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INITIAL COMMENTS

An abbreviated complaint survey was completed at
. the facility on 10/27/99. The allegations were
 substantiated and two deficiencies were written. Tag
F-309 was written at a scope and severity level of 'E'
and tag F-3 14 was written at a scope and severity
- level of ‘G’ which constituted actual harm to one
resident,

On 1171899, the facitity submined a CAC alleging
full compliance on 1227 99, The follow-up to the
complaint survey of 10,27 99 4 a5 performed
simuitancously with the annuyal recertification survey
{-3-00 through 1'13.00. On 1. 1300, it was
determined that the facility had failed to correct tag
F-314 that was cited during the [0,27.99 complaint
survey and had not followed their plan of correction.

Specitic information on deficient practices and how
the pian of correction was rot followad are located
within the repear citing of tag F-314. The repeat
deficiency was cited ar a scope and severity level of
'G" which constituted actual harm to the residents
identified.

433.10tb)(1 1) Requirement

NOTIFICATION OF RIGHTS AND SERVICES
A facility must immediately inform the resident;
consult with the resident's physician; and if known,
notity the resident's legal representative or an
interested family member w hen there is an accident
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the potential for requiring physician intervention; a
significant change in the resident's physical, mental,
or psychosocial status {i.e., a deterioration in health,
mental. or psychosocial starus in either life
threatening conditions or clinjcal complications); a

invoiving the resident which results in injury and has.. _
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F157 ' Continued From page | F 157 F157 B2
need o alter treatment significantly (i.e., a need to : ; 1) Resident 43's physician will be :
discontinue an existing form of treatment due to | notified of the resident’s stage 2 i
adverse consequences, or to commence a new form pressure sore to the coccyx. The |
f I\ . iel i . -
o rrea_ ment); or a dec:sa._ep 10 rransf?r or‘dlscharge nurse will obtain an order to treat !
i the resident from the facility as specified in
| W483.12(a), the stage 2 pressure sore to the
l coceyx. |
 The facility must also promptly notify the resident ]
i . . . . . |
and, if known..the resident's fegal representative or 2) On February 10, 2000 the S
© Interested family memb_er when there is a change in Director ofNursing witl conduct ‘
foom or roommate assignment as specified in ‘. [ . ice N
W83 15(el2): or a change in resident rights under : an;n;emcsa or our urses,
Federal or State law or regulations as specified in i - This inservice will include proper
paragraph (b} 1) of this section. : : assessment of residents, following
o o | [ physician orders, and notifying
The facility must record and perlodlgally 'update the : | the physician within one hour of
address and phone number of the resident's legal .‘ i ionifi han in th :
representative or interested family member. II any Signt ca.nt_c: ges .m the “
, | residents condition. This :
This Requirement is not met as evidenced by: : | notification will be noted in the
Based on observation, interview and review of a . nurses notes, and on the 24
medical record. it was determined that for 1 ofthe 13 . hour report,
sample focus, the facility did not immediately inform E ‘
or consult with the resident’s physician when there J . '
was a significant change in the resident's physical i 3) The Attending Nurse, or |
status with a need to alter treatment siznificantly. member oftlfe Nur‘se Manage- \
- Resident identifier; 43. ment team will notify the
' physician of any significant !
Findings include: change to the resident within |
. : l r. 1 :
Resident 43 was 3 45 year old male who was admitted ! | one hou Ifk.no“}rln, Wﬂ.l also :
to the facility on 5.23 97 with the diagnoses of ! " attempt to HOtlfy_ the r.es1.dents 5
multiple sclerosis. unspecified protein-calorie 1 . legal representative within 12 |
malnutrition, chronic obstructive pulmonary disease, I hours. This information will |
paralytic syndrome. and cauda equise syndrome with be noted in the nursing notes, ‘:
 Reurogenic bladder. as well as the 24 hour report.
Resident 43 was found to have a stage 2 pressure sore The Assistant Director of
HCFA-2567L ATCOZI299 If continuatien sheet 2 of 30
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1 page J Nursing will review this report

daily to ensure that this is
different days the pressure sore was observed (1/4/00 being done properly.

at 2:13PM, 1/5.00 ar approximately 10:10 AM, She will sign and date the j
. 1/12.00 at 2:00 PM and +13/00 ar approximately bottom of the report to indicate

| 3:30 PM), the pressure sore to the coccyx of resident

| 43 had a dressing on it only one day (1/5/00). The that follow thr OUgl? is being
| pressure sore was not observed to have protective completed. The Director of
| cream on it during any of the four days of observation. Nursing will review the 24 hour '

reports on a weekly basis to :
On 1/3/00. a facility nurse had documented on the

. o i ensure compliance.
weekly skin monitoring sheets that resident 43had a comp

stage | red pressure area to his coceyx which i . ]
measured 14 em. ;‘ . 4) Medical Records will also

be given a copy of the 24 hour

On 1.4.00, the registered nurse survevor and a facility report. Week_]y’ She will audit
registered nurse performed a skin check ofresident

33, Resident 43 was found wo nae 7 each chart which has been

2. esident 45 was foun [0Chave as age 2 pressure - - - . .
sore on his coceyx which measured approximately 25 identified as havmg a sxgmﬁ‘c:'mt
cmby .25 ¢m. The 300 hall nurse. who had change to see that the physician
documented the presence of the red pressure area the orders have been signed and returned.
day before, was asked if she was aware that the ' - This will be done until a 95%
Pressure sore had progressed and was now open ata success has been achieved. At this

stage 2. The 300 hall nurse replied that she was not . . ..
aware that the wound was a stage X and stated that she | time, this audit will be r educed to
once a month.

would "take care of jt.”

On 1/5:00, the registered nurse surveyvor checked the 5) The Director of Nursing and .

chart of resident 43. The nurse's notes, dated 1/4/00, Administrator will be responsible
docur:nemed Pt (panient) has D(? @ecgbttus 10 ensure compliance.
ulcerpressure sore) 14 X{bv) 14 |n circumference -

Dr. (resident’s physician) Notified - See Orders -
Duoderm applied - tx {trzatment) to chg (change) q | !
{every) 3rd day until resolved.” I

Upon review of the medical record of resident 43 on i
15,00, the surveyor observed that there WEre no |
orders from the physician regarding the pressure sore. !
However, within the 300 hall treatment book on a |

|

HCFA-2567L ATGO2 1299 If continuation sheet 4 b0
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- until it was identified by e registered nurse surveyor
»on 1/4,00.

' the stage 2 pressure sore to the coceyx of resident 43

to his coceyx on 1'4:00. The facility was not aware of |
the stage 2 pressure sore to the coceyx of resident 43

Facility staff did not notify resident 43's physician of

until 1/13/00, nine days after they became aware of it.
Facility staff did not obtain an order to treat the stage
2 pressure sore 1o the cocceyx of resident 43 until !
1°13 00, nine days after thev became aware of it. The
physician was not made aware of resident 43's
pressure sore until | 12,00 when the registered nurse |
survevor called him to discuss the resident.

During a telephone interview with the physician of
resident 43 (also the facilin's medical director) on
1712,00 at 2:00 PM. the physician was asked if he was
aware that resident 43 had a stage 2 pressure ulcer on
his coceyx. The physician stated that he was "not :
aware”, that he "had not been told” of the pressure : i
sore to the coccyx of resident 43. When the physician §
was asked if her had ordered anything to treat the i
pressure sore, the physician stated, "no”. The ‘
physician was informed that a nurse's note in the chart
of resident 43 stated that he had been notified on
1/4.00 and orders for duoderm had been received.
The physician stated that possibly the nurse had
notifted his office. The RN survevor asked if his i
office would have given orders 10 treat the pressure !
sore. The physician stated, "no".

From the first observation of the pressure sore by the
RN surveyor on 1°4.00 to the last observation
performed prior to exit on 1.13.00. the stage 2
pressure sore had increased in size from .25 e¢m
(centimeter) by .25 cmto [ cm by .5 ecm. Ofthe four

|
|
|
|
|
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page designated solely for resident 43. the following !
. was written "1-4-00 Duoderm chg (change) q (every)
~ 3rd day and PRN (as nedessary) until resolved.” The

[
| area identified for this treatment was the coceyx. I

 During the mini exit on 1500, the Director of Nurses
; {DON) and the Administrator were notified that a ]
- physician's order for the eamment of the stage 2 :
. Pressure sore to the coceyX of resident 43 could not be I [ !

found in the resident's char. i ’

On 112,00, another skin check was performed on ! i
resident 43 with a facilit nurse. It was observed that
the stage 2 pressure sore had increased in size, from ‘
the 25 emby .25 cmon 1 400.t0 § cm by 25 cm. :
The stage 2 pressure sore was not covered by a

+ dressing nor did it have any protection ¢cream on it.

- On 11300, another skin check of rasident 43's :
coceyx was performed with a facility aide. It was
observed that the stage 2 pressurz sore had increased,
from | cmby 25cmon 1 12 00,10 lem by .5 and ‘
appeared to be branching off in two additional areas. | |
The pressure sore was again observed without a !
dressing or protective cream. ?

- During interview with the 300 hall nurse on 1/12/00 at

- approximately 3:00 PM, she was asked if she had
resident 43 scheduled for a dressing that day. The

- nurse replied that she did not because there WeEre no
orders to treat the pressure sore. The nurse stated that
she was going to contact the resident's physician and
get orders for the pressure sore.

. Review of the medical record of resident 43 on

- 1713:00 revealed that there continued 1o be no orders

o treat the stage 2 pressure sore to his coccyx, The
DON was made aware that there continued to be no |

HCFA-2567( ATGOZ1299 If continuation sheet 3 prad
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" QUALITY OF LIFE

- The facility must promote care for residents in a
manner and in an
environment that maintains or enhances each
resident's dignity and respect in full recognition of

" his or her individualizy,

- This Requirement is not met as evidenced by:

Based on a confidential group interview, confidential
. resident interviews, a confidential family interview,

an interview with the Ombudsman, and observations,

it was determined that call lights were not answered in -

a timely fashion.

Findings include:

. 1. Inaconfidential group meeting held 01/04/00, at
10:45 AM, 10 of 1 residents reported that calf lights
- were not answered in a timely manner. Residents

stated: "They come when they want 10." "Sometimes
wait about an hour.” "If [ do need assistance, it's
anywhere from 43 minutes to an hour.” " Ten or 135
minutes because we have no help.” and, "I have to

wait about 1/2 hour. I think they don't have enough
help.”

2. [n a confidential resident interview held 01/04/00,

at 9:40 AM, the resident stated, "[ can't reach my call

MT OGDEN NURSING & REHABILITATION 375 EAST 5350 SOUTH
OGDEN, UT 84405
(XH D SUMMARY STATEMENT OF DEACIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! colpteT
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F157 | Continued Fro ge s F 157 !
| mpag F-241 |
orders to freat the pressure sore on resident 43, The
- DON confirmed that she, to0o, could not find orders to :
treat 2 . ; |
i reat the current stage 2 pressure sore 1) OnF ebmary 10, 2000 an in- J 921{ D
f The pressure sore had increased in size from .25 cm service \i_flll be given to tht-: Nurses !
| by .25 cmon 1/4/00 to 1 cm by .5 cm on 1/13/00 and Certified Nursing A.ss18tants |
- without the facility notifying the resident's physician. by the Director of Nursing. Proper :
SFSZE ' 483.15(a) Requirement F 241 placement of the call lights, and :

answering them with a first contact
should be done within a period of
time not exceeding 5 minutes.

2) The Director of Staff Develop-
ment will monitor the positioning
and answering of the call lights

by conducting a random survey
which will be done no less than
twice a week. This audit tool will
detail room numbers, dates, and
times. She will also sign the bottom
of this form. A percentage of
compliance will also be detailed

at the bottom of each survey. This
will be done for a period of one
month. At the end of that period
of time, if the success rate of 95%
is reached, this survey will be
conducted no less than once a
month. Results of this monitoring :
will be reported to the QA com- ,
mittee, as well as Resident’s |
Council. a
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| 3) In addition, 2 family survey will
light. T have waited up 0 4 hours. I call and it usually be conducted by the. receptionist
takes about an hour." | each month. She will survey no less
- than 9 family members a month.
; In another confidential resident interview held Information from the survey will
| 01/04/00, at 1:45 PM, the resident stated, "It takes an deal with how we are responding
 hour to an hour and one half to answer call lights. to call lights
' Sometimes they have someone else to take care of." ) !
3. During a confidential family interview on 01/5/00, 4) A Resident Survey will also be
the family member stated that ke had "quit using the i . conducted by Social Services. She
call light" to get help for is loved one. The family , D owill survey no less than 9 Residents
member stated that "somenmc? it can take up t0.3 or 4 i . each month. Again, questions
hours to get help. and by that time, she's been lying in ! i1l deal with .
that soiled diaper for hours. They just don't have ! i from the s,““’ey wil _e Wit f
enough help.” The family member stated that lately ' response time to call lights. i
he had been going to the aurses station to get help for i J Written results from both of these |
his loved one. | . surveys will be presented at the i
; | QA meeting. '
4. On 1400 at [1:00 AM, during a conftidential ‘ .
interview with a resident’s family. the family member ; 5) The Director of Staff Develop-
reported. "There is never enough staff, but [ guess . ment, and Administrator will be
that's the same everywherz". The family member ! . Tesponsible to ensure compliance. ;
reported observing an episode where the resident's : i :
: roommate called for assistance to the bathroom. The 5 '
- roommate waited 30 minutes before the call light was
- answered. The family member stated, "It's a real :
emergency (when a resident needs assist to toilet)". ‘ '
The family member said. "They (residents) have to ; |
wear diapers, so they (the siaff) say it's okay, but !
people don't want to do that (use the briefs instead of i
. the totler).” ;
5. Inan interview with the Ombudsman held on i
0171200, held at 9:00 AM. the surveyor was givena
note from a personal planner page for November 2, ‘
1999. The note stated, "Spoke with her about cares. [
HCFA-2567L ATGO21299 If continuation she<t  of 20
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 of this week. Says she wears disposable briefs to help
| if she doesn't get to the toilet in time. Said staff is

 call light to room 302 for 6 minutes before it was

~ 7. On0I/11:00 the call iight for room 302 was

10, Ia the resident council minutes of July 1999, it

- ENVIRONMENT
- The facility must provide a safe, clean, comfortable
+ and homelike environment, allowing the resident to

Her issue was insufficient staff 1o toilet her. Said
when she rings bell there is usually 13 - 20 minute
wait. Sometimes has accitents, Sunday and Monday

always busy. Just need more help.”
6. On 1/5/00 at 8:35 AM. a surveyor observed the

answered. While the call light was on. 3 aides and 2
other staff members were observed in the haltway.

Two aides were observed. at different times, to walk
past room 502 without acknowledging the call light,

activated from 1 1:37 AM to [1:45 AM. This was a
time span of eight minutes.

8. Resident 37 stated. ” Ofien after meals | don't
feel good and need to lie down. All the aides are
often in the dining room. Sometimes | feel they are
ignoring me. [ have to wait 20 minutes to an hour.” |

9. Resident 37 had her call light between the sheets
of her bed that had been made up for the day.

This resident has restricted range of motion and could
not reach the call light.

states. "Lights are slow to be answered.” In the

minutes for April, it states. "Call lights in reach more
often.”

435.15(h)(1) Requirement

|
|
|
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_ use his or her personal belongings to the extent

possible.

This Requirement is notqet as evidenced by:

Based on observations made 01.05.00, from 9:15 AM
through 3:00 PM, it was determined that the facility
had not provided residents with a safe and clean

- environment in 14 of 40 resident bathrooms. Rooms
- 100, 101, 103, 105, 203, 209. 211, 502, 307, 308,
1310. 312,313, 316. Other rooms were diry orin

need of repair. ( Rooms 102, 107, 202, 206, 210, 212,
317,400, 503, 506, and 307)

Findings include:

1. Fourteen of 40 bathrooms had a common
problem. The seams at the threshold to the bathroom
were torn or unglued. They stuck up into the air and
presented a potential hazard for a resident to stumble
on them.

2. Other rooms were dirty or in need of repair. Room

102 had debris in the comer of the room and a
buildup of dirt ar the metal strip that covered the
threshold seam. Room 107 had two pieces of urinal

~ deodorant bar melting on the floor behind the toilet.

Room 202 had plaster smears about one foot square
above the rubber glove holder. it needed sanding and
paint. Room 206. at the toilet base, there was a brown
stain vertical from the top of the toilet base to the
bottom. Room 210 had two tissues behind the toilet
on the floor. Room 212 was missing a bolt cover on
the base of the toilet presenting a hazard. Room 317
had a rubber glove on the floor and dirt particles on
the tub floor. Room 400 had a water spill on the floor
under the sink and holes in the East wall. Room 503
had plaster off the wall dividing the toilet and shower.
Room 306 had a chest of drawers with handles

F 232

! replace the missing bolt cover on

DEFICIENCY) F
F-252 |

1) The Maintenance Supervisor
will repair torn or unglued seams ,
at the threshold to the bathrooms |
in the residents rooms 100, 101, .
103, 105, 203, 209, 211, 302, 307, ]
308,310,312,313, and 316.
In room 202, he will repair the
plaster above the rubber glove
holder. In room 212, he will

the base of the toilet. In room 503,
he will replace the plaster on the
wall dividing the toilet and the
shower. In room 506, he will
repair a chest of drawers which
has it’s handles missing, and hook
the drapes. In room 507, he will
repair the missing floor cover at
the threshold to the bathroom.

2) The Housekeeping Supervisor
will clean resident rooms 102, 107,
206, 210, 317, and 400.

3) On February 10, 2000 the House-
keeping Supervisor will conduct an .
inservice for the housekeepers. She .
will educate them in the proper way
to clean a residents room. She will
present the housekeepers with a
cleaning room checklist.

i
|
|

K3)
COMPLETE
DRTE
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ENVIRONMENT

- The facility must provide a clean bed and bath linens
' that are in good condition.

This Requirement is not met a3 evidenced by:

Based on obsen ation, a confidential 2roup interview,
and a family interview. it was determined the facility
did not provide clean bed linens tha: were in good
condition.

Findings include:

I OnGl0400a:10:45 AM 2 contidential
meeting was held.

group
[n this mezting. it was reported by

6 of 11 residents that bed linens do not get changed on

the days of their bath schedule. Facility policy is to
change linens on the days residents bathe and as
necded.

2. On01/3/00 at 1:15 PM, a family member stated

that the resident's bed linens don't get changed. The
family member lifted a quilted pad that she had placed
on the bed to cover a 5 inch diameter brown stain near
the center of the bedspread. A 3 inch diameter brown
stain was observed to be near the foor of the

~ bedspread. On 015,99, ar 8:23 AM, the same

markings were observed to be on the bedspread and
pad on the resident's bed. On 01/6,00 at 9:00 AM, the

- same bedspread and pad were observed to be on the
resident's bed.

(X$mo ! SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION &5
PREFIX |  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET:
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOTHEAPPROPRIATE | D4TE

; DEFICIFNCY) !
F232 ' Continued From page 9 F 2352 . . '
| P 4) The Housekeeping Supervisor, 5
| and/or Mzintenance Supervisor
' missipg. The drapes were unhooked. and a recliner i ' will monitor, by way of written
bad diny T Thepan mats of dried e shots and audit tool. This audit will check
S debrison it <re was arust color bui up in the . H i
‘ - ms
. comer of the room. Room 507 had the floor cover for'cleanlmess, as well. as lte J
f missing at the threshoid to the bathroom. which need to be repaired. . ]
51:535[_:4 ! 433.15(]’!)(3) Requiremnent F 254 Items which need to be repalred f

will be corrected by Maintenance.
This audit will detail dates, and i
times, as well as signed by the

person conducting the survey.

Rooms found to be unsatisfactorily
cleaned, will be cleaned by the
Housekeeping supervisor. This .
audit will be completed weekly ;
for a period of one month,
consisting of one wing per week. j
At that time, the audit will be |
done no less than once a month.
Results of this audit will be

reported at the QA meeting,

5) The Housekeeping Supervisor
and the Administrator will be !
responsible to ensure compliance. |

HCFA-2367L
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F254 ! Continued From page 10 F234 F- 254 |

3. On0l/5/00 at 8:50 AM, resident 50's bedspread

- was observed to be stained. The bedding was pulled

; back to reveal dark brown crumbs on the bottom sheet
I and a brown smear on the quilted pad in the bed.

| 4. On 01/05/00 at 11:50 AM, both residents 44 and

45 were observed to have large stains on their bed

' spreads.

+ 3. The bed linens of resident 53 were observed
01'400and 01'5 00. The sheets had 15 or more dried |
brownish colored streaks on them during both days. .

F312 483.25(a)(3) Requirement
"B QUALITY OF CARE
A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming. and personal and
“oral hygiene. |

This Requiremnent is not met as evidenced by:

Based on observation, a confidential group interview,
review of the aides flow sheets for the month of
- December 1999, and review of the aides flow sheets
for 6 of 18 sample residents. it was determined that
- the facility failed to carry out the bath schedules for
residents and failed to provide necessary services for
eating and "cares every shift”. Residents: 4. 10, 29,
43.33.66and 71

Findings include:
I In a confidential group meeting held 01/04/00, at
10:45 AM, 6 of 11 residents reported that they didn't

receive a bath when it was scheduled.

2. Areview of 27 aide flow sheets, at random, for

1) On February 10, 2000, the
Director of Nursing will conduct
an inservice for the Certified
Nursing Assistants. She will
educate the C.N.A.’s to change
residents bedding on their bath
days, or ifit is dirty.

‘ 2) The Assistant Director of
Nursing will conduct a weekly
written audit, to determine

the cleanliness of the Resident’s
hinen. This audit will be random,
and include no less than 12 rooms.
This audit will be dated, as well
as indicate the time which it

- was completed. The ADON will
. also sign the bottom of the audit
| tool. Findings of this survey will
be reported at the bottom of the
form by way of %. When the
goal of 95% has been reached,
this audit will be completed no
less than one time per month.
Results of this audit will be
shared each month with the QA
committee.

s

'3-2 L x
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X8 SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION 2
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j DEFICIENCY E
b i - . . ‘
F312 | Continued From page 11 F312 ’ 3) The Housekeepmg Supervisor |
: ’ will audit the condition of the ;
the month of December 1999, where the bath schedule | i residents bedding weekly, by way
- and the recording of baths appear, bath schedules i of a written audit tool. This tool
| were missed as foliows: ™~ will detail the date, and time of
| 2 Missed 3 to 5 times = 3 residents : ;
- : X ) it, and signed by the _
| b. Missed 6 to 8 times = 6 residents the auit’ an Sign .y Ifth i
| ¢. Missed 9 or more times = 9 residents Housg e_ep_mg Supems.oy. ¢ ‘
f . bedding is in poor condition,
| Only 3 of 27 were bathed on schedule. she will immediately replace it.
. : . i Bedding that is in poor condition
3. Review of the aides flow sheets for 4 sample ' . " will be discarded by the laundry |
residents, where the bath schedule and the recording ; f and bedd; ill be !
of baths appear, bath schecules were missed as | . stall, and new bedding w . i
fotlows: ' ; . ordered by the Housekeeping |
; + Supervisor to replace it. An
a. Resident 4, with a Stage [1 skin breakdown on her | . inservice by the Housekeeping
coccyX during this time, was 1o hafre a whirlpool })ath I ; Supervisor will be held on i
- {CT) on Thursdays. Resident 4 missed one bath in ] ' Feb 10, 2000 for all of the '
each of September, October. and November 1999, ! ; cbruary 10, or l
Missing of one bath meant this resident went without - laundry staff to educate them '
a bath for two weeks. on this process. Totals of com-
. . o o pliance will be calculated at the ,
b. Res:denF 10, ‘f””i‘ a Stage [! skm orf:'akdoum on his | bottom of this audit tool. When |
coceyx during this time, was to have a "CT every day te of 95% has been !
unt:l healed before treatment”. Resident 10: missed h] a SI%CCESS 1':% €o 7070 as .
- of 12 from January 1-12. 2000: missed at least 16 in ! achieved this audit will then be i
December, 1999: missed 3 in November, 1999 i completed no less than once a ;
- missed 9 in October, 1999; missed 7 in September, month. The results of this audit j
; [9?9; missed 12 in August. I99?; and missed at l.east | will be shared with the QA ;
| Uin July. 1999, Baths were missed | to 6 days in a . :
: ’ iy committee. ,
row. ‘
¢. Resident 29 was scheduled to bathe on Monday, 4) The Housekeeping Supervisor,
. Wednesday, and Friday. Resident 29: missed 6 times and Administrator will be re- i
“in D_ecernb_er, 1999, gnd went 7 to 8 days betwe;n sponsible to ensure compliance. 1\[
 bathing: missed one in November, 1999: and missed ‘
. four in October, 1999,
t
HCFA-2567L ATGazIZ9 If continuation sheut 12 §1'60
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(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION &
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ’ COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOTHEAPPROPRIATE |  DATE
: DEFICIENCY) \ |
F3I2 Continued From page 12 F312 F-3i2 ‘&2-’ U.:
d. Resident 71, due to skin grafts on her tegs was to .
have a bed bath on Monday. Wednesday, and Friday. I) On February 10, 2000 an in-
' Resident 71 missed thresbaths in November, 1999, service will be given by the I‘
' and one bath was a day late. She missed a bed bath Director of Nursing to the ,
: six days in a row from 11/23 through 11/28/99. Certified Nursing Assistants. !
' 4. Review of the aides flow sheets revealed two pages Following Resident baﬁ'] f
where the aides documented information. Page one schedules, proper charting f
identified specific care areas and page two may in the C.N A. flow sheets, and ‘
.ider.m.ﬁ,' mare specific care areas, d_epending upon the | turning and repositioning our
Il'ndwlduai r_em::lent. as w-ell 35 2 seqtion .cnnth?d, o . Residents will be discussed.
Cares g shift.” On 1.25 00, during an interview with | ;
an aide, she stated that “cares q shift” included the i ; "
specific mentioned cares identitied on page | and all ' i 2) On February 25", 2000 an
the other cares a resident needed byt were not i inservice will be conducted by
specifically identified on page one. The aide further I' the D.S.D. and Administrator
_stated that this section must always be cor:npiet_ed even ‘[ | to discuss peri care, oral care,
if there was documentation on page one since it | | . . -
included the cares not specifically meniioned. She | nail care, Shavmg_’ hair care,
stated that "cares q shift” included items such as oral - ' and assistance with meals.
care, pericare. nail care. shaving fof both men and ‘ L
women, combing of hair. assisting With makeup, * 3) For Residents 4,10, 29, 43,
washing out eyes in the morning, etc. On 1:23/00, ! | 53.66. and 71 as well as all
during an interview with the nursing scaff in charge of ! ! l; i id ’ he Di
the aides, this staft person stated that each specific | otner residents, the Dir ec_tor
care was to be initialled (on page ode) and that the of Staff Development will be
“care g shift” (on page two) was to hlso be initialled. responsible for monitoring
The section "Care q Shift” was spedificaily for the the Certified Nursing Assistant
initials of the aide responsible for ptoviding t?ebcar; flow sheets weekly to ensure
to that resident since there was not ipace available by
each of the specific care ar=as on thg flow sheet for that the baths, as we]'l as
the aide's initials. She stated, "If the initials are not personal care as detailed above,
there, assume the cares are not donel. If not signed i have been completed. To indicate ‘
(documented), not done.” Review af the aides flow monjtoring, the D.S.D. i
sheets and the section entitled, "CarFs q {every) shift", will sign, as well as note !
and the recording of cares being done for 4 of 18 time and date, those flow |
sample residents, revealed the fo[lo‘.%ving: ? f
1
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PREFIX ! (EACH DEFICTENCY 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) -
Fiz ! ti ge 13 312 . 3
‘ Continued From page 13 F sheets as detailed above. This i
; audit will continue until a 95%
’ success can be determined by
. a. Resident 4. missed 29 of 90 “dares q shift” in the QA committee, at which i
: November, 1999; missed'28 of 93 lin October, 1999, time will be reduced to a once
¢ and missed 33 of 90 in September, 1999. .
’ a month audit.
i b. Resident 10: missed 9 of 36 bétween .
¢ 01/01-12/00; missed at least 33 of 93 in December, 4) The Director of Staff Develop-
© 1999, with 1-3 days in a row and || day without cares ment will monitor, by way of :
b e s 0 Naw i g
B o105 s 112 v+ s e written audit tool, o see that the
: X Ny ‘ | ited above
any shift; missed 32 of 90 in October. 1999, with up : persorital cares as deta_?;‘.i dit
to 3 days ina row and 1 day witholit cares by any . - are being completed. This aud
shift: missed 40 of 90 in Septembef. 1999, with upto | . will be completed weekly, and
7 days in arow and 3 days without|cares by any shift;  will include a random sample of
~mussed 31 of 93 in August. 1999, With up to 4 days in ; at least 20 residents. When a
Parow and | day without cares by anpv shift; and ' £95% has been reached
missed 36 af 93 in July. 1999, with upto3 daysina su‘ccess _0 R dt nce’
row and 3 days without cares by arly shift. | this audit will be reduced to o
i amonth. When substandard
¢. Resident 29: missed 12 0f 93 in December, 1999, 3 ' results are noticed, the Director
with 1-3 days in a row; and missed| [ 3 of 93 in . of Staff Development will im-
October, 1999, with 1-3 davs in a fow. ; mediately review proper care
d. Resident 71: missed 30 of 90 ip November, 1999, techniques with the responsible
with from 1 to 7, 8. and 9 days in 4 row, and 6 days Certified Nursing Assistant. |
without cares by any shift. Results of this audit will be ,
_ shared with the Q.A. Committee. |
The missing of baths and other cargs detracts from ;
residents’ abilities to reach or main[ain their highest _ :
practicable level of functioning. | 5)The Adm]msn:ator ?nd '
' Director of Nursing will be :
5. Resident 66 was a 99 vear old| female with responsible to ensure :
diagnoses of dementia and arthritis|y The Food compliance. !
- Service Supervisor's annual weight|tracking record ;
- documented resident 66's last weight to be 85.5 ‘l
pounds on 1/6/2000. |
|
i
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PREFIX |
TAG
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PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE

F312 | Continued From page t4

- (MDS) dated 10:33,99, as needing

| having limited range of motion o

i hands.

- with need for mechanically altered

plan goal was that resident 66 "wil

- episodes”. Care plan interventions

were identifled as:
[. Pureed diet

[B¥)

Monitor dietary intakz q (every

F S V)

. IBW (ideal body weight) [13,
296 =89.4.97=90,5.93 = 83 2
6. Snacks [0-2-HS (Bedtime)
7. HN (nutritional supplement) qi
Problem #3 of the same care pian ig
as totally dependent on staff for eat
for the resident’s weight not to deer

. pounds.

' Resident 66 was observed. on 01/5
through $:47 AM. At 8:05 AM the

her bed on her overbed table. At 8:

and pureed food into the room. No

The resident was identified on her Minimum Data Set
eating. The MDS also identified resident 66 as
ter arms and hands

! bilaterally, full loss of voluntary movement to her
. arms, and partial loss of voluntary movement to her

" Resident 66's plan of care dated 10.21/99, problem
. #2, addressed "chewing and swallgwing difficulties

Moniter chewing and swallowing abilities

Monitor weight q (every) month

- observed sleeping in her bed with full side rails up on
both sides. A regular textured breakfast tray was near

. aide was observed to bring a second
to waken or 1o feed the resident at that time. During

. the time period between 8:05 AM and 8:47 AM, the
aide was observed to remain in resident 66's room for

total assistance for

foods™. The care
have no choking
for problem #2

meal

sual 100, admit
9 =92

d (four times daily)
dentified resident
ng. The goal was
ease below 80

DO from 8:05 AM
resident was ;

15 AM, anurse
ray of beverages
attempt was made

F312

CROSS-REFERENCED TO THE APPROPRIATE ’
DEEICIENCY) .
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COMPLETE
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F3i12

: Continued From page |3

8:47 AM.

6. Resident 43 was a 43 vear old

2 minutes prior to rernoving the fl

-
-

Il breakfast tray at

An interview was conducted on 0[1/5/00 with the 2
pool nurse aides (temporary contriacted staff)
responsible for the hall on which resident 66 resided.
Both nurse aides stated that they I'Ed not worked with

the residents before. They stated {
they received before working with

¢ only orientation
the residents on the

hall was, "Who gets up themselves. who needs assist

to get up. and who needs 2-person
about it”.

A confidential interview was cond
with & nurse aide. She stated the '

assist, and thats

uctad on 01/5/0G
pool aides usually

work the 300 hall because that is where they are

usually short™.

On 1300 at 10:17 AM. autritionhl supplements were
delivered to the hall on which resident 66 resides. At

11:07, resident 66's carton of Reasd

urce nutritional

supplement was observed 20 be at her bedside,
uncpened. At 1:00 PM. the same carton of Resource

was observed to be unopened and

admitted to the facility on 5.23.97

at her bedside.

male who was
with the diagnoses

of multiple sclerosis, unspecified protein-calorie

malnutrition, chronic obstructive p
paralytic syndrome, and cauda eqy
neurogenic bladder.

The MDS (minimum data set} for
mandatory comprehensive assessm
completed by qualified facility sta

ulmonary disease,
ise syndrome with

resident 43, a
ent of the resident
(T, dated 9/22/99

and 12/17/99, documentead that resident 43:

F312

i
I
|
i
}
|
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F312

Continued From page 16

- needed extensive assistance with bed mobility (how

- the resident moves to and from lying position, tumns

|
i
]
}
I
i

- side to side, and positions body while in bed)

- was totally dependent upon staff|for transferring

(how the resident moves between surfaces - to/from:

bed. chair, wheelchair, standing pgsition)
SP

- - was totally dependent upon stafffor toilet use,

bathing. dressing and personal hygiene

= was not verbaily or physically abusive, was not
socially inappropriate and did not fesist care

During interview with a nurse on 1 1200, she stated

- that resident 43 had never refused to tum or reposition

when she had offered to assist him

During an interview with a facility aide on 1/12/00,
the aide stated that he she had worked at the facility
over 8 months. The aide stated that there was
“definitely a problem with lack of $taff” and that there
were "many times we haven't teen|able to do baths,
change briefs (incontinence pads) ¢r provide turning
and repositioning due to lack of staff.” When asked
specifically about resident 43, the dide stated that

- there "were times when he wasn't ¢ anged or

repositioned like he should have bden - sometimes for
four hours or more.” The aide continued to state that
resident 43 had "never refused to b repositioned or
turned”, "never refused to be moved from his chair to
his bed” and was “usually the one who requests to be
put in bed or repositioned.”

. During another interview with a fadility aide on

- 1/13:00, the aide stated that he/she had worked at the

facility over 6 months. The aide stated that "there

F3l2

|
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. or change him because there wasn

' up of yellow and brown plaque-lik
* teeth and a bad breath odor.

. in October 1999, not 4.

resident 43 revealed that he receiv
~that month. Baths on the Flow Sheet were scheduled

have been many times we've been
When the aide was askad how this

able to get to turning and repositig
incontinence care and hardly ever
care." When asked specifically ab
aide stated that there were times tH

The aide stated that resident 43 "d
or repasition,”

Observation of the inner mouth of]
i 400, 1500, 1600, 111001
revealed him to have very rad gum

Review of the October 1999 Flow
resident 43 revealed that he receiv

short staffed."
affected the care

- provided in the facility, the aide stated, "not being

ning or

getting to oral

out resident 43, the
ev "didn't turm him
t enough help.”
pesn't refuse to turn

resident 43 on
1200 and 1/13/00
s with a large build
2 material on his

Sheet record for

thar month. Baths on the Flow Sheet were scheduled

to oceur every Tuesday. Thursday
Resident 43 should have received

and Saturday.
n total of 13 baths

Review of the November Flow Shest record for

to occur every Tuesday, Thursday
Resident 43 should have received
in November 1999, not 3.

Review of the December 1999 Flo
resident 43 revealed that he receiv

to occur every Tuesday, Thursday

in December 1999, not 6.

ed a total of 5 baths
and Saturday.

4 total of 13 baths

w Sheet record for
ed a total of 6 baths

~that month. Baths on the Flow Sheet were scheduled

and Saturday.

. Resident 43 should have received a total of 13 baths

ed a total of 4 baths

|
I
|
I
|
|
|
i
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| scheduled. When asked, resident 4
| ever refused to turn or reposition w
! staff. When asked if he was turned
" as often as he needed to be. residen

admitted to the facility on 7 6,93
Tre MDS for resident 33, datzd 11
. dressing, toilet use, personal hygie

- Observation of resident 33 on 1/4.
LT1'00. 1712/00 and 1.13.00 reved
large butld up of food and plague-!
teeth and a bad breath odor. These]
made at various times during the dj
several times before breakfast had
resident 53. Observations made th
survey revealed resident 53 to have
fingemnails with dried brownish ma

F313

483.25(¢) Requirement
$$=G 7-20() Req

_QUALITY OF CARE
" Based on the comprehensive assess
resident, the facility must ensure t
enters the facility without pressure
develop pressure sores unless the |
condition demonstrates that they w
and a resident having pressure sorg
+ necessary treatment and services I
- prevent infection and prevent new
' developing.

that she was totaily dependent upoI

. During interview with resident 43 on /12,00, he

: confirmed that he did not teceive blaths as they were
3 denied that he
hen requested by

and repos

7. Resident 33 was a 92 vear old female who was

Q. 1/5/00,
led her to

1vs of surv
peen serve

ment of a

'S receives
D> promote

t 43 stated, "no."

5 99. documented
saff for eating, !
e and bathing.

ke material on her
observations were

pse same days of
fong, chipped
terial under them.

at a resident who
sores does not |
ndividual's clinical ;
ere unavoidable; i

F3i2

itioned

1/6/00,
have a

ey, ‘
d1io |

healing,

sores from
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E
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This Requirement is not met as eyidenced by: E | F-314 6‘2# 00
This is a repeat deficiency from the 10/27/99 | ]l {
abbreviated complaint survey. i . . ;
: T~ 1) On February 10,2000 and inservice |
* Based on observation, interviews, review of resident will be given to the Nurses and the
| medica_l recrord;. argl /;;v;;w of the lf'acilityc';, plan .Of ) Certified Nursing Assistants by the
; correction for the 10/27:99 survey| it was determine . . STFH
‘ . . f . . will di 5
- that the facility did not follow, their plan of correction. Dlrwor, OfNursmg ihe discuss
- It was also determined that for 2 of 18 sample focus DQ staging and wound care. ;
- residents, the facility did not ensure that a resident ! i
without pressure sores did not develop pressure sores " . 2) For Residents 26 and 43, a .
and did nc?t.ensure t‘tzat a resident hav:’dng pressure \ complete skin integrity check will
sores receives necessary reatment an .ser‘wces to i ' be preformed weekly by the Care
promote healing. Resident identiflers: 43 and 26, : ; X LT
{ . Plan Coordinator. This will be by
Findings include: l - way of a written tool, signed and
| ' dated. This weekly/monthly monitoring :
L. Rgsmient 43 was a 43 }r:-a; old a.}¢ who was i will be in addition to the weekly skin ‘
' B i |
ad_mme_d 1o the taC}lJt} on 3 _.;,97 \':th‘ the dla_gnoses ; checks preformed by the nurses. j
of multiple sclerosis. unspecified protemn-calorie ; . 1 b d to th :
malnutrition, chronic obsTuctive pulmonary disease, Inforrnan_on wil be reportce to the
paralytic syndrome. and cauda equise syndrome with nurse caring for these residents, as
neurogenic bladder. - well as the wound care team which ;
. . _ i : i meets no less than once a month. i
Rc:n_dent 43 was t'qund 10 have a st3ze 2 pressure sore Physician notification and orders will |
to his coccyx on 1.4.00. The facility was not aware of ! be i these D dif
the stage 2 pressure sore to the cocd vXx of resident 43 | ¢ given to treat es_e_ Qs, an I vy
until it was identified by the registeted nurse surveyor " ordered, pressure relmng (_ie“ces will !
~on 1400, | be used. Turning and positioning
Q | sheets will be filled out for residents
Facility staff did not notifs resident|[43's phys.ician o‘f i 26 and 43 by the Certified Nursing
the stage 2 pressure sore to the cocqvx of resident 43 ! Assistant :
until 1713.00, nine days afer they became aware of it. ; | fSsistants. 4
Facility staff did not obtain an ordef to treat the stage | \
2 pressure sore to the coccyx of resident 43 until ‘ ;
1/13:00, nine days after they became aware of it. The !
physician was not made aware of resident 43's r |
pressure sore until 1/12,00 when the registered nurse | l
HCFA-2567L ATGO212%9 If continuation sheet 20 60




Mt. Ogden Nursing & Rehab
Wound & Skin Assessments

Policy & Procedures For Assessing Wounds & Skin

Basic Responsibility: Licensed

Nurse

Procedure Performed By: RN, LP.N.

Purpose:

Procedure:

1. To promote skin integrity.

2. To prevent wounds and skin breakdown.
3. To promote healing jof existing wounds.
4. To seek treatment as soon as possible.

1. Braden Risk Assessment: To be completed on all new admissions within 24 hours, then
monthly if compromised in skin integrity. Then placed on skin flow sheet to be checked no
less than once a week. The Assistant Director of Nursing will be responsible to see that
these are complete.

2. Wound and High Risk Residents: When the resident scores 14 or less on the Braden
Scale, or if they have a pressure ulcer or other wound, the Nurse will fill out the Wound
Team Evaluation Request form and tumn it into the Director of Nursing. The Director of
Nursing will notify the Dietary Manager so that the nutritional needs can be adjusted if
necessary.

3. Wound Care Team: Consisting of the Director of Nursing, Assistant Director of
Nursing, Care Plan Coordinator, Dietary Manager, Dietary Consultant. This team will
perform an evaluation of the wound, and recommend a course of treatment within 48
hours of their meeting.

4. The D.O.N,, and Dietary Manager will receive copies of these recommendations.

5. Contacting the Physician: The nurse caring for the resident will contact the resident's
physician regarding the wound team's recommendations if changes are necessary. If there
has been significant change, a family member shall aiso be called. New orders, if any, shall
be followed. No treatment changes will be made without consulting with the Wound Care
Team, unless specific orders are given by the attending physician.

6. Treatment and Dressing Changes: Will be performed by the attending Nurse.

7. Weekly Skin Assessments: Will be performed by the nurse no less than every 3 months,
and piaced in their chart.

8. Physical Therapy will assess and evaluate the need for pressure relieving devices, as
well as disbursement. They will also initiate the telephone order implication, and follow
through.

9. When the wound is not healing properly, or if any other significant changes occur, the
Wound Care Team will reevaluate the wound, notify the physician for possible new
orders.




10. Refer to "Smith and Nephew - Pharmaceutical Wound Care Protocol" for staging &

interventions of D.Q.'s.
11. The Nurse should complete the documentation as outlined on the skin care and

pressure record, as defined by Smith and Nephew.

12. Skin breakdown referrals from the nursing staff will be evaluated during the following
Wound Care meeting. However, should the nurse feel that a quicker response is necessary,
an immediate call can be made to the physician.

13. The Wound Care team will make recommendations, via the nurse, to the Physician

regarding pressure relieving devices if appropriate.
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|
surveyor called him to discuss the resident. During | 3) The Wound and Skm.Comrmttee f
the telephone interview with the physician on 1/12/00, i will make recommendation for the |
; the physician denied kno®ing of a pressure sore to the above residents, as well as other ]
; coceyx of : : :
e - o residents, and follow up information
% resident 43. The physician also denied giving the i b ’v 1 1o the attgn ding nurse |
- order for "duoderm” which was found on the January Wil D€ gIve . ,g, {
2000 treatment record for resident 43. for follow up with the physician. '
When the Wound Care Tem has !
Facility staff were not consistently providing ' determined that the skin integrity :
treatment and services to promotg healing of the 1 has been restored with these two
[ 3 . ! . . A .
pressure sore | . residents, their audit will be changed
: !
From the first observation of the pressure sore by the | ' to once a month.
RN surveyor on 1 '4°00 to the last observation 1 '
performed prior 1o exit on | '13.00. the stage 2 ‘ : 4) Our facility will follow the ;
pressure sore had i_ncreased in size iirom 23 cm i : “Wound and Skin Assessments “ '
(centimeter) by 25 cmto | cm by .5 ¢cm. Ofthe four | ; licy and procedures for
different days the pressure sore was observed (1/4/00, | i po y. P .
1°3/00. 1/12:00 and 113 CO), the prassure sore to the . assessing wounds and skin.
coceyx of resident 43 had a dressing on it only one (See enclosed.)
day (1'3/00). The pressur2 sore was not observed to ’
gave p;ot;ctive cream on it during any of the four 5) The Care Plan Coordinator
Ays of ebservation. | and the Administrator will be
The MDS (minimum data set) for resident 43, a | ‘ responsible to ensure compliance.
mandatory comprehensive assessment of the resident l }
completed by qualified facility staff, dated 9/22/99 ! : i
and 12/17,99, documented that resident 43: ! |
: |
- needed extensive assistance with bed mobility (how | L
the resident moves to and from lying position, turns i ;
side to side, and positions body while in bed) ‘ :
t E
- was totally dependent upon staff for transferring | : @
(how the resident moves berween surfaces - to/from: ! i
bed. chair, wheelchair. standing position) | E
|
{ | z
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+ Continued From page 21

. hygiene

+ - was not verbally or physically abusive, was not
' socially inappropriate and did not resist care

43, Resident 43 was found to have a stage 2 pressure

. chart of resident 43. The nurse's notes, dated 1/4/00,
~documented "Pt. (patient) has DQ (decubitus

- Upon review of the medical record of resident 43, the

. within the 300 hall treatment book on a page

- was totally dependent for toilet use and personal [

-
-

- had no ulcers (either pressure or stasis)

On 1/3.00, a facility nurse had documented on the
weekly skin monitoring shezts that resident 43 had a
stage | red pressure area to his coceyx which
measured i/4 cm,

On - 4.00, the registersd nurse survevor and a facility
registered nurse performed a skin check of resident

sore on his coccyx which measured approximately .25
cm by .25 ¢cm. The 300 hall nurse, who had
documented the presencs of the red pressure area the
day betore, was asked if she was aware that the
pressure sore had progressed and was now open at a
stage 2. The 300 hall nurse replied that she was not |
aware that the wound was a stage 2 and stated that she
would "take care of it.”

On 1/5/00. the registered nurse survevor checked the

ulcer’pressure sore) 1,4 X (by) 1.4 in circumference -
Dr. (resident’s physician) Notified - See Orders -
Duoderm applied - tx (treatment) to chg (change) q
{every) 3ed day until resolved.”

surveyor observed that there were no orders from the
physician regarding the pressure sore. However,

F314

CROSS-REFERENCED TO THE APPROPRIATE i D
|
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designated soiely for resident 43. the following was
written "{-1-00 Duoderm chg {change) q (every) 3rd
- day and PRN (as necessary) until resolved.” The area
| identified for this treatment was the COCCyX.
i Observation of resident 43's coccyx area on 1/5/00,
i revealed that it was covered by a duoderm dressing
| but that the dressing was rolling back upon itself
causing an additional area of pressure to the resident's
" skin.

During the mini exit on | 35.00. the Director of Nurses
(DON) and the Administrator were notified that a
physician's order for the treatment of the stage 2
pressure sore to the coccyx of resident 43 could not be :
- found in the resident's chart.

- On 1/12/00, another skin check was performed on
resident 43 with a facility nurse. It was observed that
the stage 2 pressure sore had increased in size. from |
the 25 cmby 23 cmon ! 460,10 | em by.25 ¢m. |
The stage 2 pressure sore was not covered by a
dressing nor did it have any protection cream on it.
The resident had some fecal material within his
gluteal fold near the open pressure area. The lack of a

- dressing on the pressure sore of resident 43 was

- confirmed with the facility nurse.

* On 1/12,00, the January 2000 treatment record for
resident 43 was reviewed. The dressing changes to
the coccyx of resident 43 had been scheduled by
nursing staff to be performed on 1/4.00, 1/7/00, and
L’10:00. The scheduled changes on /4,00 and
1/7.00 had been signed as having been performed.
The scheduled change for 1/10.00 had not been
signed as having been performed. Resident 43, who

" was alert and oriented, was interviewed regarding the
pressure sore to his coccyx and was asked when he

i
i

i
I
!
|
i
i
|
|
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last had a dressing on it. Resident 43 replied, "There

_ hasn't been a dressing on.it for days and days.” When

asked if staff had applied any protective cream to his

. coceyx, resident 43 replied, "maybe once”.

During a telephone interview with the physician of
resident 43 (also the facility's medical director) on
112700 at 2:00 PM, the physician was asked if he was

- aware that resident 43 had a stage 2 pressure ulcer on

his coccyx. The physician stated that he was "not
aware”, that he "had not teen told” of the pressure
sore to the coceyx of resident 43, When the physician
was asked if her had orderad anything to treat the
pressure sore. the physician stated, "no”. The
physician was informed that a nurse's note in the chart
of resident 43 stated that he had been notified on
1'4.00 and orders for ducderm had been received.
The physician stated that possibly the nurse had
notified his office. The RN surveyor asked if his
office would have given orders to tr2at the pressure
sore. The physician stated. "no™.

During interview with the 300 hall nurse on 1/12:00 at
approximately 3:00 PM, she was askad if she had
resident 43 scheduled for a dressing that day. The

: nurse replied that she did not because there were no

orders to treat the pressure sore. The nurse stated that
she was going to contact the resident's physician and
get orders for the pressura sore,

On | 13.00. another skin check of resident 43's
coccyx was performed with a facility aide. It was
observed that the stage 2 pressure sore had increased,
from 1 cmby 25 cmon | 12.00, o lcm by .5 and
appeared to be branching off in two additiona! areas.

+ The pressure sore was again observed without a

dressing or protective cream. Review of the medical

HCFA-2367L
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Continued From page 24

record of resident 43 on ! 13.00 revealed that there |
continued to be no orders to treat the stage 2 pressure
sore to his coccyx. The DON was made aware that
there continued to be no orders to treat the pressure
sore on resident 43. The DON confirmed that she,
too, could not find orders to treat the current stage 2
pressure sore. i

- During interview with the 300 hall nurse on 1/13/00 at
approximately 2:00 PM, she stated that she had called
the physician of resident 43, had obtained orders to |
treat the stage 2 pressure sore to his coceyx and was
proceeding to do the trearment.

- Lack of services to prevent pressure sores and
- promote healing of the existing pressure sore:

During interview with a nurse on 1 12,00, she stated
that resident 43 had never refused to tum or reposition
when she had offered to assist him.

During an interview with a facility aide on 11200,
- the aide stated that he 'she had worked at the facility |
over 8 months. The aide stated that there was
. "definitely a problem with lack of staff" and that there
were "many times we haven't been able 10 do baths,
change briefs (incontinence pads) or provide tuming
and repositioning due to lack of staff.” When asked
specificaily about resident 43, the aide stated that
there "were times when he wasn't changed or
repositioned like he should have been - sometimes for
four hours or more.” The aide continued to state that
resident 43 had "never refused to be repositioned or
“turned”. "never refused to be moved from his chair to
' his bed” and was “usually the one who requests to be
put in bed or repositioned.”

F3l4
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. Continued From page 25

- During another interview with 3 facility aide on

1'13.00, the aide stated that he. she had worked at the

i facility over 6 months. The aide stated that "there

have been many times we've been short staffed.”
When the aide was asked how this affected the care
provided in the facility, the aide stated, "not being
able to get to turning and repositioning or

 incontinence care and hardly ever getting to oral
- care.” When asked specifically abour resident 43, the

aide stated that there werz times they "didn't turn him
or change him because there wasn enough help.”

The aide stated that resicent 43 "doesn't refuse to wm |

or raposition.”

Review of the December 1999 Fiow Sheet record for
resident 43 revealed that he received a total of 6 baths

- that month, Baths on the Flow Sheet were scheduled

to occur every Tuesday. Thursday and Saturday.
Resident 43 should have received a total of 13 baths
in December 1599, not 6.

During interview with resident 43 on 11200, he

confirmed that he did not raceive baths as they were
scheduled. When asked. resident 43 denied that he
ever refused to tum or reposition when requested by

- staff. When asked if he was tumed and repositioned
- as often as he needed 1o be. resident 43 stated, "no."

The care plan for resident 43 was reviewed several
times during the survey process, with the last review
on 1’13 00. The care plan for resident 43 included the
problem of "Potential for Alteration in Skin Integrity”
which had not been updated to reflect the actual skin
breakdown from 11.7.99 to 11:24.99 or the actual
skin breakdown observed 1 4.00. Several of the
interventions tor this care plan included:
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- Notity MD with questions and coneems.
- Treatment per orders. -
- Keep skin clean and drv.

+ - Turm and reposition every 2 hours and as necessary,

* The facility did not provide treatment and services to

prevent development or promote healing of the stage
2 pressure sore on the coceyx of resident 43. The
facility did not follow the care plan for "Potential for
Alteration in Skin Integriny”. The facility did not
notity the MD with questions and concemn regarding
the stage 2 pressure sore to the coceyx of resident 43
for 9 days after they became aware ofit. The
physician only became aware of the stage 2 pressure
sorz on 11200 because the RN surveyor called him

1o inquire about resident 43. The facilitv did not
~ obtain orders to treat the stage 2 pressure sore to the

coceyx of resident 43 until 1713.00, 9 days after they
became aware of the pressure sore. Based on
observation of resident 43 on 1,400 and 15,00 soiled
with feces. interview with two nurse aides, interview
with resident 43 and review of the 12 99 flow sheet
record for resident 43, the facility did not keep the
resident clean and dry as written in the care plan.
Based on interviews with resident 43 and 3 facility

' staff, the facility did not provide turning and
- repositioning every 2 hours and as necessary as

written in the care plan.
2. Resident 26 was a 93 vear old temale who was
readmitted to the facility on 5.6.99 with the diagnoses
of cerebrovascular diseasa. hypertension, Parkinson's
disease, coronary artery disease, hypothyroidism, and
sick sinus syndrome with a pacemaker.

The MDS (minimum data set) assessment dated
UE'E1-99 documented that resident 26 had developed
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a Stage 1l pressure ulcer. The treatment record dated
November, 1999, documented the Stage Il pressure
ulcer on her coceyx as béing healed on 11/15/99. The

. Braden Scale, dated 11.24. 99, identified resident 66
- as being at moderate risk for pressure ulcers,

- Resident 26 was identified 6n 01.02. 00 as acquiring a
- Stage Il pressure ulcer on her coccyX. A review ofthe

24-hour nursing report. physician's orders. treatment
sheets. and nurses' prograss notes evidenced the
following:

01 02:00 - residant 26 was identified as having a
“"split” Stage I pressure ulcer as reported by the day
shift nurse on the written 24 hour report which was
provided to the Director of Nurses (DON). The day
shift nurse wrote that she was zoing o have a nurse
call the physician on 01.03 00. Nurses' progress notes
for 01°02.00 indicated that the resident's "skin {was)
warm and dry”. There was no notation about a
prassure ulcer or changes in r2atment.

01.05°00 - Nurses progrsss notes dated 01.3/00 at
6:30 PM documented the following: "CNA (centified
nurse aide) states open area on coceyx. Noc (night)
shift nurse to assess. AM nurse of (off) duty and
resident up in chair. Noc shift nurse will assess”.

0105 00 - A physician's telephone order was obtained ;

01 03.00 at 8:00 PM for "Duoderm 10 Stage !l skin
breakdown on coccyx - change q{every) 3 days and
pm {as needed) until healed - monitor daily”, There
were 25 hours between the time the | 2,00 day nurse
identified the pressure ulcer on the 24-hour report
until the night nurse notified the physician and
obtained a treatment order on | 3.00.
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: ¢m reddened circular areas on resident 26's right outer
; heel and on her mid left heel. The nurse nated the

, Fesident’s heels were elevated off the bed and lotion

+ was applied. She also documented the resident's

. found.

Continued From page 28 PF3Is

01.03.00 - Nurses' progress note dated 01.05,00 at
H1:00 PM documented 2 new skin problems of .25

hands were examined with no.redness nor open areas

01.06:00 - Observation of resident 26 a¢ 10:30 AM by |
facitity nurse and 2 nurse survevors revealeda lemx
.3 em Siage [l pressure ulcer in the gluteal fold at her |
coceyX. On her right heel there was 2 4 cm diameter
red Stage [ pressure ulcer witha 2 ¢m x 1.5 cm white
inner circle with a darkened center, On her left heel |
was 3.5 cm x 4 cm reddened area with a .5 cm x 3 |
¢m. grayvish area at the center. A .23 cm open linear |
lesion within a .3 ¢m reddened area was observed on |
the second knuckle of her left ring finger, ‘
Observation on 01 06,00 revealed that thers was no
pressure relieving device on her bed.

01:06.00 - Az 7:00 PM on 01 06 00, a nurse noted a j
telephone order to *1) tum q 2 hours while in bed, 2)
heel protectors on at all times - suspended hesg - i
theraboot to be ordered, 3) gel mattress, 4) hand i
!

" splints per RTA (restorative therapy aide)”.

|
Failure to Follow the Plan of Correction: i
i

The facility alleged substantial compliance with the
tong term care regulations on 12.27 99.

The follow-up to the abbreviated complaint survey of
10:27.99 and the annual recertification survey were

- completed simultaneously from 1300 through |

1'13.00.

i

i
|
|
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The facility did not follayv their plan of correction for

the 102799 survey based on the following:

Paragraph [ of the plan of correction stated,

© "Upon admission...nursing will also complete a
- 'Braden Scale - For Predicting Pressure Sore Risk'
form. That will determine if the resident is a high,

moderate, or low risk for prassure sores. The Care
Plan Coordinator will gairer the information to
determine if it needs to be addressed on the plan of
care.”

During interview with the Director of Nurses (DON)
on /11,00 at 3:16 PM. she stated thar as per facility
policy. "upon admission” means within 24 hours.

Three residents wers admitnted 10 the facility after the
facility claimed compliancz on 12 27 99

Resident 11 was admitzed on 1231 99, A Braden
Scale assessment was completed on 12/31,99.

Resident 91 was admitted on 1 4.00 and passed away
on 1'8/00. Resident 91 was admitted with multiple
pressure sores, some at stage 4. A Braden Scale skin
assessment was not completed for resident 91 before
she died. This was confirmed with the DON and the
care pian coordinator on | 11 00.

Resident 7 was admitted to the facility on 1/4/00. As
of 1/11.00, the facitity had not yet completed a
Braden Scale skin assessment as mentioned in the

- plan of correction. On 112,00, the care plan

coordinator reported to the survevor that the Braden
Scale skin assessment for resident 7 had now been
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completed by her,

The Care Plan Coordinatdr did not gather the (Braden
Scale) information to determine if needs would be
addressed on the plan of care because nursing did not

- complete the Braden Scale skin assessments for 2 of
' the 3 admissions. '

Paragragh 2 of the plan of correction stated.

“The 'Braden Scale - For Pradicting Pressure Sore
Risk' form will be filled aut by nursing on residents
quarterly and if there is a significant change in
condition. The Care Plan Coordinator will assess
from that form if any charges need to be made to the
residents plan of care "

The 15 current medical records of the focus sample
were reviewed for quarterly Braden Scale skin
assessments. Two of the [5 records (residents 40 and
53} did not have the quarterly Braden Scale skin
ass¢ssments completed as per the plan of correction.

Resident 40 had been admitted to the facility on
8.3.99. A Braden Scale skin assessment form was
found in the medical record of resident 40. The
Braden Scale skin assessment had not been completed
by nursing staff. was not dated. and was blank on both
sides of the form. A Braden Scale skin assessment
was not performed upen admission. There were no
other Braden Scale skin assessments for resident 40.
A quarterly assessment for resident 40 should have
been performed on 11/3.99. As of 1'5.00, resident 40
had a stage 2 pressure sore.

Resident 53 was admitted to the facility on 7/6/95. As
of 15,00, during observation of resident 53, she had 3
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pressure sores which were facility acquired. The last

Braden Scale skin assessment complered for resident
- 53 was dated 8.28.99. A quarterly Braden Scale skin
assessment should have been completed, per the plan
of correction, on 11/28.99.

' Paragraph 3 of the plan of correction stated,

"A skin care and pressure ulcer assessment will be
done by nursing on each resident w sekly. That i
assessment will include:  A) ifthere is anv noticeable
alterations in skin integriry . or B} for pressure sores
and would the assessment would include size, site,
dratnage, color. odor, granulation, and if the wound |
was healing or not. The Director of Nursing would |
review the assessments weekly and note any changes !
in the skin integrity of the residents. Significant !
changes would be passed on to the Care Plan ;
Coordinator and the Inter Discipiinary Team and
appropriate changes made in the plan of care.”

The 15 current medical records of the focus sample
and all treatment books weare reviewed for weekly t
skin care and pressure ulcer assessments. Two of the ;
- I3 residents (residents 26 and 39) did not receive J
- weekly skin care and pressure ulcer assessments as
. per the plan of correction. [
3
|
!

On the weekly skin care and assessment sheet for
resident 26. it was documented that she had a stage 2
pressure sore which resolved on 11 7 99. Skin checks |
were performed on resident 26. by nursing staff, on i
P14 99, 11717.99, 12/8.99, 12/12.99 and 12/15/99.
No skin checks were documented as being performed ’
between 12/15.99 and 1.3.00, a total of 18 days.

- When a skin care and pressure ulcer assessment was ‘
performed on 1.3 00, nursing staff documented that !
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resident 26 had a stage 2 prassure sore on her COCCYX.

Resident 39, who had a retent history of a pressure
sore to his buttocks, last received a skin care and
pressure uicer assessment on 12:27/99. The next

- weekly assessment should have been performed on
. 173/00, but was not. .

Paragraph 4 of the plan of correction stated,

"On November 24. 1999 an inservice will be given to

Nurstng Staff. This will be ziven by the Care Plan

Coordinator and the Staff Coordinator. The topic will -

include necessary care and services related to
pressure sores 1o improve quality of care. The Care
Plan Coordinator will educate staff about pressure

- sores on the care plan and the interventions that are

included ona problem on a resident care plan. This
would include. but not be limited t9; Medication as
ordered, Turn and reposition every 2 hours.
Changing of incontinence pad of briefs when soiled.
Monitor for signs and symptoms of skin breakdown.
Encourage rest period out of wheelchair during
waking hours. Notify M.D. Duoderm. Pressure
relieving devices. The inservice would explain the
tmportance of nursing staff following the
interventions on the care plan to improve skin
integrity.”

When the DON was interviewed on 14,00 regarding
the inservice on pressure sores mentioned in the plan
of correction. she presented four pressure sore
inservices that had been 2iven dated 10/28/99,
12:9/99, 12/10/99 and 12.25.99. A list of nurses who
had worked in the facility during November and
December 1999 was obtained from the facility
personne| department. Afier reviewing all of the

HCFA-2367L
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- any of the four inservices. (Nurses 3. 6, 9, 10, 12, 15
; and 16) When interviewed on 1/6:00 at 9:47 AM,

' nurse 16 stated that she had been hired "near the

' second week in November (1999)" and had "not

- attended any inservices as of vet.”

- responsibility.” When asked if, upon accepting the

. weekly to make sure procedures dealing with skin

Continued From page 33

participants from the four pressure sore inservices and |
then reviewing the list of.nurses from personnel, it
was determined that | of the 5 registered nurses and 6
ofthe L't licensed practical nurses had not attended

Paragraph 5 of the plan ot correction stared,

"The Staff Coordinater will continue to monitor,
¢ducate, and train staff weekly on proper skills to :
improve skin integrity and quality of care. Results of :

- this monitoring will be brought up at monthly Quality l

Assurance meetings.”

The Staff Coordinator was intarviewed 1/13/60 at
3:00 PM. She stated that she had takan over the
position of Staff Coordinator "about 12/12,99".
When asked to show decumentation on how she had
been monitoring. educating and training staff weekly
on proper skills to improve skin integrity and quality :
of care. she stated that she was "not aware this was my

position of staff coordinator, she had been told of her
role required in the plan of correction. she stated,
"no." I
Paragraph 6 of the plan of correction stated,

*...The Staff Coordinator will monitor Resident |
integrity such as tuming and positioning and changing

of incontinence pads or briefs when soiled are being
done.”
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During further interviewwith the Staff Coordinator on | |
1/13:00 at 3:08 PM, she was asked to provide F-325
: documentation to show that she had been monitoring
» resident 1 as required by the plan of correction. The
- Staff Coordinator stated, "I was not aware that this
~ had been made my responsibility.”

1) On February 10, 2000 an in-
service will be given to the Nurses

F325 ' 483.35(i)(1) Requirement F 325 : - )

SS*D  GUALITY OF CARE and Certfﬁed Nursing A.smstant‘s
Based on a resident's comprehensive assessment, the ! : by the D“'ec?or of Nur SIng. Weight
facility must ensure that a resident maintains : . loss, prompting, and offering

acceptable paramerers of nutritional status, such as
body weight and protein levels. unless the resident’s
clinical condition demonstratss that this is not

|

|
possible. i

{ .
This Requirement is not met as evidenced by: l W; CNA’s by the Administrator.
Based on observarion. interview and review of : . Details include: Inviting her to
medical records. it was determined that for [ of the 18 | eat in the dining room for her
tocus sample. the facility did not ensure the resident ! . meals. Ifrefused, to properly
maintained acce[?rablc parameters of_nutrm‘c{nal status, ! position her for her meal, either
such as body weight. Resident identifier: 33. ! . .

| rolling her bed up to a sitting

| position, or assisting her into
her chair. Prepare her meal,

| Resident 53 was a 92 year old female who was explaining what is being offered.

admitted to the facility on 7 6,93 with the diagnoses Assi : Tno
> k ist her in eating if acc .
of blindness, orzanic brain syndrome and disorders of cating epted

substitute meals when Residents
refuse to eat will be discussed.
Specific instruction regarding
resident 53 will be given to the

Findings include:

fluid. electrolyte and acid base balance with volume . If refused, offer a alterative meal.

depletion. As of survey 1 3 00 through 1/13/00, If after several prompts she

resident 53 had 3 pressure sores. refuses, come back in several
minutes and offer anything that

Resident 5_3 lost 14.563'0 of her bod)‘wefigh[ in5 she desires to eat. Ifshe refuses,
months going from 103 pounds on 8.18/99 to 83

pounds on I/3/00. During two mealtime observations, honor her rights by not forcing
staff were not observed to provide sufficient her to eat.
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; ‘ 2) For Resident 53, a written log !
assistance and time necessary to ensure that resident } will be_ kept by the at'.cendmg CNA,
53 maintain acceptable parameters of nutrition. + regarding dates and times that
= reminding prompts were given 1
, The "Weight Loss Report” located in the medical to eat. The plan which is detailed
| record of resident 53 documented the following: above will be followed by the CNA’s.
| -8/1899 103 pounds This information will be given to
-9/6/99 94 pounds the weight loss commuttee each time
- 10:23/99 94 pounds they meet for evaluation on what
11699 93 pounds . has been successful. Those successful
1113, 2 = :
1139992 pounds . prompts noted will be passed along to -
- 12399 91 pounds i s :
316 5 - the CNA’s by the Director of Staff
- 12°16/99  90.5 pounds ; . .
-12.23,99 89 pounds | . Development. Weights for remfient
- 132000 88 pounds j i 33 will be done weekly. The Dietary
. ! | Manager will monitor her weight
The diet order for resident 53 was for puree, texture ! to check progress
as tolerated with health shakss six times a day. 1 i weekly progress.
During interview with the food service supervisor on ! . )
112.00. she stated that the health shakes were 4 ' 3) The Weight-Loss committee
ounces ¢ach providing 190 calories (a total of 1140 . will audit the CNA flow sheets
calories for all 6 health shakes) and 7 grams of . once a month. Those residents
protein. ; who are refusing to eat frequently,
A dietary note, dated 11.2.99, documented "Resident ! 0: have wexght. loss in excess of
continues with a m/s (mechanical soft) diet and i 5% or g_reatef in the last 30 d‘fysa
- tolerates it well at this time, generally greater than or or 10% in the last 180 days will
equal to 75% at meals. Will take house nourishment ; be reviewed, and specific direction
X 6 qd (everyday) = 100%. Needs to receive them | . will be given to the nursing staff :
.consss.temly. between meals.._. Durmg' an addm'onal | ' for follow-up. These sheets will
interview with the food service supervisor on 1/ 12/00, ‘ . mb fth
she confirmed that resident 53 will drink 100% of her . be signed my a member of the }
supplement when offered. | commuttee and dated when '
| reviewed. |
The MDS (minimum data set) for resident 53,a , |
- mandatory comprehensive assessment of the resident
completed by facility staff, dated 8.27/99, documents f
HCFA-2367L, ATGO21299 If continuation sheet 36 f 80
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4) Each resident will be weighed :
. no less than once a month, unless :
that resident 53's cognitive skills for daily decision ! otherwise noted by the weight ;
. making were severely inmpaired. her vision was ! ami .
. severely impaired, and she needed extensive :joss co, ttee. ThOSf: residents !
' assistance with eating. Etem:“ned by ﬂ?e We.lght .IOSS
committee as being high risk, 5%
- The MDS for resident 53. dated 11:5.99, documented or greater weight loss in the past i
that resident 53 had become totally dependent upon 30 days, 10% or greater weight i
staff to eat and drink. loss in the past 180 days, skin '
Based on the fotlowing. the facility did not intervene j breakdown, ﬁeq_uemly r.eﬁ.lsmg
as aggressively as possible for this rasident who was . to eat, decrease in food intake,
losing a significant amount of weight: , i will be weighed no less than 2
‘ ; : times a month. Recommendations
a. It was observed on 1.4 00 during breakfast that i - for those residents will be given
resident 53 was one of the last two rasidents on the ; hat ti he Di &l
300 hall to be served her tray and fed. Resident 53's E at that tlme: The D1etary. é
breakfast had been sitting in the hall cart over 30 | Manager will be responsible to J
minutes before it was takzn to her rcom. The aide ensure that those recommend- "
assisting the resident was an aide in raining and told - ations from the weight loss
the surveyor she had only workad in the facility a few . .
- ’ . . comn .
days. Resident 53 was observed in her bed with the 1 tiee are implemented
head of the bed elevated approximately 30 degrees. . o
Resident 53 was slightly tumed to her right side which ' 5) Our staff will follow the facility’s ;
was facing away from the direction the aide was r weight loss policy and procedure.
standing. The aide did not heat the resident’s food :
prior to feeding resident 33 and did not elevate the 6) The Dietary Manager and
head of the bed or help adjust the resident to a better Administrator will b bl !
" position to make the dining experience easier and fusirato Wl € responsible :
more pleasant for the resident. The aide spent a total to ensure compliance.
of 7 minutes feeding resident 53, Resident 53 ate less
than 10%. |
b. 1t was observed on | '3 00, during breakfast, that
- resident 33 was the last resident on the 300 hall to be
served her tray and fed. Resident 33's breakfast had
_ been sitting in the hall cart over 40 minutes when it '
was taken to her rcom. While her trayv was still on the :
HCFA-1367L ATGAZ1299 If wnunuation sheet 37 &0
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Continued From page 37

hall cant. the surveyor otservad all the items on
resident 53's breakfast reav.

At 8:20 AM, an aide entered the room of resident 53
- with her breakfast tray. Resident 53 was sleeping in

bed. with the head of her bed at approximately 20
degrees, and her body tumed slightly to the right
(facing the watl).

At 8:23 and 30 seconds. the aide exited the room of
resident 33 with the breakfast tray. placed the tray

back on the hall cart and went on with other duties. It |

was observed that resident 33 was in bed with her
eves closed and in the exact position she was in prior
to the aide entering the room. The surveyor went to
the hall cart and observed resident 53's breakfast tray.
The tray was still 100% full, resident 53 had not
received anything off the tray.

AU 3:26 AM. the surveyor 2ntered the room and talked

with resident 33. The resident responded with "Good
moming”. When asked if she was hungry, resident 53
said, "Oh, yes." When asked if she could eat
something, resident 33 said, "I think so. What's for
breakfast?"

¢. When the DON was notified that the aide had spent
3 and 12 minutes with resident 33 and that the
resident had not received any portion of her breakfast,
the DON requested a replacement tray from the
kitchen. The replacement mray did not include the
house supplement of which the resident will drink
100% when offered.

d. Resident 53 had a pressure sore which developed
8.25/99 and other pressure sores which were observed
during the 10/27.99 complaint survey. Resident 53

F 323
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also had a significant loss from 8. 18.99 to 10/23/99.
- The facility dietitian did not recommend "MV{
- (multivitamin} with minerals and zinc to help with
: skin integrity” until 12/28,99, over two months after
| the significant weight loss. As of 1,5.00, the facility
had not implemented the dietitian's recommendation
of the multivitamin with minerals and zinc. The was
no documentation to evidence why this
recommendation had not been implemented. f

The first day of survev. 1 300, resident 53 weighed !
88 pounds. During the five additional meal
observations of resident 33. from lunch on 1/5/00 to
breakfast on [/13.00, the resident was observed to
receive greater assistance at meal times. For at least
 three meals, a facility nurse was feeding resident 53
one on one. At other times. an aide was observed to
provide one on one feeding to resident 53. On
U713 00. the day of exiL, the survevor asked that
resident 33 be weighed. The restorative aide reported
that resident 53 was "90 pounds”, an increase of two
pounds from the day survay began.

Fl27 483.23(j) Requirement
53D QUALITY OF CARE

. The facility must provide each resident with i é’é\ i
- sufficient fluid intake to maintain proper hydration

~and health.

F327

This Requirement is not met as evidenced by: j

Based on observation, individual resident interview, F

and review of documentation. it was determined the

facility did not provide each resident with sufficient
- fluid tntake to maintain proper hydration and health.

Resident 52.

- Findings include:

|
|
|
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|
[. Resident 32 was observed a roximately 20 times { . . .‘
over the days of 01,04, 0%, 0105.00. and b 1106106, 1) On February 10, 2000 an inservice - %7800
. During these observations, resident 52's call light was will be given to the Nurses and Cert- | |
- located at the head of the bed and outside of the ified Nursing Assistants by the |
- handrail, out of reach of the resident. Her water Director of Nursing. Hydration, ,
pitcher was on the bedside table which was offering frequent verbal ques to drink,
approximately three feet from the resident, and out of . . i
reach of the resident. Obsarvation of the resident keepmg watFr fresh §nd ava'.ﬁal?]e’ as
revealed that she wore oxygen. her lips were dry and | well as keeping call lights within
flaky. and her tongue was caked with a thick, summy ! | reach will be discussed.
saliva. When resident 52 spoke, her tongue would ! ;
stick to the roof of her mouth. ! : 2) For resident 52, the Certified
‘ . R .
2. During the morming of 01-06:00, resident 52 was | : Nl{rsmg Assistants will keep a .
interviewed. When asked how she got water, resident ' | written log of dates and results r
52 responded. “They give it to me”. When asked if | f which liquid was offered to her :
she was given water often ¢nough to meet her needs, | i each day. Her call light, and her
she said, "No”. The surveyor then asked resident 53 ; bed tray containing her water
if'she was thirsty now, ard the resident said. "Yes”. : S oy ’
The surveyor asked how resident 32 contacted the ! : will .be_ within her reach when
facility staff. Resident 52 said. "My bell (call light)”, ' she is in her bed. The Care Plan
Observation at this time revealed resident 52's cali | | Coordinator will monitor her
light was out of reach of the resident. ‘- I fluid intake weekly to see that
: . Ty .
3. Review of the Weekly Evaluation sheets for II g lsl:“ ;f];lm the gtu;iehnes gl.ven
resident 52 where intake and output are recorded, | yt e’_ etar!f’ ager, using
revealed the documentation for intake was not | the fluid requirement formula.
complete for 10.99, 11.99. 12.99. and 1.00. Review .
of the intake recorded revealed: !
01.03-09:00: 6 of 7 days with an intake amount. ‘
Total ce's (cubic centimeters) for these days were 120, ! ?
600 (2 days), 720. 1360. and 1600.
12.99 5 of 11 days identified for recording intake F |
amount had amounts listed. Total cc's for these days :
were 600, 1150, 60, 2145, and 580. ;
1199 13 of 16 days identified for recording intake :
HCFA-235671 ATGO21299 If continuation sheat 40 of 60
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" 3) Upon admission to the facility, :
amount had amounts listed. Total cc's for these days ' the Dietary Manager will assess the ‘
were 1320, 1070, 1260, §00. 1140. 1320, 1320, 1100, " fluid requirements needed for that |
12 10 12 2 ! . :
- 1200. 1440, 1200, 780, ad 1820, . . resident. The formula used will be J
i 10/99 24 of 29 days had documentation. Total N vided by 2.2 £i 30.) ;
 intake amounts ranged from 340cc to 1320cc. Fifteen (Welght divided by 2.2 times 30.
‘ were less than 1000cc intake per day. This will also be done fO.r all of the |
; residents within the facility, and the |/
. The Consuitant Dietitian, Winter 1998, Volume 22, | results placed on the closet doors |
pg- 6. Dr. Trish Welch, reads "When working with the : of the Residents rooms. Those
elderly. recommendations concerning fluid needsto | ] . ho have b ‘n determined
replace insensible losses, maintain renal function and E ! Re51dent§ wiio have bec o 1e
good skin turgor, range from {300cc to 2500cc/day.” E . by the Dietary Manager as “High
{ce = cubic centimeters) f i Risk™ will have a picture of a glass
| ! of liquid hung upon their wall.
If one used the general guideline for formulating ] ' This will que the Certified Nursing
baseline daily fluid needs. which is to multiply the ‘r . q fFer liquid frequent]
resident's weight in kilograms (kg) by 30cc, the i Assistants to 0_ er liqui . ©q y
. minimum fluid requirements for resideat 52, based on | ! when they are in the Residents room.
her weight during survey of 122 pounds (35.5 kg). | '
would be 166-4ce per day. * 4) The Care Plan Coordinator and
. _ ] ; . Administrator will be responsible to
For 43 of the 48 days of documentation reviewed for ‘ ' A strat i PO
October, November. and December 1999, and | , ensure compliance.
January, 2000, resident 32 received less than 1664ce, |
which is the minimum recommendation of fluid intake |
+ for a person weighing 122 pounds. |
F353 - 483.30(a) 1)&(2) Requirement F 353 l 5
SS*E NURSING SERVICES Zﬁ; :
The facility must have sufficient nursing staff to
provide nursing and related services to attain or ,
maintain the highest practicable physical, mental, i
and psychosocial well-being of each resident, as ‘ !
determined by resident assessments and individual ‘ ‘
plans of care. | :
[ !
l
The facility must provide services by sufficient ! {
1
| 5
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1 g 'T) This plan of correction is detailed 274 00
- numbers of each of the tollowing tvpes of personnel ! ‘in the insert titled, “F353 Nursing ?
on a 24-1@0ur basis to pro'_«ide nu_rsing care to all | ‘Services Staffing”. ‘
residents in accordance with resident care plans: ; :
- Except when waived under paragraph (c) of this 2) When a staff member is used from i
, section, licensed nurses: and other nursing personnel. another section of our company, ora |
| pool nurse, they will be given a
e . ved under : h (o) of thi written orientation form to review
- bXxcept wien waived under paragraph (¢) of this . . .
. o ; \ nsible for
. section, the facility must designate a licensed nurse to with the nurse who is respons ioned I
serve as a charge nurse on each tour of duty. 5 the ha!l thaf they_have been assigne
;  to. This Orientation form will be
This Requirement is not met as evidenced by: ' I'signed by the staff member, and
Based on interviews with a resident group, individual | [ given to the Director of Nursing
residents, familv merbers, the Ombudsman, and staff, ! |
it was‘determ:ned that_the facility did not _have i 3) Each Week, the Admim'strator,
sufficient staff to provide the needed services for | t T will
residents as required. | i a'nd Nurse Management Team
; | review the staffing for the week.
Findings include: | Full staff is determined by obtaining
: . - a 95% compliancy of the company’s
- Complaints of shors stafing. i - Nursing budget guideline of 2.8 p.p.d..
a. Inaconfidential group interview heid 01/04/00, r ‘ U-ntll thls‘ 13 0btamed3 recruiting efforts
at 10:43 AM, 8 of 11 alert and oriented residents ;‘ | will continue as detailed in t.he plan
reported that the facility was often short staffed. One mentioned in “Nursing Services Staffing™.
resident stated, "Didn't get bathed Sarurday because
only two people (staff) on the hfxll." Another resident ! 4) The Administrator will meet with
stated, "[ get bathed when there's enough people to i h idents in Resident Council
bathe me.” Another resident stated. “Fifteen to 0 the residen Sm eside h "
minutes (answering call lights). because we have no | | monthly. This mform-atlon, as we
help.” Another resident stated. “They're supposed to I as Resident and Family Member
have two people watch me in the bathroom and they ; survey results mentioned in F-241
Sf”d (tihe')f‘:id orf;er [hll‘lllgs to do." Ye;; ar;otf:;'r r;gcljdent J will also assist in determining if
stated, en they call trays are ready for the e taffed |
hail. [ have timed it and it's an hour before | getmy | the facility is properly staffed. |
S tray.” . . I
‘ 5) The Administrator and Director of l
Staff Development will be responsible -
HCFA-2567L Atenizs o ensure compliance. If continuation sheet 42 JF 60
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* Continued From page 42

b. In a confidential resident interview, a resident
stated, "On the st therg was only one person (staff)
on the hall. The aide will'say you're not my patient
and go away".

, € On0l/03/00 at 1:15 PM, in a confidential

! interview, a family member who visited every other

. day, reported the facility was "shorthanded all the
“time". The family member reported an incident when

the resident thev visit was “dirty and filthy and hadn't

had his;her bath™ when brought to the dining room for
a special dinner. The tamily member said the facility

staff explained the bath wasn't given because, "We're

short on heip”.

" d. Inaconfidential interview on 0L1/3/00 at 11:00
AM. 2 family member reported. "There is never

enough staff”. Hesshe said. "Some people have to
wait a long time to get help”. The family member
reported observing a resident who had to wait 30
minutes to get help to the bathroom.

¢. On0i0300at 10:30 AM. ina confidential
interview. a family member stated thar the resident
they visit, "Went several days without a bath, They
told me that they were short of heip last Tuesday and
Saturday”.

. On01:05/00. 2 staff member said, "The 300 hall

is a heavy care wing and they're (the residents) always
on their call lights. Pool aides (temporary help hired
through a contract agency) are always assigned there

. because that's where its always short staffed”. The

staff member said the hal} had previously been staffed

" with 4 or 5 aides and is now staffed with 2 or 3 aides.

8. On01/13/00, during a confidential interview, a

F333
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- nurse aides during the holidays, occasionally at night,
- but mostly during the breakfast time.

: aides (during the day shift). the facility staff stated: |
. of 4 whirlpool baths (CT) is not done; residents are

staff member said the "Medicare hall" had "usually” |
besn running with 3 aides. but they "have had 2 for |
the past couple months™. =

h. On 01/04/00, during a confidential resident
interview, the resident stated there was a shortage of

1. On 01/11/00. during a confidential resident
interview, the resident stated that she had no set
schedule for being turned and that the staff turn her
"Iust when they are not busyv”,

J- On 01/11.00, during arother confidential resident
interview, the resident stated that she was tuned,
"When they're not busv".

k. On 01/12.00. during a confidential staff interview,
the facility staff stated that it was very hard to meet
the needs of the residents on the 300 hall when there
are only three aides working on the hall. The facility
staft further stated that there are three aides :
consistently working on the 300 hall and that during |
the Christmas and New Year's holiday season, there i
were two aides working on the 300 hall. Areas where
needs were not always met included tuming of the
residents and delivery of snacks.

. During survey and during a confidential staff
interview, the facility staf¥ stated that during the
holiday season there were two aides for 41 residents
on three halls and that all the cares were not done for
these residents. When asked what resident cares do
not get met when there was an insufficient number of

CROSS-REFERENCED TO THE APPROPRIATE : DAFE
i
|

t
|
|
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: are not given; resident shdwers are missed; and

. dining room, the aides must feed them in their rooms.
' Some of these residents then have cold food because |

F353  Continued From page 44

not turmed and repositioned: residents are gottenup
late: residents are not shaved: occasionally oral cares

residents who are not helped to lay down become
incontinent by the time the aides have time to help
them lay down. The facility staff also stated that if
residents who are usually assisted with eating in the
dining room aren’t gotten up in time to 2o to the

they are fed one at a time. Those who wait end up |

~having cold food. |

i
- m. During an interview with a facility aide on '
1’1200, the aide stated that he she had worked at the

+ "definitely a problem with lack of staff” and that there j

. When the aide was asked how this affected the care
- provided in the facility, the aide stated, "not being

- able to get to turning and repositioning or
~incontinence care and hardly ever getting to oral !

. family member stated that "sometimes it can take up
- 10 3 or 4 hours to get help. and by that time, she's been

|
facility over 8 months. The aide stated that there was ;
|

were "many times we haven't been able to do baths,
change briefs (incontinence pads) or provide turning
and repositioning due to lack of staff "

n. During another interview with a facility aide on
1:13,00. the aide stated that he.'she had worked at the §
facility over 6 months. The aide stated that "there
have been many times we've been short staffed.”

care.”

0. During a confidential family interview on 1/5/00,
the family member stated that he’she had “quit using
the call light” to get help for his.her loved one. The

lying in that soiled diaper for hours. They just don't

|
i
l
|
!
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!
!
i
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. Continued From page 43

“have enough help.” The family member stated that
. lately he/she had been gaing to the nurses station to
» get heip for his, her loveddne.

2. Call lights.

a. Inaconfidential group meeting held 01/04/00, at
D 10:30 AM, 10 of 11 residents reported that call lights
were not answered timely,
b. One family interview statad call lights were not
_answered timely. In another confidential family

|
|
i

- interview, it was stated. "I have seen them Just ignore !

it (call light) because thev don't have time."
' €. Surveyor observations during survey verify call

. lights were not answered timely.

- d. On 01/04,00. during one confidential resident
interview, the resident stated that it takes upte 10 to

- 13 minutes for staff to answer cali lights. When the
resident needed to use the tathroom. the resident was
not always able to wait for the staff 1o come, resulting
in incontinence.

3. Bath schedules.

a. [naconfidential group interview held 01/04/00,

- at10:40 AM, 6 of i 1 residents complained of not
getting baths that were scheduled for them.
b. A random review of 27 flow sheets documentad
that only 3 of 27 residents reviewed got their baths as
scheduled.

- €. Review of the flow sheets for 4 of 18 sample

- residents, revealed that they did not get their baths as

1 scheduled,

F 1333

i
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. 4. Oral care.

‘ a. Observation of the inner mouth of resident 43 on

{ 1/4/00, 1/5/00, 1/6/00, 1/11/00, 1/12°00 and 1/13/00
revealed him to have very red gums with a large build
up of yellow and brown plague-like material on his
teeth and a bad breath odor. -

- b. Observation of resident 53 on | 4.00, 1/5/00,
1:6/00, 1/11/00, 1/12/00 and 113 00 revealed her to
have a large build up of food and plaque-like material

- on her teeth and a bad breath odor. These

" observations were made at various times during the

" days of survey, several times befors breakfast had

- been served to resident 53.

5. Clean bed linens,

a. Sixof Il residents in a confideatial group
meeting of residents held 01.04.00 at 10:45 AM,
reported that their bed linens were not changed when
they were scheduled to be after they bathed.

b. On01/03/00 at 1:15 PM, a family member

- complained that the resident’s bedding didn't get
changed. She lifted a quilted pad she had put on top
of the resident's bedspread and pointed to a 5 inch
diameter brown stain. A similar 3 inch stain was on
the bedspread near the foot of the bed. The same

- bedspread and pad were observed by the surveyor to
be on the bed 01./05/00 at 8:55 AM. and again at

. 01.06/00 at 9:00 AM.

¢. Four residents were observed to have dirty or

heavily stained linen on their beds.

F333
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6. Cold food.

' a. In a confidential group meeting held on 01/04/00,

- 3L 10:40 AM, 4 of 11 residents stated that their food

- was cold when they got it.
b. On 01/04/00 at 9:30 AM. during a confidential
individual interview, the resident stated that breakfast
was cold and thar the facility staff did not offer to
warm up the food.
¢. On 01/05/00. during serving of the breakfast meal
to residents eating in their rooms on the 300 hall, foed
lemperatures were tested on a resident's tray. The
temperiature of the egg was 93 degrees and the
resident stated that it was cold.
d. On 01/05/00. during serving of the lunch meal, a
sample tray was sent to the 300 hall. Serving time of
the room trays took approximately 40 minutes from
when the food cart left the kitchen and to when all the
residents received their trays. The food temperatures
on the sample tray, taken when the last resident
received their trav, indicated that the hot food was
lukewarm and the cold food was warm. The mixed

looked overcooked. The meatballs were [ 10 degrees
and lukewarm. The milk was 60 degrees and warm,
Refer to F-364.

7. "Cares q (every) shift™.

Review of the aides flow sheets revealed two pages
where the aides documented information, Page cne
identified specitic care areas and page two may
identify more specific care areas, depending upon the
individual resident, as well as a section entitled,
"Cares q shift.” On 1/25,00, during an interview with

;‘

vegetable were 1035 degrees, lukewarm, and tasted and |

|
|

F 333
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an aide, she stated that "cares q shift” included the
specific mentioned caresidentified on page | and all
the other cares a resident needed but were not

- specifically identified on page one. The aide further
 stated that this section must always be completed even
 if there was documentation on page one since it

_ included the cares not specifically mentioned. She

stated that "cares q shift” included items such as oral
care. pericare, nail care, shaving for both men and
women, combing of hair. assisting with makeup,
washing out eves in the moming, etc. On 1/25/00,
during an interview with the nursing staff in charge of
the aides, this staff person stated that each specific
care was to be initialled (on page one} and that the
“cares q shift” (on page two) was to also be initialled.
The section, “Care q Shift." was specifically for the
initials of the aide responsible for providing the care
to that resident since there was not space available by
each of the specific care areas on the flow sheet for
the aide’s initials. She stated, "If the initials are not
there, assume the cares are not done. If not signed
(documented). not done.”

Raview of the flow sheets. "Cares q shift” section, for
4 of 18 sample residents. revealed that cares were

- missed from 15% to 56%5 of the time during a month,

from ¥ to 9 days in a row. and up to 6 days for all
thres shifts in a given day,

a. For 1199, resident 71 (admitted 1 | 99) missed

“cares q shift” 36°¢ of the time-60°0 on 6-2 shift, 73% !

on 2-10 shift, and 40% on 10-6 shift. "Cares q shift”
were missed 1-9 days in a row with all shifts missing 6
days in the month. Review of the flow sheet revealed
the 6-2 shift gave "cares q shift* 5 of |8 days between
I11-11/18/99 and the 2-10 shift 3 of 21 days between
TET-1121:99.

F 353
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b. Resident 10 missed i7% of his “cares q shift” for
- 7/99-12/99. “Cares q shiff" were missed {-7 days ina
t row for a given shift and up to 4 days/month for all
i shifts. Between 1/1/00-1/1200 (survey was
| 1/3/00-1/13/Q0), "cares q shi'ﬁ" were missed 25% of
the time and 1-3 days in a row by a given shift.

- ¢. Resident 4 missed 33% of her "cares q shift” for

- 9/99-12/99. "Cares q shift” ware missed 1-5 days in a
row by a given shift and up to 2 days./month for all

" shifts.

d. Resident 29 missed 15% of her "cares q shift" for ;
, 10:99 and 12/99. "Cares q shift” were missed 1-3 I
days in a row for a given shift. l

Referto F-312.
F 364 48335(d)(1)&(2) Requirement - Faed
SS°E DIETARY SERVICES : |
Each resident receives and the facility provides food
prepared by methods that conserve nutritive value,
flavor, and appearance. Food that is palatable, | %\ |

attractive, and at the proper temperature.

This Requirement is not met as evidenced by:

Based on observation, confidential group and

. individual resident interviews and tray food

temperature checks, it was determined the facility did
not provide food prepared by methods that conserve
nutritive value and appearance and food that was
antractive and at the proper temperature.

Findings include:

- 1. On [4/00 at 9:30 AM. during a confidential

DATE

ETE
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F 364 * Continued From page 30 F 364 F-364 !
| S0
individual interview, the resident stated that breakfast | ) 41
- was cold and that the facility staff did not offer to 1) The Dietary Department.m” !
© warm up the food. b change to the “Batch Cooking ‘
| _ _ method of preparing meals. This {
12. On 1/4/00 at410;“4131 A.\l_,ddurmg [hij ct?ln:ic}!.ler!u?l . is done twice during each meal. i
i group meeting, 4 of |1 residents stated that their foo .. aff ,
| was cold when they got it. They stated that residents This will acco Odate.:lmth staft. '
+ who ate in their rooms received cold food and thought members as well as rest 'ents |
it was due to how the food was delivered. meals to conserve nutritional !
value, flavor, and appearance.
3. On /500 during serving of the breakfast meal, a !
resident on the 300 hall who was eating in their room, . :
gave permission for testing the temperature of their 1 2) The_ Dretary Manager ;Vlll ;
breakfast food. The resident had just taken the lid off .  order insulated domes an f
of the main plate. The temperature of the scrambled bottoms for the meals that are
; e2gs was 93 degrees Fahrenheit. As the resident going out to the Residents
sampled the food, the resident stated the hot food was 5 rooms
cold. The resident also stated that the orange juice ‘ '
" did not taste vers 2ood. . .
T 3) The Dietary Staff will place
4. On 13,00, a test tray was ordered during the lunch . the beverages into the freezer
meal to go on the 300 hall food cart. The loading of . i prior to meals going to the ‘
the resident trays on to this food cart was completed | Residents room:s. |
in the kitchen at 12:13 PM. The food cart was pushed |
out into the main dining room awaiting a facility staff ] . ;
' to deliver it to the 300 hall. At 12:17 PM, an 4) A microwave will be added |
: announcement was made over the loud speaker system to the Nurses station for the |
that this cart was ready for delivery. At 12:20 PM, a purpose of reheating a I
facility staff took the food cart to the 300 hall. At ! Resident’s meal. :
12:22 PM, a volunteer asked for the tray for a specific ; |
resident. This was the first tray taken off the food i ! f
cart. Two facility staff continued delivery of the food | '
trays. At [2:52 PM, facility staff took the next to the ! |
* last resident tray off the cart. This resident awaited i
- assistance from facility staff before being able to eat. '
. One tray remained on the food cart at 12:36 PM
when temperatures were taken of the food on the test l
HCFA-2547L ATGOZLI9 If continuation sheet 31 of 50




DEPARINMENT OF HEALTH AND | IAN SERVICES

41c

. HEALTH CARE FINANCING ADMINSTRATION © FORM APPRG 43
STATEMENT OF DEFICIENCIES (X1) PROVIDER' SUPPLIER/ CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY |
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING - ’ COMPLETED
B. WING
163069 1/13/00

NAME OF PROVIDER OR SUPPLIER
MT OGDEN NURSING & REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE

375 EAST 5350 SOUTH
OGDEN, UT 84405

(X4 ID SUMMARY STATEMENT OF DEAICIENCIES D PROVIDER'S PLAN OF CORRECTION 1 (X3
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM E
TAG REGULATOR Y OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
REFICIENCY)
. : |
F364  Continued From page 51 F 354 ‘
| 5) On February 25", 2000, the
: Administrator will conduct an
tray and_the food was sampled. The mixed vegetable inservice with the Certified ‘
were 105 degrees, lukewarm, and tasted and looked Nursing Assistants. F th }
overcooked. The meatbaNs werz 110 degrees and “ursing Assistants. r_om ¢ i
lukewarm. The milk was 60 degrees and warm. time that the tray cart is
? delivered to the hall, all trays ,
| It took the facility staff 40 minutes after the trays are expected to be passed to ;
| tvgorehcc!)lmplgéed(in (h{g kit_che}? o serve the trays to the the Residents within a 20 |
a . 0 - I
300 hall residents cating in their rooms. minute period of time. If the |
* During an interview with the cook at 11:40 AM, she | trjay -has not been Pass_ed
stated that the mixed vegetables had been frozen within that period of time, _
vegetables and that all the vegarables for facility staff | or should the Resident i
and residents were prepared at the same time. She | complain of cold food, the
further stated that the lunch foods had been put in the E CNA is to up th ,
steam table by 10:15 AM for serving to facility staff at | warm up . ©
. 18:30 AM. Observation of the mixed vegetables i Plate Of.fOOd for 2 minutes ]
revealed them to look overcooked. Resident tray line ; in the microwave. This will
was scheduled to start at 1i:45 AM for the lunch ! be taught at the inservice. '
meal, | hour and 30 minutes after the food was placed ,
in the steam table. .
5. 0On 13/00 at 1:00 PM. a lunch 2y was observed 6)_ The Dletary .Manag.er, or )
on a table near the foot of resident 50's bed. The ; Dietary Supervisor, will monitor
resident was not in the room. At 1:30 PM, resident 50 , all meals, hot and cold, with a
had returned to the room. A nurse aide was observed written log. This log will be :
;: serve hkim the lunch :rgg.- which had l:t;}':e:r;sil't(iing out. kept daily, until a 95% compliance :
i . 2 N a, . . . . . |
025t furkey, gravy, stuffing, carrots. bread an is obtained. At this time, a test |
butter, and beverages were observed (o be on the tray. ] ;
Resident 50 ate a bite of dressing and stated that it will be con_ducte(-i once a week.
was "too dry”. The resident did not consume the rest These findings will be shared at
ofthe meal. Resident 50 allowed the surveyor to test the Quality Assurance meeting
the temperatures of fo_od items on the tray. The turkey monthly.
was §2 degrees. dressing 82 degrees. and carrots were
78 degrees. :
F363 483 35(f(1)(3) Requirement F 363 |
SS*E  DIETARY SERVICES |
: Each resident receives and the facility provides at ]F
. |
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' least three meals daily, at regular times comparable ! 7) The Dle'tary M?,naggr will E
. to normal mealtimes in the comumunity, i 5 conduct an inservice with her 3
: - - : . staff on February 10®, and 25% ‘
; There must be no more than 14 hours between a to discuss the above information. |
| substantial evening meal and breakfast the following
day, except as provided in (4) below. 8) The Dietary Manager, and
’ : |
| The facility must offer snacks at bedtime daily. Administrator wﬂl be responsible
i ‘ to ensure compliance. i
. When a nourishing snack is provided at bedtime, up :
10 16 hours may ¢lapse berween a substantial evening !
- meal and breakfast the following day if a resident | Lo
- group agrees to this meal span, and a nourishing : \ | F368
. snack is served. %\
. This Requirement is not met as evidenced by: ' 1) Meal time for the residents will ?72”‘&)
. Based on observation, confidential group interview, ‘ be as follows:
* stafT interview, and documentation, it was determined g B 715 :
' the facility had greater than 14 hours between a : reakfast 7:15 am
 substantial evening meal and breakfast the following | ; Lunch 12:00 pm :
day without the resident group agrezing to a greater . ; Dinner 315 pm
than 14 hour span and that snacks were not offered at - This will satisfy the 14 hour time
bedtime daily to all residents. : i requirement between dinner and o
- Findings include: breakfast. -
: b
Pl On 174/00 at 11:10 AM during interview with the 2) The Dietary Manager will monitor '
! food service supervisor, she stated that the mealtimes when the meals are started. This will : ;
'were: 7:10 AM for breakfast, 11:45 AM for lunch, be done no less than weekly, by way = |
~and 4:45 PM for dinner. Thisis a 14 hour and 25 of written tool, signed and dated by :
- minute time span berween a substantial evening meal . . .
and breakfast the following day. her. This will be done until a
. compliance of 95% success is ,
- Review of the resident council minutes for the past | reached. At that time the |
. year revealed no documentation identifying that the ! monitoring will be once a month. i
- resident council had given approval for a time span |
: greater than 14 hours between the evening meal and |
- breakfast the following day. !
HCFA-2367L ATGAZIZ0
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3) On February 25®, and inservice |
was given to the Certified Nursing ;
On 175:00 during an intgrview with the administrator, Assistants by the Administrator. !
he stated that there were fo resident council meeting Offering a bedtime snack was !
| minutes giving approval for the greater than 14 hour discussed. All residents will be
| time span between the evening meal and breakfast the offered a bedtime snack. This ‘
| following day. . . '
? Y . will be monitored through a ‘
- 2. On 1/4/00 during the confidential group meeting, 4 Resident satisfaction survey '
of LI residents stated that they were not offered a which is to be conducted by 1
snack before bedtime daily. Social Service. Findings will be ’
SFSZ_' 483.35(h)(2) Requirement i F371 shared each month at the Quality
= DIETARY SERVICES o Assurance meeting. The Director ;
The facility must store, prepare, disibute. and serve of Staff Devel opment will also
food under sanitary conditions. ' . . |
; . be monitoring the Certified |
' This Requirement is not met as evidenced by: é}/(&l Nurse Aide flow sheets to :
Based on observation, interview, and temperature ’ ensure compliance. :
checks. it was determined the facility did not store. 5
prepare. distribute. and serve food under sanitary i
conditions. 4) The Dietary Manager and
o : Adnunistrator will be responsible
Findings include; . ;
to ensure compliance. i
I. On [/4:00 at 2:15 PM, the dish washing machine '
temperatures were checked. The rinse water ‘?
_temperatures ranged from 95 to 105 degrees on three |
different washing cycles and the wash water !
temperatures ranged from 75 to 95 degrees. The i
- placard on the side of the dish washing machine i
identified the minimum temperature for both the rinse
and the wash cycle was 120 degrees for washing and |
sanitizing the dishes.
2. On 1500 at 1 1:40 AM, food temperatures were
taken for the lunch meal. The cold food temperatures
were taken by the surveyor with the facility's food
HCFA-2367L ATGOZ1299 [f continuation sheet 34 i &C
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| Pes 240
F-371 |
:
thermometer. The milk (already poured in glasses and | i
+ sitting on a tray on the cBunter) was 53 degrees, the . . i
, grape juice was 57 degrees, the orange juice was 56 1) The Maintenance Supervisor will
| degrees, and the high protein nourishment was 56 install a booster to the dish washing
| degrees Fahrenheit. machine. This will increase the
- Good sanitary practice identifies that cold foods are mlmr.num temperature for both i
- 1o be maintained at 41 degrees or below when served the rinse andfthe waslfi! Cyciedto {
. from tray line. 120 degrees for washing an ‘
sanitizing the dishes. ,
3. On 1/5/00 the "breakfast club” meal included fried :
eggs. Observation in the main dining room dun_ng :.he % 2) The meal beverages will be
. breakfast meal, revealed that eggs were being fried in | i ] ) . |
+ an electric fry pan by facility staff. There were i Chm_ed m th_e ﬁ"?ezer pnor to
approximately 12 eggs in the frv pan at one time. serving. This will maintain cold !
. Four of the eggs observed were cooked to the extent foods at 41 degrees or below, ;
that the egg whites were white. Approximately eight when served from the tray line. |
newly cracked =ggs had been added to the fry pan. ;
The whites of these eggs were clear. These newly i ;
cracked eggs were touching and among the four F3) SOﬂ_COOked €ggs and fried
mostly cooked eggs. Residents were served the eggs will be replaced with
mostly cooked 22gs befors the newly cracked eggs pasteurized eggs. ;
" were cooked.
. . : : . i Manager, or :
- Observation of the residents’ main plates in the main 4). The [X:tary aqz]t]g ’ '
. dining room. revealed that the fried eggs on many of Dl.etary ; Sls’[a‘r.}t wail monitor .
. the plates had left a liquid volk residue. Observation daily, with a wnitten tool, the
- of the fried eggs in the special needs unit, revealed dishwashing temps, as well as !
that the fried eggs were piled two to three inches high the cold beverage temps. !
on a dinner p!.ate.. Residents were Fhen servecli eggs This will be done for all meals.
taken from this dinner plate. Liquid volk residue was
abserved on the dinner plate with the fried eggs and
on the individual resident main plates. J
. Review of the currently used 5 week cycle menu,
" revealed "soft cooked egas” were on the menu one to
two times per week for all 3 weeks. Fried eggs were !
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: 5) An inservice will be con-
ducted by the Dietary Manager E
on the menu one to two times per week for 3 of the 5 on February 10* and 25™ for
. wee.!l(s as well as biing offered two times a month at the dietary staff to instruct
. the "breakfast ciub” meal.
: them of these changes.
J[ Nursing home residents are considered a highly
| susceptible population. Good food sanitation 6) Findings from the above audit
! practices identify that immediately broken raw shell will be provided to the QA com- i
' ggs shall be cooked to heat ail parts of the food to . ;
+ 143 degrees or above for 15 seconds. Pasteurized mittee each month.
* eggs are to be substituted for shell eggs in the | .
' preparation of foods where four or more eggs are I 7) The Dietary Manager, and
pooled to be cooked separately. Administrator will be respon- :
3 . _ sible to ensure compliance. ;
References: Food Code. U.S. Public Health Service,
i 1999, and the state Food Service Sanitation Rule, i
i Effective Date: October 13, 1996. ,
F‘_‘_’“ - 483.65(a) 1)-(3) Requirement F 441
55*E ' INFECTION CONTROL
The facility must establish an infection control ?’1(@ -
program under which it investigates. controls, and e i
prevents infections in the facility; decides what . i
procedures, such as isolation should be appliedto an
. individual resident; and maintains a record of
. incidents and corrective actions related to infections,
- This Requirement is not met as evidenced by: ‘
Based on observation, it was determined the facility |
+ did not establish and maintain in infection control !
program which controls and prevents infections in the f
facility for 3 of 18 sampled residents and 3 others. i
Residents 01, 11, 26,43, 51, and 91. ;
Findings include: J
[. Resident 51 was observed lying on his bed at 1:15 ’
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PM on 0 l:_"3f00.. Resident 31 had a t‘oi.ey catheter 1) On February 10, 2000 an inservice
which drained into a legtag. The resident was will be given to the Nurses and
observed to be lying flat with his legs elevated above . 8l . .
. his torso. His position allowed collected urine to flow Certified Nursing Assistants by the
; backwards from the leg bag towards his bladder. Director of Nursing. Foley care,
i . including proper positioning, related
: hOn 0 l/dle'OOdat "1:0[? Pa\;’l. regde;t 31 wgs o::served to infection controi issues, as well as i
- have a down drain bag hanging from under his : . :
wheeichair. While two aides :'ere getting ready to dressmg c%langes_a‘nd the, disposal i
transfer resident 31 from wheelchair to bed, one aide of contaminated items will be '
was observed to hold the catheter bag elevated higher discussed.
' than the resident’s waist. A down drain bag should
always be po;itioned [owef than the. resident’s bladder ; 2) For Residents 1, 11, 26, 43, 51,
to prevent urine from flowing back into the bladder. | and 91 infection control related ,
2. Resident 91 was admitted 014,00 with a foley concerns such as Foley care, and i
catheter to down drain bag. On 01 3.00 at 2:40 PM, positioning will be monitored. This !
her catheter bag was observed to be resting on the . will be done not less than once a
floor at her bedside. The wbing was clamped to her | week, and will be detailed on a
sheet. but the bag was not attached 10 the bed frame. | written audit tool consisting of
A nurse was observed to pick up the down drain bag -1 . . ) :
to check for urine output. then set it flat on the floor .  date, time and signature. The audit ;
" under her bed. The increased the risk of will include catheter care done
contamination and the spread of infection. ' properly, proper tubing placement |
N , ) _ and elevation, checking for :
3. On_OIf4a‘00 at l_l:-b AM, remde_nt | was observed contaminates in room during F
- propelling himself in the hallway with the catheter bag . . . . ,‘
and one foot of tubing dragging along the floor under dres§mg Chal_‘ges' This audit will
his wheelchair. continue until a success rate of
95% is obtained, at which time
4. On 01/5:00 ar 2:25 PM. 2 nurse was ot?served to the audit will be reduced to no
c!’mnge the. dressing over a new supra pubic catheter less than once a month. :
site for resident 1 1. The nurse cut 2 4X4 gauze !
bandage 10 go around the catheter tube and placed the . . ~
dressing ovfr the wound. A cut gauze dressing has 3) Results from this audit will be f
loose fibers which can cause infection in a wound. shared each month at the QA [
meeting. !
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| pag 4) The Assistant Director of Nursing l
| will be responsible for follow-up '
Resident 11's catheter down drain bag was observed | matters discussed by the Quality |
. to be rest?ng on the ﬂpor,gt the resic_jenz's bedside. Assurance team members. i
! The plastic down drain bag was laying on the floor
. and on top of a section of catheter tubing which was ] . . ;
| also laying on the floor. 5) The ASSLSt.al:it Dtrecto_r of Nursing
i and the Administrator will be
-5, On0I/13/00 at 8:30 AM: a soiled disposable brief ! responsible to ensure compliance,
- was observed to be laying on the overbed table of ]
resident 26. A hair comb was on the table, protruding !
out from under the brief,
6. On 1/4/00. a facility staff nurse was observed to :
provide incontinence care to resident 43 who was ;
soiled with feces. The staff nurse used washcloths f
and hand towels to clean away the feces and was then | F 520 j
~observed to place the soiled linens directly onto the : 3"2(-" (O
' floor next 1o the resident's bed. The staff nurse was { i |
; not observed to call for housekeeping to clean the area A .
of floor that had been contaminated by the soiled [[ I 1)_ Our Quahty ance committee J
lineus. ! | will be comprised of no less than the
i ! T
F320  485.75(0)(1) Requirement | P32 fono“““_g' _
SS*E ADMINISTRATION % . Medical Director
A facility must maintain a quality assessment and ! Administrator :
. Assurance committee consisting of the director of % Director ofNursing
nursing services; a physician designated by the Asst. Director ofNursing §
 Facility: and at least 3 other members of the faciliry's . |
staff Staff Developer
i Care Plan Coordinator i
' This Requirement is not met as evidenced by: Dietary Manager ‘f
' Based on interview and record review, it was Maintenance Supemsor
determined the facility did not maintain a quality Housekeeping Supervisor F
assessment and assurance committee which included a
physician designated by the facilry. . . s
3 = 2) Tlfe.Dxrector pf Nursing aqglthe |
Findings include: Adn?unstrator will be responsible, |
= making sure that all members attend, |
. . . . H
1. On 01/13/00 at 9:30 AM, an interview was assuring compliance. ;
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 conducted with the Director of Nurses (DON). The :
' DON reported that the physician had not attended the
l quality assessment and assurance (QA&A) committee
| meetings.
| 2. Minutes of the monthly QA& A meetings from
| July,1999 through December, 1999, were reviewed.
| There was no documentation of who artended the
- meetings from July to November, 1999. Names of
those attending were included on the minutes for
December, 1999, but no physician was listed.
/3. On 01/12/00 at 3:40 PM. in an interview with the
- facility medical director, the physician stated he
- doesn’t attend QA&A meetings with the facility. He
[ stated that he was unable to remember the last time he
 attended a QA&A meeting but may have attended
+ "Maybe two" over the past vear.
|
| ;
|
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Mt. Ogden Nursing and Rehab
Satisfaction Survey

Dear Resident, or Family Member:

In order to better assist us in providing for the needs of our residents, could you please take a few
moments, and fill out the following questions regarding the care received at our facility.

Please answer the questions using the following:
1-poor, 2-fair, 3-good, 4-excellent
or N-if not utilized

Nursing
Friendliness of our nursing staff.
Does the nursing staff understand the specific needs of the resident?
When a concern regarding care is given to the staff, are they helpful in resolving it?
Is their a ‘prompt’ response in answering the call lights?
Do you feel that necessary information is passed from shift to shift?
Overall rating for Nursing care provided.
Tell us about your favorite Nursing staff member

|

Comments to improve our nursing care

Dietary
Are dietary staff members helpful and courteous?

How would you rate the taste of our meals?

Is their variety in the meals which are offered?

Are the meals served at a desirable temperature?

Are meal substitutions being offered when regular menu items are not acceptable?

Are snacks offered between meals, and at night?

Do you enjoy our special events such as Restaurant night, and Breakfast club?
Overall rating of our Dietary department.

L

What do you enjoy most about our Dietary dept?

Comments to improve our Dietary dept

Activities
Are the activities offered interesting, and a good variety?
Are the materials adequate for the activities?
Is there adequate supervision during the activities?
Are the dates, times, and places of the activities easily accessible?
Overall rating of our Activity dept?

A




What do you enjoy most about the Activities?

Comments to improve our Activity dept

Social Service & Administration
Are your complaints or concerns addressed within an appropriate time frame?
Are complaint or concerns resolved or explained?
Are the Family Action Council meetings heipful, and of benefit?
Are the emotional needs of the resident being met?
Is information regarding Medicare, Medicaid or Billing helpful?
Are residents and their family members being invited to our Interdisciplinary Team Meeting
(1D.T.), where resident’s care information is reviewed?
Overall rating of this dept?
Tell us about someone who has been helpful in this dept?

Comments to improve this dept

__ Overall rating of our facility?

Thank you for participating in our survey. Our continued desire is to provide excellent quality
health care for all of our residents.

Respectfully,

Ray Wilde
Administrator




F353 Nursing Services
Staffing

On January 1*, through February 4% 2000, meetings attended by Utah Senior Service’s
President, Vice President, as well as Mt. Ogden’s Administrator, Acting Director of Nursing,
Assistant Director of Nursing, and other various department heads were conducted. Among
other issues, short staffing resolutions were discussed. Our plan of action consists of the
following, which divides the solution into two areas.

Urgent Staffing Resolution.

On February 2™, the President and Vice President contacted various branches of the parent
company Utah Senior Services to set in place the recruiting of RN’s, LPN’s, and CNA’s to fill
immediate positions at Mt. Ogden Nursing, thus filling open shifts which the facility is
experiencing. This process included overtime approval, bonuses, travel expense, as well as some
hotel expenses which are to be paid by the company.

Each Monday, a “Staff Needed” hot sheet will be faxed to these locations by the Acting Director
of Nursing, which details any shifts which need to be filled. The Director’s at those locations will
then respond back to the Acting DON with those employees who can fill the shifts. This process
will continue until Mt. Ogden Nursing is considered to be “Fully Staffed” in their nursing dept.

Direction has also been given by the President that the facility is NOT to use pool nurses, unless
the situation is unavoidable. With the overwhelming response that we have been getting from the
other branches of the company, it is very unlikely that we will be using the pool.

Long-Term Staffing Resolution.

The long term solution to our short staffing will come by successfully resolving the following
areas:

Advertising and Recruiting Efforts
Current Management Changes
Employee Compensation

Staff Morale

New Employee Orientation and Training
Misc

IR

Advertising and Recruiting

The Acting Director of Nursing, and the Assistant Director of Nursing will continue to place
“Help Wanted” adds in the local newspaper. Additional recruiting contacts will be made to the
following:




1. Job Corps
2. DATC.

3. Weber State University Dept of Nursing
Other Solutions include:

1. Offering 2 “Sign-On” bonus to new employees who successfully complete 6 months of
employment.

2. Offering a “Finders™ bonus to any current staff member who attracts a new nursing
employee who again, completes 6 months of employment.

3. The Acting Director of Nursing will contact various nursing employees who have
resigned in hopes to attract them back to employment as result of management changes,
and other issues that have been resolved.

4. Considering higher salaries for CNA’s.

Current Management Changes

On February 7®, the President will be making a change with our Director of Nursing, As a result
of this change, other Nursing Management positions will be changed as well.

Effective Immediately, Ray Wilde who is the Vice President of Utah Senior Services inc., will be
acting as Assistant Administrator spending a great deal of time within the facility, working
towards the resolution of these survey concerns. Dan Heiner, President of Utah Senior Services
inc., will also be assisting greatly, with frequent days spent in the facility in a consulting role,
offering assistance in this difficult piece of our survey deficiencies.

Our current Administrator Mike Wilde will be resigning from his position on March 1. At this
time, Ray Wilde, license # 88-123008-1501, will be acting as Administrator until the position can
be permanently filled.

Employee Compensation.

On February 8", the Director of Nursing, Administrator, and Vice President will review all current
nursing staff’s salaries. Adjustments will be made if necessary if they are found to be inadequate
with the current market.

The Director of Nursing and Assistant Director of Nursing have also conducted a survey of the
nursing facilities in the area to determine the industry salary standard. There will be discussion on
the 8" of February to determine if the our current starting salary needs to be adjusted, based upon
those findings.

Staff Morale.

During the week of January 31%, Dan Heiner and Ray Wilde conducted interviews with current
nursing staff members to assess the morale of the facility, as well as identifying areas of concern.




Based upon those findings, as well as current management input, the following plan will be
followed.

1. Change of Nurse Management, which has already been addressed.

2. Staff working short, addressed as detailed above in recruiting staff.

3. New Staff working with new residents after their orientation without understanding
specifics of these residents. This will be addressed in New Employee Training and
Orientation.

4. Employees not feeling appreciated for a job well done. Dan Heiner has given
management direction to “Catch Staff Doing Right!” Constant rewards of praise, as well
as occasional gifts such as movie tickets, soft drinks, treats, etc will be given to those staff
members who are doing great things for the residents.

New Employee Orientation and Training.

We will continue to orient new CNA’s with ‘hands-on’ instruction for the same amount of time
which they presently are receiving, which is up to 37.5 hours. However, the following changes
will be made in this process. ’

1. The program “Train the Trainer” will be implemented. This program consists of
approximately 6 seasoned CNA’s, which have been approved by management to serve as
trainers. As these CNA’s train new staff, consistency should result, thus enhancing our
staff’s performance.

2. Once trained, that new staff member will stay on the same hall where they were
orientated for a minimum of two weeks, baring immediate needs elsewhere throughout the
facility. This will create a feeling of comfort and reduce some of the frustration that new
staff are experiencing,

3. “Welcome to Our Family”. The Director of Nursing will meet with the nursing staff on
February 10%, instructing them to welcome all of our new staff members into our “Mt.
Ogden” employee family. Care should be given to see that all of the new staff are
welcome, and feel happy to be a part of the facility.

4. The Director of Nursing or the Assistant Director of Nursing will meet with each new
nursing employee within 2 weeks of their employment to personally see if they are feeling
a part of the team.

Mise.

- Any additional assistance from agencies such as Job Corps, Weber State University, and D.A. T.C.
will be solicited.




