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F 157 | 483.10(b)(11) NOTIFICATION OF RIGHTS AND, ., F 157 F 157
5=G | SERVICES 47?/9/04/ *The Physician on call for the primary 3/10/04
@9 ! care Physician was notified of a fall on and
| A facility must immediately inform the resident; QW% | March 10, 2004 at 1800 and GHIIIE® | 3/11/04
i consult with the resid(_ant's physician; and if c% (Primary Care) was notified on March 11,
| known, notify the resident's legal representative c% 2004 at 1400.
or an interested family member when there is an * The Residents responsible party, SNGEG_G
accident involving the resident which results in é\ ‘—ew;s notiﬁec=)3 10/0 4pat ly2,-25 pm., 3/11/04
injury and has the potential fcr requiring physician | g 7= *Director of Nursing (DON) performed
intervention; a significant change in the resident's 9(5,¢ dit of incident s on 3/11/04
physical, mental, or psychosocial status (i.e.,a « illi/lld(') 'I"Z‘ en ret[,m J ducated 3/11/04
deterioration in health, mental, or psychosocial edical Assistant’s and nurses “{cja ¢ and
| status in either life threatening cenditions or on Accident/ report policy and procedure Ongoing
! clinical complications); a need to alter treatment (See education protocol for care of resident
| siginificantly (i.e., a nesd to discontinue an & after a fall/incident). Started 3/11/04. /20704
| existirg form of treatment Jue to acverse | | *Incident report form is changed and now
| congequences, Jr to commense & new form of - includes Medical Director to be notified
| reatmant); or 2 dezision to transfer ar ciscnarge % during AM rounds to ensure that a 3/30/03
‘ the resident from tha facility as spectfied in . Physician is notified. This does not replace | 4pd
| 5483.12(=2}. : the primary care Physician. The new form | Ungoing
] | was effective 3/29/04 (See example of
i Tha facility must also promptiy notify the resident i incident report form).
and, if known, the resident's legal representative i *Inservice on incident reports will be held
! or intarested family mamber when there is a | quarterly by the Education Ditecior. The
| change in room or roommate assignment as first inservice will be 4/6/04.The Inservice
specified in $483.15(e}{2): or a change in will inciude:
. . | . . -
:z;a’;%gggg g;g;;igj?:r;gg?;zf S)‘;’(ﬂ of 1-Proper assessment of resident with an 3/30/04
; - - ' 4 incident. d
this section. . . an
| 2- Proper completion of the incident (nuoing
The facility must record and periodically update report. i ation of the ohysician and
| the address and phone number of the resident's | 3-Proper notification of the physician an 3/30/04
! legal representative or interested family member. . family. ] . _ and
*Incident reports will be monitored daily Ongoing
This REQUIREMENT is not met a3 evidenced for Physician notification by Director of
by Nursing and Nursing Office Sccretary.
Based on record review and interview, it was ¥ Safety Director w.'fl.l audit incident d
determined that for 1 of 24 sample residents | reports for MD notification’s time an
(resident 68), the facility did not inform the j when signing incident reports.
resident's physician or family, in a timeiy manner,
'1 when sne was found on the floor between her bedi
L ABORATORY, DIRECTOR'S OR PROVIDER/SUPPLIER FEPRESENTATIVE S SIGNATURE TITLE (X6 oATL

3/3ifoy

Any deficiency stq{emem ending with an asterisk {*) denates a deficiency which the institution may be excused from correcting providing it is determinec{ lhat’
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these docurments are made available to the facitity. If deficiencies are cited, an approved plan of correction is requisite 1o continued
program participation.
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and the wall, with bruising to her right arm and ‘
swelling to the right side of her head. I

Finding include:

Resident 68 was admitted on 1/30/04 with
diagnoses which included hypothyroidism,
diabetes mellitus type 11, renal insufficiency,
arthritis, gastrointestinal reflux cisease, dementia
and irritable bowel syndrome.

]

| s ‘
i Resident 68's medical record was reviewed on ~ i

. -'

f

. 3/10/04.
I A medical assistant (MA) documented the
"iollowing in a nuise’s pregress noie, on 3/9/04 at .
' 10:35 PM, "Aide irom another unit found Res. - ' _
{resident) on floor between hed & (anc} wall she | ‘ : . i
had bruises on knees, hematornas on R (right) | |
forearm, swollen R (right } eyebrow. Applied ice l
pack for 20 mins (minutes) to haad...” : i

A second MA documented the following in a
nurse's progress note, on 3/10/04 at 6:25 AM,
*Res (resident) slept approx {approximate) 6 hrs ‘
(hours) Noc (night). Res (resident) c/o , . |
(complained of) pain to L (left } eye. Res |
iresident) seemed agitated on this shift..."

A third MA documented the following in a nurse's
progress note, on 3/10/04 at 6:10 PM, "Sent
resident to Jacute care hospilal] for x-ray on elbow
et (and) wrist res (resident) has some swelling in
both areas et {and ) aiso c/o (complained of) px

(pain}..." |

On 3/10/04 at 7:25 PM, resident 68's daughter
came up to the nursing desk and told the MA that
her mother was in tears because her right elbow
was in pain. The MA asked resident 68's
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daughter if an x-ray of the right elbow was
obtained and the daughter stated that only the left
wrist was x-rayed. Resident 68's daughter further
stated that the radiology department did not know
which wrist to x-ray and the facility transport driver
told them that the left wrist was to be x-rayed. At
approximately 8:00 PM, an ambulance took
resident 68 back to the hospital to be evaluated
by the emergency room. ;

On 3/10/04, at approximately 11:06 PM, resident
&8 returned te the facility with an order from the

' gmergency room {o follow up with an orthopedist |
| in 4-5 tays for wrizt fracture. It also documented
| that residant 68 shouid wear a splint to her right

| Wit o

|

In 3/10/04 at 11:00 PM, a {acility MA
L docurnented in & nursing progress riote, that she |
| cbtained an order for Lortab 7.5 mg (milligrams)
| overy 4 to ¢ hours for pain. The MA also !
| documented at 11:45 PM, that she obtained

i anothar order for extra strength Tylenol 500 mg
| gvery 4 10 6 hours for pain.

On 3/11/04 at 8:00 AM, the facility provided the
survey team with an Incident/Accident report
completed by a facility MA on 3/9/04 at 10:30 PM.
The MA documented the following on the
Incident/Accident Report, "...Res (resident) found
iace down between bed [and] wall. She had
nematoma on [right] forearm, swollen {right] |
eyebrow, bruises on knees she reported her head
nurt..." The Incident/Accident report documented
that the family was called on 3/10/04 at 12:25 PM,
approximately 14 hours after resident 68 was
sound on the floor. The Incident/Accident report |
documented that resident 68's physician was
calied on 3/10/04 at 6:00 PM, when the MA
requested to send resident 63 for an x-ray of her

F 157

|
|

|
| !
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| On 3/11/04 at 8:35 AM, the MA who assessed

| which were already dark purple. When asked if a

right arm and wrist. This was approximately 19.5
hours after resident 68 was found on the floor.

On 3/11/04 at 10:30 AM, the facility provided the
survey team with a finalized radiology report,
which documented the following, "...Some
moderate degenerative changes obscure portions
of the bones and give slight sclerosis to other
portions, making it difficult to exclude distal
scaphoid and distal radius region fractures
entirely...No definite fracture, though osteopenic |
bones and degenerative changes make it difficult
to clear a portion of the exam..."

On 5/10/04 at 7:30 PM, recident 68's daughter
was interriewed. Resident 68's daughter stated
that she was not notified that her mother had
iallen out of bed, until 3/10/04 ot about 12:30 PM.
She further stated that she would have wanted to
be catled when the incident happened so she
could have come in to check on her mother.

resident 68 on 3/9/04 was interviewed. The MA |
stated that she was the "Charge MA" for resident
68 during the evening shift of 3/9/04. The MA
stated that resident 68 was found face down,
between her bed and the wall. She stated that
she did not know how resident 68 got into that
position. The MA further stated that resident 68
had hit her right eye and that resident 68's right
arm had a hematoma on the forearm and elbow,

nurse assessed resident 68, the MA stated that
she did not inform the nurse of the fall because
there was not a nurse on her wing. The MA
further stated that she could have run to another
wing for a nurse, "if | could have found one." The
MA stated that she did not contact the physician
because she wanted to first see how resident 68
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| point, she went and informed the DON (director of

was doing. She stated that at 11:00 PM, the
re-placement "Charge MA® came on and they felt
they did not need to contact the physician. When
the MA was asked if she knew when she should
contact a physician, she stated that it would
depend on the injury. When the MA was asked,
due to the injury on the right side of resident 68's
head, should she have contacted the physician,
she stated "l am not sure; | am just too new at
this."

Cn 3/11/04 at 9:40 AM, the LPN (iicensed
practical nursg) caring for resident 68 on 3/10/04
was interviewed. The LPN stated that she was
the "medicaticn nurse" for resident 68 during the
AM shift of 3/10/04. She stated that she noticed
resident 68 had a black eye and she went up 1© ‘
the nurse's desk and found an incident report
concerning resident 68. The LPN stated, at that .

nurses) about resident 68's fall. She stated that |
the DON assessed resident 68 and told the MA to |
contact the physician and famity. |
|
1

On 3/11/04 at 8:45 AM, the DON was interviewed.
The DON stated that she assessed resident 68
on 3/10/04. She further stated that she would
have expected the physician to be called when
resident 68 was found on the floor. When the
DON was asked why she did not contact the
physician on 3/10/04, she stated that she told the
MA to call resident 68's physician. She further
stated that she did not know why the MA did not
contact the physician. On 3/11/C4, the DON
documented her assessment in a nursing
progress note, as a late entry for 3/10/04 at 10:00
AM.

On 3/11/04 at 9:35 AM, tne MA caring for resident
68 on 3/10/04 was interviewed. The MA stated
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that she was the "Charge MA" for resident 68
during the AM shift of 3/10/04. The MA stated
that she tried to call resident 68's physician but he
did not answer the phone. She further stated that
the facility's policy would be to try to contact the
physician the next day, if there was not an injury.
When asked if she tried to contact the on-call
physician, the MA stated that she would not
contact the on-call physician because there was
nothing he could have done.
On 3/11/04 at 9:40 AM, the LPN for resident 68
during the AM shift of 3/10/04, stated that she.did |
not know the MA was not able to reach the i
physician. The LPN stated tnat she would not §
have waited uniil the nexr day to reach the
physirian, that she would have contacted the ;
physician on-call.
F 241 483.15(a) QUALITY OF LIFE F 241 F 241
8S8=E * . i .
The facility must promote care for residents in a ! w[i)HOI:rsept;k;'wng'the. and Nurses of the | 312704
manner and in an environment that maintains or St f% g rdmg ignity issues on 3/12/04. !
enhances each resident's dignity and respect in aff were educated by Head Nurses on '
full recognition of his or her individuality. proper techniques regarding dignity.
*A Quality Improvement Action Team 3/25/04
This REQUIREMENT is not met as evidenced (QIAT), lead by the Director of Social
by: | Services was held on 3/25/04 with staff
Based on observation, it was determined that the members present to determine ways of
facility did not ensure that residents were implementing corrections to survey
provided care in a manner and an environment f"ﬁc'e“t practices.
that promotes each resident's dignity. .Quarterly inservices on dignity/resident 3/30/04
rights will be implemented. It will alsobe | and
One sampled residents (resident 135) meal was addressed at new employee orientation. Ongoing
placed in front of her and no assistance was Inservices will be monitored by the
provided for 19 minutes. Two residents (resident Education Director. The first inservice il
131 and 148) weights were obtained in the be 4/13/04.
dinning room during a meal. One residents
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tood, and left at 8:39 AM. The tacility aide spent a
total of 4 minutes with resident 135.

At 8:40 AM, the first facility aide returned to assist
resident 135 and 3 minutes later the facility aide
removed resident 135's breakfast tray.

regarding dignity issues will be discussed
in resident council monthly by Social
Services,

(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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F 241 | Continued From page 6 F 241 *Quarterly inservices on proper 3/30/04
(resident 124) hearing aide was reptaced by a MA medication procedures will be and
(medical assistant) prior to explaining what she implemented. Monitored by the Education Ongoing
was doing. Twenty-nine residents were lined up Director. The first inservice will be
outside of the main dining room 1o await the doors 4/20/04.
being opened for the dinner meal. Qne resident *The weight scale in the dining room will 1/30/04
(reslldent 57) was given her pill after itfell on a be assessed by the maintenance department | and
chair. in conjunction with the DON to determine  Ongoing

N : , - another mote appropriate placement for it..
Findings include: *Recreational Therapy and nursing staff 3/25/04
1. On 3/9/04 at 7-45 AM. resident 135 was will interact with residents prior to meal and
obgerved in wing 4's dining room. Resident 135 | times effective 3/25/04. ) Ongoing
was observed to receive her breakfast tray at | "Residents who require assistance with 3/25/04
7:45 AM. Resident 135 required assistance with | eating will have consistent help during ; and
her meals. The food sat uncovered ir front of | meal time effective 3/25/04. This will be f Ongoing
resident 135 until 8:04 AM, for 16 minutes, before - audited by the Head Nurse of the wing. l
a facility statt member attempted to assist "« % mini survey will be given each month  3/30/04
re?'idem 135. At_8310 AM, after.sf’end:"i‘g only 8 aro! a Quality Improvement Action Team | and
minutes with resident 335, ihe rirst facility aide or {3ignity Issues to ensure that other staff | Ongoing
went t assist another resident. . .o bers are aware of other residents who
At 8:14 AM, a second facility aide sat down to . May h.ave th? Sa'lne poten}:n:jl to be 'af’fected.
assist resident, 135. At 8:16 AM, after spending ! Quesn_ons will also be asked at resident
only 2 minutes with resident 135, the facility aide : iou"‘c'l'. . 3130 04
went to assist another resident. At 8:21 AM, the - * Inservices will be made mandatory for 4
facility aide went back to assist rasident 135. At . alt staff and mini inservices will be held and
8:24 AM, after spending only 3 minutes with - during wing meelings held monthly by the - Ongoing
resident 135, the facility aide left to remove other + Head Nurse. L
residents dishes from the tables. ' *Monthly unannounced spot checks by the 330104

! Head Nurse will be completed on the ard '

At 8:30 AM, a third facility aide sat down by * wings to ensure the dignity of residents. - Ongoing
resident 135, and asked the resident to eat. Al *The lighting Candles Team (QIAT) will 3/31/04
8:32 AM, the facility aide left the resident. At 8:37 | monitor progress made from the Quality and
AM, the facility aide offered resident 135 some Improvement Action Team. Questions ; Ongoing
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Resident 135 had her tray in front of her for a total
of 58 minutes with only 18 minutes of dining
assistance from facility staff members. During
the 58 minutes of the meat observation facility
staff were not observed to re-heat resident 135's
breakfast.

2. On 3/9/04, in wing 4's dining room, resident
148 was observed to be weighed by a facility staff
member before being feed breakfast at 8:16 AM.
Resident 131 was observed to be weighed by a
facility staff member after breakfast was
completed at 8:20 AM. There weve 7 other
residents present in the dining room when-each
of the resident's weights were obtained.

3. On 3/9/04 at 8:15 AM, during the breakfast
meal in wing 4's dining room, an MA was T
observed to attempt to place a hearing aide in
resident 124's left ear. Resident 124 was startled
by the MA and stated "what are you doing to my
ear". The MA then proceeded to explain to
resident 124 that she was placing a hearing aide
in the left ear so that the resident could hear
better.

4. On 3/10/04 from 4:40 PM unti 5:16 PM, there
were 29 residents brought into the large activity
room directly across from the main dining room.
Each resident was brought by a staff member and
their wheelchairs were lined up in two rows facing
the doors of the dining room. Two of the residents
became upset that the doors to the main dining
room were closed and tried to open them. One of
the residents trying to open the doors started to

cry.

At 5:04 PM, four facility aides were standing
around the activity room waiting for the doors of

F 241
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the main dining room to open. At 5:16 PM, the 29 |
residents were moved into the dining room by | '
facility staff. :
5. On 3/9/04, during the medication pass, | !
resident 57 was sitting in a recliner in a TV room. |
Wing 2's medication nurse was cbserved to
administer resident 57's medications. Resident
57's ativan fell onto the recliner next to her pants.
The nurse did not observe the pill falling. After a
different resident was administered her
medication by the same nurse, the surveyor told
the nurse about resident 57°s pill that had fallen
onto the recliner. The nurse checked the reciiner
and found the pili next to residant 57's right ieg.
The nurse ook a spoon from the medication cart, i
scooped up the pill with the speon and s ;
administered the pill to resident 57. |
| |
F 323! 483.25(h)(1) QUALITY OF CARE | F323 ’
5=G | i F323 -
| The facility must ensure that the resident *Side rails were placed on both sides of 3/11/04
environment remains as free of accident hazards . resident 68's bed on 3/11/04. .
as is possible. *On 3/11/04 the DON reviewed all 316/04
incident reports and found there were no
~ falls between the bed and wall. An audit
This REQUIREMENT is not met as evidenced | was completed on 3/16/04 to identify
by: ~ residents with side rails and to verify that
Based on observation, interview and record both side rails were in place. 8 residents
| raview, it was determinad that the facility did not who needed side rails on the side of the be
' ansure that a residents environment remained against the wall were identified. The side
free from accident hazards. Specifically, the rails were place on the beds this same day !
facility did not ensure that resident 68 had side (3/16/04). (See Enclosed audit report) I
rails up times two, per assessment and care plan. " *A policy and procedure has been set up P 3/18/04
Additionally, the tacility did not ensure that the " for side rails and was implemented on
brakes on the wheels of resident §8 s bed would March 18, 2004. ( See Enclosed policy
Ioc}.c to prevent the bed from moving. As a result, and procedure). All clients will be
resudﬁnt 68dfeil ?jut of thg beg, between the wall evaluated by the nurse prior o placing a |
and the bed, and was injured. fuil side rail. When side rails are decmed |
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order. The nursing office and
Findings include: ' maintenance will be notified of the order.

Maintenance will place rails on both sides
of the bed. Bed makers, Safety Director,

Resident 68 was admitted on 1/30/04 with . Director of Nursing and Head Nurse will

diagnoses that included hypothyroidism, diabetes ' be responsible for ensuring the side rail

mellitus type |I, renal insufficiency, arthritis, policy is being followed

gastrointestinal reflux disease. dementia and ~ *Housekeeping will have a list of clients 3/30/04

irritabie bowel syndrome. with bed rails and beds will be audited gnndgoing
) weekly. A copy of weekly bed rail audits

Resident 68's medical record was reviewed on Wil bz given fg the Direc)t{or oleursin g

3/10/04. ' - (Sec Enclosed Audits) 1/30/04

« . .
A physician's order, daied 2/12/04, documented | T:.le Saf;t);d];fcmr : il dﬁ n;‘on_tll_]ly and
the following under restraints; "Fuli sige railup | audits on beds throughout the facility. Ongoing

implement on 3/11/04 in conjunction with
contacting Physicians. Ongoing Inservices

An admission Minimum Data Set assessment, for OSHA including side rail will be
dated 2/12/04, documented under Section P, quarterly. First inservice will be 4/21/04.
devices and restraints, Bad rails, a. Full ted raits '

on ali open sides of bed.

when in bea for safety d/t (due o} dementia."

The current care plan in resident 68's medical | ; |
record documented side rails up when in bed at
all times for safety & (and) support.

A medical assistant (MA) documented the
following in a nurse's progress note, on 3/9/04 at
10:35 PM, “Aide from another unit found Res.
(resident) cn floor between bed & {and) wall she
had bruises en knees, hematomas on R (right)
forearm, swollen R (right ) eyebrow. Applied ice |
pack for 20 mins {minutes) to head..."

On 3/11/04 at 8:00 AM, the facility provided the
survey team with an Incident/Accident report
completed by a facility MA on 3/8/04 at 10:30 PM.
The MA documented the following on the
Incident/Accident Report, "...Res (resident) found
face down between bed [and] wall. She had

t |
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hurt..."

(hours) Noc (night). Res (resident} c/o
(complained of) pain to L (‘eft } eye. Res

hematoma on [right] forearm, swollen [right]
eyebrow, bruises on knees she reported her head

An MA documented the follewing in a nurse's
progress note, on 3/10/04 at 6:25 AM, "Res
(resident) slept approx (approximate) 6 hrs

this."

{resident) seemed agitated on this shift..."

On 3/11/04 at 8:35 AM, the MA who assessed !
resident 68 on 3/9/04 was interviewed. The MA |
stated thai she was the "Charge MA’ for resident
68 during the evening shift of 3/8/04. The MA
stated that resident 68 was found face down, -
netween her bed and the wall. She stated that

| she did not know how resident 68 got into that
position. The MA further stated that resident 68
had hit her right eye and that resident 68's right -
arm had a hematoma on the forearm and elbow, |
which were already dark purple. When asked if a |
nurse assessed resident 68, the MA stated that i
she did not inform the nurse of the fali because 1
there was not a nurse on her wing. The MA i
further stated that she could have run to ancther
wing for a nurse, "if | could have found one." The
MA stated that she did not contact the physician
because she wanted to first see how resident 68
was doing. She stated that at 11:00 PM, the
re-placement "Charge MA" came on and they felt
they did not need to contact the physician. When
the MA was asked if she knew when she should
contact a physician, she stated that it would
depend on the injury. When the MA was asked,
due to the injury on the right side of resident 68's
head, should she have contacted the physician,
she stated "l am not sure; | am just too new at

(X4) 1D
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Continued From page 11

On 3/11/04 at 9:40 AM. the LPN (licensed
practical nurse) caring for resident 68 on 3/10/04
was interviewed. The LPN stated that she was
the "medication nurse” for resident 68 during the
AM shift of 3/10/04. She stated that she noticed
resident 68 had a black eye and she went up to
the nurse's desk and found an incident report
concerning resident 68. The LPN stated, at that
point, she went and informed the DON (director of
nurses) about resident 68's fall. The LPN further
stated that she as the medication nurse did not

F 323

provide treatments tc the residents or do resident |

Person” wouir provide treatments to the residen!s
and do the ;esident assessments. )
On 5/11/04 at 8:45 AM, the CON was interviewed.
The DON stated ‘hat she assessed resident 68 1
on 3/10/04. The DON stated that she provided -
range of motion on the resident's right arm and -
told the MA to call resident 68's physician. She
further stated that resident 68 was not able to tel' !
her how she ended up on the floor. The DON
stated that she would have expected the
physician to be called when resident 68 was
found on the floor. She further stated that she did i
not know why the MA did not contact the
physician. On 3/11/04, the DON documentad her
assessment in a nursing progress note, as a late
entry for 3/10/04 at 10:00 AM.

On 3/11/04 at 9:35 AM, the MA caring for resident
68 on 3/10/04 was interviewed. The MA siated
that she was the "Charge MA" for resident 68
during the AM shift cf 3/10/04. The MA stated
that she tried to call resident 68's physician but he
did not answer the phone. She further stated that
the facility's policy would be to try to contact the
physician the next day, if there was not an injury.
The MA stated that they were placing ice on

assessmenls. She stated that the "Charge t

!

|
|
|
|
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| resident 68's right arm and eye due to swelling.

l When asked if she tried to contact the on-call

! physician, the MA stated that she would not
conlact the on-call physician because there was |

nothing he cotild have done. ‘\

On 3/11/04 at 9:40 AM, the LPN for resident 68
not know the MA was nct able to reach the !
physician. The LPN stated that she would not
have waited until the next day to reach the

¢ physician, that she would have contacted the |
physinian on-call. Sha further stated that if the
' MA had come to her she could have assessed
E the resident and had her sent to thz hospital.

|
[
An MA documentad the following in a miise's i
progress note, ori 2/70/C4 at 6:10 PM, "Sent !
resident to [acute care hospital] for x-ray on elbow,
et (and) wrist res (resident) has some swelling in !
both areas et (and ) a'so c/o (complained ofy px
i (pain)..." l

|

On 3/10/04 al 7:25 PM, resident 8's daughter
came up to the nursing desk and told the MA that-
ner mother was in tears because her right elbow
was in pain. The MA asked residert 68's
daughter if an x-ray of the right elbow was
obtained and the daughter stated that only the left
wrist was x-rayed. Resident 68's daughter further
stated that the radiology department did not know
which wrist to x-ray and :he facility iransport driver
told them that the left wrist was to be x-raved.

On 3/10/04 at approximately 7:30 PM, resident
68's daughter stated that her mother's bed has
always been up against the wall with a side rail up
on the side of the bed that was not against the
wall. She stated that this was the bed her mother
has always had. She further stated that today the

during the AM shift of 3/10/04, stated that she did [ .

F 323
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facility put a second side rail up on the side of the
bed that was up against the wail.

On 3/10/04 al approximately 7:30 PN, resident
68's bed was observed by twe nurse surveyors
and a facility nurse. One side of the bed was up !
against the wall and the bed had two side rails in
place. It was also observed that ihe brakes on
the wheels of the bed would not lock te prevent
the bed from moving. The facility nurse tried to
lock the break and was not able to do so. The
facility nurse stated that this was the bed that : :
resicent 68 had aiways used. ‘

Cn 310/04 at approximately 7:30 PM, resident 68
stated that the night before she was turning in I
bed and just rolled off the bavi between the wail - |
anid the bed. She further stated that she was cn |
the iloor, ya'ling for help for 10 1¢ 20 minutes. .

ambeilance took resident 68 back to the hospital
to be evaluated by the emergency room. This

was approximately 21.5 hours after resident 68 ;
was found on the floor between her ced and the }
wall. : |

|
At approximately 8:00 PM on 3/10/04, an !
|

|

|

|

|

On 3/10/04, at approximately 11:00 PM, resident ‘
| 68 returned to the facility with an order from the |
emergency roor to follow up with an orthopedist j
in 4-5 days for wrist fracture. It also documented i ;
that resident 68 should wear a splint to her right i i
wrist. !

On 3/10/04 at 11:00 PM, a facility MA } ! |
documented in a nursing progress note, that she ‘
obtained an order for Lortab 7.5 mg (milligrams) |
every 4 to 6 hours for pain. The MA also '
documented at 11:45 PM, that she obtained |
another order for extra strength Tylenol 500 mg i
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Continued From page 14
every 4 to 6 hours for pain.

On 3/11/04 at 10:30 AM, the facility provided the
survey team with a finalized radiclogy repori,
which documented the following. "...Some
moderate degenerative changes obscure portions
of the bones and give slight sclerosis to other
portions, making it difficult to exclude distal |
scaphoid and distal radius region fractures '
entirely...No definite fracture, though osteopenic
bones and degenerative changes make it difficult
to clear a portion of the exam...” [

| On 3/11/04 at 9:20 AM, the aoministiator stated !
that he was aware ihat some of the heds are old |
andi the braaks do not veork. He further stated i
tnat when one side raii was piaced on a hed a ‘
second side ral should have been placed. |

|

I

| 483.35(d)(1)&(2) DIETARY SERVICES *
; |
| Each resident receives and the facility provides ;
food prepared by mathods that conserve nuiritive |
value, flavor, and appearance; and food that is
palatable, attractive, and at the proper \
temperature.

This REQUIREMENT is not met as evidenced
by:

Based on individuai interview, a confidential group
interview and a test tray during the dinner meal on
3/10/04, it was determined that the facility did not
serve j0od which was at proper temperature and
pelatable to the residents.

Findings include:

| During a confidentia! family interview on 3/10/04,
|

. F3e4 |

F 323

| F 364

*Meai and temperature monitoring were
started 3/18/04 and will be ongoing the

| dietary staff 4 times per week.

E *Plastic dishes have been replaced with
glass dishes to preserve the heat. The new

r dishes were received and in use on

: 3/29/04.

| * The Registered Dietician will continue to
. do monthly checks and report these results
| to the Administrator. { See Enclosed Meal
i Monitor tool).

' *Quarterly Inservices will be held on

i serving and holding food temps given by

f the Director of Dietary. The first inservice
| was 3/10/04.
}

3. i804 and
Ongoing

- 3/29/04

' 3/30/04 and
Ongoing

3/10/04 and
Ongoing
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| a family stated that they had eaten meals at the
| facility and that the hot food was served cold and
| the cold food was served warm.

During a confidentiai group meeting, held on
3/10/04 at 1:30 PM, 10 of 10 resident actively
participating in the group discussion stated that
they were served cold food and the food was not
ralatable because nf this.

On 3/10/04, a test tray was obtained during the
dinner meal. The test tray was placad on the last
cart to be deliverad from the kitchen at €:00 FM.
| At 6:18 PM, the lest tray was received nd the

| ternperatures wess taken. The chicken was 92.7
| degrees, ihe beats were 88.6 degrees. the hot .
E potaio salad was 101.1 degrees, the ranch

E dressing was 92.7 degrees, the rice cudding was
| 81.5 degraes, thz milk was 51.4 degre=ss and the
i juice was 57.2 degraes,

|

F 271
SS=E |
i The facility must store, prepare, distribut3, and
‘ serve food under sanitary conditions.

'483.35(h)(2) DIETARY SERVICES

' This REQUIREMENT is not met as evidenced

| by:

i Based on cbservation and intarview, it was

i determined that the facility did not store, distribute
i and serve food under sanitary conditions.

| !
| The following observations were made during the :
initial kitchen tour on 3/8/04 from 10:30 AM to
11:10 AM.

Reach-in Freezer #2:
a. There was one small bag of mixed vegetables,

|

a7 F 37

* tnsurvices will be held for staffon how
t and <. hy it is necessary to cover, label, and
‘ date foods within the refrigerator by food
manager and/or food supervisor. Education
on cross-contamination was included in
this inservice. The first inservice was
3/12/04,
*Magnets/Labels will be made by dietary
for carts holding foods dished up on
i individual plates that are covered and to be
used for the next meal. The label will state
“Food to be served for next meal” -date.
*Meat company was contacted by the
| Director of Dietary on 3/12/04. They wiil
nackage frozen meats with the name o e
west product and the date.

3/12/04 and
Ongoing

+ 3/30/04 and
| Ongoing

3/12/04
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clear package, which were not labeled or dated.

were not labeled or dated.

. There were 2 large bags of meat patties, wh|ch
were not iabe'ed or dated.
g. There was one bag of maat patties that was
apened, which were not labeled or dated.

Walk-in Flafrigerator #1:

a. There was one small bowl ot meal dated 3/“
wlich was not [abeled. .

b. There was & bags of sliced meat, which wers
not labeled or daled.

¢. There was 9 bags of ground meat, which were
not labeled or dated.

‘Walk-in Refrigerator #2:
a. There was one cart with 7 trays of fruit and
cottage cheese, which were not labeled or dated.

. Dishwazsher:

. On 3/9/04 from 1:30 PM to 1:40 PM, the

| dishwashar was observed. The wash cycle was
' observed to reach 136 degrees. It should reach
i 140 degrees. The drying, which was a heat

| sanitizer machine, was observed to reach 172

| degrees. It should get to 180 degrees.

|
: with a dietary aide who has worked at the facility
|

. There were 5 packages of sliced meats. which

i An interview was completed on 3/9/04 at 1:38 PM !

|
i
!
|
I
|
1
i
|
|

|
|
|
|
|
|
|
|
|

H
b
{
J

i

coming in fabeled and dated. The
responsible party will be the food manager
or food supervisor weekly.

*Booster heater will be monitored to be
sure that it is bringing temperatures up to
acceptable levels of 150 degrees for
washing and 180 degrees for rinsing. Staff
will write down temperatures daily and

will be monitored daily by dietary manager
tor food supervisor.

* The dishwasher will be maintained b
maintenance with repair as needed.
Repairs will be completed by 4/9/04.
*RD will include monitoring the
dishmaster in cleaning inspection. This s
completed weekly.

*A memorandum containing information
on proper labeling was placed on each
wing refrigerators on 3/10/04 by the
Dircctor of Dictary. {Sce enctosed
refrigerator memo)

*Dietary and nursing will check the wing
refrigerators every day to verify all items
are labeled and dated. This was effective
21044, ( See enclosed fridge monitoring
farmty Form was implemented on 3/29/04.

{

|
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F 371 Continued From page 16 F371 1 *According to federal regulations from 3/30/04 and
| which were not labeled or dated. Food Code 1999, 3-301.2, working Ongoing
| . ' containers holding food...that can be _
| Walk-in Freezer #3: ' - readily and unmistakable !
i a. There were 12 raw meats that were in a clear ! recognized...need not be identified.
\ package, which were not labsled o d*“ec_’- . | *Food manager and/or food supervisor will 3/30/04 and
b. There were 7 dlffgrent raw meats that were in monitor the kitchen freezer/refrigerators Ongoing
a clear package, which were not Iab(_e[ed or dated. daily for undated and unlabeled foods. RD
¢. There was one package of baby lima beans, Lo .
which were opened and not dated to do cleaning inspection.
penec & i ; *Meats will be checked 3/12/04 and
d. There were 3 different meats that were in a . . . -
on delivery to assure its that food is Ongoing

3,/30/04 and
Ongoing
..

4 '3/04
and
(mgoing
3.30/04
and
Ongoing
3'10/04

330/04
and
“Ingoing

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: BOKL11

Facility iD: UTO085

If continuation sheet Page 17 of 23



DEPARTMENT OF HEALTH AND HUV ~ SERVICES
CENTERS FOR MEDICARE & MEDICAIU SERVICES

PRINTED: 3/18/2004
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

465079

) L TIP | {X3) DATE SURVEY
(X2} MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING .
B. WING —
3/11/2004

NAME OF PROVIDER OR SUPPLIER

SUNSHINE TERRACE FOUNDATION

STREET ADDRESS, CITY, STATE, ZIP GODE
225 NORTH 200 WEST
LOGAN, UT 84321

The following observations were made during the
| initial facility tour completed on 2/9/04 from 11:00
© AM until 12:00 PM.

b
t
|
:
|
Wing 1 Refrigerator: [
1. Three containers of juice, which had no labels |
or dates. |
2. Qupen can of V-8 iuice, which had nu open |
date or cover. o :
3. One conlainor of juice, dated 12/27/03, i
4, Half Inaf ot bread, dat-d 3/4/04. i

|

Wing 2 Refrigerator:

1. Tuna sandwich, which had no label or date.

2. Two contziners of yogurt, which had expiration
dates on &/6/04. :
3. A sandwich ‘n 2 container with a resident's i
name, which had no lzbef ur date. ‘
4. Two pieces of orange cheese, dated 3/3/04.

5. One bottle of chocolate syrup, which had an
expiration date of 2/26/04.

6. Ona contairer of lemon flavored water, which
had an expiratior date ot 2/1/04.

7. A 24 ounce bottle of mountain dew, which had
| nc open date.

| 8. A two liter bottle of Pepsi with a resident's
name, which had no open date.

9. One howl of yogurt, which had no label or
date.

10. One bowl of fruit, which had no label or date.
11. Twe bags of crackers and cheese, which had
no date.

12. A 1/2 of tuna sandwich, which had no date.

1 13. One bag of green grapes, which had no date.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ! ID ! PROVIDER'S PLAN OF CORRECTION *5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL | PREFX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) |  rAG ‘ CROSS-REFERENCED TO THE APPROPRIATE DATE
i | DEFiCIENCY)

F 371 Continued From page 17 { F 371 ! *Director of Dietary, RD, DON or other 3/30/04
for 2 years. The aietary ?-ide stated that "the ! i designee will complete refrigerator spot and
temps us"ually don't reach thf,- 180 degrees or 140 I checks on a daily basis. Ongoing
degrees. The dietary aide also stated that it was f " wD will include this on the weekly 3/30/04
an old machine and needs to be replaced. * cicaning inspection shect for all wings. and

! Ongoing
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Wing 3 Refrigerator:

1. An open can of Dr Pepper, which had no open

! gate or cover.

2. One container of prune juice, dated 3/3/04.

3. One 20 ounce Pepsi bottle, which had no open

date. .

4. One liter of Dr. Pepper, which had no open

| date.

. 5. One bologna sandwich, which had no date.

8. A 1/2 peanut butter and jeily sandwich, which

had no date.

7. Onea container of sour cream, which had an

expiratior date of 2/28/04.

8. Two bage's with & resident's name, which had

N0 date.

9. Anopen diet coke, which bad o cpen diate or

I gover.

10. One vunilla ice cream, which had no date. .

11. Four bowls of fruit, which had na labe! or ?

date. . i

12. One harvesi j)each yogurt, which had an i

expiration date on 2/14/)4. |

13. One strawberry cream cheasse with a i

resident's name, which had an open date of I
!
|
|
!

2/19/04.

14. One container of strawberry yogurt, which
had an expiration date of 2/25/04.

15. One mourttain berry jam container with 2
sticky lid, which had no open date.

16. Six slices of meat, which had no labal or

. date.

17. One opened package of bologna, whicn was
not covered and had an opan date of 3/3/04. |
18. One container of butter with a resident's
name, which had no open date.

Wing 4 Refrigerator:

1. One container of applesauce, which had no
date.

2. Ore loaf of bread, which was dated 3/4/04.

|
|
|
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date.

i date.

| date.

daie.

1was dated 2/21/04.

L 2/21/04.
| date of 3/2/04.
| had no open date.

| open date.

i was dated 2/28/04.

F 371 l Continued From page 19
| 3. One forth loaf of white bread, which had no

I 4. One cup of fruit, which had no date.
{ 5. One forth loaf of wheat bread, whick had no - |

6. A 24 ounce diet coke, which had no open

7. A bottle of chucolate syrup, whicii had an
' expiration date of 3/1/C4.
8. A bag of carrots and celery, which had no -

9. An open bottle of Tropicana orange juice with
| & 1asident's namz, which had no open date.

‘ 3. One comtainer of orange juice thicksned,

. which was dated 1/24/04.

| 4. One peanut butter and jelly sandwich, which
 had no fatel or date.

| 5. One strawberry yogurt, which was dated

‘ 6. One container of red parfaits, which had a sell
| 7. One container of plain cream cheese, which
| 8. One container of honey butter, which had no

i 9. OUne bag of green grapes, which had no date.
{ 10. One container of strawberry yogurt, which

| 11. One container of cheese curd, which had no
open date and was packaged on 2/11/04.
12. One loaf of bread, which was dated 2/24/04.
I 13. One loaf of bread, which was dated 2/13/04.
| 14. Three jars of homemade jam with a
l resident's name, which had no open date.

Winy 5 Refigerator:

| 1. One container of cranberry cocktail thwckened,
i which waa datec 2/11/04.

2. One contzinzr of apple juice thickensd, which

| F a7

i
|
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Continued From page 20

15. A bottle of chocolate syrup, which had an
open date of 2/7/04 and an expiration date of
11/03.

Food Preparation:

1. On 3/9/04, from 7:25 AM until 8:40 AM, the

aides were observed on tray line for the breakfast

meal, in the kitchen. One aide was observedto
be wearing gloves. She was observed to handle
plates, bowls, trays, serving spoon, touch the
counter tops, go over to the stove ard handle
pans and ther without changing her gloves, she
was chserved to pick up with her gloved hands
french toast, sausage and bacon, which was

served to the faciity residents. Another aide wazx.

not ohserved o ba wearing gloves., She was
observed to handie juize containers, miik
containars, coffea pois, ceuntertops and then
without putiirg any gloves on or washing her
hainds, she was observed to pick he glasses ot
juice, milk and water up by the rims. which wers
sersed te the facility rasidenis,

2. On 3/9/04 at 7:30 AM, the tray line
temperatures were obtained. The fried eggs in a

milk bath were 113 degrees, the poiled eggs weare

113 degrees and the puree sausage was 100

degrees. All of these iter were sitting on top of a

lids on the steam table.
Potentially hazardous fbod shall be maintained at
140 degrees or above. Reference Guidance:

U.S. Public Health Service, Federal Drug
Administration 2001 Food Code, page 68.

483.75(j) ADMINISTRATION

The facility must provide or obtain laboratory

f ID PROVIDER'S PLAN OF CORRECTION {X5)
' PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
| TAG CROSS-REFERENCED TO THE APPROPRIATE DATE .
. DEFICIENCY) \
L
F3n
|
! ;
i
| a
| ' 0
i ]
I
‘ I
A !
i :
? f
i
|
!
|
i : |
| f |
! N
| |
i
i
I
|
i
I
|
!
F 502 i
| !
!

i
i

—_—
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F 502 | Continued From page 21 F 502 F 502
I services to meet the needs of its residents. The *The primary care MDs’" were notified of * 3/17/04
facility is respensible for the quality and timeliness missing labs on patients 146 and 147 on !
of the services. 3/17/04, '
' *The wing medical record clerks checked | 3/29/04
This REQUIREMENT is not met as evidenced charts to make sure there were no others |
by: missed labs completed 3/29/04.
Based on medical record review and interview, it *Data entry clerk made sure all labs were | 3/29/04
was determined that the facility did not abtain updated on Physician order sheets i
laboratory services to mest the needs for 2 of 24 ' completed 3/29/04 !
sample residents (Residents 146 and 147}. * Lab will be documented on a separate lab | 4/1/04

Findings inctude:

|
|
i
|
i
| }
! 1. Resident 146 was ra-admitted to the faci_lity on ‘
: 2/71G4d, with diagrioses which included ‘
i rectovaginal fistuia post op weund infection, .
E depression, anxiety and hypothyroidism. I
: On 2/7/04, the 1e-adinizsion crders documeanted
i that the physician orderec a CMPP (complete i
! metabolic panel} and a CBC (complete binod w
i count) every week. There was nou documentation
| in the medical record of resident 146 ' avidencea
| that a CBC was obtained on 2/18/04,
|
I On 3/9/04 at 3:30 PM, a facility RN {reg:stered
i nurse) stated that according to the laboratory
! book a CBC on 2/18/04 had not been completed.
|
. 2. Resident 147 was admitied to the facility on 1
: 11/20/03, with diagnoses which included
} insomnia, congestive hearit failure, failure to |
| thrive, chronic respiratory failure, diabeles type il,
i renal insufficiency and emphysema.

b
|

' On 1/5/04, the physician ordered a pre-albumin,
| CMFP, BNP, CBC and digoxin level every month.
J There was no documentation in the medical

{ record of resident 147 to evidence that the

! pre-albumin, CMP, BNP or digoxin level were

I

|

| sheet (See enclosed Lab sheet form) and

i kept in a lab book on each wing. This will
I be tn effect on April 1, 2004.

! *Medical records clerk will check lab book
| daity.

i *Every Friday the charge nurse and clerk

- will audit all patient records for

| completion of lab orders and make sure

. lab reports have been received back.

| *Data entry clerk will check lab book

| monthly when printing monthly orders.

J *Director of Nursing will monitor this

* process. Head nurse, medical records clerk
ana data entry coordinator are responsible
for monitoring. {See enclosed Procedure
for Labs),

3/30/04 ancli
Ongoing ‘
4/2/04 and
Ongoing

3/30/04 and
t Orugoing
! 3/34/04 and
Ongoing
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|

1

obtained in January 2004.

On 3/9/04 at 3:2G PM, a facility RN stated that
there was no documentation in the laboratory
book that ihe pre-albumin, CMP, BNP or digoxin
level were completed in January 2004. She
further stated that if they had been completed it
would be marked in the laboratory book.
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