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F 253 483.15(h){2) HOUSEKEEPIM 3/MAINTENANCE
$S=B |

[ The facility must provide bousekeeping and

| maintenance services necessary to maintain a

| sanitary, orderly, and comfor:able interior,

|

‘ This REQUIREMENT is nct net as evidenced

by !

i Based on observation it was cietermined that the |

. facility did not have an effectve maintenance i
| system to ensure that the residents environment

| was maintained in good repsi-, specifically for

! window and dcor screens, lezky faucet in the day
‘ room and ceiling paint peeling in day room.

Findings Inclucle:

|
!
i 1. Torn screens on resident rooms 13, 22, 23 and !

- both laundry rcom doors.

2., The hand wash sink in th: day room had a ;
i continuously leaking faucet &d the ceiling above
the sink had an area of peeling paint,
approximaiely 5 inches acros s,

3. A blue couch next to the door leading to the
medical recorcs office had z1ge multiple stains
and the stuffing in the front corners was coming
out from under the padded cover.

ye
%

2253 Admimstrator will

rowtinely make rounds o identily ‘
any environmental issues, ‘
b

R-24-2006

| =253 Compliance will be

achieved by Facility on
This wall alse be

addressed in quarteriy QA :

MECHngE (O CNSUre progress. |

(Next QA mecting August 14,

20006)

Screens on resident rooms 3,

o 22, and 23 and both the laundry

i room doors have been replaced

by maintenance and will be

monitored during weekly

maintcnance rounds.

Documented in the maintenance

log and reviewed at quanerly QA 1

meeling. |

The faucet in the day room has

been replaced and ceiling above :

the sink has been repainted by i

maintenance. Maintenance will

monior dunng weekly rounds,

Documantation in mamntenance

log and reviewced by quarterly

QA mecting, ‘

away by maintenance and
furniture will be inspecled during
weekly rounds by mamtenance.
Documentation 1 Maintenange
log which will be reviewed i

: “ % The blue conch hag been thrown ;

LABORATORY DIRECTOR'S DR FROVIDERIGUPP.| IR REPRESENTATWES SIGNATURE

QA mcctmﬁ; quarterly.
TITLE {X6) DATE

Any deliciency stalement ending with an aslenss () denatss o deficiency which the inshlution may be excused rom corresling providing (01s determined thal
other sateguards provide suffican!t prolection 1o th: patients. (8ee instructions ) Except for nursing homes, the findings staled above are disclosable 90 days

following the date of survey wheal or nel a plan of correction s provided
days foltowing the date these

program parlicipahon

PP CERAS DA0TE00- 30 Pracions Vo

For nursing hames, the above finding:
nrnants are maice available 1o The facibly. Il deficiences are cited. an approves) plan of correstion o requisile lo conlinged

Tranthly 153

ion are disclosable 14

angd plans of corra
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i
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F 2721 483.20, 483.20 b) COMPREH ZNSIVE
55=E | AGSSESSMENTS |

The facility must conduct inldialy and periadically
a comprehansive, accurate, standardized
reproducible asvessment of cach resident's
functional capacity.

A facility must make a comprahensive
assessment of 2 resident's neads, using the RAI
specified by the: State. The assessment must
inclide at least the following:

Identification and demograph «: information;
Customary routine;

Cognitive patte ns,

Comimunication,

Vision;

Mood and bahavior patterns;

Psychosocial well-being;

Physical functicning and structural problems;
Continence;

Disease diagnesis and healtt zonditions;

Dental and nutriitional status,

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procecures,;

Discharge potential;

Documentation of summary in‘ormation regarding
the additional assessment pe-ormed through the
resident assessment protocnis | and
Documaerniation of participatio~ in assessment.

This REQUIREMENT is not iret as evidenced
hy:

|

! Based on record review and interview it was

E determined tha: the facility dic not make a

comprehensive assessment of residant’s needs.
i Specifically 4 o' 8 sample res dents did not have

F 272

|
i
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complete comprehensive min mum data set _
{(MDS) assessments, Residest identifier 1, 2, 4, |
5.

Findings Inciuce:

Resident 1 was readmitted or 3/28/06 with !
diagnoses that included righ! 2ye carcinoma,

congestive heart failure, schizophrenia, dementia,
i atrial fibillation, benign prostatic hypertrophy and
, arthritis. l

Resident 1's medical record »as reviewed on i
6/26/06. '

Section V of the 4/11/06 initia MDS was not
completed. Tre Resident Ausessment Protocols |
(RAP) for 2. Cognitive LLoss, &, Visual Function
and 10. Activities, were not riarked as to the date !
of the RAP assessment docunentation.

* Section V of the 12/26/05 anrual MDS was not |
 completed. Tha columns indicating "Location and -
Date of RAP Assessment Dosumentation” was |
incomplete. Under the colurin for Location and |
Date of RAP Assessment Doaumentation for \
each triggered area it docurr ented "see rap" and |
no dates were documented o1 the RAP. :

Resident 5 was admitted on 1/13/06 with
diagnoses that included cebaral vascular
accident, hemiparesis, hypeitesnion, coromanry
artery disease angina pector s, aphasia, major
, depression and dementia

. Resideni 5's medical record was reviewed on
- B/26/06.

(X4} 1D SUMMAR? STATEMENT OF DEFIGIENCIES ) ! PROVIDER'S PLAN OF CORRECTION : {x5)
PREFIX (EACH DEFICIENCY MUST BE MR ECEENED BY FULL PREFIX | {EACH CORRECTIVE ACTION $SHOULD BE ¢ EOMPLETION
TAG REGULATORY OR LSC IBENTIFVING INFORMATION] TAG i CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 272 | Continued From page 2 272

Section V on Resident’s MDS
has been completed by the DXON.
The sections on Cognitive 1Loss,
| Visual Function and Activities
have been dated and completed
on July 3, 2006,

o272 Comphianee will he
ioachicved by Facility on 8.74-2000
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E completed. Th= columns ind-c ating "Location and !
| Date of RAP Assessment Dleaumentation” was

incamplete. Under the colum for Location and
: Date of RAP Assessment Dosumentation for 1
: each triggered area it docurented "see rap” and
no dates were documented on the RAP.

Resident 2 was admitted an 3/10/5 with
!, diagnoses of Llindness, cerebral palsy, glaucoma,
| hypertension, myocardial irfarction and
. schizoaffective disorder. *

Resident 2's medical record vias reviewed on
. 6/26/06.

|
|
| Section V of the 12/1/05 initial MDS was not |
‘completed. The Resident Assessment Protocols
(RAP) for 1. Delirium, 2. Coznitive Loss, 3. Visual
! Function, 4 Cammunication, 5/ ADL i
. Functional//Rehabititation Potential, 6. Urinary
- incontinence and Indwelling Catheter, 7.
! Psychosacial '"Well-Being, &. [Mood State, 8. ;
- Behaviorai Synptoms, 11. Falls, 12. Nutritional |
" Status, 14. Dehydration/Fiuii Maintenance, 16, |
. Pressure Ulcers, 17. Psychciropic Drug Use were |
- not marked as to the date oi the RAP .
: assessment documentation |

The column irdicating "Loczation and Date of
RAP Assessment Documentation” was

B WING
i 465147 06/28/2006
NAME OF BROVIDER DR SUPFIIER STREET ADDRESS, CITY, STATE, ZIP GODE
ROCKY MOUNTAIN CAR - HEBER 160 WEST 500 NORTH
HEBER CITY, UT 84032
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' 5 ! DEFICIENCY) f
F 2721 i - . .
2721 Continued From page 3 | B 272 Resident 5+
Section V of the 1/26/06 initial MDS was not ! Section V has been completed

: under Datc of RAD assessment
| documentation by the DON
completed on July 27, 2006

3 Residenl 2-
| Section V has been completed by
the NON. This includes the dates :
. on the RAP. Complceted on July
27, 2006.

FORM CME-2867(02-69) Previous Versions Obaolete Dvent |1 WESHY

Facitity 10 UTBR70 If continuation sheet Page 4 of 16

08/02/2006 WED 18:43 [TX/RX NO 73081 005




R
DEPARTMENT OF HEALTH AND HUIVIA:[ SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/11/2006
FORM APPROVED
OMB NG. 0938-0331

STATEMENT COF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
465147 B NG 06/28/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
160 WEST 500 NORTH
ROCKY MOUNTAIN CARE - HEB
© EBER HEBER CITY, UT 84032
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION | {xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CGRRECTIVE ACTION $SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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F 272 Continued From page 4 1 F272! !
. } !
incomplete. Under the column for Location and |
Date of RAP Assessment Documentation for ; |
each lriggered area it documented "see rap” and : ‘
no dates were documented on the RAP. ; }
 Resident 4 was admitted on 4/1/03 with |
i diagnoses that included brain tumor, seizures and }
constipation. ‘
Resident 4's medical record was reviewed on Resident 4- _
B/26/06. RAPS have been completcd by
the DON. This would include the
Section V of the 4/1/05 initial MDS was not } dates mentioned have been
completed. The Resident Assessment Protocols completed on July 2
(RAP) for 1. Delirium, 2. Cognitive Loss, 3. Visual p y 27, 2006.
Function, 5. ADL Functional/Rehabilitation i ) _
Potential, 6. Urinary Incontinence and Indwelling Medical Records will audit MDS
Catheter, 7. Psychosocial Well-Being, 8. Mood for completion on a regular basis.
State, 10. Activities, 11. Falls, 12. Nutritional Reports will be given to the DON
Status, 16. Pressure Ulcers, and Psychotropic and the administrator. Will be
Drug Use were not marked as to the date of the owed i ‘
RAP assessment documentation. reviewed in QA on August 14,
2006 and in every quarterly QA
The column indicating “Location and Date of thereafter.
RAP Assessment Documentation” was :
incomplete. Under the column for Location and
Date of RAP Assessment Documentation for I F-272 This problem will be
each triggered area it documented "see rap” and L followed up on in quarterly OA
no dates were documented on the RAP. i . P q yQ
I meetings to ensure progress has
| [ been made in this area. Will be
i i reviewed in QA on August 14,
3 I 2006.
!
;
!
i
FORM CMS-2567(02-99) Previous Versions Obsclete Event iD: NFSH11 Facility ID:  UTD070 If continuation sheet Page 5 of 16
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F 2781 483.20(g} - (j) RESIDENT AZSESSMENT
S8=D
i The assessment must acouately reflect the
: resident's status.

F278.

: A registered nurse must cor duct or coordinate :
each assessn ent with the acpropriate !
participation of health profes sionals.

i
|
|
i
|

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

Each individuzl who comple:es a portion of the | %
assessment must sign and cartify the accuracy of ! ]
that portion of the assessmeint, ;

Under Medicare and Medicaid, an individual who :
willfully and kr owingly certifies a material and |
false statement in a residen: assessment is ‘ : i
subject to a civil money penalty of not more than
$1,000 for each assessment or an individual who
willfully and krowingly causs 3 another individual
o certify a material and fals = statementin a
fresident assessment is subject to a civil money

. penalty of not more than $5 (100 for each

’ assessment.

|

| Clinical disagreement does r ot constitute a
material and false statement

 This REQUIREMENT is not met as evidenced

- by: '

: Based on record reviews erd interview, it was

i determined that the facility ¢iid not ensure that the |

' Minimum Dati Set (MDS) assessment

" accurately reflected residenis'status. The facility

" did not ensure that a registered nurse had signed :
and certified that the assesuiments were complete -

for 2 of 8 sample residents. Resident identifiers ; i

FORM CMS-2567(02-92} Frevious \ersions Obsolete Event I NFSHA Facitity I, UTO070 If continuation sheat Page 6 of 16
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: DEFICIENCY) ;
F 278 " Continued From page 6 | F278: :
13, 4. ; !
i Findings Include: |
| H |
l 1
! ceidont 3.
Resident 3 was admitted cn * :2/21/04 with Resident R _ i
diagnoses thal included congestive heart failure, - RN has signed under section !
hypertension, anemia and insomnia. - R2A as the person coordinating |
L ‘ ‘ ] . the assessiment. Completed on
Resident 3's medical record v/ as reviewed on Tuly 27, 2006, |
6/26/06. ;
On 11/18/05, 2 quarterly MDS that was |
' completed by the facifity staff did not have an RN : !
i (registered nurse) signature Lnider section R2a: j :
: Signature of Paerson Coordinz ting the :
! Assessiment, Signature of RN Assessment ;
. Coordinator. { |
I :
Resident 4 was admitted on 4/1/04 with N P o1 : §
) _ ) i estdent 4- RN has siene -
. diagnoses that ncluded brain jumor, seizures and ! ‘ aned under

constip@tion.

Resident 4's medical record wias reviewed on
B/26/06.

On 6/22/05, a quarterly MDS “hat was completed |
by the facility staff, did not haves an RN (registered |
nurse) signature under sectinn R2a: Signature of |
Person Coordinating the Asse ssment, Signature

: of RN Assessmznt Coordinaty . ;

assessment Coordinator.
Completed on duly 3, 2006, |

Meadical Recards will audit all
MDS™ completed and report 1o
the DYON and Administrator.

(=278 Compliance wall be
achiceved by PFacility on

8-24-2006
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|
F 2791 483.20(d), 433 20(K)(1) COMP IEHMENSIVE
53=0 ] CARE PLANS

A facility must use the results - the assessment
to develop, review and revise e resident's
gomprehensiva plan of cara.

Tha facility must develop a comprehensive care
plan for each resident that incudes measurable
ohjectives and timetables to meet a resident's
medical, nursing, and menta! and psychosocial
needs that ara identified in tre comprehensive
assessment

The care plan rrust describe ' @ services that are
to be furnished to attain or mziitain the resident’s
highest practicasle physical, mental, and
psychosocial well-being as re Jired under
§4683.25; and ary services thet would otherwise
be required undsar §483.25 bu: ara not provided
due to the resident's exercise of fAghts under
§483.10, including the right t» refuse treatment
under §483. 10(b)(4).

This REQUIREMENT is not riset as evidenced
by:

Based on medical recerd review it was
determined that the facility did 1ot develop, review
or revise the residents comprehensive plan of
care, including rmeasurable ctjzctives and
timetables to meet a resident's medical, nursing,
mental and psychosocial neecis. Specifically, 3 of
8 sample resident's did nol have care plans
based on the assessmeants, o the plans of care
were incamplete, Resident idantifrers 4, 3, 5.

Findings include:

! Resident 1 was readmitted on 3/28/06 with

!
!
f

1

H

1
CROSS-REFERENCED TO THE APPROPRIATE I
[

F 279

il
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i i
. diagnoses that included right aye carcinoma, ;
; congestive heart failure, schizophrenia, dementia, ;
; atrial fibrillatior, benign prosiztic hypertrophy and ’
; arthritis,
i Resident 1's rr edical record ~as reviewed on
| 6/26/06.
i Resident 1's care plans did r ot address the :
; following areas that were trigcered by the RAPS. !
| Cognitive loss
! Hearing
: Psychotropic drug use, spec fically the signs and !
i symptoms of side effects
; Oral/dental |
; Activities ;
1 .
Resident 1 was piace_d on he sipice on 6/9/06, the Resident - ;
- care plan was not revised anc or updated to Clare Plan has been completed
include the current hospice cere. i ATC Al 1S O Ompicte
1 Fand now includes- Cognitive
Resident 3 wa: admitted on 12/21/04 with lLoss, Hearing, and Psycholropic
diagnoses that included constive heart faiture, i Drug use- especially side effects.
| hypertension, anemia and i1s>mnia. ' OraVDental Activities. The Care
i . " . . _ plan way rovised to include the
Resident 3's rredical record ras reviewed on ! . . :
6/26/06. . present Hospice Carc. Completed
oo July 26, 2006. i
Resident 3's care plans did r ¢t address the ! Resident 3-
following areas that were irigcered by the RAPS. : . Plan has be vised 16
' Psychotropic drug use, spe: f cally the signs and t Care Plan has been revised (o
symptoms of side effects. : mclude pS)’ChOll'mplC rmedication
side effects. Completed on July
i Resident 5 was admitted on 1/13/06 with 27, 2006.
i diagnoses that included ceretral vascular
i accident, hemiparesis, hypeitansion, coronary
, artery disease, angina pectaiis, major depression,
- diabetes meliitus and demeri a,
FORM CMS-2567(02-18) Frivious Yersions Obsolele Bt Y. NFSHYT Facaliny 18y WTHIZ0 H continuation shee: Pngw 9ol 16
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DEPARTMENT OF HEALTH AND H{‘l,’IAN SERVICES EFORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. £938-0351
STATEMENT DF DEFICIENCIES (X1) PRCVIDER/SUPPLIERICLIA (X2} MULTSPLE CONSTRUCTION X3} DATE SURVEY
AN PLAN OF CORRFCTIHON HIENTICICATION NUMBE R COMPLETED
AL BUILEHNG
B. WING
) 465147 - 06/28/2006
NAME OF PROVIDER OR SUPELIER STREET ADMRESS, GITY, STATE, 2P CODE
ROCKY MOUNTAIN CAF.Z - HEBER 160 WEST 500 NORTH
HEBER CGITY, UT 84032
(X410 SUMMARY STATEMENT OF JEFICIENGIES ; 0 ; PROVIDER'S PLAN OF CORREGTION : )
PREFIX {EACH DEFICIEZNGY MUST BE PRECEEDED BY FULL | PREFIX - (EACH GORRECTIVE ACTION SHOULD BE P EOMPLETION
TAG . REGULATORY OR LSC IDENTIHF* NG INFORMATION) i TAG CROSS-REFERENCED TO THE AFPROPRIATE PATE
: } DEFICIENCY) ;
, o L
F 279 + Continued From page 9 : F 279; Resident 5-
| i Care plan has been revised (o :
i Resident 5's medical record »as reviewed on : } mnclude use ol psychotropic meds

1 6/27/06. and potential side cffeets.

; ompleted on July 2

E Resident 5's care plans did r ot address the - Gompleted on July 27, 2006.

i following areas that were tric¢ered by the RAPS. | ‘ 17-279 Camphiance wall be

i Psychotropic drug use, spec fically the signs and | i achicved by Facility on - 8.24-2006
| symptoms of side effects. | ' ’ oo

! i |
! !

F 309 483.25 QUALITY OF CARE 309 Madical Records will audil care
S8=0 _ ] 3 ! plans at least monthly to ensure
;I Each resident nust receive i1d the facjilty musg | Al issues are addressed. The :
provide the necessary care and services to attain _ o . ‘
- or maintain the highest praclicable physical, , audit "CS‘-’“‘S will be given to the
: mental, and pSYChOSDC‘iai wel _beingl n . Phrector ot Nlll'Sll'l&’, and the !
| accordance with the comprs vensive assessment - Adminsiralor. Audit will be

| and plan cf cale. i

|

reviewed i QA an August 14,
2006 and then every quarterly
QA thereafler.

This REQUIREIMENT is not inet as evidenced

by '

| Based on medical records and interviews, it was

; determined that the facility d | not ensure that
residents received the care @nd services {o

| The Director of Nursing will

| . monitor ail care plans Lo make
! © sure that all necessary care and
‘L services are attained thru

' maintain the highest practicz ble in accordance | ‘; completion ol comprehensive
- with the comprehensive plar of care. Specifical!y,f ©assessment.

: when 1 resident did not recere medication as :

. ordered, ang when both resident's oxygen !

saturation decreased, therer yas no

i documentatior in the medicat record that any
interventions had bean impieanented. Resident |
identifiers 1, 3.

Findings includea:

. Resident 3 was admitted on ~ 2/21/04 with

FORM CMS 2587107-00) Previaos Vizsions Qlsotele Fyent 10 NFSH Faglity 1D UTO070 If continuation sheet Page 10 of 16
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OMB NO. 0938-0391

STATFMENT OF DEFICIENCIES
ANL PLAN OF CORBRECTION

(X1 PROVIDER/SUPPLIERICLIA
{DEMTHIICATION NUMBER:

() MULTIPLE CONSTRUCTION (X DATE SHRVE Y
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A BUILTIING

B. WING
_._ 465147 06/23/2006
NAME QF PROVIDER QR SUPP IFR STREET ARDRESS, CITY, 5TATE, ZIP CODE
- 160 WEST 500 NORTH
ROCKY MOUNTAIN CARE - HEBER
HEBER CITY, UT 84032
(X431 SUMMARY STATEMENT O DEFICIENGIES ‘ [ 1 PROVIGERS PLAN OF CORRECTION {X49)
PREFIX . (EACH DEFICHENCY MUST BE PRECEEDSED 8Y FULL PREFIX (EACH COR VE AGTION SHOULD BE COMPLETION
TAG : REGULATORY OR LSC IDENTIF ¢ NG INFORMATION) TAG ‘ GROSSREFEREN

TO THE APPROPRIATE | DAIE
DEFICIENCY) _

| 6/25/06.

‘were in place.

F 309: Continued Fron page 10

; diagnoses that included congastive heart failure,
. hypertension, anemia and insomnia.

| Resident 2's rredical record »as reviewed on

o~y

In an inlerview with the DON i Director of
Nursing), on 6:27/06 at 10:30 AM, she said that
the nurses were to give the riedication Monday
through Saturcay only. The ZON said that the
MAR was not done correctly for April and May.

i Resident 3 had a physician crder, dated 6/06, for |
i resident 3 to wear TED hose or ace wraps when
out of bed. Resident 3 was uiyserved on 6/26/06
: to B/27/08, during this time frz=me the resident
| was not wearirg TED hose cr ace wraps.

Resident 3 had physician's recertification orders

Physician's orcler, dated 2/22/05 documented that i
Trazodone 50 mg (milligram:1 po {per mouth)
daily except Sunday was to ba given. Review of
resident 3's MAR’s (medicaticn administration
record) documented in April and May of 2006 that
Trazodone 50 mg. was giver Monday through
Sunday {7 days a week).

tin an interview with a staff rmamber, on 6/27/06 at |
: 11:00 AM, she said that the irght shift places the
! TED hose on resident 3, but that she should have
i check the resident 10 make sure the TED hose

'
!

¥ 309

Medication record has heen
changed so that the resident will
el receive Frazadone on

- Sunday. This completed by the

L DON on July 27, 2006.

i Treatment sheet witl be elarified
| that resident is (0 wear TED
Hose when out of bed, on August
., 2006. Certified Nurses
Assistants and Nurses will he in

[ serviced by the IDON on reasons
and importance of following,

- Doctors Orders on August 25,
2006,

The Dircetor of Nursing will
voomonitor all reatment records
once a week tao make sure that all
o residents will reecive optimuim

-~ care and services in accordance
with the comprehensive plan of

“for April, May and June 2008, that documented carc.
. 02 {oxygen) ic keep SATS (saturation levels) :
"above 90%. ! i
Review of resident 3's Trealr-ent Record )
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (X1) BROY DERSUPPLIERICLIA {X2) MULTIPLE CONSTIRUGTICN {X3) DATE SURVEY
AND PLAN OF CORRLCCTION IDENT FICATION NUMBE COMPUITTE
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE. 2IP CODE
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(X4} if? SUMMARY STATEMENT D7 BEFICIENCIES (0 i PROVIDER'S PLAN OF CORRECTION f (X5)
PREFIX | ([EACH CEFICIENCY MUST BE [ TECEEDED BY FULL . OBREFIX (BEAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR £SC ENTIFY ING INFOGRMATION,) LoTAG CROSS-REFERENCED TO THE APPROPRIATE DATL
i | [ DEFICIENCY) |
F 309 i Continued Frcm page 11 F 309
!
-revealed that for the followir¢ days, resident 3's ‘ b Resident 3-
- oxygen saturation was belovs 90%. ‘ v Treatment Order on Treatment
. : Sheet has been revise include
4/02/06 was not documentad as being done : . LL% has | L%',] revised m, include i
4/16/06 was 84% room air é churtmg on Q2 sats and Oxygen |
4/30/06 was 82% room air : - given- time, date and initials,
5/07/06 was 83% room air {u1ly one dOCUiT\PnTECf | This wag completed by the |
for May) | Divector of ol -
Hirector of Nursing on July 27
6/04/06 was 83% room air i \ 2006 & Yl :
6/11/06 was nst documented as being done A !
8/18/06 was 83% room air ’ Dircelor of Nursine wi i i
{ X rreclor ab Nursing wall monitor !
: B6/25/06 was 83% rocom air 1 1
; | o all reatment orders on treatment
| No documentation couid be found that any ; b osheets once a week to ensure that
~interventions had taken placs to increase resident ' b restdents will recetve and
: 3's oxygen leval for any of 1:’|5} dlays WQ}Ch matrtain the highest priacticable |
| : . e . > N
[ resident 3's oxygen level fell helow 90%. \ . treatment in accordance with the |
; f - “hepaeive 0 (PN 1
: On 6/27/06 al 11:00 AM, resident 3 was observed ! . comprehensive plan of care.
i te have a slight discoloraticr around her lips by a | 1 !
L surveyor. A fzcility staff merr ber was asked to | 1 |
' get an 02 SATS, which revealed resident 3's 02 ! ‘ i
'; SATS was 87%. Oxygen per nasal cannula was i ‘
| placed on resident 3. ‘ g '
1 i :
; . . ) . !
"tn an interview with the DON Director of |
PNursing), on 627/06 at 10:3) AM, she said 02 | :
' SATS are chated on the n.ses notes and the j
back of the treatment record. The DON 3
: confirmed that no documentation could be found E
P . . ' 1
- Resident 1 was readmifted ¢ 3/28/06 with i
: diagnoses tha' included rign: eye carcinoma, ; ‘
‘ congeslive heart Taillure, sch zophrenia, dementia, | | ‘1
" atrial fibrillation, benign pros atic hypertrophy and i
. arthritis. :
' Resident 1's medical record vias reviewed on
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FORM ARPROVED
OMB NO. 0938-0393
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(%) MULTIPLE CONSTRUCTIGN (X:3) DATE SURVEY
A BUILDING COMPPLETED

1 90% Dx (diagnoses} CHF (zongestive heart |

- failure). '

! Review of resident 1's Treatr ent Record

i revealed that for the followiniy days, resident 1's

i Oxygen saturation was below 30%.

|

!

| 4/05 had no documentation o~ 02 SATS

i 5/14/06 was 85% room air, thare was no other 02

: SATS for May

: B/04/06 was 86:% room air

* 8/12/08 had na decumentation of 02 SATS
6/17/06 was 85% room air

i No documentation could be icund that any g
interventions had taken place to increase resident :
1's oxygen level for any of th2 days which
resident 1's oxvgen leve! fall telow 90%.

1 On 8/28/086 at 9:30 AM residet was observed o
| have a slight discoloration araund his lips by a

; surveyor, a fac lity staff mernzer was asked to get
-an Q2 SATS, which revealec -esideni 1's 02

| SATS was 87%.

|

' In an interview with the DON on 6/28/06 at 9:30
: AM, she said that the admission order for 02 i
. SATS got missed.

BOWING e o
_ 465147 06/28/2006
NAME QF PROVIDER OR SUPP IER STREET ADDRESS. CITY. STATE, ZIF CODE
R 160 WEST 500 NORTH
ROCKY MOUNTAIN CARE - HEBER CONO
HEBER CITY, UT 84032
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D } PROVIDER'S PLAN QF CORRECTION 1 (x5}
PREFIX ! (EACH DEFICEENCY MUST BE P RECEEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE L COMPLETION
TAG REGUEATORY OR LEC IDENTIF ¢ NG INFORMATICN) 1 TAG CRUSS-REFERFNCED TO THE APPROPRIATE ALY
: ! DEFICIENCY)
F 309 i , 1 : . : : :
i Continued From page 12 | F 309; Ihrector of Nursing will monitor
| 6/26/06. \ - charting on Oxygen Sats and
! _ ‘ Oxygen given. [ signs and
; ] H M e -:A B - . . " .
: Resident 1's admission ordz s, dated 4/1 1£06' ' symptoms indicate more frequent
i documented an order for 02 !o keep SATS above | i ‘

monitoring otherwise, once a
wiek.

[ =309 Comphiance will be
achicved hy Facility on 8-24-2006
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CENTERS FOR MEDICARE & MELI. AID SERVICES OMB NO 0938-0391
STAVEMENT OF UEFICIENCHS (X1) PROMIDERSUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION 3) DATE $ JRVE
AND PLAN OF CORRECTION RN T ICATION Nl,}l\ﬂ\HIEH: : o (XX)‘.’[){:‘;'\F’IEL’I‘EJIT\:!-Y
A BUILLING ’
465147 3 WING .. 06/28/2006
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY. STATE, 21 CODE
ROCKY MOUNTAIN CARE - HEBER 160 WEST 500 NORTH
HEBER CITY, UT B4032
a3 0 | __SUMMARY STATEMENT 0 DEFICIENGIES | 0 ! PROVIDER'S FLAN GF GORREGTION i ()
PREFIX | {EACH DEFICIENCY MUST BE'FF ECEEDED BY FULL I PREFIX | {(FACH CORRECTIVE ACTION SHOULD RE L coMPLETioN
TAG | REGULATORY OR LSC IDENTIF (ING INFQORMATION; oTAG CROSS-REFERENCED TO THE APPROPRIATE  § DATE
! ' DEFICIENGY) :
Fsgﬁg 465 35(D FREQUENCY OF MEALS . Fa368 Fach resident will he ofTered an
' S snack cvery night. Atdes will
l Each resident receives and e facility provides at ‘ ! IS snack t“. Ty mi.,hl ,A“ eh . 1
lieast three meals daily, at r2jular times ! : chart (1_:1 pclccr}tagc taken or i |
. comparabla to normal meait ites in the | | the resident refuses charge nurse
; community. i | wiltb monstor thns Q TS by
] checking the form used o chart
|There must be no more thar 14 hours between a | i P M. s ,D,k Administrator will
isubstantial evening meal and breakfast the ' __ VI Shack, Al e '
 following day, except as provided below. { also ask residents weekly 1o
: i ~determine 1 the residents are
! The facility must offer snack: at bedtime daily. I | receiving P.M. snacks nightly
‘ . _ . . ' and discussed during quarterly
; When a nourishing snack is crovided at bedtime, OA meeli : i A f’ 1‘ ‘ -
| up to 16 hours may elapse bstween a substantial | IN mecting 1n August.
 evening meal and breakfast :he following day ifa 12368 Compliance will be
\ resident group agrees to this meal span, and a } ; OO L O _"1 1“ withhe ,
: hourishing snack is served. i -~ achieved hy Facility on - 8.24.2006
: |
|
i
| This REQUIREMENT is nct inet as evidenced
by: i
| Based,on Resident's confide-tial interviews, i
| interviews with the Director cf Nursing (DON), ‘
: Administrator and group mezting, it was |
i determined that the facility wzs not offering daily |
~bedtime snacks to the residerts. i
‘ Findings ncluce: i
1. During the group meeting -1 out of 4 residents _
- reported that nght time snac«<s were not offerad j
on a daily hasis. One residen! stated that even if :
you asked for a snack you mirght not get it.
. |
! |
- 2. Confidential interviews held with 5 additional !
' residents resuled with 3 of the2 5 residents stating | :
that snacks were not being of ered at bedtime. !
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SUMMARY STATEMENT OF 22F(ICIENGIES !

Xa)io | 0 ' FROVIGER'S FLAN OF GORRECTION x5)
PREEIX i {EALH DEFICIENCY MUST BE PREICEEDED BY FULL ! PREFIX (EACH CORRELTIVE ACTION SHOLUILE HE SOMPLETION
TAG : REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
l BEFICIENGY)
| ) ! !
F 263 Continued From page 14 F 368
|
3. [nan interview with the DCN and T
Administralor, 01 6/27/06 at 4 10 PM, they both
stated that bedlime snacks were plared on the
Nurse's Station .and resident's iould help :
thamsaelvas. Snacks wera ng! verbally affered or .
passed to individual resident ams.
F 495| 483.75(e){4) REQUIRED TRAINING OF F 495
5&=D| NURSING AIDES

A facility must not use any individual who has
worked fess than 4 months as A nurse aide in that
facility unless the individual is 3 ful-time
employee in a S ate-approved ‘raining and
competency evaluation prograny; has
demanstrated competence thraugh satlsfactory
participation in a State-approved nurse aide
training and competency eva'ation program or
competency eva-uation program; or has baan
deemed or determined compa.ant as provided in
§84B83.160(a) an1 (b).

This REQUIRENENT is not 7 at as evidenced
by:

Based on record review and inerview it was
determined that the facility dig not follew federal
and state regulations when they hired a person to
work as a nurse aide who was reither certified;
nor, enrolled in a State-approve d training and
competsncy evallation prograir . One nurse aide
had failed the State-approwved t-aining and
competency evaluation prograir and the facility
contfinued to et the nurse aide work at the facility.

Findings inchtde:
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NAME OF PROVIDER QR SUPPIER STREET ADDRESS. CITY, STATE, 7IP CODE
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{X4) 1D SUMMARY STATEMENT ()F—DEFICJIENCIES ! £y f PROVIDER'S PLAN OF CORRECTIGON (X5}
PREFIX - (EACH DEFICIENGY MUST BE P RECEEDED BY FULL | OPREFIC (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTI NG INFORMATION; I TAaG . CROSS-REFERENCED TO THE APPROPRIATE DAY
‘ g ; DEFICIENCY)
. _ . i . . .
F 495 - Continued Fraim page 15 _ F 4%i All nurses” wides uncertified will
1. E1 was hired on 5/23/06. The personnel file of ! receve 16 howrs ol training prior |
1 E1 was reviewad on 6/28/06  The personnel file to working on the floor. This will !
did not contain any documentation that the new ! he done by the C.N A, :
employee had received the required 16 hours of | covrdinator and monitored :
- training prior tc doing the res dent care. . ‘ - . .
: : monthly by the Director of
In an interview, on 6/28/06 at 315 AM, with the Nursing and Administrator,
CNA {(certified wrse aide} C';cu)rdmator, she said Any aide who does not complete
- that E1 would be starting a 5:ate-approved the trainine and cectifications
training and co npetency eva uation program next oo = eatian:
month. £1 had been working the floor as a CNA within 4 months of hire will be
for over a monlh. termimated. Persormnel hile will be
7 _ _ i audited by the C.NLAL
2. B2 was hired on 4/1/05 The personnel file of b coordinator and monitored ‘;
E2 was reviewed on 6/28/06. The personnel file iy by the Dircctor of '
did not contain any documen stion that the new monihty by the Director o :
employee had received the revjuired 16 hours of Nursing and Administrator.
training prior to doing the resicent care. E2 - LEmployee Training will be
continued to work at the fic;litf{ asa CNA until | ‘ addressed and reviewed during
gg{g%da total ¢f ten months without being ‘ QA meeting on August 14, 2006
' and during quarterly QA meeting
HIn an interview, on 6/28/06 st (115 AM, with the | therealler.
CNA (certified nurse aide) Ccordinator, said that o - _
E2 had taken the State-appreved training and : 1495 Comphiance will be ;
competency evaluation pregriam, but had failed | achieved by Facility on - 8-24-20016
‘the exam. E I
: !
| |
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