, page 63. Foods, which are not kept at the
proper temperature, pose a possible health risk to
residents and can affect the palatability and
consumption of foods.

An interview with the Dietary Manager was done on
1/8/02 at 9:14 AM. She stated that the consultant
dietitian visited the facility 10 hours each month.
When asked if the consultant dietitian ever did
sanitation checks of the kitchen, monitored the tray
line, checked food temperatures or gave in-services
regarding any of these or other issues to the dietary
staff she stated no. She stated none of the above had
been dene she she'd taken over as the dietary manager
in August 2001. She expressed frustration with the
fact that since she'd become the dietary manager in
August 2001 she'd received no training regarding how
to properly operate the dietary department.

An interview with the facility administrator was done
on 1/8/02 at 4:15 PM. He confirmed that the
consultant dietitian was allowed 10 hours each month
to visit the facility. He stated that this was a corporate
decision.

During carlier interviews with the dietary manager on
12/31/01 at 8:48AM and 1/2/02 at 3:00 PM she stated
that she was unsure of exactly what her responsibilities
were in regards to running the kitchen. She stated that
since she'd taken over she felt as if kitchen operations
had improved but still felt like there were many areas
where she needed further guidance. She stated that no
one had trained her regarding proper sanitation of the
kitchen, the need to follow the menus and the extended
menus as written. She stated that since she'd been the
dietary manager the facility did not have extended
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manager.

(Refer to tag F-364).

orders.

provide an answer.
{Refer to tag F-326).

and manage dietary services. There was no

menus for the dietary staff to follow. She asked if
there were any classes that she could take that would
help her better perform her duties as the dietary

Based on observation, interview and medical record
review the facility did not follow therapeutic diets for
any resident prescribed these diets per physician

On 12/31/01 at 10:50 AM, the consultant dietitian was
interviewed. He was asked whether he knew if the
facility had extended menus for the menu cycle
currenily being followed. He stated he was unaware of
any extended menus being used. He stated that the
menu being served was low in salt and concentrated
. sweets. When asked how the staff knew what servings
sizes were approprate or what foods residents on
therapeutic diets were to receive if they had no
extended menu to specify this, he was unabje to

Based on observations in the kitchen on 12/31/01,
1/2/02 and 1/3/02 it was determined that the dietary
manager and dietary staff lacked supervision and
leadership to direct them in proper dietary procedures
including sanitation and the storage, preparation,
handling and distnbution of food. There was no
evidence that the consultant dietitian was available as a
resource for the dietary manager or to help oversee

documented evidence, that the facility could produce,
which indicated the consultant dietitian made routine
sanitation checks, checked meal service or food
temperatures or provided the dietary staff with
in-service training. There was no evidence that the
consultant dietitian had identified and/or attempted to
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correct any of the deficient practices found during the
re-certification survey.
F 363 : 483.35(c)(1)-(3) DIETARY SERVICES F 363
SS=E

Menus must meet the nutritional needs of residents in
accordance with the recommended dietary allowances
of the Food and Nutrition Board of the National
Research Council, National Academy of Sciences; be
prepared in advance; and be followed.

This REQUIREMENT is not met as evidenced by:

Based on observation, staff interview and review of
documentation, it was determined that the facility did
not follow the approved menus.

Findings include:

i. Review of the menu, Week 2 of the fall and winter
menu set, revealed that the menu was not followed as
written for the breakfast meal on 1/2/02, for the puree
lunch meal on 1/2/02, for the breakfast meal on 1/3/02,
and for the lunch meal on 1/3/02.

2. Observation of the breakfast meal on 1/2/02
revealed that cormed beef hash, toast, 1 slice of bacon,
cream of wheat or cold cereal, 4 ounces of juice and an
8 ounce carton of milk was served. The breakfast
menu for 1/2/02 documented the following was to be
served, orange juice, wheat hearts, poached egg,
corned beef hash, toast with margarine and jelly, mmilk
and choice of beverage. No poached eggs were
served. No egg of any type or an alternative protein
source was offered to the residents. The menu was not
followed and the residents were short one protein
serving. Observations of all trays also revealed that
the serving sizes of com beef hash varied greatly from
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F 363 Contmu_e‘j From Page 7 F 363 The following is a plan of corvection and is in reference to: F-325
approximately 2 tablespoons to 2 % cup from resident :gg-;: (i; %t)méil}' of CS}re. This will include comective F-326
. . 250 ¢ vality of Care, F-360 483,35 Dietary Services, F-361
to TESlfleﬂt Tcgﬂfdless of what diet the}’ were 483.35 1-2, F-363 483.35 ( o) Dietary Services,F-364 483,35 (d) (1)
prescribed. This would allow for variances in both the &(2),F-371 483.35 (h) (2). Action for each resident found 10 have
calories and pro tein pl'OVi ded to each resident. been affected and were identified as 13, 20, 28, 40, 50, 70, 72, 74.
1. Licensed staff will be m-serviced on how 1o complete 2/20/02
: ; the malnutrition/dehydration-pressure sore risk
3. Obsc_arvatlon of the lupch mcal' on 1/2/02 revealed assessment done by the RD. the MDS, the dietary
that residents on puree diets received pureed barbeque progress notes, the dietary intake records, and the
chicken, pureed mashed potatoes, pureed bread and °““°‘:1‘:;‘5'“5’ and diagnosis and medications as
pureed dessert. The lunch menu for 1/2/02 2. NIT committee will address any medical conditions i.p.:
documented the following was to be served, barbeque h-pylori on the residents’ carcplan and consult with
X N N residents’ physician for medical and nutritional
chicken, buttered parsley potatoes, buttered broccoli interventions,
and pumpkin cake. The residents prescribed puree 3. Dietary intake record has been changed so that
. R ; percentage of what resident ate is now what is
diets were not served broccoli or any alternative accurately recorded rather than good-fair-or poor,
vegetable at the Junch meal. The menu was not 4 CN.A. scheduler will audit dictary intake record
ident’ .. di weekly 10 ensure accuracy and completion.
followed and the resident's receiving a puree diet were 5. 4 way drug check will be done monthly by ADON and
short one vegetable serving. Observations of all trays QA to ensure that all orders regarding house supplemgnt
N . X will be on residents’ MAR’s as warranted and to ensure
also revealed that the serving sizes of both the broccoli percentage documentation. As well as 1o address
. and the potatoes varied greatly from approximately % d"fdgf"“s"_ﬁ: “&m‘ﬁcm"“ and any drug interactions
. . and/or side effects.
of a cup to greater that % cup from resident to resident 6. Licensed staff has been instructed to inform NIT
regardless of what diet they were prescribed. This committee of any gie_taryl probleer:s so that olhgr
. - - 1 ti it arranted.
would allow for variances in the number of calories 1. ::.:nrm;, ':2?;3: ,,.i,'ﬁ;’:;;‘h m:,s,:; upontf,ompmm
provided to each resident. to each hall with carrent weights to be placed MAR
binder so that monthiy summaries can address current
weights,
4, QObservation of the breakfast meal on 1/3/02 8. CN.A-NA will be in-serviced February 20, 2002
. regarding interventions for residents’ experiencing
revealed that 1 slice .of toast, 1 banan.a,.a bow] of eating, swallowing, and chewing difficultics.
oatmea sausage , 4 ounces oI jmce an mportance of communicating to nurses so that
tmeal, 1 ge link, 4 f] d8 I ce of communicati th
ounces of milk were served to residents who ate their 9 '5"];;' ch’":;':;’:ﬂ:";‘:}f‘;;ﬁi:;‘:m:fjﬁs
meals in their room, the east dining room or the outcames, and recommendations to the NIT committ
Alzheimer's unit dining room. The resident's who ate 10 :::k'i;'"mm“ will calculate weight loss percentages
in the main dining room were observed to also receive 11, Extended menus for the menu cycle is available and
hash browns in addition to the above listed food items. currently being followed Dictary staff will be in- L
serviced by the RD what servings sizes are approprial
The breakfast menu for 1/3/02 documented that the and what foods residents on therapeutic diets are to
3 11t Teceive.
fgllomng was to be served, orange juice, oatmeal, 12, Previous Registered Dictician has been replaced by RD,
cinnamen French toast, hot buttered syrup, sausage and whom will assume responsibilities to provide
links and milk. French toast and buttered syrup were services, support, and supervision, through assessmer,
3 ified A monitoring and recommendations, to meet each
not served as identified on the menu. This would residents” nutritional needs to prevent significant weight
decrease the calories being provided at the breakfast loss. The RD will
meal.
HCFA-2567L ATG112000 EventI XP7W11 Facility ID: UT0080 If continuation sheet 72 of




PRINTED: 1/25/
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE
HEALTH CARE FINANCING ADMINISTRATION 2567
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
465108 1/16/02
OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3706 WEST 9000 SOUTH
SOUTH VALLEY HEALTH CENTER WEST JORDAN, UT 84088
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION €xs)
PREFTX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 363 | Continued From Page 72 F 363 ensure that the dietary manager and dietary staff have
5. Observation of the lunch meal on 1/3/02 revealed proper training and systems in place to appropriately
h id di ived d monitor the sanitation of the kitchen, ensuring proper
that residents on puree diets recelved puree storage, preparation and the distribution and serving qf
meatballs, pureed mashed potatoes and pureed bread. ;":ds f°“_°“;,“5 en and serving foods af th
. t et i t
The lunch menu for 1/3/02 documented the following oromer temperature, e e a e
was to be served, meatballs in sweet and sour sauce, 13.  Dietary in-service will be held weekly-Tuesday 3pm fo
. . . discuss all survey issues, training, and any problems
fried rice, oriental bleqd vegetables, bread. and with the dietary services
margarine and mandarin oranges. The residents 14.  RD will ensure that each resident will receive a
. . . therapeutic diet when there is a nutritional problem.
prescribed puree diets were not served oriental blend The RD will assess in identifying and correct impropdr
vegetables or any alternative vegetable at the lunch serving of therapeutic diets to ensure the dietary need
: ) of the residents.
meal.. ‘The menu was not f‘ollowed and the resident's 15, Temperatures are monitored by the dietary cooks daily
receiving a puree diet were short one vegetable and recorded. The dietary manager will monitor at
serving. The residents receiving puree diets received random esident’s rays for proper food temps and
mashed potatoes instead of pureed fried rice. The 16.  The dictary services have a daily cleaning schedule td
: : : : : ensure the sanitation of the kitchen, record 1o monitor]
residents prescnbe'd pureeq dle_ts also received either the labeting and dating of foods, tewps of the walkein
applesauce or vanilla pudding instead of pureed refrigerator. The dietary manager will audit the above
; i ; : concerns weekly.
mapdarm oranges whnch would f:lther mean that those 17 The RD will be emplaged by SVHC as a dietary
residents receiving vanilla pudding were short one consultant, who will provide adequate supervision to
fruit serving and one vitamin C serving for the day and both the dietary manager and dictary staff regarding: |1)
. .. Accurately monitoring and assessing residents at risk
those residents receiving applesauce were short one for weight loss. 2) Monitor the sanitation of the
source of vitamin C for the day. The menu was not kitchen, ensuring proper storage, preparation,
. X distribution and serving of foods, developing and
followed. All residents, regardless of the diet implementing educational in-services for the dietary
rescribed were served white rice instead of fried rice. staff.
P 18. A new steam table with 4 wells is being purchased sol
foods will stay at the appropriate temperature above 140
Observation of the lunch meal tray line was done 0 :_;sfees]-k oot fced at s s
. e WAIK-111 e erator was fixed at temperature have
1/3/02. The cook was observed to use a slotted spoon maintained 40 dcims and below. D,-m,';,e staff
instead of a standardized % cup serving utensil to instructed to keep refrigerator door closed going in of
. - . - out.
serve the onen.tal mlxetd VEgetableS- Th_ls resulted m 20.  The dietary staff will be in-serviced February 19, 2002
vegetable servings whichk were not consistent for on how to store, prepare, distribute, and serve food
! .. . . under sanitary conditions,
residents receiving regular or mech?mcal spﬁ diets. 21.  The grease trap was cleaned by a local plumbing
The cook was overheard asking a dietary aide on the company, and was scheduled to come out routinely.
: : 2. The unit manaper for out-dated food will check the
n g g
tray line, "How many meatballs should I give?". The Alzheimer’s unit refrigerator daily.
cook was then observed to serve 3-6 meatballs to
residents receiving regular diets. The cook was
observed to use a ¥ cup scoop to serve the rice,
however, the amount of rice he scooped varied from
resident to resident with the scoop at times being under
filled and at times overfilled. All of this would allow
for variances in the calories and/ or the protein
provided to each resident. Some residents prescribed
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a no concentrated sweet dict were observed to receive
applesauce instead of mandarin oranges which short
them a vitamin C serving for the day.

On 12/31/01 at 8:48 AM, the food service supervisor
was interviewed. She was asked to provide the survey
team with the extended menu for the week which
would document the appropriate serving sizes to be
provided for resident on all diets and document what
diet modifications, if any, would need to be made for
resident's receiving therapeutic or texture modified
diets. She stated she was not sure what I was referring
to and stated that since she'd taken over as dietary
manager in August, 2001 the facility had not had the
extended menus. She stated that all residents are
served the same diet. She stated that foods are not
cooked with salt and that if a resident is on a renpal diet
that they don't serve them potatoes.

On 12/31/01 at 10:50 AM, the consultant dietitian was
interviewed. He was asked whether he knew if the
facility had extended menus for the menu cycle
currently being followed. He stated he was unaware of
any extended menus being used. He stated that the
menu being served was low in salt and concentrated
sweets. When asked how the staff knew what servings
sizes were appropriate or what foods residents on
therapeutic diets were to receive if they had no
extended menu to specify this, he was unable to
provide an answer.

483.35(d)(1)&(2) DIETARY SERVICES

Each resident receives and the facility provides food
prepared by methods that conserve nutritive value,
flavor, and appearance; and food that is palatable,
attractive, and at the proper temperature.

F 363

F 364
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F 364 | Continued From Page 74 F 364 The following is a plan of correction and is in reference to: F-325
483.25 (i) Quality of Care. This will include corrective F-326
. . . 483.25 (§) (2) Quality of Care, F-360 483.35 Dietary Services, F-361
This REQUIREMENT is not met as evidenced by: 483.35 1-2, F-363 483,35 { ¢) Dictary Services,F-364 483.35 (d) (I
. &(2),F-371 483.35 (h) (2). Action for each resident found to have
Based on food temperature checks during a lunch be(cg affected and w(erl(id)entiﬁelgtsolrii, zco, rzeas,':w, so,u‘fo, 72,74,
meal, temperature checks of foods in the walk-in
. d dei nfidential 1. Licensed staff wiil be in-serviced on how to complete 2/20/02
refngerator an sta_ttemegts ma ‘e i a conil ?nha the malnutrition/dehydration-pressure sore risk
group interview with residents it was determined that assessment done by the RD, the MDS, (tihe digu]:y
9 . progress notes, the dietary intake records, and the
the facility did not serve food that was at the proper Eurrent weights, and diagnosis and medications as
temperature. warranted.
P Z. NIT committee will address any medical conditions i.p.:
R . h-pylori on the residents” careplan and consult with
Findmgs include: . residents’ physician for medical and nutritional
interventions,
3. Dietary intake record has been changed so that
On 1/3/02, temperature checks of the lunch meal percentage of what resident ate is now what is
revealed: accurately recorded ;alhcr}ha_n goo{l—fair-or poor.
4. C.N.A. scheduler will audit dictary intake record
: weekly to ensure accuracy and completion.
. ' 5. 4 way drug check will be done monthly by ADON angl
At 11:06 AM’ the purf:e-d foods for the lunch meal QA to ensure that all orders regarding house supplemént
were observed to be sitting on the shelf attached to the will be on residents’ MAR’s as warranted and (o ensufe
steam table but not in the steam table heating wells. percentage documentation. As well as to address
diagnosis’s to medication and any drug interactions
and/or side effects.
At 11:23 AM, a temperature check of the pureed foods 6 g;z;ﬂfg&sm&“miﬁiﬁgmmﬂf
half way through tray line, included pureed meatballs interventions can be implemented as w a
i 7. Monthly weights provided each month upon completibn
at 100 degrees FaIC@CIt, ppr_eed mashed potatoes at T Pt weights 10 be placed MAR
118 degrees Farenheit and juice at 66 degrees binder so that monthly summaries can address current
it. weights.
Farenhe 8. CN.A.-N.A will be in-serviced February 20, 2002
regarding interventions for r:;ident;’ expe_riencing
At 11:38 AM, a temperature check of the foods after cating, swallowing, and chewing difficulties.
. L Importance of communicating to nurscs so that
the completion of the tray line included regular interventions are implemented as warranted.
meatballs, in the steam table heating well, at 130 9. Speech consultant will report any evaluations,

. : outcomes, and recommendations to the NIT committde.
degrees Farenheit and ground meatballs, in the steam 10, NIT commitiee will caleulate weight loss percentages
table heating well, at 100 degrees Farenheit. The puree weekly.

ds had b d k 11.  Extended menus for the menu cycl is available and
foods had been used so no temperatures were taken. currently being followed Dietary staff will be in-

serviced by the RD what servings sizes are appropriate
At 11:26 AM, a temperature check of the food items in f:fex'e’f” foods residents on therapeutic diets are to
the dining room buffet steam table were taken prior to 12 Previous Registered Dietician has been replaced by RD,
the meal service and included mashed potatoes at 128 ::fwﬂ’:’:u‘;;l;“a‘;‘g‘smﬁg’:’:;50;‘;}']’”""1‘ "
degrees Farenheit. The potatoes were not re-heated monitoring and recommendations, to meet each
prior to being served to the residents. Ir::'sde_'j‘_;:e ;E‘Dm‘:i‘i‘;‘a‘ needs (o prevent significant weight
Hot foods are to be maintained at 140 degrees
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F 364 Contmued. From Page 73 _ F 364 ensure that the dietary manager and dictary staff have
Fahrenheit or above when served from tray line. Cold proper training and systems in place to appropriately
foods are to be maintained at or below 41 deg:rees monitor the sanlt:ahon of the k_llcl_wn,Aensunng proper

. . storage, preparation and the distribution and serving df
Fahrenheit when served from tray line. Reference foods, following
guidance: U.S. Public Health Service FDA 1999 Food e sty Titten and scrving foods at the
Code, page 63. 13.  Dictary in-service will be held weekly-Tuesday 3pm fo
discuss all survey issues, training, and any problems
A with the dietary services.
On 1/2/02, observations and temperature checks of 14.  RD will ensure that cach resident will receive a
foods in the walk-in refrigerator revealed the therapeutic diet when there is a nutritional problem.
fol IOWil’lg' The RD will assess in identifying and correct impropsr
: serving of therapeutic dicts to ensure the dietary nee
of the residents.
. ) 15 T 1 itored by the di i
At 2:16 PM, the internal t?:mperatu:e, according to a::in mr::d:s Th:l :;::;:y ma:a'g:r \:I[r:lyo:(:?:rs ::ml
two thermometers in the walk-in refrigerator, was 56 mdoc{n fesident’s trays for proper food temps and
. . record.
and 58 degrees Farenheit. At 2:45 PM, the internal 16, The distary services have a daily cleaning schedule t
temperature, according to two thermometers in the G‘;ml'mbe'{‘,e Saﬂ";ﬂ::" 0“‘;}; kitchen, record to menitor
. . - 1l i -1
walk-in refrigerator, was 58 and 32 degrees Farenheit. ,ez,-;migi a%,e d::f,; m:;'::’,:ﬂ',’f ;S:i,::ﬂﬁof
Refrigerator temperatures should be maintained at 41 1y Sonoemms "‘.’ﬁ‘;‘;y- _

. degrees Farenheit or below. Temperatures were taken ' co:sﬁa:tf,' whoﬁf;lsr):ﬁ:: :d:!ui:s;:;n%“ to
of random food items through out the refrigerator and both the dictary manager and dictary staff regarding: 1}
. o . . Accurately monitoring and assessing residents at risk
included 2% milk at 52 degrees Farenheit, sF:alloped for weight loss. 2) Monitor the sanitation of the
potatoes from lunch at 120 degrees Farenheit, ground kitchen, ensuring proper storage, preparation,

. . distribution and serving of foods, developing and
barbeque chicken from II:InCh at 98 degrees F arcnheft, implementing educational in-services for the dictary
the cook stated the food items from lunch had been in staff.

. 18. A new steam table with 4 wells is being purchased so|
the refrigerator for about one hctur, crab salad at 60 foods will stay at the appropriate temperature above 140
degrees Farenheit, banana pudding at 50 degrees degrees,
Farenheit, patty sausage at 50 degrees Farenheit and 15. Efn‘l‘:;::;“4;fg:§:‘s°;n‘;“§e?:;d %fm;}” have
yogurt at 52 degrees Farenheit. Potentially hazardous instructed o keep refrigerator door closed going in orf
: : out.
cold foofls are to be maintained bet'wcen 45 degrees 20, The dietary staff will be in-serviced Febuary 19, 2002
Farenheit and 41 degrees Fahrenheit. Reference on how to store, prepare, distribute, and serve food
guidance: U.S. Public Health Service FDA 1999 Food - Ej'.']‘l‘:‘r s““:ﬁp“\’;f::gf‘e‘;e A by a local plurmbi
) greas ing
COdC, page 63. cotmpany, and was scheduled to come out routinely,
22, The unit manager for out-dated food will check the
. L . Alzheimer’s unit refrigerator daily,
On 12/31/01, during the initial kitchen tour, sy
observation by this surveyor revealed that 3 of the 5
steam table wells appeared to not be working.
On 1/2/02, during an interview with the facility cook
he was asked about the steam table wells. He stated
that only 2 of the 5 wells in the steam table were
working which did not leave him enough room to
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Continued From Page 76
place all of the different consistency hot foods in the
steam table.

On 1/2/02, at 9:00 AM, a confidential interview was
held with a group of residents. Fourteen residents
participated in this interview. Seven (7) of the
fourteen residents complained that the hot foods were
often cold when they received their trays.

483.35(h)(2) DIETARY SERVICES

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

This REQUIREMENT is not met as evidenced by:

Based on observations, temperature checks and
interviews it was determined that the facility did not
store, prepare, distribute, and serve food under
sanitary conditions as evidenced by cleaning rags not
being properly stored in sanitizing solution, the
florescent kitchen lights not being properly covered,
areas of the kitchen in need of cleaning, multiple food
items not being labeled and or dated in the walk in
refrigerator, outdated food items being stored in the
walk in refrigerator, dented cans and uniabeled food
items in the dry store room, a scoop was lying in the
powdered dry milk, the walk in refrigerator not
holding perishable foods at the proper temperature,
and the facility grease trap being full of old grease and
food debris which caused the facility kitchen floor to
flood and smell of sewage when the three compartment
dishwashing sink was drained as the water could not
properly drain through the grease.

Findings include:

The following observations were made during the

F 364

F 371
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F 371 | Continued From Page 77 F371 The following is a plan of correction and is in reference to: F-325
init 3 /N : 483.25 (i) Quality of Care. This will include corrective F-326
initial kitchen tour done Monday, 12/31/01 from 8:13 483,25 (1) (2) Quality of Care, F-360 483.35 Dietary Services, F-361
AM — 8:35 AM: 483.35 1-2, F-363 483.35 ( c) Dietary Services,F-364 483.35 (d) (1)
&(2),F-371 483,35 (h) (2). Action for each resident found to have
. . . . been affected and were identified as 13, 20, 28, 40, 50, 70, 72, 74.
1. A cleaning rag was lying on the sink not in proper
sanjtizing solution. 1. Licensed staff will be in-serviced on how to czmpletr. RS~
the mautrition/debydration-pressure sore ris|
assessment done by the RD, the MDS, the distary 9«- 3-7'0 9
2. The florescent lights were not properly covered and progress nqt;s, the Si?“”’ intake drecnr:_s, and the
. t s, t
the bulbs were exposed throughout the kitchen e o Clapnofis Sl eclcations 8
including over food preparation areas. Light bulbs 2. NIT committee will address anslf med;cal mntlitior;]s if:
. : h-pylori on the residents’ careplan and consult wit
shall be Sh_lelded_’ coated, 9r other w1§e residents’ physician for medical and nutmitional
shatter-resistant in areas where there is exposed food; interventions. 4otk
: : : . 3. Dietary intake record has been changed so that
clean eqmpment, ut('ensﬂs, and ll_ncns, or unwrapped percentage of what resident ate is now what is
single-service and single use articles. Reference accurately recorded rather than good-fair-or poor.
s . : : 4. C.N A scheduler will audit dietary intake record
guidance: U.S. Public Health Service FDA 1999 Food weekly to ensare accuracy and completion.
Code, page 142. ) 5. 4 way drug check will be done monthly by ADON anf
QA to ensure that all orders regarding house supplemgnt
will be on residents’ MAR’s as warranted and to ensure
3. The hood filters above the stove were dusty and percentage documentation. As well as to address
greasy diagnosis’s to medication and any drug interactions
' and/or side effects.
6. Licensed staff has been instructed to inform NIT
H _3 : commitiee of any dietary problems so that other
Obser\fatlon of the walk-in refrigerator revealed the terventions can be implemented a5 wanranted
fOl]O\an! 7.  Monthly weights provided each menth upon completipn
to each hall with current weights to be placed MAR
. . binder so that monthly summaries can address curreny
1. The internal temperature, according to two weights.
thermometers in the walk-in refrigerator, was 46 8. g; r;ﬂz::ﬁx‘g::;g:z:‘r:? d‘::’:;’.“:‘:’pezr‘i’;gggzg
degrees Farenheit. Refrigerator temperatures should eating, swallowing, and chewing difficulties.
be maintained at 41 degrees Farenheit or below. !":P““ﬂ;{ce of wmmlll“icaﬁtﬂg to nurses dethﬂt
interventions are implemented as warranted.
9. Speech consultant will report any evaluations, )
2. There were two meat patties, which were not outcomes, and recommendations to the NIT committde.
10,  NIT commitiee will calculate weight loss percentages
labeled or dated. weekly,
11.  Extended menus for the meitu cycle is available and
. : currently being followed Dietary staff will be in-
3. There was a container of pooled, raw eggs which serviced by the RD what servings sizes are appropriate
was dated 12/31/01. and what foods residents on therapeutic diets are to
receive.
. 12.  Previous Registered Diietician has been replaced by RD,
4. There was a pan of meatballs, which was not dated. and whom will assume responsibilities to provide
services, support, and supervision, through assessmenlt,
. . monitoring and recommendations, to meet each
5. There were three expired containers of sour cream residents’ nutritional needs to prevent significant weight
dated 12/13/01 foss. ‘The RD will
6. There was a large container of cherry pie filling,
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F 371 | Continued From Page 78 F37 ensure that the dietary manager and dietary staff have
which was not properly covered which could allow for proper training and systems in place to appropriately
. . f the food maonitor the sanitation of the kitchen, ensuring proper
contarmination o € 1ood. storage, preparation and the distribution and serving of
foods, following
- Therapeutic diets as written and serving foods at the
7. There was package of bacon, which was opened but proper temperature.
not dated. 13, Dietary in-service will be held weekly-Tuesday 3pm tp
discuss all survey issues, training, and any problems
. . with the dietary services.
8. There was large pan of what appeared to be chicken 14, RD will ensure that each resident will receive a
. therapeutic diet when there is 2 nutritional problem.
Saiad’ which was not labeled or dated. The R will assess in identifying and correct improper
serving of therapeutic diets to ensure the dictary need
. . of the residents.
9. There were three bowl§ of salad dressing, which 5. Temperatures are monitored by the dietary cooks dail
were not labeled or dated. and recorded. The dietary manager will menitor at
random resident’s trays for proper foed temps and
i record.
10. There was a pan of chocolate pudding, a pan of 16.  The dietary services have a daily cleaning schedule to
: : : ensure the sanitation of the kitchen, record to monitor
banal.la pUdd_lng and a pan of reduced calorie vanilla the labeling and dating of foods, temps of the walk-in
pudding, which were not dated. refrigerator. The dietary manager will audit the abovd
) concemns weekly.
X 17.  The RD will be employed by SVHC as a dietary
. 11. There was a pan of chcrry ge]atm dated 12/26/01 r.onsultant_, who will provide adequate supervision to
(5 days old), a pan of sugar free strawberry gelatin both the dictary manager and dictary staff regarding: )
Accurately monitoring and assessing residents at risk
dated 12/24/01 (7 days old) and a pan of sugar free for weight foss. 2) Monitor the sanitation of the
raspbe; elatin dated 12/26/01 (5 . kitchen, ensuring proper storage, preparation,
pOCITY & ( days Old) e distribution and serving of foods, developing and
Leftovers foods should be used or throw away within implementing educational in-services for the dictary
72 hours of initial use. stafl. ) .
18. A new steam table with 4 wells is being purchased so
foods will stay at the appropriate temperature above 140
12. There were four 32ounce cartons of expired " dTigreesl-k e fred :

. . e walk-in refrigerator was fixed at temperature havs
vam]lg yogurt dat.ed 12/;7/01. There were 26 small maintained 40 degrees and below. Dietary staff
containers of expired mixed berry/strawberry yogurt instructed to keep refrigerator door closed going in or

N oui.
da‘ted 12/27/01. There were two cases of expired 0. The dietary staff will be in-serviced February 19, 200
mixed berry/strawberry yogurt one dated 12/6/01 and on how to store, prepare, distribute, and serve food
. under sanitary conditions.

one dated 12/27/01. There were two cases of expired 21, The grease trap was cieaned by a local plumbing
blueberry/strawberry yogurt dated 11/10/01 and one company, and was scheduled 1o come out routinely.

22, The unit manager for out-dated food will check the
case dated 12/26/01. Alzheimer’s unit refrigerator daily.
Observations in the dry storage room revealed the
following:
1. There was a scoop in the dry milk storage
container.
2. There was can a sweet potatoes and a can of
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Continued From Page 79
shoestring beets with large dents by the top seam of
the can.

The following observations were made in the kitchen
on Wednesday, 1/2/02 from 2:15 PM ~ 2:45 PM:

1. There were two cleaning rags on the food
preparation table, which were not being stored in a
proper sanitizing solution.

2. As on 12/31/01, the florescent lights were not
propetly covered and the bulbs were exposed
throughout the kitchen including over food preparation
areas.

Observations in the walk-in refrigerator revealed the
following:

1. At 2:16 PM, the internal temperature, according to
two thermometers in the walk-in refrigerator, was 56
and 58 degrees Farenheit. At2:45 PM, the internal
temperature, according to two thermometers in the
walk-in refrigerator, was 58 and 52 degrees Farenheit.
Refrigerator temperatures should be maintained at 41
degrees Farenheit or below. Temperatures were taken
of random foods through out the refrigerator and
included 2% milk at 52 degrees Farenheit, scalloped
potatoes from lunch at 120 degrees Farenheit, ground
barbeque chicken from lunch at 98 degrees Farenbheit,
crab salad at 60 degrees Farenheit, banana pudding at
50 degrees Farenheit, patty sausage at 50 degrees
Farepheit and yogurt at 52 degrees Farenheit.
Potentailly hazardous cold foods are to be maintained
between 45 degrees Farenheit and 41 degrees
Fahrenheit. Reference guidance: U.S. Public Health
Service FDA 1999 Food Code, page 63

2. As observed on 12/31/01, there were three expired
containers of sour cream dated 12/13/C1.
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3. As observed on 12/31/01, there was a pan of cherry
gelatin dated 12/26/01 (7 days old) and a pan of sugar
free raspberry gelatin dated 12/26/01 (7 days old).
Leftovers foods should be used or throw away within
72 hours of initial use,

4. As observed on 12/31/01, there were four 32ounce
cartons of expired vanilla yogurt dated 12/27/01.
There were 26 small containers of expired mixed
berry/strawberry yogurt dated 12/27/01. There were
two cases of expired mixed berry/strawberry yogurt
one dated 12/6/01 and one dated 12/27/01. There
were two cases of expired blueberry/strawberry yogurt
dated 11/10/01 and one case dated 12/26/01.

5. There was a container of pooled, raw eggs which
was dated 1/1/02.

6. There was a package of Parmesean cheese, which
was opened but not dated.

7. There was a package of American cheese slices,
which were opened but not dated.

8. There was a package of frozen chicken thawing
with a note, which stated, " pulled for Monday lunch™.
The note was not dated and the next Monday would be
1/7/02, 5 days later.

9. There was a bowl of salad and two bowls of salad
dressing, which were not dated.

10. The floor underneath the shelving units was dirty
with food debris and grime.

Observations in the dry storage room revealed the
following:
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1. As observed on 12/31/01, there was a scoop in the
dry milk storage container.

2. As observed on 12/31/01, there was can a sweet
potatoes and a can of shoestring beets with large dents
by the top seam of the can.

3. There was a bag of vanilla pudding and a bag of
strawberry gelatin which had been opened but were
not dated.

4. There was a box of bread crumbs which were
opened but not properly covered. This could allow for
contamination of the food. :

The following observations were made in the kitchen
on Thursday, 1/3/02 from 3:15 PM to 3:25 PM:

1. At3:16 PM a dietary employee was observed to
drain the three compartment dishwashing sink.
Immediately after the sinks began to drain, water
began to flood from around the grease trap and a
malodorous smell filled the kitchen. Upon further
examination, the grease trap was observed to be full of
clotted old grease and food debris.

Observations in the walk-in refrigerator revealed the
following:

1. At 3:15 PM, the internal temperature, according to
two thermometers in the walk-in refrigerator, was 52
degrees Farenheit. Refrigerator temperatures should be
maintained at 41 degrees Farenheit or below.

On 1/2/02, an interview with the facility cook was
done. He stated that the walk-in refrigerator had been
too warm for approximately two weeks. He stated the
cooler was not working. He further stated, "When 1
came in this moming, 1 was afraid the meat had
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spoiled"”.

On 1/2/02, an interview with the food service
supervisor was done. She was asked about the
improper temperature in the walk-in refrigerator. She
stated that the walk-in refrigerator had not been
holding the proper temperature for about two weeks.
She stated that the system needed to be switched over
from the old type of coolant used to a new type of
coolant. She further stated that the dietary staff was
opening the freezer door, which was attached to the
walk-in refrigerator, to try and keep the foods colder in
the walk-in and that the dietary staff was trying to not
frequently open the refrigerator door to help maintain
a cooler temperature.,

On 1/3/02, the food service supervisor was
interviewed regarding the grease trap. She stated that
the grease trap did flood each time that all of the
compartments of the three compartment sink were
emptied at the same time. She stated that the staff
were trying to empty one sink at a time to prevent the
grease trap from overflowing.

The following observations were made 12/31/01 at
1:15 PM in the Alzheimer's unit refrigerator:

1. One expired eight ounce carton of fat free milk
dated 10/27/01.

2. Two expired cight ounce cartons of fat free milk
dated 11/10/01.

3. Two expired eight ounce cartons of whole mitk
dated 12/22/01 and two expired eight ounce cartons of
whole milk dated 12/29/01.

4. One expired eight ounce carton of whole milk,

opened with the carton crushed dated 12/8/01.
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The following is a plan of correction and is in
reference to F-378 483.40 ( ¢} 1 & 2 Physician
F 387 | 483.40(c){(1)&(2) PHYSICIAN SERVICES F 387 services. This will include corrective action for
SS=F each resident found to have been affected and
The resident must be seen by a physician at least once were named as residents 74, 61, 10, 86, 70, 67,
every 30 days for the first 90 days after admission, 35,16, 30, 34, 11, 15, c2.
and at least once every 60 days thereafter. . ] 243462
I. Anew hous.e phy'sman was hired as I'aa220
A physician visit is considered timely if it occurs not SVH.C medical d.lr ector quember 20(.)‘!'
later than 10 days after the date the visit was required. 2. Medical records is responsible to prov:jfe
, the doctor with a up-dated list weekly for
] . ) residents to be seen, to include every 3(
This REQUIREMENT is not met as evidenced by: days for the first 90 days after a dmliZsio h,
Based on record review and interviews, it was and then every 60 days there after.
determined that 15 of 26 sample residents, requiring 3. Medical records will audit Dr.’s progress
frequent physician intervention, were not seen by a notes monthly to ensure a physician
physician as required after admission and periodically visit.
. during their stay. Residents 4. Medical records is to be on the QA
o committee and this problem will be
Findings include: addressed in QA, February 22, 2002
until compliance is met.
1. Resident 74 was a 60 year old male who was
admitted to the facility on 10/10/01 with diagnoses of
hypotension, protein calorie malnutrition, dehydration
cerebral vascular accident and sitnational depression.
Resident 74 was seen by a physician on 11/30/01.
There was 52 days from the time of admission before
resident 74 was seen by a physician. There were no
other documented physician visits in resident 74's
clinical record.
2. Resident 61 was a 63 year old male who was
admitted to the facility on 2/6/01 with diagnoses of
end stage chronic obstructive pulmonary disease,
depression, and anxiety. Resident 61 was seen by a
physician on the following dates: 2/5/01, 2/19/01,
3/5/01, 3/27/01, 5/24/01, 8/12/01, and 12/2/01. There
were 58 days between the 3/27/01 and the 5/24/01
physician visits. There were 80 days between the
5/24/01 and the 8/12/01 physician visits. There were
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112 days between the 8/12/01 and the 12/2/01
physician visits. :

3. Resident 10 was a 86 year old male who was
admitted to the facility on 5/18/99 with diagnoses of
cerebral vascular accident, depression, benign
prostatic hypertrophy, constipation, osteoarthritis,
coronary artery discase, hypertension,
gastroesophageal reflux disease and hyperlipidemia.
Resident 10 was seen by a physician on the following
dates:3/5/01, 8/14/01, 8/21/01 and 11/4/01. There
were 162 days between the 3/5/01 and the 8/14/01
physician visits.

4. Resident 86 was an §4 year old male who was

admitted to the facility on 8/7/00 with diagnoses of
. pneumonia, septicemia, senile dementia, renal
insufficiency, cerebral vascular accident,
hypertension,arthritis, seizure disorder, and
depression. Resident 86 was seen by a physician on the
following dates: 6/28/01 and 11/11/01. There were
136 days between the physician visits.

5. Resident 70 was an 83 year old male who was
admitted to the facility on 8/10/01 with diagnoses of
congestive heart failure, hypertension, peripheral
vascular disease, hypothyroidism, cerebrovascular
accident and emphysema. Resident 70 was seen by a
physician on the following dates: 8/21/01 and
11/30/01. There were 101 days between the physician
visits.

6. Resident 67 was an 84 year old female admitted to
this facility on 6/15/01, with diagnoses of
cerebrovascular accident, hypercholesteremia,
constipation, diabetes, hypertension, kypothyroidism,
and insomnia. Resident 67 had a physician's
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evaluation on 6/27/01 and 11/23/01. There was 118
days between resident 67's first physician's evaluation
and her next physician's evaluation,

7. Resident 35 was a 95 year old female admitted to
this facility on 4/15/99, with diagnoses of hemorrhagic
cerebrovascular accident, hypertension, congestive
heart failure and anemia. Resident 35 had a
physician's evaluation on 8/26/01 and 11/30/01. There
was 94 days between resident 35's last two physician's
evaluations.

8. Resident 83 was an 83 year old female admitted to
the facility on 6/27/00 with diagnoses including
dementia, psychosis and depression associated with
dementia, peripheral vascular disease and arthritis. A
review of resident 83's medical record was done. It
was documented that resident 83 was evaluated by a
physician or nurse practitioner on the following dates:
3/12/01, 6/12/01 and 11/11/01. There were 91 days
between the 3/12/01 physician visit and the next
physician visit on 6/12/01. There were 152 days
between resident’s 83's 6/12/01 physician visit and the
physician visit on 11/11/01.

9. Resident 16 was a 72 year old female admiited to
the facility on 10/6/97 with diagnoses including
hypothyroidism, Alzheimer's disease and peptic ulcer
disease. A review of resident 16's medical record was
done. It was documented that resident 16 was
evaluated by a physician on the following dates:
4/2/01, 6/27/01, 7/4/01, and 11/11/01. There were 85
days between the 4/2/01 physician visit and the next
physician visit on 6/27/01. There were 129 days
between resident 16's 7/4/01 physician visit and the
physician visit on 11/11/01.

10. Resident 50 was an 83 year old female admitted to
the facility on 4/4/01 with diagnoses including
dementia with depressive features, diabetes with
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peripheral nevropathy, hypertension, osteoarthritis and
generalized pain. A review of resident 50's chart was
done. It was documented that resident 50 was
evaluated by a physician on the following dates:
4/5/01, 5/5/01, 6/5/01, 10/21/01 and 11/25/01. There
were 137 days between resident 50's 6/5/01 physician
visit and the next physician visit on 10/21/01.

11. Resident 63 was a 78 year old female who was
admitted to the facility on 5/13/97 with the diagnoses
of bipolar with psychotic features, hypertension,
dementia with aggressive features, lung cancer,
diabetes and chronic UTI (urinary tract infection).
Resident 63 was evaluated by a physician on the
following dates: 3/06/01, 6/19/01, and 10/15/01.
There were 105 days between the 3/06/01 and the
6/19/01 physician's visits for resident 63. There were
118 days between the 6/19/01 and the 10/15/01
physician's visit for resident 63. Upon record review
for resident 63, on 12/31/01, it had been 77 days since
her last physician's visit that was on 10/15/01.

12. Resident 34 was a 79 year old female who was
admitted to the facility on 1/15/01 with the diagnoses
of DVT (deep vein thrombosis), senile dementia with
depressive features, hypothyroidism, iron deficiency
anemia, back pain, decubitus ulcer, osteoarthritis, PVD
(peripheral vascular disease), and history of celiulitis.
Resident 34 was evaluated by a physician on the
following dates: 1/15/01, 6/27/01, 7/19/01, 10/09/01,
and 12/02/01. There were 163 days between the
admission physician's evaluation on 1/15/01 and the
next physician's evaluation on 6/27/01, for resident 34.
There were 82 days between the 7/19/01 and the
10/09/01 physician's visits for resident 34.

13. Resident 11 was a 70 year old female who was
re-admitted to the facility on 11/05/01 with the
diagnoses of HTN (hypertension), hypokalemia,
COPD (chronic obstructive pulmonary disease), CHF
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(congestive heart failure), diabetes, UTI, right ankle
fracture, MI (myocardial infarction), and CAD
(cardiac artery disease). Resident 11 was evaluated by
a physician on 11/15/01. As of 1/03/01, during record
review of resident 11's chart, she had not been
evaluated by a physician for 79 days.

14. Resident 15 was a 67 year old female who was
admitted to the facility on 5/7/01 with the diagnoses of
multi infarct dementia, weight loss, diabetes mellitus
insulin required, hypertension, hyperlipidemia,
onychomycosis, bilateral pedal edemna, and
proteinuria. Documentation in the medical record
evidenced that resident 15 was evaluated by a
physician on 8/25/01, which was 109 days after
admission. Documentation further evidenced that
. resident 15 was seen again on 11/23/01 by a physician,
which was 89 days after the physicians first visit.

15. Resident C2 was a 76 year old who was
re-admitted to the facility on 6/26/01 and discharged
on 8/21/01 with the diagnoses of arthritis, HTN,
dysuria, TIA (transient ischemia accident), CHF,
macular degeneration, and psoriasis. Resident C2 was
evaluated by a physician on 6/27/01. Resident C2 was
discharged on 8/21/01 without a physician's note, thus,
55 days had passed since the last physician's visit at
the time of discharge.

F 426 | 483.60(a) PHARMACY SERVICES F 426
SS=E
A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and administering of
all drugs and biclogicals) to meet the needs of each
resident.
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1. Resident 76 was a 53 year old male who was. H (a)Pharmacy Services. Tins will include comegtive
admitied to the facility on 10/15/01 with the diagnoses e e oueh resident found o hve been affioad | 02
of gastric ulcers, respiratory distress syndrome, IDDM He R e hied g 4 . S0
. (insulin dependant diabetes mellitus), aspiration 1. The house physicizn ordered standard shain
pneumonia, CAD (cardiac artery disease), acute renai scae for the diabetic, i
failure, respiratory failure, pangrenous cholecystitis, Residents-wiio are the lisuss physicians’
acute MI (myocardial infarction), and CVA (cerebral patients 150-200= 2 uniis regular
vascular accident). )
s 201-250= 4 units regular
A physician's order dated 10/15/01, documented, IE300= 6 units reoutar
"sliding scale AC [before meals] and HS [at bedtime]". °
The sliding scale for the following blood glucose 301-350= § vnits reguiar
levels were ordered as:
3%1-400= 10 units regular
Blood gl e level 150 to 250 give 4 units regula
> 00¢ gucose leve give % uts reguiar Calt MO ES < 70 or >450
insulin. ] . 2. [Licensed staff was in serviced regarding
R Blood glucose level 251 to 350 give 6 units regular raicsed blood sugars and standsrd siicing
- msulin, ~cale insuln tor Bis residenis on 276702,
: Blood glucose level 351 to 450 give 10 units regular “edical sevords will audit the Mnabetic
insulin. wmitoring flow shieet weexdy,
Blood glucose level greater than 450 call the
physician.
For the month of October 2001, the facility nurses
recorded resident 76's blood glucose levels and sliding
scale insulin on a "Diabetic Monitoring Flowsheet”
(DMF) and his MAR. The following dates were
resident 76's blood glucose levels with the incorrect
insulin dosage or elevated blood glucose levels with
no insulin documented as being given.
DMF )
10/17/01 at 6:00 AM, blood glucose level of 173; no
insulin documented as being given.
10/20/01 at 6:00 AM, blood glucose level of 220; no
insulin documented as being given.
10/20/01 at 12:00 PM, blood glucose level of 168; no
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insulin documented as being given,
10/20/01 at 4:30 PM, blood glucose level of 232; no
insulin documented as being given.
10/20/01 at 6:00 AM, blood glucose level of 152; no
insulin documented as being given.
10/20/01 at 5:00 PM, blood glucose level of 173; no
insulin documented as being given.
10/23/01 at 6:00 AM, blood glucose level of 158; no
mnsulin documented as being given.
10/25/01 at 500 PM, blood glucose level of 239; no
insulin documented as being given.
10/27/01 at 6:00 AM, blood glucose level of 199; no
insulin documented as being given.
10/27/01 at 5:00 PM, blood glucose level of 313; no
insulin documented as being given.
10/28/01 at 11:3¢ AM, blood glucose level of 201; no
. insulin documented as being given.

10/28/01 at 5:00 PM, blood glucose level of 314; no
tnsulin documented as being given.
10/28/01 at midnight, blood glucose level of 158; no
insulin documented as being given.
10/30/C1 at 4:30 PM, blood glucose level of 168; no
insulin documented as being given.
10/31/01 at 4:30 PM, blood glucose level of 216; no
insulin documented as being given.

MAR- Iabeled for 4:00 PM

10/19/01, blood glucose level of 243; no insulin
documented as being given.

10/20/01, blood glucose level of 89; 4 units insulin
documented as being given.

10/22/01, no blood glucose level documented as being
obtained; 4 units insulin documented as being given.
10/23/01, blood glucose level of 256; 4 units insulin
documented as being given.

10/28/01; no blood glucose level documented as being
obtained; 6 units insulin documented as being given.

For the month of November 2001, the facility nurses
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recorded resident 76's bloed glucose level on a
"Patient Diabetic Record" (PDR) with the sliding
scale insulin. The following were dates and times of
incorrect insulin doses, documented as being given,
for resident 76's blood glucose levels.

6:00 AM blood glucose levels without insulin
documented as being given.
11/02/01, blood glucose level of 195.
11/03/01, blood glucose level of 161.
11/06/01, blood glucose level of 217.
11/08/01, blood glucose level of 209.
11/13/01, blood glucose level of 181.
11/14/01, bilood glucose level of 208.
11/15/01, blood glucose level of 253.
11/18/01, blood glucose level of 220.
11/19/01, blood glucose level of 152.
11/23/01, blood glucose level of 252,
11/24/01, blood glucose level of 150.
11/27/01, blood glucose level of 178.
11/29/01, blood glucose level of 222.

4:30 PM blood glucose levels with incorrect insulin

documented as being given.

11/06/01, blood glucose level of 364, 6 units
documented as being given.

11/13/01, blood glucose level of 246, no insulin
documented as being given.

11/18/01, bloed glucose level of 224, 6 units
documented as being given.

9:00 PM blood glucose levels with incorrect insulin
documented as being given.

11/06/01, "Re-checked 0400- 199 " no insulin
documented as being given.

-1 11/08/01, blood glucose level of 259, no insulin
documented as being given.

11/12/01, blood glucose level of 179, no insulin
documented as being given.
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11/13/01, blood glucose level of 155, no insulin
documented as being given.

11/17/01, blood glucose level of 387, 6 units
documented as being given.

11/29/01, blood glucose level of 182, no insulin
documented as being given.

Resident 76 had sliding scale insulin orders on his
November 2001, MAR. The November, 2001, MAR
had some days marked with the number of units of
insulin documented as being given but no blood
ghicose level or time was provided. The November
2001, MAR bad the following days marked with the
number of units of insulin documented as being given,
the rest of the days were left blank:

11/07/01-- 6 units of insulin documented as being
given.

11/09/01-- 10 units of insulin documented as being
given.

11/11/01-- two blocks were marked with 4 units of
insulin documented as being given.

11/13/01-- 4 units of insulin documented as being
given.

11/14/01-- two blocks were marked with 4 units of
insulin documented as being given.

11/15/01-- 0 units of insulin documented as being
given.

11/16/01-- two blocks were marked with 6 units of
insulin documented as being given.

11/17/01-- 10 units of insulin documented as being
given.

11/18/01- 6 units of insulin documented as being
given.

11/19/01-- 4 units of insulin documented as being
given.

11/21/01-- 4 units of insulin documented as being
given.

11/22/01-- 6 units of insulin documented as being
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given.

11/24/01-- 4 units of insulin documented as being
given.

11/26/01-- 4 units of insulin documented as being
given,

11/29/01-- 4 units of insulin documented as being
given.

For the month of December, the facility nurses
recorded resident 76's blood glucose level on a
"Patient Diabetic Record” (PDR) with the sliding
scale insulin. The following were dates and times of
incorrect insulin or missed doses documented, for
resident 76's blood glucose levels.

6:00 AM blood glucose levels without insulin
. documented as being given.
12/03/01, blood glucose level of 214
12/06/01, blood glucose level of 189
12/10/01, blood glucose level of 256
12/12/01, blood glucose level of 172
12/14/01, blood glucose level of 240
12/16/01, blood glucose level of 166
12/17/01, blood ghicose level of 201
12/19/01, blood glucose level of 275
12/24/01, blood glucose level of 152

11:30 AM blood glucose levels without insulin
documented as being given.

12/26/01, blood glucose level of 156, 0 units
documented as being not given.

4:30 PM blood glucose levels without insulin
documented as being given.

12/06/01, blood glucose leve] of 317, no insulin
documented as being given,

12/07/01, blood glucose level of 229, no insulin
documented as being given.

12/13/01, blood glucose level of 192, no insulin
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documented as being given.
12/29/01, blood glucose level of 243, 6 units of insulin
documented as being given.

9:00 PM blood glucose levels without insulin
documented as being given.

12/13/01, bloed glucose level of 156, 0 units
documented as being not given

12/16/01, blood glucose level of 227, 6 units of insulin
documented as being given.

12/21/01, blood glucose level of 156, 0 units
documented as being not given.

12/24/01, blood glucose level of 160, 0 units
documented as being not given.

12/28/01, blood glucose level of of 232, no insulin
documented as being given.

For the month of January, 2002 (from 1/01/02 to
1/07/02), the facility nurses recorded resident 76's
blood glucose levels on a "Patient Diabetic Record"
(FDR) with the stiding scale insulin. The following
were dates and times of incorrect insulin or missed
doses of insulin, docurnented as being given for
resident 76's blood glucose levels.

6:00 AM blood glucose levels without insulin
documented as being given.

1/07/02, blood glucose level of 181, no insulin
documented as being given.

4:30 PM blood glucose levels with incorrect insulin
documented as being given,

1/06/02, blood glucose level of 326, 10 units of insulin
documented as being given,

9:00 PM blood glucose levels greater than 400,
1/04/02, blood glucose level of 461, 10 units of insulin
documented as being given. No nursing intervention
documented for glucose greater than 400.
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1/07/02, blood glucose level of 451, 10 units of insulin
documented as being given. No nursing intervention
documented for glucose greater than 400.

Based on medical record review, it was determined
that the facility did not ensure that residents received
adequate pharmaceuticals services (including
procedures that assure the accurate acquiring,
receiving, dispensing, and administering of all drugs
and biologicals) to meet the needs of 4 of 26 sampled
residents.

Resident Identifier: 4, 15, 24 & 76
Findings include:

Resident 4 was admitted to this facility on 06/23/97
with diagnoses which include the following:
hypertension, heart disease, senile dementia, right hip
fracture, congestive heart failure, hypothyroidism,
osteoarthritis, hypercholesterolemia, small bowel
obstruction, and diabetes.

Resident 4 had physicians orders dated 8/20/01 to
check blood glucose levels four times a day, before
meals, and at hour of sieep. Resident 4 was to receive
sliding scale insulin four times a day based on results
of blood glucose monitoring. Resident 4's sliding scale
insulin orders were: glucose 250-300 give 4 units
regular insulin, 301-350 give 6 units regular insulin,
351-400 give 8 units regular insulin.

Resident 4's medication administration record
{MAR), patient diabetic record, and the diabetic
monitoring flowsheet were reviewed, for the dates of
10/01/01 through 1/07/02. Documentation evidenced
the following:
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On 10/10/01 the MAR documented resident 4 's
glucose level was 410. Eight units of regular insulin
was given. There was no documentation to indicate
that resident 4's glucose stabilized, or that the
physician was notified.

On 10/19/01 the MAR documented that resident 4's
glucose level was 279. No regular sliding scale insulin
was documented as being given. Resident 4 should
have received 4 units of regular insulin according to
physician's orders.

On 11/15/01 the MAR documented that resident 4's
glucose level was 303. No regular sliding scale insulin
was docurnented as being given. Resident 4 should
have received 4 units of regular insulin according to
physician’s orders.

Resident 15 was admitted to this facility on 5/7/01
with the diagnoses which include the following: Multi
infarct dementia, weight loss, Diabetes Mellitus-1I
insulin required, hypertension, hyperlipidemia,
onychomycosis, bilateral pedal edema, and
proteinuria.

Resident 15 had physician's orders dated 5/7/01 to
check blood glucose levels every AM, every PM, and
at hour of sleep. Sliding scale insulin orders were as
follows: glucose 200-250 give 2 units regular insulin,
251-300 give 4 units regular insulin, 301-350 give 6
units regular insulin, 351-400 give 8 units of regular
nsulin, 401-450 give 10 units, if greater than 450, call
physician.

Resident 15's MAR, patient diabetic record, and
diabetic flowsheet were reviewed for the dates of
10/25/01 through 11/30/01, and 1/1/02, through
1/8/02. Documentation evidenced the following:
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On 10/26/01, the MAR documented that resident 15's
glucose level was 272. No regular sliding scale insulin
was documented as being given. Resident 15 should
have received 4 units of regular insulin according to
physician's orders.

On 10/28/01, the MAR documented that resident 15'
glucose level was 207. No regular sliding scale insulin
was documented as being given. Resident 15 should
have received 2 units of regular insulin according to
physician's orders.

On 10/30/01, the MAR documented that resident 15's
glhicose level was 299. No regular sliding scale insulin
was documented as being given. Resident 15 should
have received 4 untts of regular insulin according to
physician’s orders.

On 11/15/01 the MAR documented that resident 15's
glucose level was 262. Two units of regular sliding
scale insulin was given. Resident 6 should have
received 4 units of regular insulin according to
physician's orders.

On 11/16/01, the MAR documented that resident 15's
glucose level was 77. There was documentation to
show that juice was given. There was no
documentation to show that any further blood glucose
monitoring was done.

On 11/22/01, the MAR documented that resident 15's
glucose level was 42. There was documentation to
show that juice was given. There was no
documentation to show that any furthef blood glucose
monitoring was done.

On 1/6/02, the MAR documented that resident 15's
glucose level was 282, No regular sliding scale insulin
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5. A review of the quality agsurance meeting miniites
was done on 1/16/02. The decumentarion indicated
that the meeting was held on 10/9/01. In reviewing the
documentation of those minates, it was noted that no
1ssues involving weight loss had been identified by the
faciity quality assurence committee according 1o the
meeling notes.

6. The facility's quality assessment and assurance
conmrittee did not identify, and subsegquently, did not
establish comrective action plans to ensure that
residents necds were being met and that necessary
nutritional services were being provided. The
administration did not operationalize and put in place
systermc processes to ensure that residents did not
have significant weight loss and ensure that each
residents nutritional needs were met.

(Refer to Tag F-325) v

7. The facility's quality assessment and assurance
committee did not identify, and subsequently, did not
estzblish carrective action plans 1w enswre that
adequate supervision and ovessight by the consultant
diettian was taking place. Consequently, there was
pot sufficiem oversight of the disiary manager and
dietary staff to ensire all residents' dietary needs were
met. There was no system in place to appropriately
mounitor the senitation of the Idtchen, ensuring proper
storage, preparation and the distribution and serving of
foods. There was process for crnguring that residents'
therapeutic diets were served as ordered.  There wag
also no effective svstem m place to ensurc that foods
were served at the proper temperature. Farther, the
dietitlan did nor provide services, supports and
supervision, througk assessmert, monitoring and
recoromendations, to mect each client’s nutritional
needs to prevent sigmificant weight loss.

(Refer to TAG F-360)
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glucose level was 241. Two Units of regular sliding
scale insulin was given. Resident 24 should have
received 4 units of regular insulin according to
physicians orders.

On 11/5/01, the MAR documented that resident 24's
glucose level was 161. No regular sliding scale insulin
was given. Resident 24 should have received 2 units
of regular insulin according to physicians orders.

On 11/6/01, the MAR documented that resident 24's
glucose level was 168. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/7/01, the MAR documented that resident 24's
glucose level was 189. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician’s orders.

On 11/8/01, the MAR documented that resident 24's
glucose level was 170. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/9/01, the MAR documented that resident 24's
glucose level was 72. There was no documentation to
evidence that a nursing intervention was implemented.
There was no documentation to evidence that resident
24 had further glucose monitoring done.

On 11/11/01, the MAR documented that resident 24's

glucose level was 72. There was no documentation to

evidence that 2 nursing intervention was implemented.
There was no documentation to evidence that resident
24 had further glucose monitoring done.
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On 11/12/01, the MAR documented that resident 24's
glucose level was 169. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/15/01, the MAR documented that resident 24's
glucose level was 156. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/15/01, the MAR documented that resident 24's
glucose level was 205. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 4 units of regular insulin according to
physician's orders.

On 11/20/01, the MAR documented that resident 24's
ghucose level was 171. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/21/01, the MAR documented that resident 24's
glucose level was 185. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/22/01, the MAR documented that resident 24's
glucose level was 169. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 umits of regular insulin according to
physician's orders.

On 11/25/01, the MAR documented that resident 24's
glucose level was 165. No regular sliding scale insulin
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was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 11/25/01, the MAR documented that resident 24's
glucose level was 205 (evening check). Two units of
regular sliding scale insulin was given. Resident 24
should have received 4 units of regular insulin
according to physician's orders.

On 11/27/01, the MAR documented that resident 24's

glucose level was 67. There was no documentation to

evidence that a nursing intervention was implemented.
There was no documentation to evidence that resident
24 had further glucose monitoring done.

On 12/2/01, the MAR documented that resident 24's
glucose level was 307. Six units of regular sliding
scale insulin was given. Resident 24 should have
received 8 units of regular insulin according to
physician's orders.

On 12/7/01, the MAR documented that resident 24's
glucose level was 190. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

On 12/8/01, the MAR documented that resident 24's
glucose level was 71. There was no documentation to
evidence that a nursing intervention was implemented.
There was no documentation to evidence that resident
24 had further glucose monitoring done.

On 12/21/01, the MAR documented that resident 24's
ghicose level was 156. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.
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On 12/24/01, the MAR documented that resident 24's
glucose level was 73. There was no documentation to
evidence that a nursing intervention was implemented.
There was no documentation to evidence that resident
24 had further glucose monitoring done.

On 12/25/01, the MAR documented that resident 24's

glucose level was 79. There was no decumentation to
evidence that a nursing intervention was implemented.
There was no documentation to evidence that resident
24 had further glucose monitoring done.

On 1/5/02, the MAR documented that resident 24's
glucose level was 151. No regular sliding scale insulin
was documented as being given. Resident 24 should
have received 2 units of regular insulin according to
physician's orders.

An interview was conducted with the Director of
Nurses (DON)on 1/16/02, regarding the facility's
blood glucose monitoring and insulin administration.
The DON stated the facility did not have policies to
instruct nursing staff on what to do when residents
glucose levels are less than 80 or greater than 400.

483.75 ADMINISTRATION

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest practicable
physical, mental, and psychosocial well-being of each
resident.

This REQUIREMENT is not met as evidenced by:

Based on a recertification survey with subsequent
extended survey, conducted December 31, 2001

F 426

F 490

HCFA-2567L

ATG 112600 Event] XP7W11

Facility ID: UTG080

If continuation sheet 102 of




PRINTED: 1/25/

HCFA-2567L

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVE
HEALTH CARE FINANCING ADMINISTRATION 2567
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING
465108 1/16/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 3706 WEST 9000 SOUTH
SOUTH VALLEY HEALTH CENTER WEST JORDAN, UT 84088
(X4)ID 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 490 | Continued From Page 102 - F 490 The following is a plan of correction and is in reference to F}
through January 16, 2002, and resultant finding of 490, F-495 483.75 (€),F-496, for administration. This will
Sub-Standard Quality of Care, it was determined that include corrective action for each resident found to have bec1n
the facility was not being administered in a manner affected.
that enabled it to use its resources either efficiently or 1. The facility will not use any individual who has | 3 | | o2
effectively to ensure that residents were provided the worked more than 4 months as a N.A. unless the
opportunity to attain or maintain their highest L';‘::Jfé':'&iﬁ iij:::;;ne empl?yc:yi: a state-

. . . . competency eval. Program
practicable p.hysu:_al Wt?ll-bemg. - subetandard Quality and has demonstrated competence through
of Care was identified in the facility in the area of satisfactory participation in 4 state approved nu
maintaining acceptable parameters of nutritional status aide f“timmg ﬂﬂ‘i °}§>mp€teﬂcy :Valsel’mfrm ?;
. . . . R competency eval. Program or has been deemed o
mclufh'ng bof:ly wellgh t Wh?n I'f?S]dCIltS clinical determined competent as provided in $483.150 (a)
conditions did not indicate weight loss was and (b).
unavoidabie. 2. The C.N.A. scheduler will receive registry
verification that the individual has met competengy
. . evaluation requirements and scek information fram
Additionally, d_u_nng the anmual and the exten(!ed _ every state registry established under sections 1819
survey, the facility was found to be non-compliant in (e) (2) (A) or 1919 (c} (2) (A) of the act the facil
the areas of assessment of a resident for safe self ) _?_‘;;';eé"?z‘:“ ‘%C'd“d; '"f?l‘ima“m; ?l:l ‘h: gd“’id I
.. . . . . . . INLAL scheduler will recor € stal
. admsﬁanon of rpedlcanons, timely answering of member-verifying competency of C.N.A s with
call lights, providing a safe, clean, comfortable and the state registry.
homelike environment, providing therapeutic diets,
providing foot care for a resident with diabetes, lack of
blood glicose monitoring as ordered by the physician,
lack of an effective dietary system including lack of
adequate registered dietitian intervention, not
following menus, not meeting the nutritional needs of
the residents, not holding and serving foods at the
proper temperature, lack of storing, preparing,
distributing and serving food under sanitary
conditions, lack of timely physician visits, lack of
proper administration of insulin, lack of nurse aide
verification and nurse aides working longer than 4
months without completing a training and competency
program, failure to obtain laboratory tests ordered by
physicians, and not having an effective quality
assurance committee that identified and implemented
plans of action to correct quality issues.
Findings include:
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On 12/31/01, a recertification survey was initiated. On
1/11/02, facility administration was noticed of the
elements of Sub-Standard Quality of Care. The
determination of Sub-Standard Quality of Care was
based on the findings of significant non-compliance in
the area of Quality of Care/Nutrition [42 Code of
Federal Regulations (CFR) 483.25 (i) (1) Tag F-325).

1. Facility administration failed to have a system in
place that would ensure that residents of the facility
did not have avoidable weight loss. There was a lack
of sufficient administrative oversight, supervision and
monitoring of the facility staff in identification,
correction and prevention of weight loss and that
residents' needs were being met.

{Refer to Tag F-325)

2. In addition to the area of Sub-Standard Quality of
Care stated above, the facility administration failed to
effectively and efficiently use it resources to ensure
that each resident attained or maintained their highest
practicable, physical, mental and psychosocial
well-being in the following areas of deficient practice
cited during the annual and the extended survey
completed 1/16/02.

a. Facility administration did not ensure that a resident
was safe to self administer medications.
(Refer to Tag F-176)

b. Facility administration did not ensure that the
facility promoted care for residents in a manner that
maintained or enhanced the resident's dignity.
(Refer to Tag F-241)

c. Facility administration did not ensure that the
resident environment was clean, safe and comfortable.
(Refer to Tag F-252)

reference to tag F-325, F-176, F-241, F-
252, F-326, F-328, F-329, F-360, F-361
F-363, F-364, F-371, F-387, F-426, F-
495, F-496, F-502, F-521
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d. Facility administration did not ensure that residents
received therapeutic diets as ordered by the physician.
(Refer to Tag F-326)

e. Facility administration did not ensure that a resident
with diabetes received foot care as needed.
{(Refer to Tag F-328)

f. Facility administration did not ensure that residents
with diabetes mellitus received blood glucose
monitoring in accordance with physician's orders.
(Refer to Tag F-329)

g. Facility administration did not ensure that residents
were provided with meals that met the nutritional and
spectal dietary needs of each resident.

(Refer to Tag F-360)

h. Facility administration did not ensure that the
registered dietitian provided adequate consultation to
provide training to dietary staff and identify dietary
needs of the residents.

(Refer to Tag F-361)

i. Facility administration did not ensure that menus
were followed and meals met the nutritional needs of
the residents.

(Refer to Tag F-363)

j. Facility administration did not ensure that food was
held and served at the proper temperatures.
(Refer to Tag F-364)

k. Facility administration did not ensure that foods
were stored, prepared, distributed and served under
sanitary conditions.

{Refer to Tag F-371)

1. Facility administration did not ensure that residents

F 450
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Continued From Page 105
were seen by a physician in a timely manner.
(Refer to Tag F-387)

m. Facility administration did not ensure that residents
with physician orders to receive sliding scale insulin
received the accurate doses.

(Refer to Tag F-426)

n. Facility administration did not ensure that
individuals working a nurse aide in the facility did not
work longer than 4 months without completing a
training and competency evaluation program.

(Refer to Tag F-495)

0. Facility administration did not ensure that the nurse
aide registry was contacted on new nursing assistants
previous to providing patient care.

(Refer to Tag F-496)

p. Facility administration did not ensure that
laboratory services met the resident needs.
(Refer to Tag F- 502)

g. Facility administration did not ensure that the
quality assurance committee identified and
implemented plans of action to correct quality issues.
(Refer to Tag F-521)

483.75(e)(4) ADMINISTRATION

A facility must not use any individual who has worked
less than 4 months as a nurse aide in that facility
unless the individual is a full-time employee in a
State-approved training and competency evaluation
program; has demonstrated competence through
satisfactory participation in a State-approved nurse
aide training and competency evaluation program or

F 490

F 495
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F 495 | Continued From Page. 106 F 495 The following is a plan of correction and is in reference to F-
competency evaluation program; or has been deemed 490, F-495 483.75 (e),F-496, for administration. This will
or deterrmmned competent as provided in $483.150(a) include corrective action for each resident found to have beey
affected.
and (b). 9
1. The facility will not use any individual who has 3\!\0
This REQUIREMENT is not met as evidenced by: worked more than 4 months as a N.A. unless the
. ) . individual is a full-time employee in a state-
Based on employee records and interview with the approved training and competency cval. Program
facility certified nurse aide (CNA) coordinator, it was and has demonstrated competence through
determined that 8 of 8 facility nurse aides were not s‘_’(‘i’Sfa"_“’U P"‘"‘J“'Pa‘w" ina Staz al;Pm"Cd nursq
. . . aide training and competency eval. Program or
certified and had been working as a nurse aide (NA) competency eval. Program or has been deemed ot
for more than four months. determined competent as provided in $483.150 (
and (b).
. s . . 2.  The C.N.A. scheduler will receive registry
Findings include: verification that the individual has met competendy
evaluation requirements and seek information fro
On 1/02/02 at 3:15 PM, an interview with the CNA every state registry established under sections 1819
coordinator revealed that she was not aware that nurse {e) ) (A) or 1919 (c) (2) (A) of the act the facili
X ed certificati ithin 4 ths of hi believes will include information on the individual.
aides required certification wi months of hire. 3. The C.N.A. scheduler will record the staff
. membcr-verifying competency of CN.A’s with
On 1/08/02, a review of 8 facility nurse aide records the state registry.
revealed no documentation of certification. The 8
employees were hired as early as 5/07/01 to the most
recent date of 8/20/01.
F 496 | 483.75(e)(5)-(7) ADMINISTRATION F 496
SS=E
Befoere allowing an individual to serve as a nurse aide,
a facility must receive registry verification that the
individual has met competency evaluation
requirements unless the individual is a full-time
employee in a training and competency evaluation
program approved by the State; or before allowing an
individual to serve as a nurse aide, a facility must seek
information from every State registry established
under sections 1819(e)(2)(A) or 1919(e}2)(A) of the
Act the facility believes will include information on
the individual.
If, since an individual's most recent completion of a
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F 496 Cm:ltl_nued From Page 107 ) F 496 The following is a plan of correction and is in reference to F
training and competency evaluation program, there 490, F-495 483.75 (e),F~496, for administration. This will
has been a continuous period of 24 consecutive include corrective action for each resident found to have been
months during none of which the individual provided affected. ZNDU
nursing or nursing-related services for monetary I.  The facility will not use any individual who has
compensation, the individual must complete a new worked more than 4 months as a N.A. unless the
training and competency evaluation program or a new individual is @ .fu]]-nme employee in a state-
g H]lp . Y PTOgr approved training and competency eval. Program
competency evaluation program. and has demonstrated competence through
satisfactory participation in a statc approved nursp
This REQUIREMENT is not met as evidenced by: aide training and competency eval. Program or
. competency eval. Program or has been deemed o
Based on a review of five gmployee records, determined competent as provided in S483.150 (4)
interviews with the facility administrator, certified and (b). ) _ .
nurse aide coordinator, and a staff member with 2. The CN.A. scheduler will receive registry
. . . i X . verification that the individual has met competenty
registry verification, it was determined that the facility evaluation requirements and seek information frofn
had not contacted the nurse aide registry on five of five every state registry established under sections 18]9
employees before allowing them to serve as nurse (e} (2) (A) or 1919 (c) (2) (A) of the act the facility
i believes will include information on the individual.
aides. 3. The C.N.A. scheduler will record the staff T
. member-verifying competency of C.N.A’s with
Findings include: the state registry.
A review of five employee records was done on
1/3/02. The review revealed that five employees did
not have documentation in their records that the nurse
aide registry had been contacted prior to the
employees being allowed to serve as nurse aides.
On 1/03/02 at 9:10 AM, an interview with the facility
administrator revealed that prior to November of 2001,
the facility had not been verifying competency of new
nurse aides with the state registry. The facility
administrator stated that the facility had a new certified
nurse aide coordinator that handled calling the state
Tegistry.
On 1/03/02 at 9:25 AM, an interview with a staff
member of the registry verification agency revealed
that they had no record of the facility calling to verify
competency for the five employees that were reviewed.
HCFA-2567L ATG112000 Event] XP7TW11 Facility ID>: UTO0BO If continuation sheet 108 of




PRINTED: 1/25/

DEPARTMENT OF HEALTH AND HUMAN oERVICES FORM APPROVE
HEALTH CARE FINANCING ADMINISTRATION 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
465108 1/16/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3706 WEST 9000 SOUTR
SOUTH VALLEY HEALTH CENTER WEST JORDAN, UT 84088
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACR 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 496 | Continued From Page 108 F 496
On 1/03/02 at 4:00 PM, the facility's certified nurse
aide coordinator stated that she currently calils the
registry to verify competency of the CNA's {certified
nurse aides). The CNA coordinator stated that she
% started to verify CNA's with the regisiry on 11/12/01.
One of the five employee record's that were reviewed,
was hired on 11/27/01.
F 502 | 483.75(j) ADMINISTRATION F 502
S8=G

The facility must provide or obtain laboratory services
to meet the needs of its residents. The facility is
responsible for the quality and timeliness of the
services.

This REQUIREMENT is not met as evidenced by:

Based on record review, it was determined that the
facility did not ensure that laboratory services were
provided for a resident per physicians orders to
monitor blood clotting time resulting in the resident
requiring hospitalization for over anticoagulation.

Findings include:

Resident C3 was admiited to the facility on 10/12/01
with diagnoses of fractured pelvis, peripheral vascular
disease, emphysema,arthritis, gout and gastrointestinal
reflux disease.

Review of resident C3's clinical record revealed the
following:

Resident C3 had a physician order dated 10/12/01 for
Coumadin 2.5 mg daily. (Coumnadin is a medication
used to thin the blood which requires monitoring to
prevent the blood from becoming too thin and causing
bleeding problems.)

instituted to be in effect on 2/14/02.

interventions,

log for accuracy.

The following is a plan of cofrection and is in
reference to F-502 483.75 (j) administration. This
will include corrective action for each resident
found to have been affected and were named as
resident C3. The following POC has been

1. SVHC has ensured that the lab will
provide lab services per physician’s
orders to meet the resident’s needs.

2. The lab will notify SVHC nursing staff
of critical lab values for immediate

3. The lab will provide SVHC with a
logbook to monitor for laboratory draws.
4. QA committee will monitor and audit 1ab

2/14/02
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The treatment sheet for resident C3 for the month of
October 2001 documented to obtain a PT/INR,
(prothrombin and international ratio, a laboratory test
used to measure blood clotting time), every week for
three weeks then monthly. The treatment sheet had the
dates 10/15/01, 10/22/01, and 10/29/01 marked as the
dates the PT/INR was to be drawn. The 10/15/01 and
10/22/01 dates did not indicate that the laboratory
tests had been done. The 10/29/01 date was
documented as being done.

A physician order dated 10/16/01 documented to
"Draw P.T INR AM 10/16/01 then call MD
[physician] for further lab orders.” There was no
documentation to indicate that the PT/INR had been
done.

Review of the laboratory test results for resident C3
revealed that a PT/INR was done on 10/29/01. The
results were the PT was 55.3 (normal range 9.5- 11.5)
and the INR was 6.68 (normal 1.0-3.0).

A nurses note dated 10/29/01 at 9:00 PM
documented," [hospital] called with lab results-PT
55.1, INR 6.8 -Dr.......called with results - V.0, [verbal
order] hold Coumadin X [times] 2 days then do
PT/INR on Wed. and Friday each week..."

A nurses pote dated 10/30/01 documented,'Pt.
[patient] found with a copious amount of fresh bloed
in her brief bleeding from her rectum.....pt sent to
{hospital} per D.O.N. [director of nursing] direction
transported by ............. paramedics...."

A review of the hospital admission record revealed
that resident C3 was admitted to the hospital for the
diagnosis of gastrointestinal bleed on coumnadin.

F 502
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The laboratory used by the facility was contacted on
1/8/02 to obtain the results of the 10/15/01, 10/16/01,
and 10/22/01 PT/INR's ordered by the physician. The
laboratory had no record that the laboratory tests had
been completed. A review of the laboratory log book
maintained by the facihity on 1/8/02 revealed that the
PT/INR's ordered by the physician had not been
written in the log for the laboratory to draw.
The following is a plan of correction and is in 2/22/02

A
A

reference to F521 483.75 (0} (2) and (3)

F 521} 483.75(0{2)&(3) ADMINISTRATION F 521 administration.
S8=H

The quality assessment and assurance committee 1. The QA committee has been appointed
meets at least quarterly to identify issues with respect to meet monthly-the 4™ Friday of each
to which quality assessment and assurance activities month to identify issues with respect to
are necessary; and develops and implements which QA activities are necessary; and

. appropriate plans of action to correct identified develops and implements appropriate
quality deficiencies. pians of action to correct identified

quality deficiencies and issues.
A State or the Secretary may not require disclosure of 2. The QA committee consists of the
the records of such committee except insofar as such administrator, ADON, all department
disclosure is related to the compliance of such heads, pharmacist, and the medical
committee with the requirements of this section. director. The first scheduled meeting
is February 22, 2002.
This REQUIREMENT is not met as evidenced by: 3. The Q_A committee WII_] identify and
] . . establish corrective action plans to

Based on a review of the facility quality assurance ensure the facility was administered in
meeting minutes, facility monitoring systems and a manner that enabled it to use
interviews with the facility administrator,the director resources either efficiently or
of nursing, and the dietary manager, it was determined effectively to ensure residents were
that the facility did not ensure that the quality provided the opportunity to attain or
assurance committee effectively identified quality maintain their highest practicable well
deficiencies and developed and implemented being.
appropriate plans of action to correct the identified
quality issues.
Findings include:
1. During an interview with the facility admnistrator
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on 1/8/02, he stated that the facility had a quality
assurance committee consisting of the administrator,
director of nursing,all department heads, a pharmacist,
and the medical director. He stated that meetings were
held on a quarterly basis. When asked if the facility
had discussed weight loss as a concern, the
administrator stated that they had not discussed
resident weight loss, as a facility concern, in the
qaulity assurance committee. The administrator,
however, stated he had initiated a weight meeting that
met weekly that consisted of the director of nursing,
the dietary manager and the registered dietitian.

2. During an interview with the director of nursing on
1/8/02, she stated that the last quality assurance
committee meeting was held on 10/9/01. She stated
that there were a lot of areas she knew the facility had
to work on but they just had not had time to do them
all. When asked specifically what the facility had been
working on she stated getting fully staffed without
having to use pool nurses and getting caught up on the
Minimum Data Sets and making sure they were
correct. The director of nursing stated that there was a
"dietary management team" that consisted of the
dietary manager, the director if nursing and the
registered dietitian that met weekly. She stated that if
a resident was identified as losing weight, the team
would implement a specific plan for that resident.

3. During an interview with the facility dictary
manager on 1/8/02, she stated that she reviewed all the
residents' weights on a monthly basis. She stated if
any resident had lost 5 pounds from the previous
month they were discussed in the "dietary management
team" meeting. She stated that the meeting met
weekly and they had started the meetings at the
beginning of November 2001. She stated that the
registered dietitian would make recommendations and
the director of nursing was responsible to follow
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through with the recommendations.

4, A review of the weekly "dietary management team”
mimutes was done on 1/8/02. Several residents had
been identified as losing weight and had been
reviewed by the team including residents 13, 20, 28,
40, 50 and 72. Although the teamn had identified the
weight loss, there was no documentation to indicate
that the team had followed through with
recommendations, if any were made.

5. A review of the quality assurance meeting minutes
was done on 1/16/02. The documentation indicated

that the meeting was held on 10/9/01. In reviewing the

documentation of those minutes, it was noted that no
issues involving weight loss had been identified by the
facility quality assurance committee according to the
meeting notes.

6. The facility's quality assessment and assurance
committee did not identify, and subsequently, did not
establish corrective action plans to ensure that
residents needs were being met and that necessary
nuiritional services were being provided. The
administration did not operationalize and put in place
systemic processes to ensure that residents did not
have significant weight loss and ensure that each
residents mutritional needs were met.

{Refer to Tag F-325)

7. The facility's quality assessment and assurance
committee did not identify, and subsequently, did not
establish corrective action plans to ensure that
adequate supervision and oversight by the consultant
dietitian was taking place. Consequently, there was
not sufficient oversight of the dietary manager and
dietary staff to ensure all residents' dietary needs were
met. There was no system in place to appropriately
monitor the sanitation of the kitchen, ensuring proper
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storage, preparation and the distribution and serving of
foods. There was process for ensuring that residents’
therapeutic diets were served as ordered. There was
also no effective system in place to ensure that foods
were served at the proper temperature. Further, the
dietitian did not provide services, supports and
supervision, through assessment, monitoring and
recommendations, to meet each client's nutritional
needs to prevent significant weight loss.

(Refer to TAG F-360)

7. The facility's quality assessment and assurance
committee did not identify and subsequently did not
establish corrective action plans to ensure that facility
was administered in a manner that enabled it to use its
resources either efficiently or effectively to ensure that
residents were provided the opportunity to attain ot
maintain their highest practicable well-being.

(Refer to Tag F-490)
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The following is a response to the: Directed plan of correction for the re-
certification/extended survey ending 1/16/02 with the finding of sub-standard quality of
care in nutrition/weight loss tag F-325 and non-compliance with dietary tags F-360, F-
361, F-326, F-363, F-364, and F-371.

1.

2.

A new registered dietician has contracted with South Valley Health Care as our
registered dietary consultant.

The registered dietician will complete nutritional assessments and make
recommendations for the residents identified as have significant weight loss. As
assessments are completed, nursing will contact the residents’ physician and
implement the recommendations as indicated and approved by the physician. The
residents will be weighed 2 times per week (Monday and Thursday) by restorative
and weights will given to the NIT committee members: appointed head of
committee: The FSS. The aide scheduler will monitor the daily dietary intake
sheets weekly for accuracy. Nourishments scheduled at 10am and 2pm will be
charted by the dietary aides on the dietary intake sheets daily and again monitored
weekly by the aide scheduler for accuracy. The licensed staff will record House
supplement on the MAR’s as ordered.

NIT committee has been established to include: the registered dietician,
restorative aide, the dietary manager, aide scheduler, QA, will meet every
Monday at 2pm. The team will monitor and review all weekly weights, dietary
intake and supplement intake for all the residents with weight loss and at risk for
weight loss as identified, until weight stabilizes. All residents will by weighted
and malnutrition/dehydration assessment will be completed within the first 24
hours of admission for baseline information. Minutes of the NIT and weights will
be submitted weekly-Wednesday to the Department of Health for review.

The registered dietician consultant will perform on site visits weekly to monitor
for compliance with tags F-326, F-363, F-364, and F-371. The monitoring will
include: 1) ensuring that the facility is accurately serving therapeutic diets as
ordered by the physician. 2) That the menu is being followed as written daily
with appropriate serving sizes used and if any substitutions are made that they are
appropriate and documented accurately. 3) Monitoring will include food
temperatures are being taken and accurately recorded for each meal. 4)
Monitoring will include kitchen sanitation checks, foods are to be labeled and
dated on al] expired and outdated foods are disposed of. 5) Monitoring will
include checks of the walk-in refrigerator temperatures and will be recorded daily
by the dietary staff. The registered dietician consultant will check food
temperatures, adherence to the menu, serving of therapeutic diets, walk-in
refrigerator temperatures, facility compliance to the labeling and dating of foods
and sanitation check personally during the weekly monitoring and document them
on a consultant report. The on-site visits will vary in days, to include breakfast,
lunch, and supper.

The registered dietician consultant will provide at least four mandatory in-services
to address the following: 1) the importance of following the menu, as writer, with
appropriate portions being served and the correct utensils to be used to ensure the
accurately of serving size. 2) Appropriate menu substitutions and the need to
accurately document any substitutions made to the menu. 3) Food safety issues



and the importance of serving foods at the proper temperatures. 4) Food

temperatures maintenance techniques. 5) The importance of labeling and dating

all foods. 6) Any other items that the consultant dietician feels as warranted.
In-services regarding above issues is scheduled for February 19, 2002.

According to Quality Care policy all employees must be able to speak the dominant

language-English.

A record of all the in-service will be submitted to the state survey agency with the

itemized content of what was discussed as well as a sign-in sheet identifying the

employees who attended.

6. The registered dietician consultant will submit written reports to the state survey
agency outlining in-service training provided, the facility’s movements towards
correction and any problems identified by the consultant, which were not
previously identified in the “statement of deficiencies” (HCFA-2567) These
reports will be submitted weekly

7. The dietary food service manager will attend further training to include
participation in which she attended and completed in the “Serve Safe Program™--
February 12, 2002.
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The following is a addendum to the Directed POC for the re-certification/extended survey
ending 1-16-02 for South Valley Health Care. Date of alleged compliance for the POC is

3-7-02.

F-176

Charge nurse will monitor-evaluate and review meds. as ordered on Friday. Medical
Records will perform weekly audits to ensure accuracy and completion. QA reviews 4th
Friday of each month for compliance.

F-241
Call light check list was developed to be done randomly, at least twice a week, by all dept.
heads-QA will review process monthly.

F-252

Areas of frayed carpet were repaired and patched 2-19-02. Formica was replaced in
hallway window sills 2-25-02. Maintenance logs are reviewed each morning by
maintenance manager. Plant op manager reviews, for completion and/or problem solving
of maintenance logs, Tuesdays and Fridays. QA reviews 4th Friday of each month for
compliance.

F-325

Resident identified 13, 20, 28, 40, 50, 70, 72, 74 was reviewed with Dr. for
appropriate interventions starting 12-1-01. Licensed staff was in-serviced on how to
complete the malnutrition/dehydration-pressure sore risk assessments 2-20-02.

All nursing and dietary staff was in-serviced ( Nov 21 and 28 2001) regarding dietary
intake record. Dietary intake record was initiated on 12-01-01. NIT committee
communication form developed and implemented 2-20-02 to assess NIT committee with
dietary and weight issues. If weight loss is identified-the MD will be notified-diet will
include enriched-assess for house supplement ., speech eval. if warranted-monitor weight 2
times a week until stabilizes. The NIT committee will meet every week on Tuesday at 1
p.m. to include RD, Dietary manager, QA, to assess weight loss that is identified. QA will
review above process 4th Friday at 2 p.m. of each month.

F-326

Resident's identified as 35 and 42-Dr. was notified of incidents. The licensed staff was in-
serviced on missed blood-sugars on 2-6-02. If blood-sugars are not being done then the
process of weekly audits per medical records, the nurses identified will be called in by the
DON and counseled-the nurse involved will then call the MD, and an incident report will
be written out nurses will notify residents Dr. other than Dr. for sliding scale
orders as warranted. QA will review above process 4th Friday of each month.

The RD is currently reviewing assessments-and is completing annual assessment as
scheduled per MDS and/or c.o.c. The RD will monitor resident diets to ensure they are
as ordered weekly-The dietary manager will monitor 5 times a week-The cooks will
monitor daily. QA will review above process 4th Friday of each month.



F-328

Resident 15 was seen by Dr. 1-8-02 for podiatry care. Medical records will
maintain current podiatry list so that all residents are seen every 60 days. Medical records
will audit every month for compliance. QA will review above process 4th Friday of each
month,

F-329

Residents identified 4, 15, 24, 76-Dr.” was informed of incidents-standard sliding
scale was generated for all of his residents. If blood-sugars are not being done then the
process of weekly audits per medical records, the nurses identified will be called in by the
DON and counseled-the nurse involved will then call the MD, and an incident report will
be written out nurses will notify residents Dr. other than house p. for sliding scale
orders as warranted. QA will review above process 4th Friday of each month.

F-360 and F-361

QA is involved in the NIT committee weekly and has been ensuring that the conditions of
the Directed Plan of Correction. for tags F-325, F-360, F-361, f-326, F-363, F-364, and
F-371. The RD is conducting the dietary in-service weekly and report are submitted to
the department of Health as required.

F-363

The dietary manager and RD have initiated a daily form to ensure that menus are followed
daily-if any substitutions are to be used-the cook will notify either the dietary manager and
/ or RD for instruction- substitution availability list was provided by RD. Substitutions
will be listed on the daily form if altered. Dietary staff was in-serviced 2-26-02 regarding
appropriate serving sizes-appropriate utensils were bought to ensure correct serving sizes.
QA will review above process 4th Friday of each month.

F-371

Florescent kitchen lights have been covered and filters cleaned by 2-26-02. The RD is
monitoring sanitation weekly and copy sent to the Health Department-QA is involved in
NIT committee weekly to ensure that sanitation check list is completed. fridg on the unit
was removed. QA will review above issues monthly.

F-387
Residents identified 74, 61, 10, 86, 70, 67, 35, 83, 16, 50, 34, 11, 15, C2. Dr.
was notified of last physician visits of each resident Dr. is working with medical

records to ensure that residents are seen as required after admissions and periodically
during their stay ( at least once every 30 day for the first 90 days of admission, and at least
once every 60 days there after) Medical records have scheduled appointments. for the
other residents that are not heuse pJp -3gain according to regulations. Medical records
is on the QA committee and review will be done monthly.

F-426



Residents identified 76, 4, 15, 24. Dr. was informed of missed blood sugars and
sliding scale not followed as ordered -refer to F-329

F-490

The QA committee will monitor that administration is effective on a monthly basis.
Facility issues will be brought up immediately to the administration for immediate
resolution and QA will review for compliance.

F-495
The DON and CNA scheduler will ensure that all NA's are certified within 4 months of
hire. They will monitor status monthly and review with QA monthly.

F-496

The CNA scheduler will call registry prior to interview with potential applicant. The DON
will meet with potential employee and CNA scheduler to ensure that registry was called
DON will monitor this process weekly QA will review monthly.

F-502
Medical records will audit labs on a monthly basis to ensure that they were done as
ordered. QA will review monthly.

F-521

The facility administrator has made some changes in the nursing administration and has
appointed . an RN - for QA as it was obvious that the previous QA system was
inefficient.

It has been deemed necessary by the administration that QA meet monthly (4th Friday of
each month) rather than quarterly to identify issues with respect to which QA activities are
necessary; and develop and implement appropriate plans of action to correct identified
quality deficiencies and issues and to ensure that the facility is administered in a manner to
enable it to use its resources efficiently/effectively to ensure residents are provided the
opportunity to attain and maintain their highest practicable well being. (F-490)

Since the survey the Dietary manager has successfully completed the serve safe program.
New RP - has been hired as the RD for consultant. The NIT commuttee 1s
meeting weekly and required-reports are being submitted as required to the Dept. of
Health for review,

Systems are currently in place to ensure that residents needs are being met and that
necessary nutritional services are being met and that necessary nutritional services are
being provided and residents nutritional needs are being met. (F-325)

The current RD is providing services, support and supervision, through assessment,
monitoring and recommendations to meet each residents nutritional needs to prevent
sngmﬁcam weight loss. (F- 360) / /




