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Based on observation and interview, it was m,caﬁ&’nm oM TE. IMpoe
determined that the facility did not meet TS SR P0Gy Ay o
professional standards of quality. Specifically, the meﬂmm%’m‘m ol g ,-,;Epu"
facility had in their medicstion refrigerator and CHAETE O o DRELE DI gy o)
available for use, a bottle of Lantus insulin which BRWG st O BASIS TG
was opened in 12/05. Also, a facilty nurse Brrioe, %Ume?;t Putiey aeg
contaminated & lancet and then did not clean the SRAT THIS Progs Ard s Busure
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1, The contents within the facility’s medication DS MSe HASS Procen
refrigerator were observed on 3%1/06 at 1:00PM. ‘/ $ ™ RSV
There was a bottle of Lantus insulin which was
labeled as helonging to resident 5. A faded date T

wag written on the bottle. The facility nurse was
asked she thought the date read. The nurse
stated "Something, something, 05." The writing
appeared to the surveyor to read 12/7/05,
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The 2006 Physician's Desk Reference, pg. 2626, | Rioen PR MeTion of
reads that an "Opened vial, sither kept in a Ngﬁﬂ'\ﬁ% Y
refrigerator or at room temperature, should be aﬁeﬁe ment of Health
discarded 28 days afier the first use even if it stil partment of Heaith
contains Lantus.”
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On 3/22/06 at 7:45 AM, a facility registered nurse APR 2 ( 2006

was observed checking Resident 2's biood MAY 0 4 Zﬂﬂﬁ

glucose level. The registered nurse obtained Bureau of Health Fachity Licensing,
lancet and removed the protective cap. The ]

nurse then placed the lancet in a spring-loaded Certification and Resident Assessmant

device. In doing so, the nurse used a fingernall to
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Any deficlancy statement ending with an asterisk (*) denotas a deficiency which the instiution may be excused fram comacting providing it is determined that
other safeguards provida sufficient protection Lo the patients. (See Instructions.) Except for nursing homes, the findings stated abava are dizclosable 50 days
following the date of survey whathar or nol & plan of earrection i provided, For nursing homas, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are ¢hted, an approved plan of correclion is requisite to cantinued
program participation.

FORM CMS-2567(02-60) Pravious Versions Obrsolete Evart ID: T1GB11 Faclity ID.  UT0033 H cartinuation sheet Page 1 of 16




04/25/2008 16:18 FAX B01538516%9

STATE OF UTAH @#012/039

PRINTED: 04/06/2006

The facility must engure that each resident
receives adequate supervision and assistance
devices to prevent accidents.

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility did not

provide adequate supervision and assistance to

prevent accidents for 1 of 10 sample residents
who fell and sustained injuries when he
repeatedly climbed over side rails on his bed.
Resident identifier: 6.

Findings included:

Resident & was a 92 year old male with
diagnoses that included Parkinson's disease.

On 3/20/08 during initial tour of the facility,
resident 6 was observed fo have a dark red
crusted wound near the crown of hig head,
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depress the lancet into the device, coming in Eﬁ':bm AND T Ay
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The nurse then performed the blood glucose .‘Tw = RYorT resorts. T,
check without first cleansing the resident's finger. s SRR,
Lippincott Manual of Nursing Practice, (2006).
Philadelphia, PA: Lippincott, Williams and Wilkins
states. " Prepare the finger to be lanced by
having the patient wash hands in warm water and
soap. Dry thoroughly. " (p. 913).
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resident 6 were reviewed on 3/20/06 and 3/21/06.
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The Admission Nursing Assessment for resident 6 IR
6, dated 10/22/06 at 11:00 AM, revealed the o P Repemeniy Sincg

ident would have side rail restraints used when C Sow

L?:v‘::s in bed. i HAGG NOW GONG T A tacep
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The Minimum Data Set (MDS) assessments for ~T4 WL MenitoR. Reqy < 6@

resident 6, dated 11/4/05 and 2/4/08, revealed the &AM Disoyes A

resident had short and long tarm memory deficits Ok LAk o8 110 e, May Mg

and his cognitive abilities were severely impaired. . _ SUAG

The MDS assessments revealed full side rails - TS QR Polity VT SIDE Bae

were used daily on both sides of resident 6's bed. ALUTIONS AR2E Doag AT T
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A nurse's note, dated 10/22/05 from 4:00 PM until FRQIEL0 &7 ook, ot g A,

midnight, revealed resident 6 had been found VWLTINSS Wi The, CRETG D

walking in the hall and was assisted to the E:_W\) o= CARg I , Anyn )

bathroom. The nurse documented that when N Wi ACDRas :m OISTEA-

resident 8 was back in bed, she "stressed [the] WIS AL Nurg i ¢ R%{ZS'S =06

importance of not erawling over rails to get up.” D NOR T ThcL NQWWGLL"
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A nurse's note, dated 10/23/06 from noon until AL E“ALUE;?()ENSUKG T

midnight, revealed resident 6 had been “up out of THGOME o pj‘;g AE DONG AT

bed aver rajls X 1 [one time]. BoAl) ATSO O, Msst 3&3 AND

A nurse's note, dated 12/30/05 at 10:00 PM,
revealed resident 6 had been found sitting on the
floor, leaning against the wall next to his bed.
Resident 6 complained of pain in the area of his
left ribs. The nurse documented that the side
rails had been up on resident 8's bed at the time
of the incident. The nurse documented an
incident report that resident 8 had been confused
and had generalized weakness priar to his fall.
Resident 6 was medicated for pain and was
returned to his bed. The nuree documented that
resident €'s side rails were put up.
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A nurse's notation of an incident, dated 2/10/06 at
12:30 AM, revealed that a "thump" had been
heard at the nurse's station. The nurse
documented that resident & was found on the
floor at the bottom of his bed. The nurse
documented that resident & had climbed out of
bed over the side rails. The nurse provided first
aid for a cut on resident 8's right knee cap and
reminded the resident to use the call light. The
nurse documented that resident &'s condition
prior to the fall was “confused

A nurse's note, dated 3/5/08 at 4:00 PM, revealed
resident 6 was found in his room lying on the
floor. The nurse documented that regident 6 was
found with a "large cut on back left side of head
bleeding.” The nurse documented that resident §
was transported by ambulance to a locs|
hospital's emergency roam. Resident 6's head
wound was closed with five surgical staples.

Between 12/30/05 and 3/5/08, resident 6 had 3
documented falls over side rails that resulted in
injury. Resident 5' final fall had resulted in an
injury that had to be treated in a hospital
emergency room.

On 3/21/06 at 7:10 AM, an interview wasg
conducted with a nursing assistant who provided
cares for regident 6 during the night shift. The
nursing assistant stated that it was routine to put
resident &'s side rails up at night.

On 3/22/06 at 12:40 PM, an interview was
conducted with the social services / activities staff
and a nursing assistant regarding resident 6.
When asked if resident 6 was ever put into bed
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during the day, the staff responded that,
"Sometimes we put him down after lunch.” They
were asked if they ever put the side rails up when
they put resident 6 into bed. The staff stated that,
“Ha crawls over them," pointed to resident 6's
head and stated, "That's what happened last time
he crawled over the side rails,” They stated,
"Yes," they still put the side rails up on resident
&'s bed. Both confired that resident & had a
history of trying to crawl over the side rails "on his
bad days.” Staff were then asked if other
interventions had been attempted with resident 6
to prevent injuries from climbing over the side
rails or from falling. Staff could not identify any
other interventions attempted. Staff were then
asked if the facility had ever used a low bed for
resident 6 to which the aide replied, "I've never
seen one of those."

A facility form for "Evaluation of Need for Side
Rails" had been placed in resident 6's medical
record. The ferm had not been filled out and
there was no evidence the facility had evaluated
resident &'s needs or riek factors associated with
the use of side rails. There was no evidence that
the facility had reevaluated his plan of care or
implemented interventions to protect resigent 8
from injuries related to his propensity to climb
over the side rails.
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Based on a resident's comprehensive et ) _ -
assessment, the facility must ensure that a R0 AND e W@z 10 THE

A A g . PROGEET 0L SERURINGTH €
resident recaives a therapautic diet when there is
a nutritional problem. SERLEER. OF ANDTRER. DIETICAR) .

W RN, CONTRAGTES WSt e
A CONSOLTANT DISTCARD AD |78
PesioeT g s Dictaky Neaps

This REQUIREMENT ig not met as evidenced HAE B0 ASSEETD  ALD
by: CARE PLANED ' THE, Dier )
Based on observation, interview, and record WAL conTracTreDd T ASTES
review, it was determined that for 4 of 11 sampled Tha Diemay NSEre o0
rasidents, the facility did not provide therapeutic CLRR s Yoo A
diets. o OSITS AR AL
Om“ee MOMISTI RN,
Findings include: %A AQCQNSUL‘CMJ—; DICACIAN
o MET Uity Awn 12,
Resident 8 was admitted to the facility on 3/7/08, QAT MG, T2y
: - : , YO SRUC
with the diagnoses of Parkinson's disease, TALR oy Tiara <
dumping syndrome, irritable bowe! syndrome, Digrg i RRIC
hyperthyraidism, and vagotomy. R g wrte
: Moo
A review of Resident 8's medical record was Ckxch onrss; Ql)
completed on 3/22/06. Per physician grders, Rgogy
Resident 8 was to receive the following diet, " & Moy RA‘%G'U?S CUA
small meals, ground meats, no raw vegetables, ’ IS .

no nyts, no foods with seeds in them, no
concentrated sweets, no added salt” .

As of 3/23/06, over two weeks after being
admitted, the medical record for resident 8 did not
contain a care plan to address his special dietary
neeads,

As of 3/23/06, over two weaks after being
admitted, the medical record of resident & did not
contain a dietary assessment to evaluate or
address his special dietary needs. The dietary
section within resident #'s medical record was
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On 3/20/06, the Food Service Supervisor was
asked for a copy of the therapeutic menus served
in the facility. The therapeutics menus were
reviewed on 3/20/06 and 3/21/08. The
therapeutic menus did not cantain a diet which
would provide guidance or instructions to the
facility’s distary staff on how to meet the orderad
diet for resident 8.

On 3/20/06 at 9:00 AM, an interview was held
with the facility's Food Service Supervisor (FSS).
The FSS stated that Resident 8 was admitted to
the facility about a wesk prior and she did was not
certain how to meet the physician ordered diet.
She stated she had a form that provided guidance
for * Dumping Syndrome " to be used for
Resident 8. The FSS asked the surveyors if it
was permissible to give Resident 8 a concaction
she had prepared. The FSS was fold that she
needed to consult with the dietitian to which she
replied, "l haven't met her yet”

On ——, during an interview with ———, she
stated that resident 8 had been having diarrhea
almost daily since his admission to the facility,

F 326
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unnecessary drugs. An unnecessary drug is any A \SNISIT o0 2R -2oek, g
drug when used in excessive dose (including VD Sineg HE Revewed HHiS
duplicate therapy); or for excessive duration; or OeogRs SACTLY ASTTHEY
without adequate monitoring; or without adequate N ASSOMSD "TIAT TRAT VoA,
indications for its use: or in the presence of NLAT We Waee CARRY QT
adverse consequences which indicate the dose THE CoNRUTPaTt P e
should be reduced or discontinued; or any Ao NEsSTIONED T
combinations of the reasons above. SIRNGE OLe Wy ey h IS,
s Ne [AVN =
Eﬁ‘m ARSI HAuR (il
This REQUIREMENT is not met as evidenced LQ;“‘“‘”GE THE orisR. Yo
by: @MOHLTQ A PR Rl |
Based on interview and review of resident qu‘l E=STs SN Ta Moo o
medical records, it was determined that for 1 of R pe B0 ICuxs
10 sample residents, the facility did nat ensura B R QO gttras P TMOATR LY
that aach resident was free from unnecessary Y G\‘SU@QTL\nT OB ”AEMQQET‘
drugs. Resident identifier; 2. PIUTTIONS Are NoT ¢ Py
HT wail . i W&,
Findings inciuded: ' CITIANG, T Ad oy e
AAD &)
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Resident 2 was admitted to the facility on 6/29/04. LA NINY
The medical record of resident 2 was reviewed on
321106,
During review of the March 2006 physician's
orders for resident 2, it was noted that there were
orders for "Colace 100mg 1 cap QD (everyday)
-constipation” and for “Lomotil 2.5mg 1 tab QAM Utah DBDartment of Hgam,
(avary morning) - diarthea, D'C (discontinue) if
constipation occurs”.
S APR 20 235
The March 2006 medication administration record Bure
was reviewed. It was documented by facility QU 07 Haarr papp .
nurses that resident 2 received both Colace (for Cortification 4,,, r_‘esw:’gi&cs:nsmg,
constipation) and Lomatil (for diarrhea) each ssme
moming at 7:00 AM on the following days: 2nd
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(OALSe.
through the 12th, the 14th through the 21st.
On 3/22/06, the director of nurses was asked why
resident 2 received medications for both
constipation and diarrhea each day. The director
of nurses was unsure why these drugs had been
ordered like this.
Two nurge aides were interviewed the moming of
3/23/06. They were asked if resident 2 had
problems with diarrhea or constipation. The aides
stated that resident 2 "has diarrhea aimost daily.
You can count an it after breakfast.”
There was no explanation in the medical record
of resident 2 to demanstrate why she needed
Colace and Lomatil daily, especially when staff
reported the frequent diarrhea.
F 330 | 483.25(l)(2) ANTIPSYCHOTIC DRUGS F330| 05 o050
$8=D 0N REIOT 9, we AskEd The
Based on a comprehensive assessmeant of a DL TORYAMAY, AND HG CRDAGN
resident, the facility must ensure that residents RESPROBR. , THE consut
who have not used antipsychotic drugs are not PRAMRAMAGIST NUTRD ofo Wi
given these drugs unless antipsychotic drug VISIT 000 03:28-c6 TIAT e
therapy is necessary to treat a specific condition NGEED A DIAGADRE, Sz
as diagnosad and documented in the clinical REIPGRDAL . THE PAYSICIAN
record. VISITED NS ON ¢3-Rlzon g
. ) . d-g’NCﬁ Q-G‘EID@QT qIs A\
This REQUIREMENT is nol met as avidenced AWGZT AND KA Mo
o e . i TUNT SKE IS S v T Avers
Based on interview and record review, it was LPETIING HEZ e i, C
determined that the drug regimen was not free CONSUT WITES TS Pherc
from unnecessary drugs for 1 of 10 sample OL HIs Neks IS T W:ﬁ? PN
residents who received an antipsychatic Be THE, T op ‘M‘jé“:‘i\
medication without a diagnosis. Specifically, one ANDRAK HIM oL se g,
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30| Continued From page 9 F 330 Bespenonl. - “THE Dot
resident entered the facility without an NeTIQES TR PHYRICIAC)
antipsychetic medication, was prescribed an O & AL TIAD ines Ry, oug.
antipsychotic medication, and did not have CoRNTCPAIT Pranma, QLT
adequate indications for its use, Resident s s MEDIATNIGN
indicator. 8. SRR RS Ane THE Su906
NI
Findings included: ot u%&:’”ﬁ‘ PlAtma)
L
Resident 9 was a 66 year old female who was M SOCS TR Baguy
admitted to the facility with diagnoses that SDUICATION & NN WA A_
included restless leg syndrome, anxiety and (gom@PleN(y Dinne,
depression. e Was AN
Do o o L
Resident 9's medical record was reviewed on VS 9-0@,)
3722108, QoA I Thg “"“"'1
. ;\"4“@ PRSI AL A
A nurse's note, dated 2/24/06 on the 4:00 PM to CNITOR iy Golueg
midnight shift, revealed the resident had not slept ST Wageg T
and requested a "nerve pill," MGO’W{OU Dis
N A Mot i BAPAKTES
A nurse's note, dated 2/25/06, revealed the ARIQ

physician was contacted to request Xanax (an
anxiolytic) ar something to help resident 9 sleep.
A physician's order was received to give
Risperdal 0.5 mg (milligrams) each bedtime.

As documented in Nursing 2006 Drug Handbook,
26th edition, Lippincott Wiliams & Wilkins, pg
4856-6, the indications for Risperdal (risperidone)
are treatment of schizophrenia and acute manic
or mixed episodes from bipolar | disorder.

The Director of Nursing (DON) was interviewed
on 3/22/05. The DON stated that she got
Risperdal 1o help resident 9 sleep. The DON
stated it seemed to work until her restless leg
syndrome started to bother her. The DON stated
they, then, got a physician's order for Xanax and
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Fan
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Continued From page 10

that helped the resident to sleep more
comfortably.

Review of resident @s Medication Administration
Record (MAR), dated March 2006 revealed the
resident continued to receive Risperdal 0.5 mg
each evening at bedtime. In addition, resident 9
was receiving Xanax 0.5 mg twice a day as
heeded (administered 6 times between 3/12/06
and 3/21/06) for agitation/anxiety and Quinine 325
mg each evening at bedtime for restless leg
syndrame.

A telephone interview was conducted with
resident 9's psychiatric consult, on 3/23/06. The
consult stated that she had been treating resident
8 “for yaars" for the diagnoses of depression and
anxiety.

Resident 1's Level | evaiuation, signed by the
psychiatric consult, listed the resident's diagnoses
which included anxiety and depression. Thare
was no documentation that the resident had a
diagnosis of schizophrenia or bipolar or a related
disorder.

483.35(h)(2) SANITARY CONDITIONS - FOOD
PREP & SERVICE

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, it was determined that the
facility did not store or prepare foods under

F 330

F 371

CE L
Utah Department of Heajth

APR 2 0 2005

Bursay of Hgabm Faciilty Ligensi
. - ln
Certificativi ag Assigent Assesss':fz'm
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F 371 | Continued From page 11 Fa71| RS ROD SROICE RS
_ o ONVNTY AT THE TING R
sanitary conditions. ‘ﬁ?ﬂde‘{ STAvaD T Swe
Findings included: RRIVED THE SORyEIORS,
TYWRT THE ThHerioRthT
Multiple observations of the kitchen were made O THE Rl egzaTor, Dooe
on 3/20/06 and 3/21/06. The following DID AT Loy AN
ob i
o os:m :'r:g gi? J|;1'||V?_de on 3/20/06 between ‘*\1\ NST‘ THEES WAS AT N E
- » : N0, THE Re
_ RICEHNTTER, |
The temperature of the reach-in refrigerator was WE ADMINSTRATOR. ALS )
53° Fahrenhelt (F). This refrigerator which was WG MG, Thahd, oop i
not at the proper temperature was storing the AT e T CONRER @y
following items: THa PO . &
- Expired eggs dated 3/14/06, g LS HRMoSTAT
- BBQ chic dated 3/14/06, Sy A oS THR, Sy
- ripped aluminum foil (several inches) on a RS T R A A pgipai
container of food which was placed on the bottom THE TRy o O 251
shelf, “THE T LA SR Hgesg,
- tapioca dated 3/15/06, St A s Ve Thetae.
- uniabeled cake coverad with ripped foil, RASE NOTING Cidkeny
- ¢ream cheese box dated 3/19/06, — AL L Witk AU
- a package of tortillas unopened and dated S Padease SKQE yte
3/08/08, TS UMARaES Pinke Ziapy,
- tartar sauce dated 3/15/06, WAS Stppcem R AL
- a package of chicken base dated 3/16/06, MUY G o oo T TWAT |13
- tartar salice labeled 2/25/06, Mo USp av A many
- an uniabeled/undated container of pink liquid ~he ’
DS
There was dried, crusty food matter on the mixer. WTTNG E;:iﬁ? NEC Lo A
The bucket the dietary staff were using to store O JWAS QCT,RS MACK I ng,
their cleaning rags had less than 10 PPM of Ry © Beaw spay =l
bleach in the water. The floor under neath the U ECHAR oL, Lessae,
dishwasher had a build up of soap and debris. THE MG 1S USen Yo
An apen whole wheat flour bag had a seoop GRS LUpy AW IS R
inside. The sugar bin had a scoop in it and the Claamen Ry THGC
handle was in contact with the sugar. A bag of SV ER0NG
chips was opened and unsealed. The meat
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controlled drugs listed in Schedule I! of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, it was determined that the
facility did not store all drugs and biologicals in
lacked compartments.

Findings ineluded:

The registered nurse (RN) Survéyor was

WL REREIAT B VSR
Ne AT e hee—r
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)
freezer was located outside on the facility's back AND Ol RY Ty
porch and did not have a locking mechanism. VAT Wi
ECERES ALL
TG Pery Tt we
On 3/20/06 at 3:00 PM, the temperature of the AT LNEEERD, <) N Tha
reach-in refrigerator was 55° F. On 3/21/06 at O VT Seehn <y oy - r
2:00 PM, the temperature of the reach-in %QL%M Wi HETTThEG
refrigerator was 55° F. NAS Gugren Té”é’g”}égfi‘a
DN LY Slee \ST s 18 ™
F 432 | 483.60(6) STORAGE OF DRUGS AND F 432 UED OUT AN PosTas 1A)
§8=D | BIOLOGICALS N8 Ropwazy, S ROk, | oy
BLEH : 7
In accordance with State and Federal laws, the C\.me/\ ‘Ef Wit ohedemiese | Fog
facility must store all drugs and biologicals in T N*fku{ RASIS O angwRe,
locked compartments under proper temperature L PiCies Arc Biog,
controls and permit only authorized personnel to g 2 W& WeRG UNAWARE
have access to the keys. The U ’:\’-J“Q e ony
TNV TNE Py
The facility must provide separately Jocked, ADM 1) ISTIRAT IV L INGTR
permanently affixed compartments for storage of A K ASPH AMD oA %Qt
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This REQUIREMENT is not met as evidenced
by:

Based on inferview and review of medical
records, it was determined that for 2 of 10 sample
residents, the facility did not obtain laboratory
services only when ordered by the attending
physician. Resident identifiers: 2 and 10.

Finding included:

1. On 2/18/06, the facility obtained a urine
sample from resident 2 and sent it to the
laboratory in order for them to perform a
urinalysis (UA). The medical record did not
contain physician's orders to perform a

UA.

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 143 PROVIDER'S FLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 432 | Continued From page 13 F 432 Y:L_l_'a_’z
observing the facility nurse administer ;E'N% DoN S B0 Diescen
medications to the residents on 3/21/06 from 7:15 Y SR Comimitree e
AM 10 8:10 AM. During this tima, it was observed [ANIR ANURSER on ©OG A RN
that the facility nurse left the medication room "D RESUSTIONS o NCe
door open. It was observed that no other COMTRG CRAING
employees were within proximity of the ~Tag _“""GD SURBSTARCRS A
medication room to ensure it was not entered on s SHA AN keep AR
two occasions during this time period, Also, the P00 UNeD AT A
hurse kept several blister packs of medications TlMmgs, STAR States Tan
(including Risperdal) on top of the medication THe ORY Ve Alig 7
cart. These also were left unattended at times P oCTug CAT 0D oy
during the medication pass. Ureagy mye e p AR
A ST NeT A
F 504 | 483.75()(2)(i)) LABORATORY SERVICES F§04; > Egémcs, WAS NOT Men e
§5=D - , Xy < RS oy
The facility must provide or obtain labaratory M"'HMEV&G) HE VR &
servicag only when ordered by the attending IR Vot DleGe;
physician. OF Tig AT T Sie7
STRER ML Regy =<1
) SUAT TN
oRT T G oo, pygp
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F 504 | Cantinued From page 14 F504] M504 s FEps—
The director of nurses was interviewed on 3/22/08 We Heo policles ann
PeOSRES 1 PLACE
g : AL (A oG
2. On 12121/08, the facility obtained a urine = R cunastiy pio RO
sample from resident 10 and sent it to the %U-':JU..) THWose
laboratory in order for them to perform a IS Dok £y )
urinalysis (UA). The medical record dig not STICE ro ﬁg%“%tgo
contain physician's orders to perform a Soueeg
UA. A oy
Paoucreg ~
A
F 505 | 483.75()(2)(ii) LABORATORY SERVICES F 505 {2 m*%‘j‘f? PrROCIRES,
§S8=D Rook oouy NG
The facility must promptly notify the attending WZQWPQG& by Srep Ry
physician of the findings. S0 S RICHNG THG
LON Wi MR, oW A
This REQUIREMENT is not met as evidenced sl ORT oy RA oy
by: N MSTALL Pouicies v
Based on interview and review of medical [y ANS Rgeaye.
records, it was determined that for 1 of 10 sampie LLUJA@A Y PRA&GAS
residents, the facility did not promptly notify the KEOQQU@% N T
attending physician of the laboratory findings. G&rz@m cm., o A
Resident identifier: 2. Poc = Bociosn
, Ao Plocanyg
Findings included:
On 2/16/08, facility staff obtained urine sample
from resident 2 and sent it 1o the laboratory to
have them perform a urinalysis (UA). On 2/17/06,
the laboratory faxed the results to the facility
which included the following abnormal resutts:
- Bacteria 4+
- WBC's (white blood cells) "too numerous to
count”
- RBC's (red blood calis} "too numerous to count”
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SPANISH FORK NURSING & REHAB.
LAB WORK AND ORDER PROCEDURE

1. ALL LAB WORK NEEDS A DRS. ORDER. INCLUDING
DX. EX.: U/A ¢ C&S FOR $/S OF UTI; OR FOR ODOR,
URGENCY, FREQUENCY.

2. IF NEEDED, SUCH AS FOR U/A’s. WRITE A T. O.—
INCLUDE LAB and REASON.

3. LABS ARE DONE ON SUNDAY and WEDNESDAY P.M.

4. TFIT IS STAT, OR FASTING ORDER, CALL THE LAB
AND LET THEM KNOW.

5. FILL OUT THE LAB SLIP WITH ALL PERTINENT
INFORMATION. INCLUDE NAME, SS#, BIRTHDATE
AND BILLING INFORMATION. (THERE IS A SAMPLE
IN THE LAB BOOK)

6. THE LAB TECHNICIAN WILL PICK UP ALL LAB
ORDERS AND SIGN FOR THEM ON SUNDAY &
WEDNESDAY.

7. THE LAB WILL FAX THE INITIAL REPORT.,

. WHEN YOU RECEIVE THE INITIAL REPORT, FAX IT
TO THE DR, IMMEDIATELY. THEN DATE, TIME,
AND SIGN THAT IT HAS BEEN FAXED. PLACE IT IN
THE LAB BIN.

9. IF THE DR, HAS NOT RESPONDED BY 3:00 P.M.
CALL THE DR. AND TRY TO GET A RESPONSE, YOU
MAY HAVE TO PAGE THE DR,

10.WRITE A T.O. IF NEEDED, WRITE THE ORDER IN THE
M.A.R., ORDER THE MED. FROM THE APPROPRIATE
PHARMACY.

11. PLACE THE REPORT THAT HAS ALL THE TIMES
FAXED AND ORDERS NOTED IN THE RES. CHART.

o0
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THE PLAN OF CORRECTION FOR THIS SURVEY HAS
BEEN DONE BY OUR QUALITY ASSURANCE COMMITTEE
AND WILL BE INCORPORATED INTO OUR QUALITY
ASSURANCE PLAN,
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another way.

results were available,

A nurse noted as reading the laboratory results
on 2/17/06 and then noted that she faxed the
resufts to the physician's office on 2/17/06 and on
2/20/06. There was no documentation in the
medical record for resident 2 to evidence that
facility staff had tried to reach the physician in

Resident 2 was not started on antibiotics until
2/21/06, which was four days after the abnormal
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