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483.10(b)(11)NOT]F1CAT1ON OF RIGHTS AND {
S5=G i

SERVICES

A facility must immediately inform the resident;
consuft with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for'requliring physician
intervention; a significant change in the resident's
| physical, mental, or psychosocial status.(i.e., a
deterloraticn in health, mental, or psychosocial
Status in either life threatening conditions or
“clinical complications); a need to alter treatment
1 significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
‘tonsequences, orto commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specifled in s483, |-
12{a). : ‘

The facility must also promptly notify the resident
and, if known, the resident's legai representative
or interested family member when there is a
change in room or roommate assignment as
specified in $483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph {b)(1) of
this section. .

The facility must record and periodically update
the address and phone number of the resident's -
legal representative or interested farnily membaer,

This REQUIREMENT is not met as evidenced by

Based on interviews and medical recard reviews,
it was determined the facility did not consutt with )
the resident’s physician for 1 of 22 sampted i
| residents when the resident exhibited a change of

F157

F 1571 | | | f

Licensed Nurses will be inserviced on
Notification of physician when a resident
has a change in condirion, proper
notification for new or change i
weatments and proper docimentation
m Nurses Notes. D.O Nwill monitor
Thm QA nursing rounds and © .
report weekly 10 Quality Assurance, .

T committee, P
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+ Resident 9 stated that several days later at [her]

Continued From page 1

condition indicating need to commence new
ireatment. Resident identifier 9.

Findings include:

1. Resident 9 was admitted to the facility with
diagnoses which included quadriplegia and
deprassion.

On 2/17/05, resident 9 was interviewed in her
room. Resident 9 related that on 4/30/04 [shej
returned to the facility after receiving physical
therapy at ancther facility. Resident 9 stated that
[she] and a family member had expressed
concern to facility nursing staff that resident 9's
left leg seemed to be much larger than [her] right
leg at the upper thigh, Resident g stated that [her |
] left thigh had been measured by a family
member and the nursing staff and was found to
be "about 4 inches" Jarger than [her] right thigh.

own insistence, [she] was examined at an acute
care facility where {she] was diagnosed with and
reated for left intertrochanter hip fracture.
Resident 9 stated [she] believed [har] left leg had
been injured on 4/30/04 during a visit to physical
therapy out of the facility. Resident 9 stated that
when [she] was admitted to an acute care facility
on 5/3/04 [her] left femur had been displaced
making [her} left leg "4 or 5" shorter than her right

leg.

On 2/17/05, a review of resident 9's medical

record nurse's notes revealed an entry dated 4/30

/04 at 2100 (11:00 PM) which documented:
"|Resident 9 and a family member] are

concerned that resident 9's jeft extremity is larger

than right extremity.

right thigh 24 1/2"  left thigh 28"

Fi1s7
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‘Wwas notified at 11:45 PM. A review of resident 9's |

'9's physician had been notified of charige of
-condition in [her] left leg.

Continued From page 2

right calf  15* lefi calf 15 1/4"
ankle 9" left ankie 9"

A further entry dated 5/3/04 at 1500 (3:00 PM)
documented *...Pt. (resident 9) needed to be seen
in the ER (emergency room) for left increased
thigh swelling. Thigh about 3 1/2 to 4" larger in
circumference than non-affected thigh; tight to
touch from above the knee to hip on left side...".
The entry further documents that resident 9 was
taken to the emergency room via ambulance.

An entry dated 5/3/04 at 2130 (11:30 PM)
documents that Resident 8 was admitted to the
acute care facility with ieft intettrochanter hip
fracture and that the facility Director of Nursing

medical record revealed no evidence that resident|

483.13(c)(1)(i) STAFF TREATMENT OF
RESIDENTS

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

(Use F224 for deficiencies concerning
mistreatment, neglect or misappropriation of
resident property.)

This REQUIREMENT is not met as evidenced by

Based on interview and review of records, it was
determined that the facility did not implement
written policies and procedures that prohibit

F 157

F 224
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mistreatment, neglect and abuse of residents for
9 Fi24 All Nurses and Nursing Assistants will he

2 of 22 sampled residents, Specificaily, the
facility did nof provide ongoing training to facility
staff an issues related to apuse prohibition
practices; did not prevent neglect in assessing
and treating resident 9 for a hip fracture; and did
not adequately report or investigate allegations of
staff abuse for resident 11 nor report or
investigate circumstances of neglect for resident
9, Neglect means the failure by the faciiity to

| pfovide goods and services necessary to avoid
physical harm, mental anguish, or mental finess
.Resident identifiers 9 and 11. '

Findings include:

1. During survey on 2/14/08, 2/16/05 and 2/16/
05, eieven interviews were conducted with three
‘nurses and eight certified nursing assistants .
regarding tralning received at the faciiity on abuse |,
recognttion, prevention and reporting procedures.
Nine of nine facility staff interviewed could not
recall abuse training being provided at the faciiity
during the past year. On 2/15/05 and 217108, the
facility Director of Nursing was asked to provide
copies of both the abuse training given at the
facility during the previcus year and the signed
rosters gvidencing employees aitending the
abuse training. Facility administration stated that
abuse training had taken place within the year,
but they were unable to provide documentation (
after saveral requests from the survey team) to

| evidence that training had occurred.

2. Resident 3 was admitted to the faciity with |
diagnoses which inciuded gquadriplegia and
depression.

; On 2/17/05, resident 9 was interviewad in her F

inserviced on Abuse Policy, Abuse Policy
will be incorporated into the facilities New
Hire Orientation .

Incident Aceident Log Book will be serup
logging Individual incident reporns. Fall
Investigation and Injury of Unknown S ource
Report will be inpie mnted. Nursing sraff
will be inscrviced on proper completion of
Incident Report and reporing methods of
Suspected abuse/meglect or Injury of

- unkaown source. D.O.N. will monior afl

. Imcident reports |, and report results of Fa]l
2nd Injury of Unknown Source
Commiittee weekly for the next 3 months
then monthly thereafer, D.O.N. will
report dajly incidents of sug pected abuse
Bjury of Unknown source 10 Admin,

Completed by Apri &, 2005,
- ! Resident 9 was admitted to the Lospital
for a repair of her hip. She was re.
admitted to this facility, and per her
request, changed to in houge therapy.

' The inservice was heid for ail staff
members. Documentation is in the
inservice book.

-
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The entry further documents that resident 9 was

room. Resident 9 reiated that on 4/30/04 [she]
returned to the facility after receiving physical
therapy at another facility. Resident 9 stated that
[she] and a family member had expressed
concern to facility nursing staff that resident 9's
left leg seemed to be much larger than [her] right
leg at the upper thigh. Resident 9 stated that [
her] left thigh had been measured by a family
member and the nursing staff and was found to
be "about 4 inches" larger than [her] right thigh,
Resident 9 stated that several days latar at [herj
own insistence, [she] was examined at an acute
care facility where [she] was diagnosed with and
treated for left intertrochanter hip fracture.
Resident 9 stated [she] believed [her] left leg had
been injured on 4/30/04 during a visit to physical
therapy out of the facility. Resident 9 stated that
when [she] was admitted to an acute care facility
on 5/3/04 [her] left femur had been displaced
making [her} left leg "4 or 5" 'shorter than her right
leg. :

On 2/17/05, a review of resident 9's medical

record nurse's notes revealed an entry dated 4/30

/04 at 2100 (11:00 PM) which documented:
'[Resident 9 and a family member] are

concerned that resident 9's left extremity Is larger

than right extremity.

right thigh 24 14" leftthigh 28"

right caif 15" left calf 15 4,

ankle a" left ankle 9"

A further entry dated 5/3/04 at 1500 (3:00 PM)
documented "...Pt. (resident 9) needed to be seen
in the ER (emergency room) far left increased
thigh swelling. Thigh about 3 1/2 ta 4" larger in
circumference than non-affected thigh; tight to
touch from above the knee to hip on left side.. ”.
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Continued From page 5
taken to the emergency room via ambulance.

An entry dated 5/3/04 at 2130 (11:30 PM)
documaents that Resident 9 was admitted to the
acute care facility with left intertrochanter hip
fracture and that the facility Director of Nursing
was notified 11:45 PM,

On 2/16/05, the facility "Anti-Abuse Policy for
Residents" was reviewed. The policy :
documented that the facility objective was to-"
assure that all residents residing at the facility:
may be free of abuse of any sort; neglect;
involuntary seclusion or misappropriate of their
property during their stay”. The policy further
documented, under the heading "How Staff Will
be Monitored During Delivery of Care & Services:
All facility staff must be monitored during their
work performance 10 assure there is no evidence -
of neglect of care to those residents whom they
provide daily care for. This will be accomplished
by the following protocol” The policy further lists
and explaing the procedurses for the responsibility
of facility charge nurses, DON (Director of
Nursing) and ADON (Assistant Director of
Nursing) to monitor staff work performance and
ensure that neglect doss not occur.,

On 2/16/05, facility Incident Reports were
examined for the period covering January 2004
through February 2005, No Incident Report to
document alleged violations tnvolving neglect for
Resident 9 was found.

On 2/17/05, an interview was held with the facility
Administrator-In-Training, the Certified Social
Services Worker, and the Director of Nursing
regarding the facility's policy and procedures for
reporting and investigating allegations of abuse

F 224
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and negiect. In response to surveyor questions
about Resident 9's episode of inpatient care in
May 2004, the facility Director of Nursing stated
than an incident Report had not been completed
for Resident 9's hip fracture. The facility's
Administrator—ln-Training, the Certified Social
Services Worker and the Director of Nursing
further stated that no report of the incident had
been made to the State survey and certification
agency. Federal regulations (please see F 225
contained within this document) require that
aliegations of neglect are immediately repotted to
several agencies, inchuding the State survey and
certification agency. :

3. Resident 11 was admitted to the facility with
diagnoses which included senile dermentia and..
insulin dependent diabetes. o

On 2/16/05, the facility "Anti-Abuse Policy for
Residents" was reviewed. The policy documents
that the facllity objective is to "assure that all
residents residing at the facility may be free of
abuse of any sort; neglect, inveluntary seclusion
or misappropriate of their property during their
stay"

The policy further documents, under the heading:

"Who Should Suspected Abuse Be Reported
To Within the Facllity? When a case of suspected
abuse is noted by an employee, they must
immediately report it to their Dept. Head or the
nursing supervisor. ...Once the suspected abuse
has been reported to the immediate supervisor,
the facility Director of Nursing, facility Social
Worker, and facility Administrator must be notified
. The employee placing the report must be
interviewed and their response written down on
the abuse form. .."

F 224
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Continued From page 7

"What Outside Agencies Must be Notified of
the Suspected Abusa?

All allegations of suspected ahuse must be
investigated within the facility, but must also be
called in to the State Health Department survey
division. The investigation must begir
immediately once the allegation has been made.
-..The notification may be made by the facility
Social Worker, ar their (sic) in their absence, the
Director of Nursing or facility Administration. This
call needs to be made within one working day
from receiving the allegation.” : o

On 2/17105, the facility Administrator-In-Training,
the Certified Social Services Worker and the
Director of Nursing were interviewed regarding -
the facility’s policy and procedures for reporting
and investigating allegations of staff abuse
against residents. During the interview, facility
staff revealed that representatives of an advocacy
agency had visited the facility on 2/17/05 to
investigate an anorymous complaint zlleging that,
on 2/10/05, a facility certified nursing assistant
had kicked resident 11 and that this had been
reported to the facility by another certified nursing
assistant when it happened. ‘

During the interview, the Director of Nursing
stated that a written "waming note” reporting the
alleged abuse incident had been "slipped under [
her] door” sometime around 2/10/05 and that [she
] had not taken any action on the allegation of
abuse.

The Administrator-In-Training and the Certified

Social Services Worker stated they had not been
aware of the alleged abuse incidsnt until 2/17/05
and the facility had not reported the abuse to any

F 224
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| stated they would immediately investigate the

Continued From page 8

outside agencies, nor had any Investigation of the
allegations of abuse been done by anyone at the
facility.

The facility Director of Nursing provided a copy of
a form titled "Warning Slip" which had been
compieted by a facility charge nurse and which
appeared to allege that certified nursing assistant
2 {CNA 2) had been observed "hitting at least 2 X
(times) et (and) kicked(sic) at least 2 X (times) in
buttocks by this staff. '

The facility Administrator-in-Training, Certified
Social Services Worker and Director of Nursing

alleged incident of abuse and present surveyors
with a written report of their findings.

On 2/22/05 at 10:00 AM, two printed pages tited "
Investigation Re: Aliegation of Abuse" were
reviewed. This record documented that the
facility had conducted interviews with several of
the facltity staff on 2/17/2005 and 2/18/05. The
Summary states:

"It is difficult to determine what happenad
during this incident.... It is especially difficut to
deal with an incident which happened more than
a week ago. We feel that the incident is
unsubstantiated, but will not allow the CNA
involved to work on that side of the Unit anymaore

The record was signed by the Administrator in
Training and the Certified Social Worker.

On 2/23/05 an interview was conducted with
Certified Nursing Assistant 1(CNA 1) who had
reported the alleged abuse of CNA 2 to resident

F 224
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11. CNA 1 stated that the abuse happened on 2/
9/05 or 2/10/05 and that {she] reported the
incident immediately to the facility charge nurse.
CNA 1 stated that CNA 2 has stated [she] doesn't
like resident 11. CNA 1 stated [she] was in
resident 11's room administering personal cares.
CNA 2 came into the room and asked if CNA 1 if [
she] needed any help. CNA 1 told CNA 2 "no”
and witnessed CNA 2 kick resident 11 "for no
reason” and then slap [him]. GNA 1 stated that [
she} did not want CNA 2 to kniow that [she] had
reported the abuse because [she] was fearful that
CNA 2 would retaliate against [her].

The facility Cerified Social Worker was
Interviewed on 2/23/05. The Certified Social
Waorker stated that the facility did not substantiate
the allegation of abuse against CNA 2 but that
CNA 2 did not report for work at the next '
scheduled shift after the investigation interview
was conducted with (her] on 2/18/05. The
Certified Social Worker stated that the facility had
decidad to terminate CNA 2's employment with
the facility. When asked directly, the Certified
Social Worker stated that {she] would re-hire CNA
2 if Ishe] reapplied for work at the facility.

483.13(c)(1)(ii) STAFF TREATMENT OF
RESIDENTS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of thelr property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or

F 224
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other facility staff to.the State nurse aide registry
or licensing authorities. F22s5 Al staff will be mserviced on reporting
F226 Abus e/Neglzctnjury of unknown .

involving mistreatment, neglect, or abuse,
including injuries of unknown source and

| to other officials in accordance with State law

State survey and certification agency).

- 1 prevent futther potential abuse while the
. _investigat'ionis in progress. ’

| to the administrator or his designated
representative and'to other officials in

verified appropriate corractive action must be
taken.

injuries of unknown source were reported

; to other officials in accordance with State law

. or investigate allegations of staff abuse for-
| resident 11 and resident to resident abuse for

The facility must ensure that ail alleged violations

misappropriation of resident property are reported
immediately to the administrator of the facility and

The facility must have evidence that all 2lleged
; violations are thoroughly investigated, and must

The results of all investigations must be reported

accordance with Stats law (including to the State
Survey and certification agency) within 5 working
days of the In¢ident, and if the alleged violgtion is

| This REQUIREMENT s not mat as evidencead by

Based on Interviews and record review, the facility
did not ensure that, for 6 of 22 sampled residents,
allsged violations invelving neglect, abuse and

immediately to the administrator of the facility and

through established procedures. Specifically, the
facility did not report alleged vioiations involving

| through established procedures (including to the |-

1 neglect for Resident 9, tid not adeguately report

i
i
!

. quarterly, Completed by April 8, 2005, T "

Injury of Unknown Source Investigation
form will be implemented and all reports
of injuries of unknown source will lye
mvestigated by the D.O.N. and repored
o the Adm., Daily, continue monitoring

by logging on the Incident report Log

thru the QA committee weekly for the pext
3 monthls then monthly, Abu'Sé-/NegIe cr

‘Wil be mvestigated by social worker

Notification will be mmade to all appropriare-

‘Agencies, Investigations will ba

Completed within 5 days., This will
Followed up weekly for 3 months o
QA, then monthly, . o
All resident incidents were investigated
by the DON and the CSW. The

Findings are on file

Resident 11 had his incident
investigated by the DON and the CSW,
and results reported to the appropriate
agencies. APS conducted their follow-
up investigation in house.

F
All incidents for residents 3,49,12.13, ’
were reviewed in a special [DT meeting, e
and the deficient practice was identified. [
The inservice that was given reviewed ’
each of those items to assure that all

comrect procedures will be followed in J
the foture, i

~
These same inservices will be repeated & |

{
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Resident 12, and did not adequately report
incidents of injury of unknown soyrce for
Residents 3, 4, and 13, Residents 3, 4, 9, 11,12,
and 13,

On 2/23/05, a Standard Extended survey was
completed which resuited in the determination of
Sub-Standard Quality of Care in the area of
Resident Behaviar and Facility Practices (42 CFR
483.13). The determination of Sub-Standard
Quality of Care was.based on the lack of
identification, investigation and repotting of
allegations of abusa {both by staff and ather
residents) and injuries of unknown sourca,

A pattern of actual harm was identified for 6
residents, one of whom had g broken jeg which
went untreated for 3 days (see F224 regarding
neglect), 2 of whom were alleged victims of
abuse and an additional 3 who suffered
significant injuries (one resident was found with g
broken finger and lacerations to the back of her
head, another resident was found with his front
tooth through-his lip and the third resident was
found with a right eye injury). None of the
incidents were investigatad by the facility. None
of the incidents were reported by the facility to
required agencies, including the State survey and
ceftification agency. The facility did not have
evidence that any of the incidents were
Immediately reported to the administrator, as
fequired. The facility had evidence that on
Decemnber 13, 2004, their quality assurance
committee had identifisd the jack of reporting and
investigation of injuries of unknown source.
However, three days later, on 12/16/04, resident 4
was found with two lacerations on the back of her
head while iying in bed. No one knew how the
injuries had occurred. The incident was not

F225
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Findings incfude-
Aliegation of Neglect:

1. Resident 9 was admitted
diagnoses which included
depression.

On 2/17/05, resident 9 was in
room.  Resident 9 related
retured to the facility afte
therapy at another facility,
[she] and a family membe

] left thigh had been measurs
member and the nursing sta

Resident 9 stated

care facility where
treated for left intertroch
Resident 9 stated
been injured on 4/30/04 durin
therapy out of the
when [she] was admitted to a
on 5/3/04 [her] left femur had
making [her} left leg "4 or 5"
leq.

arter

record nurse's notes reve
04 at 2100 {11:00 PM)

[Resident 9 and a family member] are concerned
f that resident 9's left extremity is larger than right f

investigated or reported ag raquired.

to the facility with
guadriplegia and

that on 4/30/04 [she]

¥ receiving physical .
Resident 9 stated that
r had expressed
concern to facility nursing staff that resident 9's
left leg seemed to be much larg
leg at the upper thigh. Resident 9 stated that [Rer

ff and was found to
be "about 4 inches" larger than [her] right thigh. : .
that several days later at [het]
own insistence, {she] was examined at an acute
ishe] was diagnosed with and

[she] betieved [her] left leg had

facility. Resident 9 stated that
shorter than her right

On 2/17/05, a review of resident 9's medical
aled an entry dated 4/30
which documenteg:

F 225

terviewed in her

er than fher] right

d by a family

hip fracture.
g a visit to physical

n acute care facility
been displaced
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: extremity. :
right thigh 24 1/2"  left thign 28
right calff 15" left calf 15 1/4"
right ankle 9" left ankle 9"

A further entry dated 5/3/04 at 1800 (3:00 PM)

in the ER (emergency room) for left ingreasead
thigh swelling. Thigh about 3 1/2 to 4" larger in
circumference than non-affected thigh; tight to

taken to the émergency room via ambulance.

An entry dated 5/3/04 at 2130 (11:30 PM)
documents that Resident 9 was. admitted to the
acute care facllity with left intertrochanter hip
fracture and that the facility Director of Nursing
was notified at 11:45 PM.

On 2/16/08, facility Incident Reports were
through February 2005, No Incident Report to
Resident 9 was found.
Admlnistrator—ln-Training. the Certified Social
Services Worksr and the Director of Nursing
reporting and investigating allegations of abuse
about Resident 9's episode of acute inpatient
stated that an Incident Report had not been
completed for Resident 9's hip fracture. The
facility Administrator-ln»Training, the Certified

Social Services Worker anhd the Director of.
Nursing further stated that no report of the

documented *...PY, (resident 8) needed to be seen

touch from above the knee to hip on left side...”,
The entry further documsnts that resident 9 was

examined for the period covering January 2004,

docurnent alleged violations involving neglect for

On 2/17/05, an interview was held with the facility

regarding the facility's policy and procedures for
and neglect. In response to surveyor qtiastions

care in May 2004, the facility Director of Nursing

f
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‘agency had visited the facilty on 2/17/05 to

! a form titled "Warning Slip” which had been

incident had been made to the State survey and
certification agency.

Allegations of Abuse:

2. Resident 11 was admitted to the faciity with
diagnoses which included senile dementia and
insulin dependent diabetes.

On 2/17/05, the facility Administrator-In-Training,
the Certifled Social Services Worker and the
Director of Nursing were interviewed regarding
the facility's policy and procedures for reporting
and investigating allegations of staff abuse
against residents. During the interview, facility
staff revealed that representatives of an advocacy

investigate an anonymous complaint alleging that,
on 2/10/05, a facility certified nursing assistant
had kicked resident 11 and that this had been
reported to the facility by another certified nursing
assistant when it happened.

The Director of Nursing stated that a written
warning note” reporting the alleged abuse
incident had been "slipped under [her] door®
sometime around 2/10/05 and that [she] had not
taken any action on the allegation of abuse.,

The Administrator-In-Training and the Certified
Social Services Worker stated they had not been
aware of the alleged abuse incident until 2/17/05
and the facility had not reported the abuse to any
outside agencies, nor had any investigation of the
allegations of abuse been done by anyone at the
faciiity.

The facility Director of Nursing provided a copy of
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completed by a facillty charge nurse and which
appeared to allege that Certified Nursing
Assistant 2 (CNA 2) had been observed "hitting at
least 2 X (times) et (and) kicked (sic) at least 2 X
(times) in buttocks by this staff".

The facility Administrator—!n-Training. Certified
Social Services Worker and Director of Nursing
| stated they would Immediately investigate the
alleged incident of abuse and present surveyors
with a wrilten report of their findings.

On 2/22/05 at 10:00 AM, two printed pages
headed "Investigation Re: Allegation of Abuse”
were reviewed. This record docurnented that the
facility had conducted interviews with several of

| the facility staff on 2/17/2005 and 2/18/05. The.
Summary states: .

"It is difficult to determine what happened
during this incident.... It is especially difficult to -
deal with an incident which happened mate than
a week ago. We feel that the incident is
unsubstantiated, but will not allow the CNA
involved to work on that side of the Unit anymore

The record was signed by the Administrator-if-
Training and the Certified Social Worker.

On 2/23/05 an interview was conducted with
Certified Nursing Assistant 1 {CNA 1) who had
reported the alleged abuse of CNA 2 to resident
11. CNA 1 stated that the abuse happened on 2/
9/05 or 2/10/05 and that [she] repartad the
incident immediately to the facility charge nurse.
CNA 1 stated that CNA 2 has stated [she} doesn't
like resident 11, CNA 1 stated [she] was in
resident 11's room administering personal cares,
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CNA 2 came into the room and asked if CNA Tif{
she] needed any help. CNA 1 told CNA 2 "no”
and witnessed CNA 2 kick resident 11 "for no
reason” and then slap [him]. CNA 1 stated that [
she} did not want CNA 2 to know that [she] had
reported the abuse because {she] was fearful that
CNA 2 would retaliate against ther].

The facility Certified Social Worker was
interviewed on 2/23/05. The Certifted Social

Worker stated that the facitity did not substantiate

the allegation of abuse against CNA 2 but that
CNA 2 did not report for work at the néxt ‘
scheduled shift after the investigation interview
was conducted with [her]. The Certified Social
Worker stated that the facility had decided to
terminate CNA 2's employment with the facility.
When asked directly, the Certified Social Worker
stated that [she] would re-hire CNA 2 if [she]
reapplied for work at the facility.

3. Resident 12 was admitted to the facility on 12/
3/04 with diagnoses which included urinary tract
infection, senile dementia with depressive
features, chronic bronchitis and alcohoi abuse,

During initial tour of the facility on 2/1 5/05,
resident 12 was observed sitting on the edge of {
her] bed in room 114 eating lunch. Resident 12
stated to the surveyor [she] had been "beat up by
another resident” and had to kesp [her] door
closed al! of the time because the individual who
beat [her] up had come into [her] room one night
while {she] was asleep and [she] had awakened
to see (him] sitting in a chair in [her] room,
Resident 12 stated [she] was afraid "it would
happen again”. Resident 12 was not able to give
an exact date and time when these incidents had
occurred.,

F 225
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During initial tour, the surveyor observed the
location of the rooms on the 100 hall and notad
that room 108 was located in the locked unit at
the end of the hallway away from the nurse's
statton and room 114 was {ocated immediately
across the hallway from the nurse's station.

Resident 12's medical record was reviewed on 2/
15/05. The medical record documented that
resident 12 had initially been admitted to room’
108 on the locked unit on 12/03/04. Resident 12
's admisslon nursing nota dated 12/3/04
documented that resident 12 was admitted afier a
fall at home and that resident 12 had yellowing
bruise marks on fher] face. Resident 12's
medical record showed no documentation of
bruising on {her] upper arms and upper chest.

Nurse's Notes in resident 12's medical record
document that on 12/18/04 resident 12's family
reported to LPN 1 that resident 12 said {she] had
"been beat up by another resident”. The note
further documents that (LPN 1) “could not find
any documentation to back thts up which was
reported to the family”.

No documentation was noted in resident 12's
medical record to expiain why {she] had been
moved from room 108 to room 114.

On 2/17/05 an interview was conducted with
facility nursing staff Licensed Practical Nurse 1 {
LPN 1) regarding the report by resident 12's
family that [she] had been assaulted by another
resident. LPN 1 stated that resident 12's family
had reported the assault by another resident.
LPN 1 did not remember the exact date of this
report. LPN 1 stated that resident 12 was
admitted to the facility following a fall at hame.

F 225
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LPN 1 further stated that since resident 12 was
admitted with bruises "over the face, upper arms
and upper part of the chest”, LPN 1 couid not see
any difference in the bruising when [she]
examined resident 12 after the assault was
reported. LPN 1 stated that [she] did not fee! it
was necessary 1o report the information or to
complete an Incident Report.

During the interview with LPN 1 on 2/17/05. the
surveyor asked if resident 12 had ever reported "a
man” sitting in resigent 12's room. LPN 1 stated "
Nno, but I would not be surprised if [she] had
reported a man sitting in [her] room because [she]
was on that end of the hall (referring to the locked |
unit). The surveyor asked why resident 12 had
been moved from room 108 to room 114. LPN 1
stated [she] did not know why resident 12 had
been maved.

On 2/17/05, the facility Administrator-in-Training,
the Certified Social Services Worker and the
Oirector of Nursing were interviewed regarding
the facility's policy and procedures for reporting
and investigating allegations of staff abuse
against residents. During the interview, facility
staff were asked about the resident 12's
allegation that {she] had been assaulted by
another resident. Facility staff present at the
interview stated they were not aware of the
incident.

injuries of unknown source;
4. Resident 13 was admitted to the facility with

diagnoses which included Alzheimer's disease,
hypertension and Schizophrenia.

A teview of Incident Report records was

F 225
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1 Director of Nursing stated [she] did not know until

Continued From page 19

completed on 2/17/05. An incident report dated
10/2/04 documented that resident 13 was found
in [his] room with "blood going down his cheek"”,
The Incident report further stated that "resident {
13) put [his] front tooth thraugh [his} upper lip®.

On 2/17/05, the facility Administrator-In-Training,
the Certified Social Services Worker, and the
Director of Nursing were interviewed regarding
the facility’s policy and procedures for reporting
and investigating allegations of abuse and injuries
of unknown.orlgin. The facility staff present at
this interview were asked if the incident involving
resident 13 had been reported. and investigated.
Facility staff present stated that the incident had
not been reported to Adult Protective Services (
AP'S} or State survey and certification. The

[she] was told in a facility meeting heid in
December, 2004 that it was [her] responsibility to
investigate incident reports and report themto -
APS and State survey and certification.

5. Resident 4 was an 81 year old female who
was admitted to the facility on 6/19/97 with
diagnoses which included Parkinson's Disease
and dementia,

November 2004 nurse's notes documented the
following:

11/8/04 - 12:10 PM - "order from MD for L (left)
hand to r/o (rule out) fx (fracture).”

11/8/04 - 4:05 PM - "x-ray results came back,
Possible fx of 5th finger on L hand. See under
lab resuits.”

11/9/04 - 9:00 AM - Resident’s L hand swollen +2
sdema with discoloration and L little finger
swollen +1 edema with discoloration.. *

F 225
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Jindicating that was the area of concern. The ohly

Continued From page 20

11/9/04 - 9:30 AM - MD "was notified of x-ray
results he suggested to see orothopedic [sici MD

11/9/04 - 11:00 AM - *Sent out to ER {ermergency
room)...for tx (treatment) by orthopedic [sic] MD."
11/9/04 - 1:00 PM - Pt. (patient) returned from ER
dx (diagnosis) Fx (fracture) L (left) hand 5th
proximai phalanx, finger was splinted and
wrapped in ace wrap..."

An incident report regarding resident 4 and her
left hand, dated 11/8/04, does not describe the
injury. The time listed was 7:00 AM. The nurse
circled the left hand on the picture on the form

narrative was "unknown origin”. The incident
report was signed by the nurse completing the
form, the director of nurses and the physician, It
was not signed by the administrator.

Neither the medical record for resident 4 nor
facility staff had documentation which wouid
evidence that this significant injury of "unknown
origin® was immediately reported to the
administrator or the State survey and certification
agency. Facility staff were not able to provide any
documentation that this injury of “unknown origin®
had been investigated to determins the cause.

Thirty=eight days later, on 12/16/04, this same
resident (#4) was "found by CNA in bed, with
blood on pillowecase. 2 small lacerations found on
back of scalp...Unknown eticlogy of wounds.
Incident report filled out and faxed to Dr.
Lacerations 2 cm {centimeters) and 3 em,
respectively. Hair surrounding scalp wounds
trimmed, steri strips applied after cleaning with
betadine...”

F 225
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The incident report for this was not found in the
facility's incident report book for 2004,

The medical record for resident 4 did not contain {
and the facility staff could not provide)’
documentation 1o evidence that this injury of
unknown eliology" was immediately reported to
the administrator or the State survey and
certification agency. The facility did ot have
documentation to evidence that there had been a
thorough investigation into this incident. There
was some speculation by the day nurse on 12/16/
04 and she relayed to the resident's family that -
the resident "possibly hit head on table," There
was no documentation 1o support this speculation
(i.e. blood and hair on bed side tabls, etc.)

6. Resident 3 was admitted on 9/16/04 with
diagnoses that included hyperthyroidism,
congestive heart failure, hypertension,
osteoarthritis, dementia, seizure disorder and
Schizophrenia. .

Resident 3's medical record was reviewed on 2/
22/05 and the nurses notes, dated 11/15/04 at
2000 (3:00 PM) documented "Res (resident)
found /¢ (with) R (right) eye bruising. Aides state
found in room on flcor /c plilow to face earlier this
day. No injury to eyes assessed”. No other
references to this injury were found in the nurses
notes.

Neither the medical record for resident 3 nor
facility staff had documentation which would
evidence that this injury was reported to the
administrator or the State survey and certification
agency. The Incident/Accident Log for November
2004 was reviewed and there was no entry about
the incident that occurred on 11/15/04.

F 225
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1 8. During interview with facility administration on
2/17108, they stated that they had Identified in

—_— ]

Continued From page -22

7. On 2/14/05, the State Survey and certification
agency's computerized intake log for this faciiity
was reviewed. |t was noted that since 4/13/04,
the facility called in only two reparts of suspected
abuse, neglect, misappropriation of property or
injuries of unknown source. The dates of these
reports were 4/13/04 and 11/30/04. Neither of
these facility reported entities included
information regarding the examples listed in this -
deficiency. The facility again began to report
required allegations on 2/24/05, the day after the
State surveyors exited the facility after having
shared all the areas of concern. ‘

their quality assurance (QA) meeting, held 12/13/
04, that they had not reported everything that
needed to be reporied.

Review of their QA mesting minutes for 12/1 3/04,
revealed the following:

"Incident reports were reviewed for the month of
November and there were a total of 25 reports of
these 3 warranted additional investigations that
was not completed,,.We will have the DON
conduct investigation of all new unknown origin
reports and communicate findings to APS {adult
protective services) and State agency when
warranted. These wili be reviewed by the
administrator and the quarterly quality assurance
team.”

it was 3 days later, on 12/1 6/04, that resident 4
was found in her bed with biood on her pilow and
two lacerations on the back of her head. Fagcility
staff listed the wounds to have an "unknown

Fa25
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etiology”, but did not report this incident to the
administrator or State survey agency. Facility
staff did not pursue an investigation into the
events surrounding this incident. The
identification of this deficient practice by the
facility's quality assurance team on 12/13/04 did
not follow with a functional or efficient plan of
correction. ‘
"F 226

F 226 483.13(C)(1)(i) STAFF TREATMENT OF
58=G | RESIDENTS ,

The facility must develop and Implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

{Use F226 for deficiencies concerning the
faciity's devetopment and implementation of
policies and procedures.)

This REQUIREMENT is nat met as evidenced by

Based on interview and review of records, if was
determined that the facility did not implement
written policies and procedures that prohibit
mistreatment, neglect and abuse of residents for
2 of 22 sampied residents. Specifically, the
facility did not provide ongoing training to facility
staff on issues related to abuse prohibition
practices; did not prevent neglect in assessing
and treating resident 9 for & hip fracture; and dig
not adequately report or investigate allegations of
staff abuse for resident 11 nor report or
investigate circumstances of neglect for resident
9. Negiect means the failure by the facility to
provide goods and services necessary to avaid
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physical harm, mental anguish, or menta! illness
Resident identifiers 9 and 11,

Findings include;

1. During survey on 2/14/05, 2/15/05 and 2/16/
05, eleven interviews were conducted with three
nurses and eight certified nursing assistants
regarding training received at the facility on abuse
recognition, pravention and reporting procedures.
Nine of nine facility staff interviewed could not
recall abuse training being provided at the facility
during the past year. On 2/15/05 and 2/17/05, the
facility Director of Nursing was asked to provide
copies of both the abuse training given at the
facility during the previous year and the signed
rosters evidencing employees attending the
abuse training. Facility administration stated that
abuse training had taken place within the year, .
but they were unable to provide documentation (
after several requests from the survey team) to
evidence that training had oceurred,

2. Resident 9 was admitted to the facility with
diagnoses which included quadriplegia and
depression.

On 2/17/05, resident 9 was interviewed in her
room. Resident 9 related that on 4/30/04 [she]
returned to the faciiity after receiving physical
therapy at another facility. Resident 9 stated that
[shel and a family member had expressed
concern to facility nursing staff that resident 9's
left leg seemed to be much larger than her} right
leg at the upper thigh. Resident 9 stated that [her
1 left thigh had been measured by a family
member and the nursing staff and was found 1o
be "about 4 inches” targer than [her] right thigh.

; Resident 9 stated that several days later at [her]

F 226
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treated for left intertrochanter hip fracture.

Continued From page 25

own insistence, [she] was examined at an acute
care facility where [she] was diagnosed with ang

Resident 9 stated [she} believed [her] left leg had
been njured on 4/30/04 during a visit to physical
therapy out of tha facility. Resident 9 stated that
when [she] was admitted to an acute care facility
on 5/3/04 fherj left femur had been displaced
making {her] left leg "4 or 5" shorter than ber right

leg.

On 2/17/05, a review of resident 9's medical
record nurse's notes revealed an entry dated 4/30
/04 at 2100 {11:00 PM) which documented;

"[Resident 9 and a family member] are concemed |
that resident 9's Jeft extremity is larger than right
extremity. . :
right thigh 24 14" left thigh 28"

rigiht calf 15" left calf .15 %,

ankle " left ankle 9"

A further entry dated 5/3/04 at 1500 (3:00 PM)
Gocumented *._Pt. (resident 8) needed to0 be seen
in the ER (emergency room) for lsft increased
thigh swalling. Thigh about 3 1/2 1o 4" targer in
circumference than non-affected thigh; tight to
touch from above the knee to hip on left side...",
The entry further documents that resident 9 was
taken to the emergency room via ambulance.

An entry dated 5/3/04 at 2130 (11:30 PM)
documents that Resident 9 was admitted to the
acute care facility with left intertrochanter hip
fracture and that the facility Director of Nursing
was

notified at 11:45 PMm.,

On 2/16/05, the facility "Anti-Abuse Policy for

F 226
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Residents" was reviewed. The policy documents
that the facility objective is to "assure that aii
residents residing at the facility may be free of
abuse of any sort; neglect, involuntary seclusion
or misappropriate of thejr property during their
stay”,

The policy further documents, under the heading
"How Staff Wili be Monitored During Delivery of
Care & Services: All facility staff must be -
monitored during their work performance to
assure there Is no evidence of neglect of care to -
those residents whom they provide daily care for.
This will be accomplished by the following .
protocol:™ The policy further lists and explains the
procedures for the responsibility of facility charge
nurses, DON (Director of Nursing) and ADON o
Asslstant Director of Nursing) to monitor staff
work performance and ensure that neglact does
not occur. - .

On 2/16/05, facility Incident Reports were
examined for the period covering January 2004
through February 2005. No Incident Report to

‘| document alleged violations invalving neglect for
Resident 9 was found.

On 2/17/08, an interview was held with the facility
Administrator-in-Training, the Cerlified Sacial
Services Worker, and the Directar of Nursing
regarding the facility’s policy and procedures for
reporting and investigating allegations of abuse
and negiect. In response to surveyor questions
about Resident 9's episode of inpatient acute
care in May 2004, the facility Director of Nursing
stated than an Incident Report had not been
completed for Resident 9's hip fracture. The
facility's Administrator-In-Training, the Certified
Social Services Worker and the Director of

i
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Nursing further stated that no report of the
incident had been made 1o the Stale survey and
certification agency.

3. Resident 11 was admitted to the facility with
diagnoses which included senile dementia and
insulin dependent diabetes. :

On 2/16/05, the facility “Anti-Abuse Palicy for
Residents” was reviewed. The policy documents
that the facility objective is'to "assure that all
residents residing at the facility may be free of

abuse of any sort; neglect, involuntary seclusion

Or misappropriate of their property during their
stay". The policy further documents, under the
heading : . -

Who Should Suspected Abuse Be Reported
To Within the Facility? When a case of suspected
abuse is noted by an employee, they must
immediately report it to their Dept. Head or the
nursing supervisor, ...Once the suspected abuse
has been reporied to the immediate supervisor,
the facility Director of Nursing, facility Social
Worker, and facility Administrater must be notified
. The employee placing the report must be
interviewed and their response written down on
the abuse form, ...

What Outside Agencies Must be Notified of
the Suspected Abuse?

All allegations of suspected abuse must be
investigated within the facility, but must also be
called in to the State Health Department survey
division. The investigation must bagin
immediately once the allegation has been made.
-.The nofification may be made by the facllity
Social Worker, or their {sic) in their absence, the
Diractor of Nursing or facility Administration. This

F 228
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call needs to be made within one working day
from receiving the allegation.

On 2/17/05, the facility Administrator-in-Training,
the Certified Social Services Worker and the
Director of Nursing were interviewed regarding
the facility's policy and procedures for reporting
and investigating allegations of staff abuse
against residents. During the interview, facility
staff revealed that representatives of an advocacy
agency had visited the facility on 2/17/05 to
investigate an anonymous complaint alleging that,
on 2/10/05, a facility certified nursing assistant
had kicked resident.11 and that this-had been
reported to the facility by another certifled nursing
assistant when it happened. -

The Director of Nursing stated that a written "
warning note” reporting the allaged abuse
incident had been "slipped under {her] door"
sometime around 2/10/05 and that [she} had not
taken any action on the allsgation of abusa.

The Administrator-ln-Training and the Certified
Social Services Worker stated they had not been
aware of the alleged abuse incigent until 2/17/05
and the facility had not reported the abuse 1o any
outside agencies, nor had any investigation of the
allegations of abuse been done by anyone at the
facility.

The facility Director of Nursing provided a copy of
a form titted "Warning Slip" which had been
completed by a facility charge nurse and which
appeared to allege that Certified Nursing
Assistant 2 (CNA 2) had been observed "hitting at
least 2 X (times) et (and) kicked (sic) at least 2 X
(times) in buttocks by this staff™, .

F226(
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| she] did not want CNA 2 to know that [she] had
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Continued From page 29 f

The facility Administrator-ln-—Training, Certified
Sacial Services Worker and Dirsctor of Nursing
stated they would immediately investigate the
alleged incident of abuse and present surveyors
with a written report of their findings,

On 2/22/05 at 10:00 AM, two printed pages -
headed “investigation Re: Allegation of Abuse”
were reviewed. This record documented that the
facility had conducted interviews with several of
the facility staff on 2/17/2005 and 2/18/05. The
Summary states: .

"It is difficult to determine what happened
during this incident.... It is especially difficult to
deal with an incident which happened more than
a week ago. We feel that the incident is
unsubstantiated, but will not afiow the CNA

The record Was signed by the Administrator in
Training and the Certified Social Worker,

On 2/23/05 at interview was conducted with
Certified Nursing Assistant 1(CNA 1) who had
reported the alleged abuse of CNA 2 to resident
1. CNA 1 stated that the abuse happened on 2/
9/05 or 2/10/05 and that [she] reported the
incident immediately to the facility charge nurse,
CNA 1 stated that CNA 2 has stated [she] doesn't
like resident 11. CNA 1 stated [she} was in
resident 11's room administering personal cares.
CNA 2 came into the room and asked if CNA Tif[
shej needed any help. CNA 1 told CNA 2 "no"
and witnessed CNA 2 kick resident 11 “for no
reason” andthen slap [him). CNA 1 stated that |

reported the abuse because {she) was fearful that

F 226
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| decided to terminate CNA-Z's employment with

| Continued From page 30
CNA 2 would retaliate against [her].

The facllity Certified Social Worker was
interviewed on 2/23/05. The Certified Social
Worker stated that the faciiity did not substantiate
the allegation of abuse against CNA 2 but that
CNA 2 did not report for work at the next
scheduled shift after the investigation interview
was conducted with [Rer] on 2/18/05. The

Certified Social Worker stated that the facility had

the facility.- When asked directly, the Certified . .
Social Worker stated that [she] would re-hire CNA
2 if [she] reapplied for work at the faciity. - -

483.15(2) QUALITY OF LIFE

The facility must promote care for residents ina
manner and.in an environment that maintains or |
enhances each resident's dignity and respeact in
full recagnition of his or her individuaiity.

This REQUIREMENT is not met as evidenced by

Based on observation the facility did not promcte
Care for some of the residents in a manner that
maintained of enhanced.the dignity and respect in
full recognition of his or her individuatity for 1 out
of 22 sampled residents and for 5 supplemental
residents. (Resident identiflers: 13, 23, 24, 25, 28,
and 27)

Findings included:

| 1.Qn 2/15/05 at 8:30 AM breakfast was observed
lin the south east dining room. Resident 13, who

| was in a wheelchair with a lap buddy, and !
| resident 25. wno was sitting in a chair at the same |
i b

F 226

Fa41]

- F241 Nursing staff will be mserviced on
dignity ofresidents during meals.
Resident 13 lab buddy will be removed
during mezls, Resident 24, 25 & 13 will be
p'rop"erly posiioned during meals, (aides
will not stand), Resident 13, 24, 26, 27
hair will be combed daily by staff.
Allresidents will be properly positioned at
mealtime. D.O.N. Wil monitor weekly
During meal titne rounds and
report o QA committes

[
Compleied by Apri 8, 2005, -F
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table needed assistance with dining. CNA 4, who
was observed standing, fed resident 13 and 25,
Resident 13 was not assisted to sit in an upright
position during the meal. Since the CNA
remained standing it forced resident 13 to lean
back in his wheelchair, hyper-extend his neck, lift
his chin and open his mouth. ' '

2. On 2/15/05 at 12:40 PM lunch was observed in
the south east dining room. CNA 2, who was,
observed standing, fed resident 13 and resident
24. Resident 13 was not assisted to sit in an
upright position during the meal. Since the CNA
remained standing it forced resident 13 to lean
back i his wheelchair, hyper-extend his neck, [ift
his chin and open his mouth. -

CNA 4, who was observed standing, fed resident |
25 lunch, . '

3. On 2/16/05 at 8:50 AM resident 13, resident 24
, resident 26 and 27 were observad in the south,
east dining roam with hair looking disheveled and
not ecombed.

4, On 2/16/05 at 12:45 PM lunch was observed in
the southeast dining room. CNA 3, who was
observed standing, fed resident 13 lunch.
Resident 13 was not assisted to sit in an upright
position during the meal. Since the CNA
remained standing it forced resident 13 to lean
back in his wheelchair, hyper-extend his neck, ft
hls chin and open his mouth. CNA 4, who was
observed standing, fed resident 24 and resident
25 lunch. CNA 5, who was observed standing, fed
resident 23 lunch.

483.15(h)(2) ENVIRONMENT

The faciiity must provide housekeeping and

F 241
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maintenance services necessary to maintain a F253

| housekeeping and maintenance.

sanitary, orderly, and comfortabie interior.

This REQUIREMENT is not met as evidenced by

Based on observation, the facility did not provide
housekeeping and maintenance services
necessary o maintain sanitary, arderly and
cemfertable interior as evidenced by inadequate

Findings included:

During an inspestion of the facility on 2/15/05
through 2/23/05 the following items
were revealed: . ‘

1. On 2/22/05 at 8:55 AM the south west dining
room, across from the south nurses’ station was
observed. Eleven out of 18 chairs had dried food
particles on the arms of the chairs, One chair's
left arm was lose and could be ralsed up
approximately 3 inches. One out of 5 tables was
unstable and wobbled from side to side.

2.0n 2/15/05 at 7:00 AM the south east dining
room was observed. On the west side of the .
dining room was a counter with a television duct
taped fo the counter. Just below and in front of

the television the counter's edge was missing a 3
1/2 inch by 1 inch section of laminate, Near the
corner of the counter's edge on the entry door
side was a 1 and 1/8 inch by 1 inch section of
laminate missing.

3. On 2/15/05 at 12:30 AM the shower rogm

across from room 102 was observed. There was
! @ 48 inch by 30 inch by 6 inch divider wall in the |
| shower room. There were 2 ceramic tiles missing |

Nursmg staff wil be inserviced og the proper
Storage of personnal items, ointments, apnd
keeeping laundry bamrels covered. D.O.N,
will monitor during pursing rounds and
Tepon 10 the QA commyjrtee monthly,
Lap buddies i disrepair will be thrown
away. Restorative Nursing §ta ff wil monitor
lap buddies weexiy assuring only lap
buddies-in good repair are used for residents.
D.O.N. will report condition of lap buddies
to the QA committee monthly . =
Arm restpadding op all Hoyer Jifts will be .
replaced. RcstOra‘tiYe-‘Nu‘rS'm‘g Sta ff will
monitor to assure Hoyerlifis are in good
®pairand clean. DIO.N. will teport
to the QA committee monthly

Completed by April 8, 2005.
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frorn the 6 inch wide part of the divider wall 3 E?253 All chairs in the dnngroom have been
inches up from the floor. There was a container Repaged, 25 have the tabl
of overflowing dirty laundry with a towel that had pared, as have the tables -
numerous dark red spots, not unike blood, on the Housekeeping wil clean chairs efter
top. The container of laundry was uncovered. Each meal.
4. On 2/15/05 at 12:45 PM the north nurses’ This will be moniored by the
station was observed. The column at the north- Housekéeping swemisor. weekly
end of the nurses station had tom and pagling
~ twall paper ngar_the floor apd the cap of the corner - . The bfol'ceh"lamh{m' will be replacsd
| guard was missing, exposmg.ba're metal, K On'the 'cbiintertop'."Houselceepérs
5./ On 2/22/05 at.1:20 PM the shower room Have lists on theicarts whe re they
| across from the 'south nurses station was Willnote fiexns thtneed repair. The
‘observed. Upon entering the shower room the Lists wil be tumed over to their
north well was observed o have nuUMerous areas . ‘Supervisor weelkly, sud she wil
of peeling paint. - Make sure it is onthe mainte gagee
SR . Log, and completed. . ‘
The first shower stall observed was belng used - T , _
for. storage. ' Alwissing tile hasbeen replacediy
Thne second shower stall on the south wall above Tbe shower rooms. The shower
the base board tile was a 2 foot by 3 foot area of . Bc_“c%“s, have been rcﬁrfrshe d.
' peeling paint and eroding wall, There was a 48 Painting has beendone in the shover
ineh by 30 inch by 6 inch divider wall in the Rooms. All of the shower rooms
shower room, There were 3 ceramic flles missing ‘“Willbe checked on i mnonthily basi
from the 6 inch wide part of the divider wall. The By maintenance,
shower curtain located in this stail had a dime
fsize ar!ea ¢f a brown raised subsrt-lance, not unlike The sofled linen have lids now,
€ces, located near the edge of the curtain . \ ) .
approximately 5 feet from the floor. The wooden gﬁiﬂ be moniord by maintenace.
shower seat had areas of exposed bare wood. Y ) |
The varnish and wood stain were wearing off, The fayed carpethas been fixed.and , i
Willbe monitored by mainte mance monthly '
| The third shower stall at the antry way had 2 ,‘ |
j baseboard tiles missing on the south side and 3 Completed by Apri §,2005. j ; f
| baseboard tiles missing on the north sice. On the | ; '
L wall where the water faucet was located grout G : ' : '
" was missing direcily below the faucet and down 1o . |
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the floor. The wooden shower seat had areas of
exposed bare wood. Approximateiy twenty per
cent of the varnish and wood stain was worn off
One long siat was ail bare wood.

6. On 2/23/05 at 9:20 AM the shower room -
across from room 301 was observed. One inch
above the shower faucet in the 12 o'clock position
was a 1 and 1/4th inch by 1 inch by 1 and 1/2 inch
triangular hole in the wall. 1t appeared that a
piece of tile was missing, - ‘

Located on a chair next to the sink in the shower -
room was a pink basin that had the following
personal care items in it; tube of toothpasts, 2
combas, a tube of Bacitracin ointment, a
Chopstick, a tube of Elidel cintment, a pencit and
a pony tail band. The bottom of the pink basin
had numerous white, black , blue, and brown
raised crusty materiai on it. Thers was no name

~on the basin.:

Al 9:25 AM a certified nursing assistant (CNA)
number 1 was interviewed. CNA 1 was asked if
she knew who ewned the basin with the personal
care items in it. She picked it up, locked at it and
stated, " don't know who it belongs to. This is
pretty nasty." The CNA then put the basin down
and left the room.

7. 0n 2/23/05 at 9:40 AM the shower room
across from the north nurses’ station was
observed. On the south wall of the entry hallway
there were numerous areas of peeling paint. The
largest area measured 4 feet by 1 inch long, and
was 3 feet up from the floor. On the narth wall of
the entry haliway there was a 30 1/2 inch by 2
inch sectton of peeling paint.

ORM CMS-2567(02-95) Previcus Versions Obsolsle

!

F 253

Event 1D: FAWD 11

Facility I, uTooZ2 if continvation sheet Page 35 of 80

03/29/2005 TUE 17:42 [TX/RX NO 9780]

1 1




bofcdroans  17:35 8813779747

DEPARTMENT OF HEALTH AND HUM£.  SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EASTLAKECARECENTER PAGE BE

o

] PRINTED: 03/07/2005
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ‘ COMPLETED
A BUILDING
‘ —_———
B. WING
465119 02/23/2005

NAME OF PROVIDER OR SUPPLIER

EAST LAKE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP Cone
1001 NORTH 500 WEST

PROVQ, UT 84601

(X4} 10
PREFIX
TAG

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

() PROVIDER'S PLAN GF CORRECTION e
PREFRIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REFERENCED TO THE APPROPRIATE DEFICIENGY) oaTE

F 253

Continued From page 35

An open area on the south side of the shower
room that had an old dusty unused whirlpool tub
was observed. This area was being used for
storage of equipment and dirty laundry. There
was a container of uncovered dirty laundry
emitting stoof and urine like odors,

On the back wall at the north shower stall was a
23 inch long by 4 1/2 inch wide hole in the
wallboard approximately 6 inch up from the floor.
The wooden shower seat located.in the north
shower stall had areas of exposed bare wood.
Approximately twanty per cent of the vamish and
woad stain was wom off. The wooden shower
seat located in the south shower stall had areas
of exposed bare wood. The varnish and wood
stain were wearing off. ‘ ‘

8.0n 2/23/05 at 9:50 AM the shower room
across from room 321 was observed. The towel
rack on the north wall was lose and part of the |
Screws securing the rack to the wajl were
exposed.

9. On 2/23/05 at 10:05 AM the tub room across
from room 505 was observed. There was a
container of uncavered dirty jfaundry.,

10. On 2/23/05 at 10:10 AM the second floor
dining room was observed. At the entrance of the
dining room, where the hali carpeting and the
dining room carpeting met there was an eight inch
section of frayed carpet.

11. On 2/15/05, 2/16/05, 217105, 2/21/05, 2122/
035, 2/23/05 and 2/24/05 resident 13 was
Observed to have a black lap buddy in use while
inn his wheelchair. The vinyi covering on the black
iap buddy was torn and pieces of vinyl were

F 253
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F 253 Continued From page 38

missing. On the morning of 2/23/05 resident 13
was utilizing a green lap buddy that was in good
repair. The afternoon of 2/23/05 the previous
biack lap buddy that was in disrepair was again
being utilized.

12, On 02/22/05 at 8:50 AM two Haver lifts were
observed in the 200 hallway. Hoyer lift one had
brown arm rests which attached to a sheepskin
lift seat. The arm rests had padding and the
padding was torn off.on the outer edges of both
the arm rests exposing a layer of foam. The
sheepskin sling had crusted hrown materiai noted
in severatareas of the seat and the general
‘appearance of the sheepskin was mattad.

F 274 1483.20(b)(2)(ii) RESI‘D_ENT' ASSESSMENT

S5=8

Within 14 days after the facility determines, or
should have determined, that there has been a
sigrificant change in the residents physical or
mental condition. (For purposs of this section, a
significant change means a major decline or
improvement in the residents status that will not
normaily resalve itself without further itervention |
by staff or by im plementing standard disease-
related clinical interventions, that has an impact
on mare than one area of the residents hea|th
status, and requires intardisciplinary review or
revision of the care plan, ar both.)

'
|

This REQUIREMENT is not mat as evidenced by
) !
Based on recorg review, it was determined that
for 2 of 22 sample residents, the facility did not
i conduct a comprehensive, significant change
assessment or interdisciplinary review within T4

F274

F 253 B

F 274

Anew MDS Coordinator has been hired
fultime . MDS Coordinator will be ogiented
10 RAI Manua] that detennines when a
comprehensive, significant change
assessment/IDT review is required
Residents 485 MDS will be 12 vie wed 10
assess ifa Significant Change corréction
sbould be done. MDS Coordina tor il

- attend daily stand up meeting and
communicate with staffnurses for
significant change in residents condition.
'D.O.N. will momitor weekly and repon
QA committee monthly to assure thatall
residents with Significant Change MDS has
been compieted.

Completed by April 8, 2005,
Q
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calendar days of determining that the resident
had a decline or frmprovement in two or more
areas of care,

Resident identifiers: 4 & 5

A review of regident 4's medical record conducted
on 2/15/2005 revealed the following:

Resident 4 was admitted to the facility.an 6/19/
1997 with diagnosis Including Parkinson's .
hypertension, post surgical status, history of
meningioma, and chronic dementia.

On 10/5/2004 resident 4 had a quarterly minimum
data set done and on 01/01/2005 another
quarterly minimum data set was done. Upon
comparison of the two assessments it was

| dstermined that the resident had a significant

| change in status in three areas per facility ‘ - : . - l
documentation. - o IR

On 10/5/2004 resident 4 was assessed as baing
moderately impaired in cognitive skills for making
daily decisions, on 01/01/2005 resident 4 was
assessed as being severely impaired in cognitive
skills for making daily decisions. On 10/5/2004
resident 4 was assessed as needing limited
assistance with transfers and on 01/01/2005
resident 4 was assessed as needing extensive
assistance with transfers. On 10/5/2004 resident
4 was assessed as needing limited assistance
with dressing and on 01/01/2005 resident 4 was
assessed as needing extensive assistance with
dressing.

A review of resident 5's medical record on 2/15/
| 2005 revealed the following: ‘

Resident 5 was admitted to the facility on 12714/ f
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2004 with diagnosis inciuding pneumonia (strep),
emphysema, anemia, and renal failure.
Admission minimum data set done on 12/27/2004
assessed resident as having intravenous
medications, g feeding tube, tracheotomy care
and veniilator use. Record review ravealed that
on 1/12/2005 resident 5 no longer required the
use of intravenous medications, a feeding tube,
tracheotomy care or ventilator use.

Further review of these two medical records
revealed that no significant change minimum data
set was done to document improvement and or
decline of resident 4 and 5. L

483.20(g) - (h) RESIDENT ASSESSMENT"

The assessment r‘dust, accurately reflect the
resident's statue,

A registered nurse must conduct or coordinate
sach assessment with the appropriate
participation of health professionals,

A registered nurse must slgn and certify that the
assessment is completed.

Each indlvidual who completes a portion of the
assessmant must sign and certify the accuracy of
that portion of the assessment,

Under Medicars and Medicaid, an individua! who

willfully and knowingfy--

Certifies a material and faise statement in a
resident assessment is subject to a civil muney
penalty of not more than $1,000 for each
i @ssessment: or

Causes another indlvidual to certify a mataria)
' and false statement in a resident assessment is

{X5)
COMPLETION

CATE

Fz7a

F278 Anew MDS Coordinator hag been hired and

oriented on the accuracy of MDS including
listing restraints and infections. Residents
13 &10's MDS$ has been reviewed apd
comected. Allresidents most curent MDS
will be reviewed to assure restraints &
infections are accurate. D.O.N. will
monitor accuracy thru MDS audit tool
monthly and report to QA commitee .

Completed by April 8, 2005.
C
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subject to a civil money penaity or not mare than
$5,000 for each assessment.

Clinicai disagreement does not constitute a
material and false statement,
This REQUIREMENT s not met as avidenced by

Based an observation, record review and
interview the facility staff did not assure that 2 out
of 22 resident's assessments accurately raflected
the resident's status. (Resident ldentifiers: 13 and
10) R

Findings included:

1. Resident 13 was admitted to the facility on 9/9¢
04 with diagnoses that included Alzheimer's
disease and schizophrenia. ‘

Resident 13's medical record was reviewed on
2117105, . . ' ‘

Resident 13's quarterly Minimum Data Set dated
12/22/04 was reviewed. Section P 4, Devices and
Restraints documents no use of restraints for
resident 13,

Resident 13's "Fall Risk Assessment/Side Rail &
Restraint Use” quarterly assessments for 9/22/04
and 12/22/04 under section | documented that a
fap buddy was being utilized.

A physiclan's telephone order for resident 13
dated 9/30/04 ordered a lap buddy restraint prn (
as needed).

A physician's telephone order for resident 13
dated 11/6/04 ordered a “lap buddy while out of
bed.”
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Resident 13's "Fall Risk Care Plan” dated 11/7/04
revealed and documented that resident 13 was to
have a "Lap buddy in W/C (wheelchair) dit (due to
) poor sitling balance.

On 12/16/05 at 7:40 AM CNA 2 was Interviewed.
CNA 2 stated that resident 13 was putintc the
wheelchair with the lap buddy because of the
resident's unsteady gait. The CNA stated that
when the resident first awakens in the marning,
he/she is put into the wheelchair with lap buddy.

On 2/16/05 at 7:30 AM LPN 2 (licensed practical
nurse) was interviewed. LPN 2 stated that at
limes resident 13 is unstable when ambulating.
LPN 2 stated that resident 13 is put into a
wheelchalr with a lap buddy because of
occasionally being unstable when ambulating.

Resident 13 was observed in a wheelchair with a
lap buddy on, on 2/15/05 from 8:15 AM to 10:15

AM and at 12:40 PM, on 2/16/05 at 2:45 PM and
on 2/17/05 at 8:30 & 10:30 AM. '

2. Resident 10 was admitted to the facllity with
diagnoses which included: Senile demantia,
dementia with psychosis, AIDS {HIV) and
constipation,

A review of medical records for Resident 10 was
conducted on 2/22/05. An examination of a

Minimum Data Sat (MDS) dated 9/9/04 revealed
that, under Section 1, Diseases; Section d, HIv

F 278
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Infection, was checked, indicating resident 10's
diagnosis of "AlIDS",
Resident 10's quarterly Minimum Data Set dated
12/17/04 was reviewed. Under Section {1,
Diseases; Section d. HIV Infection, was not
checked, Section m. Nene of the above, was
checked, indicating that resident 10 had no
infections, despite resident 10'g diagnosis of
AlIDS" on admission,
An interview was conducted on 2/22/05 with
faciiity Licensed Practical Nurse 2 (LPN 2) related
to care planning and overall functioning of = -
resident 10. LPN.2 stated that resident 10 was
scheduled during the coming week to see a f
medieal specialist tar angoing evaluation and
treatment of his Hiv infection,
F 2791 483:20(k) RESIDENT ASSESSMENT F 279 - T
88=D :
;2‘: ;i‘:'ggc': ‘::;,‘iee:‘t",’%‘;f.:gmé’;:“rﬁgzz’jrggf: F279 Resident 13 Plan of Caes will be e viewed
1 1 R i .
objectives and fimetables to meet a resident's and _‘fpda‘f’d r.(;.re fiect e _Sldcklllltjsbcudr;em .
medical, nursing, and mental and psychosocial condition imncludtng mobiliy, uddy an
nesds that are identified in the comprehensive Anhpsychotic record/pien of care.
assessment. Resident 15's care plan will be reviewed &
updated to reflect curent condition &
The care plan must describe the following: assure all wiggered RAP'S addressed
The services that are to be furnishec_f to attain or ncluding Infection. Newly hired
malnial? the reslldent's h|gh;.'st pr;cttcalr;ﬂ; i MDS Coordinator will be mserviced on
physical, mental, ang psyc 0social wejl-being as - addressing all triggered RAPS and keeping
required under s483.25; and .
Care Plans cument on all residents.
Any services that would otherwise be required D.O.N. will monitor mouthly and report
under s483.25 but are not provided dug to the to QA comminee o
resident's exercise of rights under 5483.1 0,

1 including the right to refuse treatment under s483.
| 10(b)(4). [

N Y
Complered by Apcll 8, 2005
I i
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| 104 with diagnoses that included_Alzheimer’s

Continued From page 42
This REQUIREMENT is not met as evidenced by

Based on record review, observation and
interview, it was determined that the facility did
not maintain accurate care plans for 2 of 22
sampled residents. (Resident identifigrs: 13, 15)
Findings included:

1. Resident 13 was admitted to the facility on 9/9

disease and schizophrenia.

Resident 13's medical record was reviewed on
2117105,

a. Resident 13's "Fall Risk Cara Plan" dated
11/7/04 revealed and documented the following:

1. Current ambulation ability: independant

2. Resident 13 was to have "Lap buddy in W/
C (wheeichair) dit (due to) poar sitting balance.

3. 12/04/04 mattress on fioor dit frequent falls

Observations:

On 2/15/05 at 8:15 AM just prior to breakfast, the
resident was put into a wheelchair with a hlack lap
buddy. Since the resident needed total assistance
with his meals, and the CNA remained standing, it
forced resident 13 to lean back In his wheelchair,
hyper-extend his neck, Iift his chin and apen his
mouth in order to receive food. Resident 13 was
not assisted to sit in an upright position during the
meal,

On 2/15/05 at approximately 10:15 AM resident
13 was taken to his room. Personal cares were

F 279
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-1 81anding in his/her room between the bed and the
| window in his/her room. Within 1 minute, a CNA
| Saw resident 13 out of bed and immediately put

On 2/15/05 at 12:40 PM lunch was observed in

-hyper-extend his neck, lift his chin and open his

I

Continued From page 43

compieted and the resident was putto bed, The

bed was a regular hospital bed placed in the low

position. There was no mattress on the floor next
to the bed.

the south east dining room. The resident was

kept in the wheeichair with lap buddy on during
lunch. Since the resident needed total assistance
with his meals, and the CNA remained standing, it
forced resident 13 to lean back In his wheelchair,

mouth in order to receive food. ‘Resident 13 was

not assisted to sit in an upright position during the |-

meazl.

On 2/16/05 at 2:40 PM Resident 13 was observed

the resident into a wheelchair with a lap buddy.
Interviews:

On 2/15/05 at 12:30 PM CNA 7 was interviewed,
CNA 7 stated that resident 13 is suppose to be in
a wheelchair with a lap buddy in place when he is
out of bed. CNA 7 stated that resldent 13 is put
into a wheelchair with g lap buddy te prevent him/
her from falling. :

On 12/16/05 at 7:40 AM CNA 2 was intarviewed.
CNA 2 stated that resident 13 was put into the
wheelchair with the lap buddy because of the
resident's unsteady gait,

On 2/16/05 at 7:30 AM LPN 2 (licensed practical
nurse) was interviewed. LPN 2 stated that at
times resident 13 is unstable when ambulating.

F279
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LPN 2 stated that resident 13 is put into a
wheelchair with a lap buddy because of his/her
occasional unsteady gait.

On 2/17/05 at 9:05 AM, the facility physical
therapist (PT), who assessed resident 13 on two
different occaslons, was interviewed. The PT
stated that the immediate solution to prevent
resident 13 from falling was to put him in a
wheslchair with.a lap buddy.

0. Resident 13's "Seizure Disorder-History” Care
‘| Plan dated 9/22/04 and reviewed on 12/22/04 by
facility staff was reviewed and documented the ‘ : :
| following: Medications as ordered Depakote . ‘ ‘ RS C Co
Sprinkles 500 mg (mitligrams) BID&250 mg Q PM ' L o -
(every night) for seizure contral. :

A review of the Anti-Psychatic Monthly Record
dated February-05 documented that the °
Depakote medication was being given for"
delusional behaviors.”

A review of the February 2005 physician's
recertification orders documented that resident 13
was receiving the Depakote for the diagnosis of *
Alzheimer's Disease "

On 2/23/05 at 1:00 PM the DON (Director of
Nursing) was interviewed. The DON stated that
she called resident 13's physician and he stated
that resident 13 was receiving the Depakote for
control of delusional behaviors., The DON further
stated that the physician stated that Depakote
biood levels did not need to be monitored since
the Depakote was prescribed for the
management of behaviors, and not for contrel of
seizures.
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| provide the necessary care and services to attain

Continued From page 45

2, Resident 15 was admitted on 10/3/04 with
diagnoses that included chronic hepatitis C.
Schizophrenia, Diabetes mellitis and brain injury.

Resident 15's medical record was reviewed on 2/
23/058.

Resident 15's Initial MDS (minimum data set),
dated 11/24/04, Section I. Disease Diagnoses
part 2. infections, did not identify (k) viral hepatitis
. This resulted in the condition not being
triggered on the RAPS (Resident Assessment
Protocol) and a care plan was not done.

Resident 15's care plén did not address the
chronic hepatitis C, which is an infectious disease

In an interview, on 2/23/05 at 3:45 PM, with the
DON she stated she was not aware that Resident
15's MDS did not address hepatitis, and did not "
know why it was not on the MDS or the care plan.

483.25 QUALITY OF CARE

Each resident must receive and the facility must
or maintain the highest practicable physical,
mental, and psychosocial well-being, in

accordance with the comprehensive assessment
and plan of care. :

Use +309 for quality of care deficiencies not
covered by $483,25(a)-(m),

This REQUIREMENT is not met as evidenced by

F 279
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- 309 | Continued From page 46 F 308 ’
Based on observation, interview and review of _
medical records, it was determined that for 5 of F309 Resident3, 13,16, 19,20 will be rvewed
22 sampled residents, the facility did nct provide for appropriate lab orders and folowup.
the necessary care and sarvices to attain or Licensed nurse s willbe inse rviced on the
maintain each resident's highest practicable imponance of timely follow-up of ib FEPOTLS
physical, mental and peychosocial well-being, MDS and/or D.Q.N. will revie w 21 lh arders
Resident identifiers: 3, 13, 16, 19, 20. daily and monitor to assure that lab reports
| Findings includad: are on the charts, proper documentation
N R ~ ‘ e has been done as wellas proper folow-up
| 1. Resident. 19 was a 39 year old with Multiple - | . and orders obtained and carred out D.O N.
‘Sclerosis whom the facility on 10/28/04 requested | will report to monthly QA coixum iites
from the physician an order for 3 urinalysis and a ‘f Resident 13 will be evaiated By Phpsical
- culture and sensitivity because the resident's " Therapy for gait-swenghtenin g/properbody
uring was. cloudy with particles noted.. An order Alienment; and for leas: re s Iric rive
was given by the physician to abiain 3 urinalysis ‘ . Co ; ‘
and cuiture and sensitivity. Gn 10/29/04 thera. :: ::ﬁi dzﬂnn;l:zﬁi st will be. .
was a nurse’s note indicating the results of the e o it including PT
urinalysis was faxed to the physician's office. On . astresincrve restrain, inc ucling Vs o
10/31/04 in the nurse's notes there was ' Restorative Nursing. Restraints wilbe
‘documentation of a ot of sediment in the urine montored by the D.ON. thru the GA
from the catheter and the physician would be Action Committee weckly
netified on Monday (tomorrow) and make sure he
had received the faxed results of the urinalysis. Completed by April 8,2005.
On 11/02/04 there was a nursa's nota which
indicated the suprapubic catheter tip was found
outside of the bladder and the catheter was
changed with a 22 french Foley catheter without
problems.
On 11/03 the nurse’s notes stated the physician's
office was called ‘o report the resident was
depressed and crying, stating he was hearing
| voices again and asked if the office had received
| the last urinalysis report that was faxed on 10/29/ !
04, the office indicatad they would cail back with :
the answer.
On 11/04/04 nurse's notes stated they had re i
i' faxed the urinalysis resuits to the physictan's
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office.

On 11/17/04 the nurse's notes stated the
suprapubic catheter was patent and draining by
gravity with clear vellow urine.

12/G4/04 the nurse's notes stated the suprapubic
catheter was draining yellow urine, and that the
Suprapubic insertion site showed no drainage or
inflammation.

Review of the medical record showed no
evidence to support results of a urinalysis or
Culture and sensitivity as ordered on 10/28/04.
On 2/23/05, the State Surveyor requested the
staff LPN on duty to place a call to the specified .
laboratory services and request a copy of the
urinalysis and culture and sensitivity. A copy of
the urinalysis and culture and sencitivity was Iy
presented to the State Surveyor on 2/23/05 with j
the following results: - o

Urinalysis: Catheter specimen, positive for
nitrites, moderate amount of hemaglobin, 2+
protein, moderate leukocyte esterase..

Culture and sensitivity revealed the following: >
100,000 Colony forming units Pseudomonas
aeruginosa, 50,000 Colony forming units
Enterococcus fagcalis. Several antibiotics were
noted to be sensitive to the Pseudomonas
aeruginosa as well as several antibiotics were
noted with sensitivities to the Enterococcus
faecalis. Review of the medical record
medication administration record and physician
orders showed Nno antibiotics were ordered for this
resident from 10/28/04 thru 11/04/04 for a Urinary
Tract Infection,

The facility must ensure that the resident obtains
optimal improvement or does not deteriorate
within the limits of a resident's right to refuse

I
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.0n 02/15/05 at 5;:00 PM, the nurse docurnented

Continued From page 48
pathology and the normal aging process.

Although the facility recognized and requested the
urinaiysis, eulture and sensitivity and after faxing
results to the physician on 10/29/04 and
documenting a need ta follow up-again on 10/31/
04, the facllity failed to assure the resigent
received an appropriate antibiotic for two specific
colonized strains of bacteria. :

Urtnary Tract infections have the potential to lead
to sepsis. C : .

2. Resident 16 was a 69 year old maleffemale.

that resident 16 experienced two episodes of
diarrhea. The records indicate that the nurse
called the physician and the physician gave
orders for Imodium one to two tablets then one
tablet after each loose stool prn (as needed), not
1o exceed four capsules a day “diagnosis diarrhea

On 2/16/05 at 6:00 PM a review of the medical
record showed an order "If diarrhea retumns,
perform C-Dif toxin ({Clostridium difficile) times 3,
culture and sensitivity, Giardia antigen, hemoccult
and fecal lsukocytes™.

On 02/21/05 the a note in the resident's medical
record indicated diarrhea stools five times. A
stool sample was collected on 02/21/05 and sent
to the lab. Lab results reported showed stool
cutture with result of "'no lactose-negative
organisms isalated”.

Hand written on the lab slip was a note "can run
the Giardia”, These were the only results noted in
the medical record. The facility did not provide
the necessary care and services to maintain the
highest practicable physical well-being in
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' concerns about frequency of urination without the

Continued From page 49

accordance with the plan of care as they falled to
follow up with completing specific ordered labs.
A facility LPN was interviewed on 2/23/05. After
discussing the ordered labs which could not be
found, the LPN called the laboratory. She
confirmed that the labs had not been requested
or performed.

3. Resident 20 (closed record review-resident
discharged) was admitted to the facility on 6/20/
04 :

Review of the medical record documentation on
07/15/04 revealed an order from the physician to
discontinue the Foley catheter if the resident and
family were okay with this. The physician directed
the family and resident be notified of risks for
urinary tract infection if the Foley catheter was left
in. On 07/16/04 resident # 20 refused to have the
Foley catheter removed because she had

catheter. Nursing notes indicated resident was-
informed about the risk of infection if the catheter
was not removed. -

On 7/23/04 (Friday) at 9:00 AM it was noted the
physician's office was called regarding a
urinalysis report. It was noted the office was
closed for holiday and the Information would be
passed on to nolify the physician on Monday of
the report. Nursing documentation did not reveal
if the catheter was removed nor a urine obtained
for analysis; however, the physical therapy notes
indicated “frequency” in their comments along
with "on diuretic" which was documented 7/1 6/04,
7/17/04, 7/18/04 then “WNL (within normal limits)"
documented on 7/19/04, 7/2004, 7/21/04 and 7/
22/04 incortinent of urine.

The medical record revealed a urine culture dated
7/16/04 which showed it to be a "clean catch”
specimen with the following findings: > (greater
than} 100,000 colony forming units of Escherichia
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| for Infection on Admission with indication of none

Continued From page 50

coli and > 100,000 units of Klebsiella pneumoniag
. The lab results showed the final report was
fssued 07/12/04 and a hand written nota on the
lab reporis stated "faxed 7/26/04 to physician”, A
medication order was written on 7/29/04 for
Levaquin 250 mg (milligrams) PO {by mouth) for
7 days. Resident 20 had no orders for the
Urinary Tract Infection for 10 days following the
assessment for a Urinary Tract Infection.

The medical record contained an undated form

(7} and no indication of nosocomial infection.

The resident was discharged on 9/21/04 with 3+
bacteria in the urine and was to begin a course of
Cipro 250 milligrams two times a day.-

4. Resident 3 was admitted on 9/16/04 with
diagnoses that included hyperthyroidism,
congestive heart failure, hypertension,
osteoarthritis, dementia, seizure disorder and .
Schizophrenia, . . . : :

Resident 3's rhedical record was reviewed on 2!
22105,

Reslident 3 had physician's order, dated 10/21/04,
for a UA (urinalysis) and Culture (a test to
determine if a bacteria is sensitive to specific
antibiotics} . There was also an order on the
same date for the antibiotic Levaquin 250 mg (
milligram) PO QD {by mouth once a day) and
Rocephin 1 gram (M now.

Labaratory results of resident 3's urine culture
documented two organisms present in the urine,
Citrobacter freundii (bacteria) and Enterococcus
faecalis (bacteria). The bacteria was tested
against commonly used antibiotics and the
Enterococcus faecalis was documented as being
resistant to Levaquin, ‘
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The antibiotic Rocephin is listed in the Nursing
2005 Drug Handbook, Lippincott Willlams &
Wikkins, page 115 documents ....caused by such
susceptible microorganism as sireptococei;
penicillinase-and non-penicilinase-producing
Staphlococeus aureus, Staphlococcus
epidermidis, Escherichia coli, Haemophilus
influenzae, Neisseria meningitidis, Neisseria
gonorrieae, Serratia marcescens, Enterobacter,
Klebsieila, Proteus, Peptostreptococeus, and
Pseudomonas species. The bacteria .
Enterococcus faecalis is not Jisted as one of the
susceptible microorganism. Co

There was no documentation in the mledical.; :
record that the physician was notified of resident
3's culture report. : : .

5. Resident 13 was admitted to the facility on 9/9/
04 with diagnoses that included Alzhaimer's
disease, hypertension, and schizophrenia.

Resident 13's medical record was reviewed on 2/
17/05.

An admission nursing assessment for resident 13
dated 9/22/04, revealed that facility staff had
documented that resident 13 was a high risk for
falls.

A quarterly Minimum Data Set (MDS)
assessment for resident 13 dated 12/22/04,
revealed that facility staff had documented
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| only a lap buddy had' been tried and that no
-1 restraint alternatives, such as increased

1 8/28/04 ‘ :

‘Review for Elimination” assessment dated

Continued From page 52

resident 13 had short term memory problems and
had severe difficulty for daily decision making.
The facility staff documented on the MDS
assessment that resident 13 had a history of fals.
The facility staff also documented on the MDS
assessment that resldent 13 required supervision
for transfers, ambulation and did not use any
restraints,

Restdent 13's "Fall Risk Assessment/Side Rail &
Resiraint Use" quarterly assessments for 9/22/04
and 12/22/04 under section | documented that

supervision had been attempted since admission
on 9/9/04. . T :

Resident 13's "Restraint Evaluation and Quarterly

was reviewed. The facility physical therapist (PT)
documented that "pt. (patient) has a hx (histary)
of occasionally falling, but does not need
restraints at this time”,

A physlclén's telaphone order for resident 13
dated 9/30/04 ordered a lap buddy restraint prn {
as needed).

Interdisciplinary Team (IDT) netes for resident 13
dated 10/4/04 revealed under Documentation
Reviewed in chart that a circle with a line through
it was marked for Physical Restraint Do, {
documentation). It was documented in the "
Comments" section that resident 13 wanders up
& down the hallway, lays on the floor and wanders
at mealtime,

A physician's telephone order for resident 13
dated 11/6/04 ordered a "lap buddy while out of
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neading a bed on the floor.”

-resident 13 was observed in the dining room.

Continued From page 53
bed."

Resident 13's "Fall Risk Care Plan” dated 11/7/04
revealed and documented the following;

1. Current ambulation ability: independent

2. Resident 13 was to have "Lap buddy in W/
C (wheelchair) d/t (due to) poor sitting balance.

3. 12/04/04 mattress on floor dit frequent falls

Interdisciplinary Team (IDT) notes for resident 13
dated 12/22/04 revealed under Documentation
Reviewed in chart that a circle with 3 line through
i was marked for Physical Restraint Doc. (
documentation). It is documeined in the " -
Comments" section that resident 13 "wanders up
and down the hall, Lays on the ground...Pt, (
patient) has fallen out of bed which resulted in pt

Observations:

On 2/15/05 at 7:15 AM resident 13 was
ambulating in the hallway of the south east unit
without difficulty. At 8:15 AM just prior to
breakfast, the resident was put into a wheelchair
with a black lap buddy. The resident was kept in
the wheelchair with lap buddy on during breakfast
. Since the resident needed total assistance with
his meals, and the CNA remained standing, it
forced resident 13 to lean back in his wheelchair,
hyper-extend his neck, Iift his chin and open his
mouth in order to receive food, Resident 13 was
not assisted to sit in an upright position during the
meal.

On 2/15/05 between 9:00 AM and 10:15 AM,

While an activity was in progress, at 9:35 AM, the
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resident unsuccessfully tried to stand up, The
resident kept pulling and pushing on the lap
buddy with his hands but was unable to remova it.
At 10:00 AM the rasident unsuccessiully tried to
stand up 4 times in a row. At approximately 10:15
AM resident 13 was taken 1o his room. Personal
cares were completed and the resident was put to
bed. The bed was a regular hospital bed piaced
in the low position. There was no low bed. There
was na mattress on the floor.,

On 2/15/05 at 12:40 PM lunch was observed in
the south east dining room, The residem was
kept in the wheelchair with lap buddy on during
lunch. Since the resident needed total assistance
with his meals, and the CNA remained standing, it
forced resident 13 to lean back In his wheelchair,
hyper-extend his neck, lift his chin and open his
mouth in order fo receive food. Resident 13 was
not assisted to sit in an upright position during the
meal.

On 2/16/05 at 2:40 PM Resident 13 was observed
standing in his/her room betwesn the bed and the
window in his/her room. Whhin 1 minute, a CNA
saw resident 13 out of bed and put him into g
wheelchair with a lap buddy.

On 2/17/05 at 8:30 AM and 10;00 AM resident
was observed in his/her wheelchair with the lap
buddy in placs.

Interviews:

On 2/15/05 at 12:30 PM CNA 7 was interviewed,
CNA 7 stated that resident 13 is suppose o be In
a whaelchair with a lap buddy in place when he is
out of bed. When asked why resident 13 was
seen ambuiating in the hallway that morning, the

F 309
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| wheelchair with the lap buddy because of the

| times resident 13 is unstable when ambulating.

Continued From page 55

CNA replied that when he/she first gets up in the
morming he/she is stable when walking. The CNA
stated that when resident 13 gets tired the
resident will lean to one side and start walking in
circles. Then, the resident may fall down or wilt sit
on the floar,

On 12/16/05 at 7:40 AM CNA 2 was interviewed,
CNA 2 stated that resident 13 was put into the

resident's unsteady gait. The CNA stated that
when the resident first awakens in the moming,
he/she is put into the wheelchair with lap buddy.
CNA 2 stated that there is no restorative nursing-
done in the ciosed unit.

On 2/16/05 at 7:30 AM LPN 2 (licensed practical
nurse) was interviewad. LPN 2 stated that at

LPN 2 stated that resident 13 is put info a
wheelchair with a lap buddy because of
occasionally being unstable when ambulating.
When asked if resident 13 had received any less
restrictive measures for fall prevention or any
nursing restorative care to help with ambulation,
LPN 2 confirmed that resident 13 had not.

On 2/17/05 at 8:00 AM the Supervisor for
Restorative Nursing was interviewed. The
supervisor stated that neither he nor any of the
rastorative staff had ever received a referral for or
had worked with resident 13.

On 2/17/05 at 9:05 AM, the facility physical
therapist (PT) was interviewed, The PT stated
that he fillad out the "Restraint Evaluation and
Quarterly Review for Elimination” forms on 9/28/
04 and 12/28/04 for resident 13. The PT stated
that he was not familiar with the residents in the

F 308
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SNU so he talked with the unit manager and
observed resident 13 for a couple of days. The
PT was made aware of the rasident's history of
falls while ambulating to and from the resident's
bed. The PT stated that during an observation
resident 13 was leaning to one side, walking in a
circle and stumbled. He stated that the CNAs
had to steady the resident so he/she wouldn't fall.
The PT stated that the Immediate solution for the
resident's safety was to put him in a wheelchair
with a lap buddy end a low bed. The PT stated
that the main thing he concluded from his
observations and staff interviews was that
resident 13 had ups and downs with coordination
and that staff heeded to periodically walk with him
. The PT stated that he and the unit manager -
1-had discussed using the iap buddy especially
during meal times because "supervision wouldn't
be real good", because the CNAs would he busy
feeding resident 13 and other residents who
needed assistance.

(The Restraint Evatuation and Quarterly Review
for Elimination form documented the following: "
Every resident upon admission will be evaluated
by the Physical Therapy department for the use
and possible need of physical restraints and/or
side rails. ' The application of physical restraints
and/or use of side rails may only be accomplished
by the completion of the following assessment,
PT evaluation, and subsequent doctor's order and
patient/family notification. At anv.time where
there is a question of resident safety and well
being In regards to unsteady gait, muitiple falls, or
change in cognitive and/or physical status,
another evaluation may be done to again assess
the need for physical restraints and/or side rails.”)

F 323 | 483.25(h)(1) QUALITY QF CARE F 323
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The facility must ensure that the resident F323 Side Rails will be marked with colored

This REQUIREMENT is nct met as evidenced by

| Based on interviews and feview of medical
- | records, itwas determined that for 2 of the 22
| sample residents, the faciiity did not ensure their

1) climbed over the.side rails on her bed and fail to

- diagnoses which included Parkingon’s Disease

I CMG-Z56T(02-29) Previous VErsicns Cosoiate

environment remains as free of accident fhazards
as is possible.

enviroriment remained as free of accldent
hazards as possible. Specifically, one resident {4

the floor. Anather resident (13) caught his arm in

.| the end of the bed. Resident identifiers: 4 and 13}

Findin'gs include:

1. Resident 4 was an 81 year old female who
was admitted 1o the facility on 6/19/97 with

and dementia.

The MDS (minkmum data set), a mandatory
comprehansive assessment of the resident
campleted by facility staff, dated 1/1/05,
documented that resident 4 nad severely
impaired decision making skills, nesded
extensive assistance with bed mobility and
transfers and had an unsteady gait with fails in
the prior 31-180 days. The MDS aiso
documented the use of one side rail while the
resident was in bed,

A review of the care plan for resident 4, dated 4/3/

04, revealed that she shouid have side rails up

| times one. The physiclan's orders for November |

tape to identify up X's 1 Green Tape

X5 2 Yellow tape, Do not use siderails
Red Tape. Allstaff will be inserviced

On color coded SR tape. Al

resident beds will be checked to reflect
low hed, lower bed, maton foorperplan
of care. Aides will monitor daily-

‘s used for a resident per plagofcare .
D.O.N. will :eview. T.O. orders. for res tra infs
‘To assure thacthe properdocumentation
is m place, last restrictive used, &
‘proper restraint applied.

_ Completed by April 8, 2005.

. A log book is now Jocated at each
purses station that lists all residents on
that section with a restraint order. The
oncoming aides will check the book and

verify it against the residents that they
are responsible for.

" DON will monitor restraints weekly
through, the mursing rounds / quality
assurance check list and reportto the
Quality Assurance action committee
meeting.

Will be integrated into the Quality
Assurance system by March 30, 2005,
()

‘F

|

|

10 assure low beds, mais, &proper res traimt

Event I FAWD14
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Continued From page 58
2004 document "side rails 1 side up".

A nurse's note, dated 11/1/04 at 1:30 AM,
documented "Up in room, Climbed over rails.
Became combative when attempts made to get
her to sit down or lie down. RN (registered nurse)
asked if she was hungry. She said she was
starving. RN went to pantry for food. A few
moments later CNA (certified nurse aids) found
her on floor in hallway. No head trauma apparent
. Has.skin tear on laterai side left tibla..."

A staff nurse was interviewed on 2/23/06. She
stated that resident 4 had a history of trying to
climb of the side rails of her bed. "That's why
they went to one side rail with the mat on the floor
and the hed alarm." : :

A nurse aide was interview on 2/17/04. She
confirmed that she had been the primary care

aide for residert 4 on "four to five days” during the |

prior three weeks, She stated that on aach of
those mornings both side rails were up on the bed
for resident 4 when she went to help her get up.

Based on interview and record review, the facility
was not consistently adhering to the care plan
and physician's orders for resident 4 to use only
one side rail while she was in bed. Although
resident 4 should have had one side rail on 11/1/
04, it was documented that she "climbed over
rails”. "A few moments later CNA (certified nurse
aide) found her on floor in hallway, No head
trauma apparent. Has skin tear on lateral side
left tibia..."

2. Resident 13 was admitted to the facility on 9/9/
04 with diagnoses that Included Alzheimer's

A

Faza|
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disease and schizophrenia,

A review of resident 13's incident reports was
completed on 2/17/05.

1 a. An Incident/Accident report dated 11/3/04

revealed that resident 13 was found lying on the

| floor at the side of histher bed.

-b. An Incident/Accident report dated 12/2/04
revealed that resident 13 was found lying on floor
with his/her arm wedged between the foot board
and matiress springs. '
¢. An Incident/Accident report dated 12/4/04
revealed that resident 13 was found lying on the
ficor next to the bed.

Resident13’s medical record was reviewed on?l ) . ' S T S R
17/05. ‘ ‘ : , o

a. Interdisciplinary Team (IDT) notes for resident | : .. C
13 dated 12/22/04 revealed in the "Comments" ' : Lo
section that resident 13 "... has fallen out of bed
which resulted in pt needing a bed on tha floor.

Resldent 13's "Restraint Evaluation and Quarterly
Review for Elimination” assessment dated 12/28/
04 was reviewed. The facility physical therapist {
PT) filled out the evaluation. The PT documented
in the "Admission Evaluation by PT™ section that
resident 13 "neads low bed.”

Observations

On 2/15/05 at appraximately 10:15 AM resident

13 was taken to his room. Personal cares were

completed and the resident was put to bed. The
bed was a regular hospital bed placed in the low
posiian.
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Interview ' }
On 2/17/05 at approximately 9:30 AM the facility |
physical therapist accompanled the surveyor to
resident 13's bedroom. When the PT was asked
what kind of bed the resident had, he looked at
the bed and stated that resident 13's bedwas a
regular bed in the jow position, not a "low bed” as
he had recommended.
F 364 | 483.35(d)(1)&(2) DIETARY SERVICES - F 364 - L
$8=B ' - : o o ' .
' Each resident receives and the facility provides
food prepared by methods that. conserve nutritive |
value,. flavor, and appearance; and food that is
paiatabie, attractive, and at the proper’ , . . : : . |
temperature, ' : : F364 The cooks wete inserviced by.the
L ' ’ 7 Dietary manager and the AIT on
. This REQUIREMENT Is not met as evidenced by Palability of food, apperance and =~ }
- . Texmures w assure food is
Based on trial of a test tray and comments made Prepared comrectly.
during a confidential group interview, it was .
determined that the factlilty did not serve food that | .. .
was paiatdble and attractive, ‘ gl‘:us will be monitored by the
ietary manager and the RD
Findings include: Consulmnt weekly
Cn 2/14/05 at 1:00 PM, staff were finishing Completed by April 8, 2005,
| serving the lunch meal. The cook was observed itoring will be d the Diet
to be cutting caoked chicken breasts which were | g:nmzl:ﬁf t:?;; T.t?rlcl;ig random :gt
covered in a crunchy coating. While using a large tra ;ﬁn various roeals and results wil
square cutling knife, the cook appeared to be ! beicvicwcd in the weekly quality
exerting significant effort into removing the outer ? assurance meeting |
edges of the chicken which appeared tough and ' . ' ’
avercooked. The cook was preparing the chicken 1 Will be imegrated into the Quality i
| for a resident an a mechanical soft diet. ‘ |  Assurance systern by March 30, 2005 f
; !
f
: The surveyor then asked the caok for a test tray. ; ; | |
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| stated that the night of 2/15/05, the dinner meal

Continued From page 61

The cook stated that it was "corn flake chicken".
When tasting the chicken from the test tray, the
surveyor found the chicken to be very dry and
tough to chew.

On 2/16/05, residents during the confidential
group interview complained that the food served
by the facility was "awful". They stated that the
meat was tough, that the pasta and vegetables
were often over-cooked and "squishy” and that
frequently they were served burned food. They

was burned stew. They stated that the kitchen

staff placed their bread on the same plate and the |-

vegetables, which made their bread soggy. The-:
residents stated that they liked the food service
supervisor and that she worked hard to . .
accommodate their.needs, but that the minute
she goes home for the day "all bets are off.”

Observation of lunch preparation on 2/16/05
revealed the cook to be cutting all the edges off
two large cakes which had been bumed. {Just
minutes priorta lunch being served, the foad
service supervisor substituted ice cream instead
of the burned cake. ) The morning of 2/17/05,
surveyors walking past a food cart in the 300
hallway picked up a lid from the breakfast tray of
one of the residents. The pancake sitting on the
plate had black edges and a very dark brown
center.

483.35(h)(2) DIETARY SERVICES

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

This REQUIREMENT is not met as evidenced by

- 364

F 371
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Based on observations on 2/14/05 and 2/16/05, it
was determined that the facility did not store, F371 The proper rotation of food
prepara and distribute food under sanitary Was reviewed with the dietary staff
conditions, And will be monitored by the
o ‘ Dietary manager weekly
Findings include: : ‘ The temperamires of the water

Beawer was mcreased to the leve]
Necessary to assure safe operation
Ofthe dishwasher. The Jogs wiil

Observations in the kitchen on 2/14/05 at 12:40
PM reveaied three large containers of expired
cottage cheese two dated 2/4/06 and ohe dated

| 27705 . Be maintained by the dishwashers

. o ‘ o : ‘ And will be monitored by the dlctary
Obsewations in the kitchen on 2/16/05 revealed @ Manager. Ifa tomperature js Jow,
that the dish machine was not working praperly : The dietary manager will be norified
and not sam’uzzr‘g the dishes. The facility was ‘; " knmediatley. The logs will be. teviewed
using chernical sanitation to sanitize their dishes. ‘ In QA meeting weekly.

1 When using chemical sanitation, the water

1 temperature during the wash cycle must reach at
least 120 degrees Farenhelt and the water
| temperature during the rinse cycle must reach at

The tlle and grout werc repau-cd by
Plant operations personnel, and will

least 140 degrees Farenheit. ' Be monitored by the dietary manager
‘ Who will it on the maintenance

A kitchen siaff person recorded the dish machine Log any repairss necessaryin dietary.

temperatures for the moming of 2/16/05 to be 128

degrees for the wash cycle and 120 degrees for  Completed by Aprit 8, 2005.

the rinse cycle. The rinse water temperature was

insufficient to achieve sanitation of the dishes. ' %

Observation of the dishes going through the dish
washer was parformad on 2/16/05 at 11:50 AM.
The water temperature during the wash cycle
measured 108 degrees Farenheit and the water
temperature during the rinse cycle measured 116
| degrees Farenheit. Both of these water

' temperatures were insufficient to achigve
sanitation of the dishes. Muitipie loads of dishes
were observed going through the dish washer.

| i The water temperature never reached the i
' required temperatures to achleve sanitation with

;
!
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Continued Fram page 63
the chemical sanitizing method.

On 2/16/05 at 1:00 PM, the kitchen ran out of
clean dish covers. One of the kitchen staff took
ten dirty covers and ran them through the dish
machine. The water temperature for both the
wash and rinse cycle were noted o be 86
degrees Farenheit. This water temperature was
insufficient to achteve sanitation. The staff
member was then observed to take the ten Jids
and while still dripping with water, place them .
over the remaining lunch dishes to be served to
residents. .

Observation of the dish machine was again
observed with the kitchen supervisor. The rinse
temperature was initiaily observed at 140
degrees, but then fell to 118 degrees with
subsequent loads.

With the dish machine not sanitizing the dishes, it
could potentially affect each person who eats
food from the facility's kitchen, which would
include all the residents and some of the staff,

Observation of the physical environment in the
kitchen on 2/16/05 revealed muitiple areas of
missing tite, one place where the wallboard and
grout were exposed. The floors had significant
dirt built up around the door ways and under the
tray line table. The electrical outlet across from
the oven was missing a cover piate. The water
drains appeared dirty and rusty.

483.35(h)(3) DIETARY SERVICES

The facility must dispose of garbage and refuse
properly. '

F 371

F 372
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Findings include:

Continued From page 64
This REQUIREMENT is not met as evidenced by

Based on observation, it was determined, the
facility did not dispose of garbage and refuse
praoperly. Specifically, the dumpsters at the facility
were net coverad.

On 2/15/2005 at 12:10 PM the facility dumpster
was observed to be uncovered.

On 2/16/20085 =t 12:20 FM the faciity durnpster
was observed to be uncovered.

Orn beth days garbage could be seen, froma
distance, at the top of the dumpster.

483.85(a)(1)-(3) INFECTION CONTROL

The facility must establish an infection control
program under which it investigates, contrals, and
prevents infections in the facility; decides what
procedures, such as isolation should be applied
to 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, record review and
interviews, it was determined that the facility dig
not ensure an infection control program to provide
a safe, sanitary and comfortable environment ang
te help prevent the development and transmission
of disease and infection. Resident identifier 8, 13
124, 25

F372

F372i

This will be moniored by the
Dietary manager and the plant
Operations manager daily.
Completed by April 8, 2005.

o
o

F 441

|

In general staff meetng, employees
Were reminded that the lids on the
Dumpsters were to be kept closed.
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Findings include; ‘
F441 Resident Infection Control Survelance

‘| infections (UT!) on a hall and g clustering of three

The facility had documentation that each facHity
must have an active infection cantrol maonitoring
programi in place to check on the infection issuss
in their building. The program consists of data
collected and review for problem areas, specific
concerns, etc., and the plan of approach as to
how to correct the problems. :

Review of the. Infection Controi Logs for 7/1/04 to
1/31/05 revealed that the log was incomplete with
cuitures being done and no organism identified -

when cuitures were done and /or no .
documentation whether a culture was or was 110
done. The Infection Contral Log for July 2004

documented a clustering of four urinary tract: .

UTP's an another hall.

Review of the Infection Cantrol Logs for August,
2004 ducumented a clustering of six skin
infections and three more skin infections on two
other hails. A total of 9 skin infections were ‘
identified for the month of August 2004, The .
facility had no documentation to evidence that
they recognized the scope of the infections or the
clustering formations, nor did they have
documentation to evidence that any action was
taken to prevent the spread of infection.

n an interview with the DON, on 2/23/05 at 3:00
PM. she was asked who in the facility was in
charge of the infection control program. The
DON replied, "That's me | guess.” When the
surveyors asked for the infection control log, the
DON stated that she would gather it for the
surveyors, but that it was not all finished. Review
of the infection control log confirmed that it was

Policy has been put inio place o0 inchude
Nosocomial Infection Mognthly Summary,
Floor Plan identifying chisters

Quality Assurance Infection Summary
Monthly Intection Control report. Smaff
nurses will be nserviced by D.O.Nto log
infections, DON and/or MDS Coordinator -
will review all T.O. orders thatidentify
nfections and assure that properaction
taken [o correct problém. MDS and/or
DON will monitor infections throughout the
month mfection issues and set up action . .

.plan to comrect any problems as well as .

follow-up and report to QA committe
monthly infection Control repoxt.

Allresidents personne!ilems will be placed
i plastic bags with their name on i.
D.C.N. will monitor that tooth brushes,
combs (personnel items) are properly
labeled manthly thru QA nursing rounds
and report to the QA committee monthly.

Completed by April 8, 2005.
C
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not current and the DON said that she would get
it finished.

Observations within the facility:

Resldent 8 and resldent 24 share a room with a
common bathreom. In the bathroom. on 2/22/05
at 10:45 AM, were two unlabsled identical white
toothbrushes located on the shelf just below the
paper towel rack. The aide for these residents
was interviewed at this time. She was shown the
toothbrushes sitting next togettier in the bathroom
and was asked how (with both of them uniabeled
and both white) she knew which one belonged to
which resident. The aidé stated, *See that one :
with the blood on it? That's (resident 24)s, She
always bieeds when wa brush her teeth. That's
how we tell that that's hers." '

Resident 13 and resident 25 share a room with a
common bathroom. In the bathroom, on 2/22/05
at 10:45 AM, were three unlabeled toothbrushes
(two white and a blue) located in the sink with an
unlabeled comb. On 2/22/05 at 9:30 AM a blue
toothbrush was lying on the floor of the bathroom.
in a confidential interview, on 2/22/05 at 10:00
AM, a staff member said that you can not tell
who's 1oothbrush is who's. ‘

483.65(¢) INFECTION CONTROL

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT s not met as evidenced by

Based on observation, it was determined the

F 441

F 445
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facifity did not ensure that solled linen was stored
or transported in & safe and sanitary manner.

Findings include;

On 2/22/05 at 1:20 PM, the shower room ACross
from the south nurses station was observed. This
area was being used for storage of equipment
and dirty laundry. There was a container of
uncovered dirty laundry emitting stool and urine
like odors. On 2/23/05 at 10:05 AM, the tub
room across from room 505 was observed. -
There was a container of uncovered dirty laundry.
The facility policy follows the Center for Disease
Control guidelines. Soiled linens wili be stared
and/or transported in a closed container. The-
facility was not following their own policy.

483.75 ADMINISTRATION

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

This REQUIREMENT is not met as evidenced by

Based on interviews and review of medical
recards, incident reports, facility in-services,
facility policies and procedures, and part the
facility's quality assurance meeting minutes for 12
/13/04, it was determined that the facility failed to
be administered in a manner that enabled it to
use its resources effectively and efficiently to
attain or maintain the highest practicable physical,
mental, and psychosocial well-being for each
resident. Specificaily, facility administration failed

F 445
F445

F 480

Aides will be inserviced by the

D.O.N. to keep the linen cars covered
during Slorage and transport, D.ON, wilt
mongor thru QA numsing rounds and repon
to the QA committee monthly,

Completed by April 8, 2005, .
Q
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F 480/ Continued From page 68 . F490 All incident repornts will be re vie wed i
10 identify and correct the process for identifying, Daily in census meeting by the
Aamaisaton, A1 approprate folow-up
glec . :
facility was cited for deficient practice in 2 total of Willbe cmflp bte(.i and bogged. "Ih;s‘
18 areas, not including this deficiency. Willbe reviewed m we_ckly QA meen:lzg.
See¢ also F225 for additional information,
Findings include:
: See F157
On 2/23/05, a Standard Extended survey was
compileted which resulted in the determination of See F309
Sub-Standard Quality of Care in the area of ,
Resident Behavior and Facility Practices (42 CFR See F323 -
483.13). The determination of Sub-Standard :
Quality of Care was based on the lack of ‘ ;
identification, investigation and reparting of See F224
. | allegations of abuse (both by staff andother ‘ ]
residents) and injuries of unknown source. See F24)
A pattern of actual harm was identified for g See P253
residents, one of whom had a broken leg which
went untreated for 3 days (see F224 regarding See F371
neglect), 2 of whom wera alleged victims of
abuse and an additlonal 3 who suffered
significant injuries (one resident was found with 3 See F364
broken finger and tacerations to the back of her
head, another resident was found with his front See F372
tooth through his fip and the third resident was
found with a right eye injury). None of the ‘See F518
incidents were investigated by the facility. None
of the incidents were reported by the facility to See F514
required agencies, including the State survey and
certification agency. The facility did not have
evidence that any of the incidents were See F279
Immediately reported to the administrator, as
| required. The facilty had evidencs that a See F44]
December 13, 2004, their quality assurance
committee had identified the lack of reporting and See Fd43
investigation of injuries of unknown source.
« However, three days later, on 12/16/04, resident 4 Completed by April 8, 2005, !
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| investigated or reportsd as required. Please also
-see tag F-225 for additional information.

| ¢. Facility administration failed to ensure that the

i

i

Continued From page 69

was found with two lacerations on the back of her
head while lying in bed. No one knew How the
injuries had oceurred. The incident was not

In addition to the area
Care stated above, the facility's administration
failed to effectively and efficiently use its
resources to ensure that each resident attained or
maintajned their highest practicable physical, -
mentai and psychaesocial well-being tn the
following areas of deficient practics cited during
the survey completed 2/23/05. S

a. Facility administration failed to ensure that the
physician was notified when there was a
significant change in a resident's physical
condition. Ses F - 157, ‘

b. Facility administration failed to ensure that
each resident was provided the nacessary care
and services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, in accordance with the comprehensive
assessment and plan of care. See F - 309.

resident environment remains as free of accident
hazards as is possible. See F . 323,

d. Facility administration failed to ensure that
their residents ware not subject to neglect, See F
- 224,

e. Facility administration failed to ensure that
each resident was treated with dignity. See F -
241,

of Sub-Standard Quality of

F 490( The administrators performance will be

monitored through the Quality
Assurance team members, by reviewing
progress made toward compliance.
This will be documented in the minutes
-of the weekly qualiry assurance neeting.

Will be integrated into the Quality
Assurance system by March 30, 2005
c

=

<

'

M CMS-2567(02-99) Pravious Versions Obsolete

Event {D: Fawp14

Faciity 10! UTOUZZ

03/29/2005 TUE 17:58

- T

If continuation sheet Page 70 of 80

[TX/RX NDO 9785]




B3/23/2005 17:51 B@13779747

DEPARTMENT OF HEALTH AND HUMA  3ERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EASTLAKECAREGENTER

PAGE @2

PRINTED: 03/07/2005
FORM APPROVED
QMB ND. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
465119 02/23/2005
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CiTy, STATE, 2IP CODE
1001 NORTH 500 WEST
EAST LAKE CARE CENTER :
PROVO, UT 845017
(X4) ID SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREGCTION [X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS-. | COMPLETION
TAG REGULATORY OR L5C IDENTIRYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEF|CIENCY) DATE
F 490 Continued From page 70 F 490

f. Facility administration failed to ensure that the
facility's housekeeping and maintenance services
provided a sanitary, orderly and comfortable
interior. See F - 253,

9. Facllity administration failed to ensure that its
staff stored, prepared and distributed food under
sanitary conditions. See F - 371,

h. Facility administration failed to ensure that the
food served 1o it's residents was palatable and
atiractive, See F - 364. :

L Facility administration failed to ensure that
there was a proper disposal of garbage and
refusa. See F -372. . . ‘ -

j- Facility administration failed to ensure that its
employees were: familiar with omergency
procedures. SeeF - 518, '

k. Facility administration fafled to ensure that
medical records were complete, accurate and
systematically organized. See F - 514,

. Facility administration failed to ensure that care
plans addressed the neads of each resident, See
F-279.

m. Facility administration failed to ensure that
staff established and maintained an infection
control program designed to provide a safe,
sanitary and comfortabie environment and to help
prevent the development and transmission of
disease and infection. See F - 441 .

n. Facility administration failed to snsure that
soiled linens were properly siored. See F - 445,
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2851; 482.75(1)(1) ADMINISTRATION . F514 Medical Record for resident4, 19,28, 13,

'
!

| medical record,

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented: readily accessible: and
systematically organized.

This REQUIREMENT s not met ag evidenced by

Based on review of medical records, it was |
determined that 7 of 22 sam pled charts had other.
resident’s assessments, laboratory results or
other documentation filed in them. One of the
sampled charts (resident 6) had numerous areas
which had not been signed by the nurse attesting:
to the fact that medications had been givenas: '
ordered. The same chart (for resident &) did not-
contain an accurate or functional representation
of the actual experience of the resident during an
episade of acute illness. Resident identifiers: 4,
13,8, 6, 19, 18 and 20.

Findings include:

1. The medical record of restdent 4 was found to
contain an ADL (activities of daily living) sheet for
resident 32.

2. The medical record for resident 19 was found
to contain a iaboratory result for resident 16

3. On 2/15/2005, a follow up visit note from g
physician for Resident 28 was found in the
medical record of Resident 13.

4. On 2/15/2005, a monthly summary dated 1/
2005 for Resident 18 was found in Resident 13's

. 18,32,16 was reviewed 1o 2ssure the
Medical records were filed i the Correct
chant. All records will be reviewed for

- Organization and proper filing by Me dica)
Record Clerk and monijtored by Medica]
Records monthly for correct filing and
reported to the QA commiftee

'Licensed Nurses will be. mnserviced on the
" importanée of charting medications per dr.
~ order. Medical Records willauditthe
. Medication Records for proper charting
 “weekly giving results 10 D.ON.to evaluate
thru QA committee. monthly,

‘Completed by April 8, 2005.
o .
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' Health services. Resident 20 was discharged 9.

7. For Resident 6 the following medications were

5. On 2/15/05, laboratory results for a
comprshensive metabalic panel for Resident 29
were found in the medical record of Resident 6.

6. Resident 20 was admitted to the facility on &/
20/04 with Hypothyroldism, Congestive Heart
Failure, and Hyponatremia, hypertension,
osteoporosis, osteoarthritis, vertigo, status post
hip fracture, insomnia and edema, Resident 20
had documentation within 2 days of admission for
a social history; however, there was no further
documentation from Social Services for discharge
Planning back into the home setting with Home

21/04.

not documented as given:
October 2004

It was not documented that the following
medications were not given on the following days
and times:

Hydrocodone 5/500 PO {per mouth) TID (three
times a day) ordered 9/8/04

10/17 at 8:00 PM

19/19 at 8:00 PM

10/20 at 8:00 PM

10/25 at 8:00 PM

10/25 at 8:00 PM

10/29 at 8:00 AM and 8:00 PM

Reminyl 8 mg PO BID (twice q day) ordered 9/9/
04

10/29/04 a1 8:00 AM and 8:00 PM

Valium 2 mg PO QD (each day) ordered 9/9/04

|
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B3/29/295 17:51 8813779747
DEPARTMENT OF HEALTH AND HUMA ~ ‘ERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

EASTLAKECARECENTER

—

i

PAGE @6

PRINTED: 03/07/2005
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION

IDENTIFICATION NUMRER:

(X2) MULTIPLE CONSTRUCTION
A, BUILOING

(X3) DATE SURVEY
COMPLETED

| 465119 B WinG 02/23/2005
| NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
, 1001 NORTH 500 WEST
EAST LAKE CARE CENTE
A RE CENTER PROVO, UT 84601
(X4)1D SUMMARY STATEMENT C3F DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION x3)
PREFIX (EACH DEFICIENCY MUST B& PRECEEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS. | SoMm Lrion
TAG REGULATORY OR LSC IRENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATE DEFICIENCY} BaTE
F 514 | Continued From page 73 F 514
10/16/04 at 8:00 AM :
10/29/04 at 8:00 AM
Synthroid .15 mg QD ordered 9/9/04
10/16/04 at 8:00 AM
10/25/04 at 8:00 AM
10/29/04 at 8:00 AM
Mi‘rapex 0.5 mg PO TID ordered 9/9/04
10/13/04 at 8:00 PM -
10/16/04 at 8:00AM and 4:00 PM
1 10/17/04 at 8:00 PM -
10/19 and 10/20 at 8.00 PM
10/25/04 at 8:00 PM , .
10/29/04 at 8:00 AM and 4:00 PM
Ascorbic Acid 500 mg PO QD ordered 9/0/04
10/16/04,10/28/04 each at 8:00 AM
Clonazepam 1 mg PO BID ordered 9/9/04
10/13/04 at 8:00 PM
10/16/04 at 8:00 AM
10/18 and 10/19/04 at 8:00 PM
10/29 at 8:00 AM
FPhenobarbital Sadium {Elixir 20 ma/bml) give 80
mg (20 cc) PO Q12H (every 12 hours) ordered 97
8/04
10/13 at 8:00 Pm
10/16 at 8:00 AM
10/18 and 10/19 at 8:00 FM
10/29 at 8:00 AM
Remeron 15 mg PO QHS (each night at bedtime)
ordered 9/9/04
10/13, 10/17, 10/19, 10/20 and 10/28 at 8:00 PM
Namenda 20 mg PO Q Day (every day) ordered 9
19704
H
ORM CMS-2567(02-99) Previous Versions Obsolate Event ID: FaWD11 Facility 1ID:  UTo022 If continuation sheet Page 74 of 30
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83/23/2885 17:51
DEPARTMENT OF HEALT

CENTERS FOR MEDICARE & MEDRICAID SERVICES
e o = VLU LARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

8813779747
HAND HUMZ  ERVICES

EASTLAKECARECENTER
I

PAGE 8a7

PRINTED: 03/07/2005
FORM APPROVED
OMB NQ. 0938-0391

(X1). FROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

465119

(X2) MULTIPLE CONSTRUCTION
A. BULDING

B: WING

(X3} DATE SURvEY
COMPLETED

02/23/2005

NAME OF PROVIDER OR SUPPLIER
EAST LAKE CARE CENTER

STREET ADDRESS, CiTY, STATE, ZIP CODE
1001 NORTH 500 WEST
PROVO, UT 84601

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES

PREFIX (EACH DEFICIENC
TAG REGULATORY OR

Y MUST BE PRECEEDED 8y FuULL
LSC IDENTIFYING INFORMATION)

"D PROVIDER'S P AN OF CORRECTION (X}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETIGN

© TAG REFERENCED 7O THE APPROPRIATE DEFICIENCY) baTE

F 514 Continued From page 74

10/16 10/29 each

100 mg elixer PO
10/4 at 4:00 PM

10/13 at B8:00 PM
10/17 at 8:00 PM

10/25 at 8:00 PM

Multivitamins with

10/10, 10116, 10/2
00 AM

9/9/04

10/11 at 4:.00 PM
10/16 at 8:00 AM,
10/17 at 8:00 PM
10/18, 10/20, 10/2
10/29 at 8:00 AM,

Plavix 76 mg give
10/29 at 8;00 AM
Lotrazone to rash
10/16 10:00 AM
10/17 10:00 AM
10/19-22 at 10:00

10/23-25 Bedtime

10/28 Bedtime

Phenytoin (Dilantin Suspension) 125 mg/5m) dive

10/19 and 10/20 at 8:00 FM
10/29 at 8:00 AM and 4:00 PM

Day ordered 9/9/04 .
3, 10/24, 10/28, 10/29 allat 8: - | .

ZCAL 120 o PO QID (four times a day) ordered -

day) ordered to start 10/23/04
10/15 10:00 AM and Bedtime
10/19 -20 Badtime

10/25-26 10:00 AM
i 10/28-31 10:00 AM

at 8:00 AM

TID

Minerals give one tab PO Q

12:00 PM, 4:00 PM

5, at 8:00 PM
12:00 PM and 4:00 PM

1/2 tab PO QOD (every other

BID ordersd 10/14/04

AM

F514
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¥3/23/2085 17:54 BA13773747

DEPARTMENT OF HEALTH AND HUMA ~ ERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EASTLAKECARECENTER

PAGE @1

PRINTED: 03/07/2005
FORM ARPROVED
OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA ({3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
465119 02/23/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1001 NORTH 500 WEST
EAST LAKE CARE CENTER
: PROVO, UT 84801
(X4} ID  SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S FLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS | COMPLETION
TAG REFERENCED TO THE APPROFRIATE DEFICIENGY) DaTE

TAG REGULATORY DR LEC IDENTIFYING INFORMATION)

F 514 | Continued From page 75
November 2004

100 mg elixer PO TID
Beginning 11/1 at 4:00 PM and 8:00 PM the

at-8:00 AM 4:00 PM and 8:00 PM

Multivitarnins with- Minerals give one tab PO Q
Day ordered 9/9/04 .

11/13 at 8:00 AM

11/23 at 8:00 AM -

9/9/04 :
11/10 at 8:00 PM
11/16-18 at 8:00 PM
11/24-27 at 8:00 PM

PHYSICIAN ORDER

11/11 at 8:00 PM
1112 at 8:00 AM and 8:00 PM

Vallum 2 mg PO QD (each day) ordered 9/9/04
11/11-12 at 8:00 AM

Synthroid .15 mg QD ordered 9/9/04
11/11-12 at 8:00 AM

Mirapex 0.5 mg PO TID ordered 9/9/04
11/11at 8:00 AM

11/12 at 8:00 AM and 4:00 PM
11/13-14 at 8:00 PM

11/26-27 at 8:00 PM

{

Phenytoin (Dilantin Suspension) 125 mg/5ml give

following days were missed 11/2-11/30 all doses

ZCAL 120 ¢c PO QID (four times a day) ordered .

Feo'cephin 1GM IM (fntramuscular) give now - NO

Reminyi 8 mg PO BID (twice a day) ordered 9/9/
04

F 514
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@3/29/208% 17:54 8013779747 EASTLAKECARECENTER PAGE B2
- h PRINTED: 03/07/2005
DEFPARTMENT OF HEALTH AND HUMAI  ZRVICES b FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND'PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
_ A BUILDING
465118 8. Wina 02/23/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1001 NORTH 500 WEST.
EASTLAKECAHEGENTER PROVO, UT 84601
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x3)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE CROSS- | GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TQ THE APPROPRIATE DEFICIENCY) DATE
F514. Coﬁtinued From page 76 F 514
Ascorbic Acid 500 mg PO QD ordered 9/9/04
11/11-12 at 8:00 AM
Clonazepam 1 mg PO BID ordered 9/9/04
11/11-12 at 8:00 AM"
11/13-16 at 8:00 PM
11/27 and 11/29 each at 8:00 PM
Phenobarbital Sodium (Elixir 20 mg/5mi) glve 80
| mg (20 c¢) PO Q12H (every 12 hours) ordered 9/
9/04 -
11/11-12 at 8:00 AM
11/13-14 at 8:00 PM .
11/21 at 8:00 PM - :
11/27-28 at 8:00 PM
Remeron 15 mg PO QHS (aach mght at bedtime).
ordered 9/9/04 :
1172, 1113, 11/1411/27 each atBOO FM K
Namenda 20 mg POQ Day (every day) ordered 9 :
19/04
11/11-12 @ 8:00 PM
Oxycodone 5 mg 1 PO TID ordersad 11/11/04
11/15-17 @ B:00 PM
11/24-26 at 8:00 PM
11/28 at 8:00 PM
December 2004
Hydrocodone 5/500 PO (per mouth) TID (three
times a day) ordersd 9/9/04
12/1-8 all doses for 8:00 AM, 4:00 PM and 8: 00
PM
12/9 at 8:00 AM
12/16 at 4:00 PM
12/26 at 8:00 AM and 4:00 PM
12/29 at 400 PM  12/30 at 4:PM
SRM CMS-2567(02-88) Previous Versiong Cbsolete Event 1D: F4AWD11 Faei!iry I uToOZ2 If vontinuation sheet Page 77 of 30
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B3/29/2005 17:54 8813779747
DEPARTMENT OF HEALTH AND HUMAI  ZRVICES

EASTLAKECARECENTER PAGE 83

.

} PRINTED: 03/07/2005
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION ¢ IDENTIFICATION NUMBER: COMPLETED
’ A, BUILDING
485119 . WING 02/23/2005

NAME OF PROVIDER OR SUPPLIER

EAST LAKE CARE CENTER

STREET ADDRESS, CITY, STATE, Z)P CODE
1091 NORTH 500 WEST
PROVO, UT 848071

(X4) 1D
PREFIX
TAG

" BUMMARY STATEMENT OF DERICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S SLAN OF CORREGTION (X3
(EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
" REFERENGED TO THE APPROFRIATE DEFIGCIENGY) OATE

F 514

Continued From page 77 .

12/30 at 4:00 PM
12/31 at 8:00 AM, 4:00 PM and 8:00 PM

Reminyl 8 mg PO BID (twice a day) ordered 9/9/
04 '

12/1-10 at 8:00 AM all doses
12/1-8 at 8:00 PM

12/26 at 8:00 AM

12/31 at 8:00 AM and 8:00 PM

Valium 2 mg PO QD (each day) ordered 9/9/04
12/26 and 12/31 at 8:00 AM

Mirapex 0.5 mg PG TID ordered 8/9/04
12/1-9 at 8 AM all doses -

12/1-7 at 4:00 PM all doses -

12/1-8 at 8:00 PM aft doses

12/16 at 4: 00 PM o

12/26 at 8:00 AM and 4:00 F’M

12/2% and 12/30 at 4:00 PM o
12/31 at 8:00 AM, 4:00 PM and 8:00 PM

Synihroid .16 mg QD ordered 9/9/04
12/26 at B:00 AM :
12/31 at 8:00 AM

Ascorbic Acid 500 mg PO QD ardered 9/9/04
12/26 at 8:00 AM
12/31 at 8:00 AM

Clonazepam 1 mg PO BID ordered 8/8/04
12/26 at 8:00 AM
13/31 at B:00 AM and 8:00 PM

Phenobarbital Sodium (Elixir 20 mg/Smi} give 80
mg (20 cc) PO Q12H (every 12 hours) orderad 9/
9/04

12/26 and 12/31 at 8:00 AM

F514
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a3/29/2805 17:54 BB13779747 EASTLAKECARECENTER PAGE B84
- | PRINTED: 03/07/200
DEPARTMENT OF HEALTH AND HUMA:,  ERVICES R - FORE AP P 2005
CENTERS FOR MEDICARE & MEDIGAID SERVICES QMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
‘ A. BUILDING
B. WIN
465118 ¢ 02/23/2005

NAME OF PROVIDER OR SUPPLIER

EAST LAKE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1001 NORTH 500 WEST

PROVO, UT 84801

(X4) 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS. | COMPLETION
TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

F514

F 518
55=D

| doses

Continued From page 78

Remeron 15 mg PO QHS (each night at bedtime)
ordered 9/9/04
12/31 at 8:00 AM

Namenda 20 mg PO Q Day (every day) ordered 9
19/04
12/31 at 8:00 AM

Phenytoin (Diiantin Suspenslon) 125 mg/5ml give
180 mg eiixer PO TID

12/1-8 at 8:00 AM, 4:00 PM and 8:00 PM all’

12/9 at 8:00 AM

12/16 at 4:00 PM

12/26 at 8:00 AM and 4:00 PM

12/31 at 8:00 AM, 4:00 PM and 8 00 PM

Multivitamins with Minerals glve one tab PO Q
Day ordered 9/9/04

12/21 at 8:00 AM

12/26 at 8:00 AM

12/29-31 at 8:00 AM

ZCAL 120 cc PO QID (four times a day) orderad
9/9/04

12/1-17 at 8:00 AM, 12:00 PM, 4:00 PM and HS
1220-23 at HS

12/26 at 8:00 AM, 12:00 PM and 4:00 PM

12/31 at 8:00 AM, 12:00 PM. 4:00 PM and HS

483.75(m)(2)-(4) ADMINISTRATION

The facility must train all employess in smargency
procedures when they begin to work in the facility;
periodically review the procedures with existing
staff, and carry out unannounced staff drills using
those procedures.

This REQUIREMENT is not met as evidenced by

F 514

F 518
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B3/29/2085
JEPABTMENT OF HEALTH AND HUMAN

17:54 8013779747

T TRVICES

~ENTERS FOR MEDICARE & MEDICAID & -RVICES

EASTLAKECARECENTER PAGE B5
— P'l"\l‘rl | I et N g Udm”dUU:
] FORM APFROVED

OMB NC. (938-0391

“ATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
1D PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
A BUILDING
B. WING
465119 02/23/2005

IAME QF PROVIDER OR SUPPLIER

EAST LAKE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1001 NORTH 500 WEST

PROVO, UT 84601

(Xa) 1 SUMMARY STATEMENT OF DEFICIENCIES Lo} PROVIDER'S PLAN CF CORRECTION 1X5)
PREFIX {EACH DEFICIENCY MUSY BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMRLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG REFERENCED 10 THE APPROPRIATE DEFICIENCY ) DRTE
F 5181 Continued From page 79 :
. F518 Allnew employees will receive

.} to do in case of a resident missing from the -

" | about what needed to be done in both mstances

-stated that she was not aware that wheh the -

- some of the electrical outlets would stilt work. -

Based on staff interviews, it was detarmined that
2 of 3 facility emplayees Interviewed regarding
emergency procedures lacked understanding of
emergency procedures or facility equ:pment
available.

Findings included:

On 2/16/05 at 915 AM, Certifled Nursing’

Assistant (CNA) 8 was interviewed . CNA8was |

a daytime teami leader of the faciiity CNAs. CNA 8
electrical power in the building was lost, that
CNA 8 aiso stated that she was not aware of what ;
building. CNA 8 stated that she would find out -
and get back with the surveyor.

On 2/23/05 at 10:20 AM, CNA 2, who had worked
in the facility for approximately 9 months, was
interviewed. CNA 9 stated that she had recsived
no training in fire safety at the facility and did not
know where the fire alarms were located,

Emergency procedure information
During orientation meeting. On going
Emergency drills will be held quarterly
Oneach shiftio ensure staffare
Knowledgeabie of their responsibiity.

Plant operations manager wilbe
Responsible o complere saffinservice
On these procedures, and tum in-a
Report and fist of attendees to the

. Administratormonthly. This repon

'Wﬂlbc reviewcdin QA meetng. .

| Complctcd byApriIS 2005.

All curTent employees were m.scmccd
on emergency procedures on March 25,
2005. The records are in the inservice
.book. )

O

€
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