FROM SDCH BUSSINESS OFFICE

FRX ND. :8012945877 Nowv. B84 2805 a3:43PHM P2
PRINTED: 10/18/2005
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0938-0351
STATEMENT OF DEFICIENCIES (®1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN O GORHECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
465062 8. WING 10/06/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GI1Y, STATE, ZIP CODE
401 SOUTH 400 EAST
SOLUTH DAVIS COMMUNITY CARE CTR BOUNTIFUL, UT 84010
1X4) 1D SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E
F 161! 483.10(c){7) ASSURANCE OF FINANCIAL The suretry bond was HOo/06/0F
S5=B | SECURITY increascd in maximum '

coverage to $30,000 in l

The facility must purchase a surety bond, or 65' order to exceed the 1
otherwise provide assurance satisfactory to the necessary amount to insure
Secratary, to assure the security of afl personal 7 all funds held in the

funds of residents deposited with the facility,. - resident fund amount. This
i % will be monitored and kept,
} gp = current by the Fxecurive |
. . . 7 £ | Director of Finance.

This REQUIREMENT is not met as evidenced : ) ‘ b ‘ e

by + He will review the bond on

a quarterly basis and
reparit his findings to
Administration.

Based on record review of the surety bond and
resident funds, it was determined that the surety
bond's maximum coverage amount was not
enough to reimburse all resident funds held by
the facility.

58

Findings include ks

During record review of the resident funds held by 3
the facility, it was noted that the total amount of ‘
resident funds for August 2005, was $21,000 and
for September 2005, the total amount was
$23,000. The surety bond held by the facility had
a maximum coverage amount of $15,000 to cover
all resicent funds.

G

.

F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE
$5=8 | CARE PLANS

F278) All cited caxre plans
been updated and
consistant with

orders and

have 12/02/05
are ‘
physician-

A facility must use the results of the assessment actual useage. |

to develop, raview and revise the resident's
comprehensive plan of care.

The Patilenr
over each unit
responsible
that care plans are

Care Conrdinafor
will be
Lo ensure
current,

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosatial

J
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Any deficienJy statemeant endingdwith an asterisk (%) derges a deficiency which the insfitution may be excused from correcting providing it is détarmined that
other safeguards pravide swlficiént protection to the pati€nts. (See instructions.) Except for nursing homas, the findings stated above are disclosable 80 days
following the date of eurvey whether ar rot a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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F 27%' Continued From page 1 F279: continued: 12/02/05
needs that are identified in the comprehensive consristent with physician
assessment. crders, and updated as

! . , changes are made.
The care plan must describe the services that are
to ba furnished to attain or maintain the resident's ‘
highest practicable physical, mental, and The Assistant Director of [12/02/Q5
psychosacial well-being as required under Nursing will ensure,
0483.25; and any services that would otherwise through & monthly physical
be required under 0483 25 but are not provided restralint team meeting,
due 1o the resident's exercise of rights under rhat physical restraints
' 048310, including the right to refuse treatment are reviewed for less
under 0483.10(h)(4). restrictive measures, and‘
thar all documentation is |
current, appropriate and
consfarent with [acility
policles and procedures.
; The Ascistant Dlrecter ol [1Z2/02/0b
Nursing will inservice all
Parient Care Coordinators
 This REQUIREMENT is not met as evidenced on care plan development, .
by: review and revision, including
Based on observations, staff interviews and the mece o ry compoments of
record reviews it was determined that the care measurable objectives an ¢
' pians for 3 of 24 residents did nat include timetables co meet ench
| measurable objectives and timeables to meet the resident's medicsl, nursing
residents’ nursing and medical needs that were and mental and peychosoctaf
identified In the comprehensive assessments and needs.
resident 2's care plan indicated the use of two ,
different trunk restraints, Residents included are The Patient Care Coordinatpr
1,2,and 3. over each unit will he
o respensible to ensurc that
© Findings include: all care plans are complete
| and rorrect wirthin 21 days
| 1. Resident 2 was an 87 year old female who nof ndmlssion, and ongoing
was observed in her wheeichair with a lapbuddy thaf they arc current,
in place on her wheelchair during afl days of the consistent with physician
survey. A physician telephone order dated 9/5/08 ordars, and updated with
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F 279} Continued From page 2

- atated "Lap buddy in we (wheelchair) for safety...”
Resident 2's care plan stated, "Soft waist restraint
in place while in w/c . Evaluate use of restraints
guarterly pro (as needed) for less restrictive
measures. Lapbuddy on while pt (patient) is in
wheelchair."

2. Resident 1 was an 81 year old female who
was observed in her wheelchair with a softwaist
restraint in place on her wheelchair during all
days of the survey. Resident 1's care plan did not
| have a goal that addressed the soft waist restraint
or any trunk restraint. A review of resident 1's
Minimum Data Set (MDS) assessed the resident
as using a trunk restraint daily. This was
evidenced on all MDS' reviewed back to 11/13/04.

3. Resident 3 was an 84 year old female who

! was observed in her wheelchair with a softwaist

! restraint in place oh her wheelchair during all

. days of the survey. Resident 3's care plan did not
have a goal that addressed the soft waist restraint
or any trunk resiraint. A review of resident 3's
MDS assessed the resident as using a trunk
restraint daily. This was evidenced on all MDS'
reviewed back to 7/7/05.

F 309 | 483.25 QUALITY OF CARE

F279|continued:

changes, a minimu
quarterly, throug
weekly IDT proces

The Asslstant Dir
Nursing wilill ensu
compliance te the
through random au
20% of the facili
plans every month
months. The resuy
thisa QA process w
reported and docu
the monthly facil
meeting.

F309Fursing stall wil

m of
h the
5.

actor of
I'e
process
dits an
ry care
for 3
les of
ill be
mented Ln

ity Q1 |

1 be in- p?/n?/o

F

$5=D N serviced before 12/02/05 on'
Each resident must receive and the facility must approprinte uses of :
provide the necessary care and services to attain bsychoactive medication and]
cr maintain the highest practicable physical 411 staff will be inserviced
mental, and psychosocial well-being, In bn rhe importance for each |
accordance with the caomprehensive assessment resident to have Acess to
and plan of care. the nurse call system. The |

tall system will he anddresspd
) by the recommendations of i
.y . . 463 re AP EQ .
This REQUIREMENT is not met as evidenced Tag T4b63 respomsa |
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F 308 | Continued From page 3 F3pgjcontinued: l
Under the communication 12/02/0

1

|

by

Based on observations, staff interviews and
record review, it was determined that for 1 of 24
sampled residents the facility staff did not provide
the necessary care and services {o attain or
maintain the highest practicable physical, mental,
and psychosocial weli-being, in accordance with
the comprehensive assessment and plan of care.
Specifically, Resident 6 was given an anxiolytic
medication for "shaking his siderail, when staff
repart this is Resident 6's way of communicating.

Findings include:

Medical Record Review was completed on
10/4105.

Resident § was admitted to the facility on
11/11/04 with diagnoses including, macutar
degeneration, aspiration pneumonia, chronic
obstructive puimenary disease, ventilator
dependency, and a tracheostomy.

Review of Resident §'s medical racord revealed
“that Resident 6 received 0.5 milligrams of Ativan,
an anxiolytic, on the following days for "shaking

his sideraits”.

6/15/05 at 5:48 AM
8/19/05 at 10:22 AM
9/12/05 at 3:22 PM
10/5/05 at 3.06 PM

a0 oo

interviews with seven different facility staff were
conducted on 10/3/05-10/8/05. Al staff
interviewed confirmed that Resident 8
communicated with staff or got the staff's
attention by "shaking the siderails”.

daficit problem of Resident
#6 care plan, we have 1
specifically addreased his
shaking of rhe side rails |
ae o form of communicatilan.

A psychorropie
will continue to be held
menthly. As in rhe past, |
each resident on psychotropic
medication will be reviewed
an a quarterly baslis and |
P.R.N, on what their
psychotropic medicatiens ‘
are and how they are being
used, maing sure that
resldent's needs are being
met and that psychotropic
medicarion 18 not inter-
fering with those needs.

drug meetin% 12702

A monthly random sampling
of 25% of all residents

an psychotropic medical ion
will be audited hy the
Agsistant Direclor of
Nursing for the next 3
months.

The psychotropic meds willl
be reviewed for appropriati
diagnnsis, behavior tTackiFg
and accurate careplans.,

Results will be reported
re the QI Commitéee on &
monthly basis.
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F 209 | Continued Fram page 4 F 308
Observations on 10/3/05-10/6/05 showed that
Resiclent 8's cali light remained on the shelf of the
west wall above Resident 8's bed. The call light
was not accessible to Resident 6 throughout the
recertification survey,
o 483.25(k) SPECIAL NEEDS F328| o wraff meertng will be  }2/02/0
The facility must ensure that residents receive ;32‘:“ e ¢ . e Te the huretng
' proper treatment and care for the following b i geT che e adm ° :zv ey
iSPECialseNiCGS: 1€ pO 1(.)/ E.'H’l proc.e urcs |
njections: of the ventilator alarm
| Parenteral and enteral fluids, system before 12/02/05.
Colostomy, ureterostomy, or ileostomy care; \
| Tracheostomy care; Weekly audits will be 12/02/0p
:Trachealsuctionjng; conducted by hthe Nursing |
E Respiratory care, QI Coordinatoer far res ident
! Fool care; and # 6 to evaluate and assess
| Prostheses. the mumbar of high and low:
; pressure alarms and rhe
nssociated response times
| of each, for four weeks.
| This REQUIREMENT is not met as evidenced Results will be rapovted
: by in the qualiry assurance
Based on cbservations and staff interviews it was committee meating.
determined that for one of 24 sampled residents,
the facifity staff did not ensure that Resident 6
received the proper treatment and care for
' respiratory care including written procedures for
ventilators, e.g. functioning alarms, frequency of
ataff monitoring, and monitoring of the resident
response. Specifically, Resident &'s ventilator
alarm and red call light, {mechanism used to iet
staff know that something is amiss with the
ventilator), were aliowed to signal without staff
intervantion. :
Findings included:
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F 328 | Continued From page S F 328

Resident 6 was admitted to the facility on
11/11/04 with diagnosis including, aspiration
pneumonia, chronic obstructive pulmonary
disease, macular degeneration, tracheostomy,
- and ventilator dependency.

On 10/5/05 at 9:01 AM two nurse surveyors
observed the red cali light above Resident 6's
room to be flashing off and on. Upon entering
Resident 8's raom, both nurse surveyors

' observed the ventilator of Resident 6 io be
beeping. Resident & was observed to be turning
red in the face and coughing. The ventilator and
red call light continued to alarm and signal until
9:03 AM. At 9:03 AM the ventilator quit beaping
and the red call light outside of Resident &'s room
quit signaling. Resident & was observed for an
additional seven minutes after the call light

' stopped fiashing and the ventilator quit alarming.
No staff were ohserved to come into the room
ang check Resident 8 while the ¢all light signaled
or the ventilator beeped. Nurse Surveyors
observed Resident 6 until 9:10 AM. No staff were
observed to come into Resident 6's room and
check Resident 6 or the equipment during the
additional seven minutes of observation.

On 10/6/05 at 810 AM, a facility staff Registered
Nurse was interviewed. Registered Nurse (RN} 1
stated that the red call light means the ventilator
is gaing off of @ bed alarm is going off. RN 1
further stated that when the light goes off the staff
: have an immediate response, "under a minute”,
I'\o check the resident and the equipment. RN 1
| stated that all staff are trained as to what the red
| call light means and how to respond.

|
_On 10/8/05 at 8:15 AM, three different licensed
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F 328 | Continued From page 6 F 328 |
facility staff members were interviewsd regarding |
the red call light. All three staff members .
confirmed that the red call light means something i
is wrong with the ventilator and staff should come |
' right away, "30 seconds to a minute”. All three |
| staff members acknowledged that all staff have 1
had training on the red call light and how the staff ‘
| were to respond.
L On 10/6/05 at 11:10 AM the Director of Nursing
was interviewed regarding the red call light. The
Director of Nursing stated that the red cail light
will signal if something is wrong with the ventiiator
or if the ventilator is alarming. The Director of
Nursing further stated that the alarm should not
signal for a minute and that two minutes to
answer the alarm is "Pushing it."
$8=E | PREP & SERVICE thoroughly and staff in-
; " . . viced dail ~leani
The facility must store, prepare, distribute, and e r.p °r o : S saning
| serve food under sanitary conditio requirements. Food/
' Fy can ns. Nurrition Secervices Manager
This REQUIREMENT is not met as evidenced will review at next staff
by: meeting held November 7,
; , . . 2005, Food/Nutyition
: Based on observation the facility failed to store, Services Manager will also ‘
: prepare, and distribute food under sanitary _ i h .
conditions. experiment with &ream i
cleaning and implement ‘
o . yneis deep cleanin
Findings included: consistent P B
gs inc cyele wlth both mixers. L
1. On 10/3/05 at 9:55 AM, observations were . A
made in the main kitchen. Quat sanitizer buckers wil 1 12/02
he prepavred y 2 hours or |
| The large Hobart mixer and the Kitchen Aid mixer after raw méat contam inatign.
‘ had dried food particies on and around the neck. Food/Nutr Ltion Services i
| These particles have the possibility of flaking of Manager will centinue to
FORM CMS-2587(02-00) Pravious Versions Obaolete Evanl I0; WXYU11 Facility I0;  UTDO79 If continuation sheset Pege 7 of 11
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F 371! Continued From page 7 F371| continued: |
" and falling in a new batch of food causing check strength fo ensure
contamination. it measures 200 ppm. Staff‘
have bheen in-serviced on
There was a red sanitizer bucket near the range preparation and strength
on top of wire shelves, The Quat (Quaternary) and Food/Nutririon Servicep
 test strip measured 100 ppm {parts per million) Manager will revliew again
“when dipped in the sanitizing solution. The at staff meeting held on
| sanitizing solution must measure 200 ppm. November 7, 2005, |
There was another red sanitizer bucket under the a
preparation c;ounter across from the ovens. The Shell eggs will ha stored [12/02/0p
Quat test strip measured 100 ppm when dipped in shipping box on bottom
in the sanitizing sofution. shalf at all times. Btaff

have been in-serviced and
Food/Nutrition Services
Manager will review al
staff meeting held Novembe
7, 2005.

The walk-in refrigerator had fresh sheli eggs
 stored on a shelf above ready to eat spinach
salad.

~

The following spice lids were open: garlic powder
and sesame seeds. Lids must be closed when

not using splces to prevent possible Splce lids will be closed 12/02/06

| contamination, when not 1in ¢gRacrto prevent
contamination. Duamaged lids
2. On 10/3/05 at 10:25 AM, observations were will be replaced. Food/
made in the Orchard Cove kitchen. Nutrition Services Manager
will review at stalf meetipng
| 'A cup scoop was lying in a box of bread crumbs. beld November 7, 2005.
. Other scoops wera stored in bins of flour and
| sugar. Scoops will not be stored 12/02/70p
| inside bins or boxes with
A bottle of food color, egg shade, was missing the bulk foods. They will be
lid and a hole was punched in the top. The garlic | stored outside bug of {oad
powder and baking soda had the lids up. : | inside bin, or in clean,
| dry place between uses.
1 3. On 10/4/05 at 6:30 AM, observations were Food/Nutritlon Services
made again in the main kitchen. ctaff were in-serviced on
. . . 10/05/05.
The large Hobart mixer and the Kitchen Aid mixer

had dried food particles on the neck of the mixer. Foad & Nutrition Services 12/02/0p
i Manager will do monthiy
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F 371 | Continued From page 8 g a74| inspections X 3 monrhs on

all of the above items and
recard comnpliance and any
further action needed as
part of Q! process.

F 463 | 483 70(f) RESIDENT CALL SYSTEM F 463 12702/
S8=E Reslident, #6 call light was
placed on his bed within

The following spice lids were open: garlic powder
and sesame seeds.

The nurses’ station must be equipped to recsive

resident calls through a communication system b e sch 10706 /05
from resident rooms; and toilet and bathing yis reach on /O6/C5.
facilities. cagidenc £ 12'e

This REQUIREMENT is not met as evidenced call light button and cord:
1 by was replaced on 10/05/05.

! Basad on observation and staff interviews, it was
determined that the facility staff did not have a
communication system for all the residents {o
directly contact the nurses' station from their

| room. Residents 6, 12, 13, 14, 22, and 23, accommodate boch a hed
alarm and a newly placed

call button on 10/05/0G5,

Resident # 13 had an
adaptor placed 1nto
the call system ro

Findings included;

1. Resident 6 was observed during the survey - Resident # l4's
from 10/3/05 through 10/6/05. , eall llghr was plugged In
‘ and placed wlrhin reach on
' Resident 6 was admitted fo the facility on 10/03/05.
: 11/11/04 with diagnosis including, aspiration
pneumonia, chronic obstructive pulmonary Resident #22 rececived easy’
disease, ventilator dependency, tracheostomy, pressure flat call 1ight ‘

and macular degeneration. on 10/06/05,
During the coarse of the survey, from 10/3/05
through 10/6/05, Resident 6's call light was Resident # 23's

observed {o be hanging over the shelf of the west fL]sa T c;;r; [l light was pltaced
wall above Resident 6's bed. Resident 6 was not within reach on 10/0D6/05,
able to access his calf iight. The call light was ‘

never observed to be within reach during the
recertification survey.

‘ On 10/3/05 at 3:40 PM Resident 6 was observed
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Resident € was observed to try and grab the
nurse entering the room to get her attention.
Resident 6 was observed to motion with his
hands at the certified nurses alde entering the
raom.

" On 10/6/05 at 8:10 AM an interview was

. conducted with Registered Nurse 1, Registered
Nurse 1 stated that Resident 6 knew how to use
the call light and she was unsure as to why it was
hanging over the shelf above Resident 6's bed.

| Interviaws were conducted with seven different

" facility staff members from 10/3/05-10/6/05
regarding Resident 6's ability to communicate
with staff or get the staff's attention when
Resident 6 is in need of assistance. All seven
individuais confirmed that Resident & will "rattie

i the side rails" to get their attention or let the staff
| know he is in need of assistance.

2. On 10/5/05 at 815 AM, resident 12's call light
was observed fo be broken. The red button to
. press to activate the call light was missing.

3. On 10/5/05 at 8:16 AM, resident 13's bed area
. was checked in her room. There was no cail light
for resident 13. On 10/5/05 at 8:40 AM, a patient
care coordinator was interviewed. He observed
that resident 13 did not have a call light. He
stated, "This bed should have a bed alarm and a
call light. 1t should have both. i will look into
that.”

4 On 10/5/05 at 8:17 AM, resident 14's call light
was observed to have the cord wrapped and

xa)Ip | SUMMARY STATEMENT OF DEFICIENGIES D 5
PREFiX | (RACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE o e
TAG |°  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
| DEFICIENCY)
F 483 | Continued From page @ F463| centinued:
to be sitting in a chair with no call light accessible . '
to him. Resident 6 was observed to motion with All pacient care providers 12/02/4
his hands for a nurse surveyor to come closer. will be in-serviced by

12/02/05 regarding call
lighr policy. Providervs
will be in-serviced on the
use of adaprers when head
alarm and call lights are
in use. The QI Coevdinaler
wlill peviorm bi-monthly
audits for 3 moenths,
sampling 25% residents to
menirtoer proper call llght
placement and function.
These recsults will be
reaported to rthe QI {ommittee.
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tangled around the bed rail. The plug of the call
light was laying on the floor, rather than being
plugged into the system.

5. On 10/5/05 at 8:18 AM, resident 22's bed area
was checked. There was no call light for resident
22 0On 10/5/05 at 8:20 AM, the nurse was
interviewed. She stated that resident 22 needed
an easy pressure flat call light. She said that
central supply was out of flat call light remotes; it
was on order.

& On 10/6/05 at B:15 AM, resident 23 was
observed laying in bed. Resident 23's flat call
light remote was hanging down under the bed. It

was not accessible to resident 23,
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