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The facility must provide a safe, clean, comfortable
and homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible,

This REQUIREMENT is not met as evidenced by:

Based on observation, a confidential group interview,
and one staff member interview, the facility did not
provide a safe, clean, comfortable and homelike
environment, for residents as evidenced by: Water
temperatures checked by the nurse surveyor in resident
rooms and bathrooms accessible to residents for use,
ranged from 77 degrees Farenheit to 120 degrees
Farenheit. Water temperatures below 100 degrees are
too cool for comfortable bathing. Temperatures were
checked on two different days at two different times of
the day.

Findings include:

The water was allowed to run from two to three
minutes on 12/19/01, at 12:20 PM, in resident sinks.
The water temperatures revealed the following
information:

. Room 303 water temperature was 110 degrees

: Farenheit

' Room 302 water temperature was 105 degrees
Farenheit
Room 308 water temperature was 112 degrees
Farenheit

- Room 204 water temperature was 118 degrees
Farenheit

. Room 211 water temperature was 118 degrees

Farenheit

| Room 103 water temperature was 112 degrees

' Farenheit
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The Maintenance Manager has
made contact with an outside
water heater company to install
water heaters at various locations
throughout the facility. This will
allow hot water to be available

at these listed locations.

The maintenance manager wiil
continue to check the water
lemperatures, and will ultimately
be responsible for compliance.

These findings will be shared monthly
at our Quality Assurance meeting.
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Any deficiency sigtement enNing with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safepguards provide
sufficient protectio the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable within 14 days aft
such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Room 106 water temperature was 120 degrees
Farenheit

The occupational therapy room bathroom sink was 119
degrees Farenheit

The women's bathroom outside the physical therapy
room was 58 degrees Farenheit

The men's bathroom outside the physical therapy room
was 118 degrees Farenheit

On 12/19/01, at 12:40 PM, the water temperatures just :

outside the locked special needs unit and bathrooms
inside the unit revealed the following information:

Room 402 water temperature was 78 degrees Farenheit
Room 507 water temperature was 77 degrees Farenheit |
Room 506 water temperature was 78 degrees Farenheit
Room 510 water temperature was 88 degrees Farenheit

The water was allowed to run from two to three
minutes on 12/20/01, at 7:00 AM, in resident sinks.
The water temperatures revealed the following

{ information:

Room 303 water temperature was 110 degrees
Farenheit
Room 302 water temperature was 104 degrees
Farenheit
Room 308 water temperature was 104 degrees
Farenheit
Room 204 water temperature was 118 degrees
Farenheit
Room 103 water temperature was 106 degrees
Farenheit

- Room 106 water temperature was 112 degrees

Farenheit

Room 402 water temperature was 98 degrees Farenheit
Room 510 water temperature was 120 degrees
Farenheit

Room 506 water temperature was 94 degrees Farenheit
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The occupational therapy room bathroom sink water
temperature was 104 degrees Farenheit
The women's bathroom outside the physical therapy
room was 56 degrees Farenheit
The men's bathroom outside the physical therapy room
was 115 degrees Farenheit
On 12/20/01 an interview was conducted with the
maintenance manager of this facility. During the
interview he was questioned concerning the water
temperature fluctuation in the building. He stated that
the water temperature did fluctuate in different parts of
the building at different times of the day. He also
stated that he had attempted to maintain water
temperatures but had not been successful.
On 12/18/01, during a confidential group interview, 2
of 9 residents complained that during their bath times
the water was cold and not at a comfortable
temperature.
F 279
02
F279 483.20(k) RESIDENT ASSESSMENT F279 Mar 1, 20
S-E et
The facility must develop a comprehensive care plan On 12-19-2001, the Care Plan fzofod
| ford egch reks’;'dem that itncludfag measur;l?lelobjectlives Coordinator made the fOHOWing .73
and timetables to meet a resident’s medical, nursing, ! . .
* and mental and psychosocial needs that are identified | corrections to the care plans:
in the comprehensive assessment, : ) .
Resident 37 - problem addressing
The care plan must describe the following: an indwelling catheter.
Thf; sex_'vic]es tha.tdare .tohl_aehfumisheq toba;ttailx: or ] Resident 1 - problem addressing
maintam the resident's .1g est pra.ctlca ep ysma . : activities ofdaily living.
mental, and psychosocial well-being as required i . .
under s483.25: and + Resident 80 - problem addressing
+ potential for dehydration.
Any services that would otherwise be required under ! Resident 13 - problem addressing
~5483.25 but are not previded due to the resident's i recurrent fecal impactions.
HCFA-2567L ATG112000 Event] L6111 Facility 1D: UTO0055 If continuation sheet 3 o
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exercise of rights under s483.10, including the right by the Di N for all
to refuse treatment under s483.10(b)(4). _yt e Director o ; urses lor . &?7/;9/01,
licensed staff to discuss the following
This REQUIREMENT is not met as evidenced by: details regarding care plans:
Based on observation, medical record review and
interview, lhe facility did not 'dev'elop a cor:nprehensive : - All telephone orders, physician visits
care plan w1.th measural?le ob_]ect_lves and timetables to which result in orders, clinic visits
meet the resident’s medical, nursing, and mental and duci 4 £ dits
psychosocial needs and did not describe the services producing orcers, Chimge Ol con l_ 1ons,
that were furnished to attain or maintain the resident's recerts, and psychotropic drug review
highest practicable physical, mental, and psychosecial orders will be copied and given
\\-:ell-being for 4 of 18 sampled rc§i§l§nts. Residents 37 to the care plan coordinator. This will
.dld not h.aw.e a care plan problem 1n1t1aleq by '[hc*T assure that items will not be missed
interdisciplinary team that addressed an indwelling th I
catheter. Resident 1 did not have a care plan problem on the care plans.
that addressed activities of daily living. Resident 80
did not have a care plan problem initiated by the A sampling of Care plans will be
interdisciplinary team that addressed potential for audited by the Director of Nursing
dehgf]drati(;)n.lResidi;t 13 did nto; ha]vv? a cartf_: plan each week. This information will
problem dealing with recurrent fecal impactions. . .
Resident identifiers 1, 37, 80, 13. be reVI_e“ ed by the Quality Assurance
Committee each month.
Findings include: :
_ ‘ The Director of Nursing will be

1.. Re51_d.cnt 37wasa’l9 year _old fema!e admlltted to . ultimately responsible to ensure
this facility on 9/28/01 with diagnoses including renal 5 lianc
failure, non-insulin dependent diabetes mellitus and | . complhiance.

. congestive heart failure. Resident 37 had a physician's -

, order, dated 9/28/01, for a Foley catheter.
Observations on 1218/01, 12/19/01, 12/20/01 and
12/21/01 revealed that resident 37 did have a Foley

- catheter in place.

- Review of resident 37's medical record revealed that

 the resident had no care plan problem with goals and

i approaches to address the Foley catheter.

|
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2. Resident 1 was an 81 year old fernale admitted to
this facility on 7/9/01 with diagnoses including

i Alzheimer's disease, hypertension and chronic

i obstructive pulmonary disease.

On 12/18/01, a review of resident 1's medical record
was done. The Medicare MDS' (minimum data sets)
completed for this resident and dated 7/13/01, 7/22/01,
8/8/01, 9/7/01 and 10/7/01 all documented the
following: resident 1 required limited to extensive one |
: person physica!l assistance with activities of daily

| living including transferring between surfaces,
locomotion both on and off the unit, dressing, eating,
petsonal hygiene and bathing.

A review of resident 1's medical record revealed that
the resident bad no care plan problem with goals and
approaches to address her need for assistance with
activities of daily living.

3. Resident 80 was a ninety six year old female
admitted to the facility with the diagnoses of
dehydration, hypertension ands transient ischemic
attacks ( small strokes),

Review of resident 8%'s intake flow sheet, documented
by the nurse aids, indicated that she was not receiving
hydration to meet her fluid requirements for December
+ 1 through December 19, 2001.

Further review of resident 80's care plan, updated on
11/21/01 by the facility interdisciplinary team, did not
have a care plan problem addressing the potential for |
dehydration or list interventions to prevent ;
dehydration.

4. Resident 13 was an 88 year old female with
diagnoses of hypertension, Parkinson's Disease,

i dementia with anxious features, gout, arthritis and
" hypoxia.

| F279
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On 12/19/01, a record review of resident 13's Nurses
Progress Notes was done. On 10/4/01 and 10/11/01,
the nurses noted that they had manually removed large
fecal impactions. A review of resident 13's care plan
revealed that there were no problems listed dealing
with goals and approaches to address fecal impactions. |
- An interview was done on 12/19/01 with the director
of nurses, she stated that fecal impactions had not been
care planned for resident 13. Later that day, she
presented this surveyor with an amended care plan
addressing fecal impactions.
F 309 483.25 QUALITY OF CARE _F309 F 309 Mar 1, 2002
SS=G 0z/zo /o4
. 4
Each. gzst:}dent mL:-,SSta ;;c:;vee anéj the facﬂn{tgf ;111;5:1 N On 1-10-2002 an inservice was 0
provide the nece re and services i . .
maintain the highest practicable physical, mental, and ?eld Ey,the Director of Nursmg.
psychosocial well-being, in accordance with the or all licensed staff. Proper policy
comprehensive assessment and plan of care. and procedure for ordering and
administering medications,
specific to antibiotics was discus
Use F309 for quality of care deficiencies not covered This policy will be foll d sed.
by $483.25(a)-(m). pohcy olowed.
This REQUIREMENT is not met as evidenced by: (See Policy)
Based on medical record review, the facility did not
provide the necessary care and services to attainor The Director of Nursing will
maintaix:] the higl_];}:ls: ]fracticabllel physical weH-beitng d ! audit all new antibiotic orders to
in accordance with the comprehensive assessment and ensure compliance. These fin dings
plan of care, for one of eighteen sampled residents. i ill be shared .
Resident CR1 did not receive an antibiotic for five ¢ share each month in our
_days after it was ordered by the physician for the Quality Assurance Committee
_ treatment of pneumonia. It was started one day prior meeting. The Director of
to her death. | Nursing will be ultimately responsible -
: ‘ to ensure compliance, %
Findings include: : pliance
ATG! 12000 EventT L8611 Facility 1D: uTeoss If continuation sheet 6 o
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"1, Resident CR1 was a ninety six year old female

! admitted to this facility with diagnoses of

‘ diverticulitis, atherosclerotic heart disease, gastric
reflux, colitis, ischemic heart discase, and an aortic
aneurysm.

2. Review of resident CR1's medical treatment plan,
written and signed on March 26, 1994, revealed the
following hand written statement: "If resident has a
"normal" illness such as colds, bronchitis or
pneumonia, we want her to receive adequate treatment
so she will be made comfortable." There was a
portion of the medical treatment plan that identified
that resident CR1 desired treatment with antibiotics
either orally or intramuscularly.

3. Further review of resident CR1's medical record,
revealed a nursing note, dated 10/04/01, at 2:30 PM,
identifying a harsh, wet, productive cough. The

| nursing note stated that the physician had been notified
and orders were received for a chest x-ray and a

: complete blood count. The nursing note stated that

! resident CR1 had been transported to an acute hospital
for tests.

On 10/05/01, another nursing note, timed at 3:00 PM,
resident’s change in condition.

There was no further nursing note until 10/09/01,
timed at 7:00 PM, which stated that the physician had
been notified that an antibiotic was not started on
10/5/01, as ordered. The nursing note stated that a
new order was written to start the antibiotic, Levaquin
500mg (milligrams) one by mouth every day for seven
! days. The nursing note continued, "F/U (follow up)
order from 10/5/01."

stated that resident CR1's son had been notified of the

F 309
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. on 10/9/01, to start Levaquin 500mg one by mouth

! medication Levaquin 500mg one by mouth every day x|

| 10/9/01.

 On 10/10/01, timed "7P-7A," the final nursing note

|
Continued From Page 7

Review of resident CR1's physician's telephone orders, |
revealed a physician's order written on 10/5/01, for
Levaquin 500mg one by mouth every day for seven
days. The order was signed by the nurse and the
physician.

Continued review of resident CR1's physician's
telephone orders, revealed a physician’s order written

every day for seven days. "F/U order 10/5/01."

Review of resident CR1's medication administration
record revealed a hand written order for the

(times}) seven days. The first day that resident CR1
received this medication was documented, by the
nurse, as 10/9/01. There was no other documentation
that resident CR1 received Levaquin 500mg before

Continued review of resident CR1's nursing notes
revealed a nursing note, dated 10/10/01, at 8:30 PM,
which stated that resident CR1 had been brought back !
from the dining room unresponsive. The nursing note
stated that the resident's vital signs were checked and
her oxygen saturation on reom air was 88 per cent
(normal is above 90}. The nursing note stated that
oxygen was placed on resident CR1at 2 liters per |
minute through a nasal cannula and the physician was |
notified. On 10/10/01, at 9:30 PM, a nursing note
stated that resident CR1's vitals were taken and that
she was beginning to respond. On 10/10/01, at 11:00
AM, a nursing note stated that a productive cough was
noted. On 10/10/01, at 3:00 PM, another nursing note
stated that the physician had visited and no new orders
were received. It also stated that resident CR1's color
was "gd" (good), no output was noted, and a wet
cough was noted.

. F 309
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F 3069 l Continued From Page 8 F 309
was noted. The nursing note stated that at 7:30 PM,
resident CR1's vital signs ceased. The nursing noted
stated that the physician had been notified and had ﬂ?,/zc /o]
given orders to release the body to the mortuary. F 327 Mar 1, 2002
Review of resident CR1's discharge summary/post : . . ﬁ
discharge plan of care, initiated by the facility, and On1-1 0-2002_ an Inservice was
signed by the physician, revealed that the nursing held by the Director of St_aﬁ
summary of stay stated that resident CR1's final Development for all Certified Nursing
discharge was a "quick and unexpected death." The . Assistants. Proper policy and
fina] diagnosis on the discharge summary form was, procedure was discussed
"pneumonia.” ’
- Upon admission, the Director of
‘ . Nursing will evaluate all new residents :
F 327 i - F327 .. . N
s 483.250) QUALITY OF CARE for dehydration risk. Those identified
The facility must provide each resident with sufficient will have a picture of a glass of water
fluid intake to maintain proper hydration and health. - placed over their bed. When a Certified
- Nursing Assistant enters the room to
This REQUIREMENT is not met as evidenced by: " offer care for the resident they will
Bas-e.d on medical re_cord revievst and obsen’atior_l, the _ routinely offer something to drink.
facility did not provide each resident with sufficient ' These residents will also require that
fluid intake to maintain proper hydration and health as : | the Certified Nursi ) 9
evidenced by: One of eighteen sampled residents did i ihe ert ursing Assistant ) o
not receive the calculated fluid requirements to i ' document on the flow sheet, their fluid :
maintain appropriate hydration. Resident identifier | ~ intake for the shift. ‘
Findings include: : " The Director Of Staff Development
Resident  was a ninety six year old female admitted | - will review thes‘? flow sheets Wee_kly
to this facility in February of 1994 with diagnoses of  to ensure compliance. These resident’s
dehydration, hypertension, and trans-ischemic attacks | flow sheets will be reviewed by the
(small strokes). Quality Assurance Team monthly.
i Resident  fluid requirements were calculated by | ! .
. multiplying her body weight of 148 in kilograms by | ; Tl_le D lorecmr of Staﬁ'De\{elopment
2.2, These requirements were 2018cc (cubic } will ultimately be responsible to
centimeters) each twenty four hour period. ' ensure compliance.
| mp
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i 3. December 3- 280cc

Continued From Page 9

Review of resident  intake flow sheet record, initiated
by the facility and documented by the certified nurse
aids, revealed that from December 1 until December
19, 2001, resident  did not receive the calculated
fluid requirements according to her body weight. The
fluid documented by the nurse aids included her
mealtime intake, her house supplement intake, and
extra water given to her from her water pitcher. The
following information was documented on the resident
flow sheet;

160. December
19. December 19- 1180cc
11. December

1. December 1- 1050cc
10- 810cc

2. December 2- 1320cc
11- 1110cc

12. December
12- 396cc

4. December 4- 1390cc
13- 1280cc

5. December 5- 1320cc
14- 960cc

6. December 6- 480cc
15- 290¢cc

7. December 7- 950cc
16- 720cc

8. December 8- 1240cc
17- 1580cc

9. December 9- 480cc
18- 940¢cc

13. December
14. December
15. December
16. December
17. December
18. December
Resident did not received the fluid requirement
amounts for nineteen of the nineteen days documented.
Observation of resident  in her room on 12/20/01, at
8:00 AM, revealed the resident sitting in her
wheelchair, facing the door, next to her bed. The

water pitcher was noted to be on a table beside the
television, across the room from her. The lid was
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removed by the nurse surveyor to reveal five cubes of
ice present in a full pitcher.

At 9:15 AM, resident was again observed in her
room. The water pitcher was present on the
ovet-the-bed table beside her. The lid was removed by
the nurse surveyor to reveal there was no ice present
and the level of the water in the pitcher remained the
same.

i At 11:00 AM, resident was observed in her
- wheelchair in her room in the same position as

previously observed. The water pitcher remained on
her over-the-bed table. The lid was removed by the
nurse surveyor to reveal there was no ice present and

the level of the water in the pitcher remained the same !
: as observed previously.

At 1:15 PM, resident was observed in her bed. The
water pitcher was noted to be on the over-the-bed table
next to her bed. The lid was removed by the nurse
surveyor to reveal there was no ice present and the
level of the water in the pitcher remained the same as
observed previously.

At 1:45 PM, resident was observed in her bed. The
water pitcher was noted to be in the same position on
the over-the-bed table next to her bed. The lid was
removed by the nurse surveyor to reveal there was no
ice present and the level of the water in the pitcher
remained the same as observed previously.

483.25(1)(1) QUALITY OF CARE

Each resident's drug regimen must be free from

' unnecessary drugs. An unnecessary drug is any drug

when used in excessive dose (including duplicate
therapy); or for excessive duration; or without
adequate monitoring; or without adequate indications
for its use; or in the presence of adverse consequences

i which indicate the dose should be reduced or

f
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discontinued; or any combinations of the reasons Mar 1 2002
above,
03/26 ot
This REQUIREMENT is not met as evidenced by: - An inservice was held on 1-10-2002
. Based on record review and interview the facility did * by the Director of Nursing for all
not ensure that resident 13's drug regimen was free licensed staff regarding the following
from an unnecessary drug (Zestril for the treatment of - information:
high blood pressure), which was given when the blood :
pressure recorded was below the parameter ordered by e e )
the physician. This occurred in one of eighteen Before Zesrﬂ 1S given, fhe attending
sampled residents. nurse will take that residents blood
o ~pressure. If their blood pressure is
Findings include: greater than 130/80, that medication
Resident 13 was an 88 year old female admitted to the : :;VIH be held until the next scheduled
facility on 9/12/2000 with the diagnoses of 0se.
hypertension, Parkinson's, dementia with anxious :
features, gout, arthritis and hypoxia. - This will be audited by the Director
On 12/20/01 dreview of the Medicat of Nursing weekly to ensure compliance.
n 1.2f' /01, a record review of the Medication ThJS information will be reviewed by
Administration Record was done. It was documented h i
that Zestril 10 MG (milligrams) was to be given twice ’ the Quality Assurance committee
daily and to be held if the BP (blood pressure) was monthly.
below 130/80. _
On 12/20/01. an infere ; i+ the di ' The Director of Nursing will be
n an mnterview was done with the director !
’ | - ultimat i
' of nurses. She stated that the documented 9:00 AM ! ! hi ely responsible to see that :
“and PM blood pressures were actually taken before ! this stays in compliance. i
- medication administration at 8:00 AM and PM, She ; '
also added that the 1:00 PM blood pressure was taken
to determine if the medication was effective. ‘
The following was documented on the Medication
Administration Record. It was dated 11/01/01:
|
On 11/2/01, the evening BP was documented as |
- 127/66 and the dose was signed as given by the nurse. ! .
_On 11/17/01, the morning BP was documented as : i
HCFA-2567L ATG12000 Event 1 186111 Facitity ID: UT00Ss5 If continuation sheet 12 o
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120/70 and the dose was signed as given by the nurse.
On 11/18/01, the morning BP was documented as
130/68, and the dose was signed as given by the nurse.
On 11/20/01, the morning BP was documented as
110/90, and the dose was signed as given by the nurse.
On 11/24/01, the evening BP was documented as
126/84, and the dose was signed as given by the murse.
Resident 13 received Zestril 10 mg. five times when
the recorded blood pressure was below 130/80.
F371 Mar 1, 2002
F371 483.35(h)(2) DIETARY SERVICES F 371 ”7/1 °/°1/
SS°E e il distrib 4 On 1-10-2002 an inservice was
The facility mu;t store, prepare, distribute, and serve held by the Dietary Manager for
foed under sanitary conditions. ,
all dietary employees. The proper
This REQUIREMENT is not met as evidenced by: way to check the sanitization system
Based on observation and interview it was determined was discussed, as well as how to
that the facility did not store, prepare and distribute document the findings.
food under sanitary conditions as evidenced by kitchen
staff having no documen_tgtion that the sanitizer The dishwashing employee will
concentration on the facility's low temperature heck th itizi t t
dish-washing machine was being routinely checked chiec € Saniizing system I_]O
and monitored. less than once a day. Negative
: results will immediately be reported
Findings include: to the Dietary Manager.
Observations on 12/19/01 at 1:44 PM revealed a . . .
. dietary aide washing dishes in the dish room. At 1:51 The Dietary Ma{lager will audit
PM, this surveyor asked the dietary aide to check the these reports twice a month, and
sapitizer solution in the dish machine. The aide stated will share the results with the
that she could but she wasn't sure she knew how. Quality Assurance Committee.
- When asked how long she'd worked in the facility she
stated 7 years and had done dishes throughout her . .
"employment. She stated the sanitizer was not checked ‘ Thfa Dietary Manager will be
routinely. ‘ uitimately responsible to ensure
! compliance.
HCFA-2567L ATG112000 Event]l L8611 Facility ID: UT0035 if continuation sheet 13 o
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' Observations of the "Dishwasher Temperatures" sheet i

posted in the dish room revealed that dietary staff
members were recording dish machine temperatures
three times per day during the breakfast, lunch and
dinner wash cycles. There was no documented
evidence on this sheet that the sanitizer concentration
was being checked daily.

On 12/19/01 at 2:03 PM an interview with the dietary
supervisor was done. She stated the dish machine
sanitizer was checked from time to time. She stated
that the facility did have a contract with a dish
machine service company and they checked the

| sanitizer but she was unable to recall the date of their

last visit. She was asked to provide any documented

| evidence of dish machine sanitizer checks.

On 12/19/01 at 3:16 PM, the dietary supervisor
provided a dish machine service company report to
this surveyor dated 10/12/01. She stated that the
service company representative had not visited the
facility in November and she didn't think he'd come

during the month of December. No other documented '

evidence of routine dish machine sanitizer checks was
provided to this surveyor.
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