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F 157 | 483.10(b)(11) NOTIFICATION OF CHANGES Q\"’ F 157| How will the corrective action be
$8=G Vi accomplished for affected residents?
A facility must immediately Inform the resident; /‘:"é,
consult with the resident's physician; and if PP ) Resident #15 po longer resides at the facility.

known, notify the resident's legal representative
or an interested family member when there is an ¢
accident involving the resident which results in
injury and has the potentiat for requiring physician
infervention: a significant change in the resident's
physical, mental, ar psychosocial stetus (i.e., a q
deterioration in health, mental, or psychosocial
status in either Iife threatening conditions or
clinical cornplications); a need to alter treatment
significantly (ie., 2 need to discontinue an
existing form of treatment due to adverse
cohsequences, or fo commence a new form of
treatment); or a decision to transfer or discharge
the resident from the fecility as specffied In

N\

§483.12(a).

The faciiity must also promptly notify the resident
and, if known, the residents legal rapresentative
or Inferested family member when there is 8
change in room of roommate assignment as
gpecified In §483.15(e)(2); or a change in
resident rights under Faderal or State law or
regulations as spacified in paragraph {b)(1} of
this section.

]

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced

e

% W%/G\G\\\O

Member of nurse management team ipmmediately
inserviced nursing staff on proper notification of
physicians.

How will the facility identify other residents
having potential to be affected?

Resident’s residing in the facility has the
potential ta be affected.

What measures will be taken or chinges made
to ensure deficient practice will not recur?

Facility will implement the use of Resident Care
Managers (RCM) to be located at each nursing
unit who will review the change in status report
and any items of concern with the charge nurse
for follow through of new or needed orders and
labs with the physician,

What plans are implemented to ensure
corrective action is achieved and sustained?

DON will receive regular reports from the RCM
for evaluation and further direction to easure
compliance,

How will the facility monitor its performance
to ensure solutions are sustained?

As reports are roviewed findings will be reported
to the Quality Assurance committee for
evaluation on continued moRIOTINg,

|

| by:

| Based on review of one ¢losed record and

i interview, it was determined that the facikty did

| not immediately inform or consult Wi the

i resident's physician when the repi nt

'iuaommm DIRECTOW'S OR PROVIDER/SUEBLI RESENTATIVES SIGNATURE
| P ﬁ’? .

Iany deficiency stisment ending with de

|other safeguards provide suMcien: protection to the patie

following the date of survey whether

s following the dais thase dooum
] ram paricipation.

ente ara Mace available to the faclity. if gaficiencies

nst-risk{(’) dem:g fieimncy which the Institution may be excu
rhe=(See instructions.) Excapt for nu
or not @ plan of comraction is provided. Fornursing homes,

TITLE DATE
sed from correcting pmidingf‘ de’irmined that

rsing homaes, the findings stated above are discicsabie 80 days
the above findings #nd plans of sorraction mre disciossble 14
are citad, an approved plan of correction is requisite to continued

Event IC! BINM11 Facllity
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experienced a significant change in physical
status which required the need to alter treatment
significantly. Specifically, resident 15 had
complaints of not feeling well, shortness of
braath, low oxygen saturation levels, a jaundiced
appearance and other complaints that were not
conveyed to the physician to allow him the
opportunity to consult with the resident or family
ragerding treatment. In addition, resident 15 was
traated with supplemental oxygen for four days
without staff consulting with his physician,

Findings include:

Residant 15 was readmitted to the facility on
8/19/D5 with diagnosis which included,
myelodysplasia, pancytopenia, hypertension,

nypoparathyroidism, and diabetes metitus type Il.

On 2/16/06 resident 15's closed medical record
was reviewed.

The following entries were documented in the
"Nurses Notes" on the "Daily Patient
Assessment”

a, 9/4/05 ..."pt (patient) c/o (complains of)
shortness of breath dt {due to) high activity had
res. (resident) go back to room and use Q2
(oxygen) - this did help res, ... Sats {oxygen
saturstion) {up] to 80% on 2L (liters) oz

b. 9/5/05 "Pt. tooked pale and slightly yellow. Pt.
complains of general malaise and was lying in
bed. O2 sats at B8%, put nasal cannula on.
pulses weak in afl extremities.”

c. 9/6/05 ... Mfatigues after minimal activity. skin
and sclera appear jaundiced. SOB (short of

How often will the monitoring be done?

Weekly during chenge of status review, also
residents with a change in status will be
evaluated and referred 1o PAR (Person at Risk)
meeting as necessary findings will be forwarded
10 the QA committet 10 be evaluated for
continued monitoring and or additional
MEeASUreE.

Who will be responsible?

RCM, DON, or designee.

04/03/2006
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breath). 02 NC (nasal cannula} on 2L ... desats
when takes O2 off.."

d. §/7/05 (1140) 11:40 AM ..."c/o [complains of]
not feeling well....now he has general
malaise....has been jaundiced last 2 days but is
"pale" today...." (17) 5:00 PM .."pts. {patients)
brother called about 1400 (2:00 PM) to inquire
about pts. condition [and] that he was concemned.
He'd been into facility yesterday evening to visit
[and] pt was SOB. He requested more checks to
make sure his O2 is on....He (resident 13) ¢/o
being cold so blanket placed over him... TX
(treatment) nurse reported O2 sats B3% -
humidifier was [changed] &t that time...." 19-07
(7:00 PM to 7:00 AM) ...." O2 appiied was 80 %
RA (room alr) - late sat 0200 (2:00 AM) -
[checked] on res. his 02 was off. sat [checked])
was 97 % left O2 off.” 0430 {(4:30 AM) "Bat
[checked' - 85% applied O2 per CN - 2.5 liters.”

e. 9/8/05 (1D50) 10:50 AM "pt ¢/o [not] feeling
wel| [and] nesded help [with] transfers.
Jaundiced color very apparent today. Abd
(abdomen) is asymmetrical L>R (left greater than
right)... 02 85% on 2L per N/C. 02 [up] [and)
sats [up] to 92%. pt. SOB on exertion. Skin is
waxy/yeliow [and] pt is c/o being cold...Dr. office
contacted regarding pt condition this AM [and]
told of pt's. condition [#nd] that he needed to be
seen. NP (nurse practioner) will see him today
=) .30 PM...."

It should be noted that resident 15 was not
admitted with a physician's order to wear oxygen.

Resident 15 was admitted to the hospital on
9/8/05 after seeing the physician. During his two
day hospital admission, resident 15 received 5
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units of packed rad bloed cells for a low
hematocrit of 17.6%.

According to the Nurse's Manua| of Laboratory
and Diagnostic Test . Third edition. Bonita
Morrow Cavanaugh 1999, page 24, a normal
hematocrit reference value for an adult male is

40-54%,

Resident 15 was readmitted back to faciiity on
9/10/05 at 2:00 PM.

On 8/13/05 a BMP and CBC were collected for
resident 15, Laboratory documentstion in the
medical record revealed a laboratory resuits
report indicating resident 15 had a critical platelet
fevel of 11,

On 2/22/06 at B:30 AM an individual who works
for the laboratory service was inlerviewed. She
stated that the laboeratory (lab) received the
spacimen on §/13/05 at 1:30 PM. She further
stated that the nursing facility is set up through
the lab to receive their lab results at the same

time every day.

On 2/22/26 at 8:45 AM the assistant director of
nurses (ADON) of the nursing facility was
interviewed. He stated that the lab results come
in at various timas throughout the day and it is the
nurse's responsibility 1o go and check to see if the
lab result have come in, because the nurse
knows which residents have gotien labs that day.

Adcording to the Nurse’'s Manua! of Laboratory
and Diagnostic Tast . Third edition. Bonita
Morrow Cavaraugh 1999, page 55, a normal
reference value for platelsts is 180,000-450,000
units per liter. Critical values for platelets are less

FORM CMS-2667(02-99) Pravious Varsions Obsolete Evert 1D: BINM14 Facility ID;  UTo017 Hf continuation sheet Page 4 of 28

03/08/2008 MON 16:53 [TX/RX N0 8534] R 008



03/08/2008 18:52 FAX 801 373 2880 Provo Trinity Mission CC Goo7

PRINTED: 02/23/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0351
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRLICTION (X2) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILDING COMFLETED

B WiNG 02/46/2006

STREET ADDREES, CITY, STATE, ZIP CODE
1083 WEST 1020 SOUTH

TRINITY MISSION HEALTH & REKAB OF PROVO, LP PROVO, UT 84501

SUMMARY STATEMENT OF DEFICIENCIES i[5) PROVIDER'S PLAN OF CORRECTION (X5)
{EACH CORRECYIVE ACTION SHOULD BE CDMDF:._I?ON

4) 1D
%E’m (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFLX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1E'3 ng)E APPROPRIATE
OEFICI

455082

NAME OF PROVIDER OR SUPPLIER

F 187 | Continued From page 4 F 157

than 20,000 units per liter or greater than
1,000,000 units per (iter.

No entries could be found in the medical record
indicating that the physician was notified of the
critical lab values on either 8/13/08 or 9/14/086.

Review of the nurses notes in resident 15's
medical record revealed the following entry on
9/15/08. ..."Pt. very pale, labs abnormal will be
faxed to MD,, addressed to night hurse to call MD
in AM No answer for answering service.”

On 8/16/05 at 3;00 PM the following entry was
found in residant 15 's medical record in the
nurses' notes: "Nurse called in critical lab values
to doctor and faxed lab sheets to doctor when
platelets {af] 11, pt. bruises easily. Was assured
there would be a notification to the doctor”

No documentation could be found in resident 15's
medical record that fecility staff tried to notify the
MD or follow -up with MD for the critical lab
platelet value on 9/17/05, 9/18/05, or 8/18/05.

On 9/20/05 the following entry was documented in
resicdent 15's medical record in the nurses’ notes:
.."Pale, o/o pain tykenol given. Foliowed up {with]
lab abnormal results from 9/16/05 called
attending MD's office to inquire regarding orders
for critical lab resulis Platelets = 11, ... attending
MD's nurse not aware of results or if attending
MD had seen results. RN (Registered Nurse)
requested fo speak [with] MD unavailable {with]

pt. Assured that MD would raceive message."
1400 (2:00 PM) "MD calied [and] informed
regarding lack of communication of his staffs
office. Crder CBC stat (immeadiately) [with]
differential. Blood drawn [and] sent to lab at 1440
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Facility staff documented in the nurses notes an
8/20/05 that the lab results were received at the
facility at 5:00 PM and the staff nurse had called
the attending MD's office and was awaiting a cail
back. When the facility did not receive a call from
the attending MD's office by 6:00 PM, the DON
{Director of Nurses) of the facility called the
attending physician's on call service and
requested that the faclilty be called. At 7:35 PM
on 9/20/05 2n MD with the on-call service
retumed the call and gave an order for the facility
to notify the attending physiclan in the morning of
the critical lab values.

Review of resident 15's medicel record revealed
a physician's order dated 8/20/05 with the
instructions to, "No new orders. Call attending MD

in AM [with] fab results.”

No documentation could be found in the medical
record to show that facility staff notified resident
18's attending physician on the morning of
8/21/05 or at anytime on 9/21/05.

On 9/22/05 5t 11:20 AM the following entry was
documented in the nurses’ notes in resident 15'
medical record: “Called attending MD's office,
spoke [with] recaptionist regarding critical
abnormal lab results faxed to office on 9/20/05.
Stated pt. needs to see [different] MD on

0/23/05..."
F 241 483.15(a) DIGNITY F 241
§5=D
The facility must promote care for residents ina
manner and in an environment that maintains or
enhances each resident's dignity and respact in
Event iD: €INM11 Eacility 10;  UTDO17 if continuation shest Page 6 of 28
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full recognition of his or her individuality. How wiill the corrective action be
accomplished for affected residents?

This REQUIREMENT Is not met as evidenced
by:

Based on observation and interview, it was

| determined that for 1 of 15 sampled residents, the
facility did not promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of hig or her individuality.
Specifically, facility staff were observed to feed
and interact with resident 10 in a manner which
didf not maintain or promote resident 10's dignity.

Findings include:

Raesident 10 was admitted to the facility on
9/30/02 with diagnosis which included, carebral
palsy, benign prostatic hypartrophy,
gastroesophageal reflux disease and urinary
retention.

On 2/14/06 at 8:28 AM resident 10 was observed
trving to speak with a certified nursing assistant
(CNA), Although the dialogue from resident 10
was not heard the rasponse from the CNA was,

"You're such a silly boy."

On 2/15/06 at 7.40 AM resident 10 was observed
to sneeze and dispe! copious amounts of mucous
from his nose and mouth. A facility hcensed
practical nurse {LPN) was observed at an
adjacent table distributing medications. LPN 1
was pbsarved to look over at resident 10 during
the sneezing episode but did not offer assistance,
At 7.42 AM resident 10 was observed to attempt
to clean his face of mucous with his napkin. LPN
1 was observed to stili be in the area and icok

CN.A. #land 2 and L.P.N, #1 were ingerviced
when administration was made aware of concemn.

On 2/20/2006 staff meeting was held and
enployees were inserviced regarding diguity.

Om 3/06/2006 meeting will be held where Socisl
Services wi)l inservice regarding dignivy.

The facility will perform ongoing inservices as
needed.

How will the facility identify other residents
having potential to be affected?

Resident’s residing in the facility has the
potential to be affected.

What measures will be taken or changes made
1o ensure deficient practice will not recur?

Meal Monitors will audit dining room on a on 2
routine basis to ensure the dignity of residents
occurs in the dining room dining room Quality
Audits will be performed at various times
throughout the day.
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What plans were implemented to ensure

over at resident 10. LPN 1 did not offer
corrective action is achieved and sustained?

assistance but did proceed to walk back to her
medication cart.
Meal monitoring reports will be during stand-up

On 2/15/06 the mormning meal was observed. meeting on a ragular basis,
Resident 10 was observed being fed by a certified
nursing assistant (CNA). During the meal,
resident 10 was cbserved to have food spilling
out of his mouth and down his chin. Resident 10
was obsserved to hand his napkin to CNA 1 during Quality of life will report the findings to the QA
the time frame when food was spiliing out of his commitiee,

mouth, CNA 1 did not wipe resident 10's face but

was observed to take the napkin and brush the How often will the monitoring be done?
crumbs from residant 10's clothing. CNA 1 was

How will the facility monitor its performance
to ensure solutions are sustained?

observed to feed resident 10 his entire morning Meal monitoring will pccur five times a week X
meal without wiping resident 10's face. When four weeks, also Quality Audite wil be
tresidsnt 10 indicated to CNA 1 that he was performed randomly through out the week and
finished eating, CNA 1 was observed to not clean the findings will be forwarded to the QA

or wipe resident 10's face. Resident 10 was committee for further evaluation.

observed to sit with food on his face from 815

AM to 8:30 AM. At 8:30 AM resident 10 was Who will be responsible?

observed to try and wipa the remaining foed from

his face with his napkin. Food was observed 1o NHA SSW

remain on resident 10's face after his attempt 1o
clean his face for an additional 10 minutes, at
which time this nurse surveyor left the dining
area,

04/03/2006

On 2/16/06 at 8:00 AM the morning meal was
observed. CNA 2 was observed feeding resident
10. At 8:02 AM CNA 2 was observed to try and
put a bite of sausage patly into resigent 10's
mouth . The bite was so large CNA 2 had to
shove the sausage into resident 10's mouth. At
8:06 AM CNA 2 was observed to give resident 10
a large bite of biscuit. Resident 10 was unable to
open his mouth wide enough to accomodate the
food resulfing in CNA 2 putting the food back on
the plate and cutting Intc @ smaller size. At 8:12

Evamnt tD: 8INM11 Faclity iD:  UTOOY7
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AM CNA 2 was observed to give resldent 10
another bite of biscuit. Resident 10 was unable to
open his mouth wide enough to accomodate the
bite of food. When resident 10 was sttempting to
get the biscuit in his mouth the biscuit fell off of
the fork onto the plate.

On 2/16/06 at 3:30 PM the oecupational therapist
was interviewead during the exit conferance, He
stated that the facility did have a problem with the
CNA's giving resident 10 too large of bites during
meal times. He further stated that resident 10
likes large bites of food and soma of the textures
of his foods had been changed due to this but
that staff did give resident 10 bites of food that

were too large.

483.20(g) - (J) RESIDENT ASSESSMENT

The assessmant must accurately reflect the
resident's status.

A registerad nurse must conduct or coordinate
sach assessment with the appropriate
participation of heatth professionals.

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

Eech individuat who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individua! who
wiltfiully and knowingly certifies a material and
false statement in a resident assessment is
subject to & civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual

F 241

F 278

Hew will the corvective action be
accomplished for affected residents?

One on one inservice has been 10 MDS marses.

Resident # 3 MDS for 12/28/05 signed by RN

who reviewed and assessed for accuracy of the

MDS for completion.

Resident #1 MDS is correct and acourately
portray the resident’s wound.

A significant change bas completed on Resident

#7TMDS.

How will the facility identify other residents

having potential to be affected?

Resident's residing in the facility has the
potential to be affected.
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to certify a material and false statement in a What measures will be taken or changes made
resident assessment is subject ta a civil money to ensure deficient practice will not recur?

penalty of not more than $5,000 for each
assessment. '

Clinical disagreement does not constitute a
material and false statament.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined that the facility did not ensure that the
MDS (minimum data set) accurately refiacted
each residents' condition for 3 of 15 residents.
Specifically,the fectitty did not document that a
nurse reviewead and completed a MDS for
rasident 3, resident 1's MDS had a stasis ulcer
documented as a pressure ulcer, and resident 7's
MDS did not reflect her history of falls.

Findings include:

1. Residant 3 was admitted to the facility on
12/24/05, then readmitted on 2/6/08 after a
hospital stay to repair fractures sustained from a
fall. The following diagnoses were obtainad from
her medical record: GERD (gastroesophageal
reflux disease), constipation, Left hip fracture with
@ total hip replacement, headaches, confusion,
and memery loss.

On 12/28/05, an admission MDS assessment
was performed for resident 3. The MDS was
compieted by staff, however, there was no
documentation of a RN (registered nurse)
having reviewed the MDS or having certified the
accuracy of the MDS. Without the R2a signature
{signature of RN Assessment Coordinator), the

Medical Records Clerk will pull forward new
admissions and readmissions’ MDS’s.

Current charts will be audited to ensure that all
MDS’s are pulled forward,

Medicat Records Clerk will verify that all
MDS's and other information for new
admissions will be pulled forward regularly, A
weekly report of audits of new admissions will
be given to the Administrator and will epsure
that information is accurate and follow up as
necessary,

What plans were implemented to ensure
eorrective action is achieved and sustained?

Qulity Audits for the completion of the MDS
will be performed by the MDS Coordinator to
epsure corrective action is sustained,

How often will the monitoring be done?

Weekly X 4 weeks and findings will be reported
to the QA committee for evaluation of continued

monitoring,

Who wiil be responsible?

MDS Coordinator and Medical Records Clerk

|
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MDS remains Incomplete.

2. Resident 1 was admitted to the facility on
8/10/04 with diagnoses inciuding: edema,
Hypothyroidism, Dementia and failure to thrive.

On 1/5/06 a quarterly review MDS was completed
for resident 1. The MDS documented that
resident 1 had one stage 3 prassure ulcer at that
time.

A review of resident 1's ¢linical record revealed
documentation by nurses, physicians, and
members of the wound care team that the ulcer
focated on resident 1's right foot was a stasis
ulcar.

On 2/13/06 at 10:46 AM an interview was
conducted with the nurse in charge of wound
care. The nurse explained that resident 1's
wound was a stasis Licer, not a pressure uicer,
3. Rasident 7 had a fall on 9/7/05, The next
MDS completed by staff was dated 12/5/05. This
MDS refiected that resident 7 had had no falls in
the last 31 - 180 days. This would not be
aceurate.

483.25 QUALITY OF CARE

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment

and plan of care.

This REQUIREMENT is nat met as evidenced
by:

F 278

F 308

How will the corrective action be
accomplished for affected residents?

Resident #15 no longer resides in the faciliry.
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Based on review of one closed record and How will the facility identify other residents
interview it was determined that the faciiity did not having potential to be affected?
provide the nacessary care and services to attain
or maintain the highest practicable physical, Resident’s residing in the facility bas the
mental, and psychosocial weilbeing. Specifically, potentiai to be affected.
rasident 15 had complaints of not feefing well,
shortness of breath, low oxygen saturation levels, What measures will be taken or changes made
a jeundiced appearance and other complaints to ensure deficlent practice will not recur?
that wers not conveyad to the physician from
9/4/05 until §/8/05, when resident 16 went to see Nursing staff was re-inservice on 02/20/06 &
the nurse practioner of the attending physician 03/06/06 on change in status and Quality of
which prompted an admission to the hospital. Care.
Findings include: Facility will implement the use of Resident Cere
. . . Managers (RCM) to be located at each nursing
Resident 15 was readmitted fo the facility on unit who will review the change in status report
B/19/05 with diagnosis which included, _ and items of concern with the charge nurse for
!Tyelodys&:am%‘pancytggie_n;?éthypertﬁqsu)n, 0 follow through of new or needed orders and labs
ypoparathyroidism, and diabetes meflitus type I, with the physician. _
vc:n 2:; 3/06 r:sident 15's closed medical record What plans were implemented to ensure
as reviewed, corrective action is achieved and sustained?
Resident 15 was admitted to the facllity on . .
8/1B/05. it was documented on the admission ﬁfﬂw;iﬁzm? unds;“t!‘thﬂm °§”3tf m:r:;
physician orders that resident 15 was to have © status 1 0ns an :1:: residenl’s wi
routine laboratory biood draws for a compiete :dd°hang° Lol foliowed the t assessroents are
blood count (CBC) done every twa weeks and a cha: sse o f?we_ ough with reporting
basic metabolic pane! (BMP) done in two weeks, ge in starus of residents to the Physicians.
These orders reveal that resident 15 should have B \ . .
had the CBC and BMP done on 9/2/05. tno::s:d: :tfu{taiculty mt;n;tti:li' lt;l:erformanee
r QIS 2re Su. neay
Review of the medical record revealed that on s , . .
B/23/05 resident 15 complained of having a lack RCM’s will receive 4 report of resideats with &
of energy and feeling as If he needed a blood chapge in status from the charge nurse at the end
transfusion. Facility staff obtained 2 CBC to of the day shift for any needed follow through of
evaluate resident 15's need for a blood resident’s with & change in status.
transfusion. The laboratory results were received
by the facility and sent with resident 15 to his
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physician appointment on 8/24/05.

No deecumentation could be found in the medical
record to show that the CBC and BMP were done

on 972/035.

The foliowing entries were documented in the
"Nurses Notes" on the “Dally Patient
Assessment”,

a 9/4/05 ...."pl, (patient) c/o (complains of)
shortness of breath d/t (due to) high activity had
res. (resident) go back to reom and use O2
(oxygen) - this did help res. ... Sats {cxygen
saturation) [up] to 80% on 2L (liters) O2."

b. 9/5/06 "Pt, looked pale and slightly yeliow.
Pt. complains of general malaise and was lying in
bed. O2 sats at 88%, put nasal cannula on.
pulses weak in all extremities."

c. 9/6/05 ..."fatigues after minimal activity, &kin
and sclera appear jaundiced. SOB (short of
breath). G2 NC (nasal cannuia) on 2L ....desals
whan takes Q2 off..."

d. 5/7/05 (1140) 11:40 AM __"c/o [complains of}]
not feeling well....now he has general
malaise..._has been jaundiced iast 2 days but is
“pale” today...." (17} 5:00 PM ."pts. (patients)
brother called about 1400 (2:00 PM) to inguire
about pts. condition {and] that he was concerned.
He'd been into facility yestardsy evening to visit
fand] pt was SOB. He requested more checks to
make sure his 02 is on....He (resident 15) ¢/o
being cold so blanket placed over him... TX
(treatment) nurse reported OZ sats 83% -
humidifier was [changed] at that time...." 19-07

(7:00 PM to 7:00 AM) ...." O2 applied was 80 %

F 308

How often will the monitoring be done?

Upon admission and with any change in status
through out the week and referred to PAR

{Persons at Risk) the findings will be reported 10
the Quality Assurance Copumittee for evaluation
and continued monitoring.

Who will be responsible?

RCM, DON and or designee.
04/03/2006
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RA (room air) - late sat 0200 (2:00 AM) -
[checked] on res. his O2 was off. sat [checked]
was 97 % left O2 off." 0430 (4:30 AM) "Sat
fchecked' - 85% applied O2 per CN - 2.5 litars."

e. 9/8/05 (1050) 10:50 AM "pt ¢/o [not] fesling
well [and) needed help {with] transfers.
Jaundiced color very apparent today. Abd
(abdomen) is asymmetrical >R (left greater than
right)... 02 85% on 2L per N/C. 02 [up] [and]
sats [up] to 82%. pt. SOB an exertion. SKin is
waxy/vellow [and] pt is cfo being cold...Dr. office
contacted regarding pt condition this AM [and]
told of pt's. condition [and] that he neaded {o be
seen. NP (nurse practioner) will &g him today
A 130 PM..."

1t should be noted that resident 15 was not
admitted with a physician's order to wear oxygen.

According to Fundamentails of Nursing Concepts,
Process, and Practice (Seventh Edition, Copyright
2004 by Pearson Education, inc., Upper Saddie
River, New Jersey 07458, Page 517) normal
oxypen saturation levels range from 95% to
100%. Further, Brunner & Suddarth's Textbook
of Medicai-Surgical Nursing (10th Edition edited
by Suzanne C. Smeltzer and Brenda Bare,
Copyright 2004, Lippincott Williams & Wilkins,
Page 484) states, "Values less than 85% indicate
that the tisspes are not receiving enough oxygen,
and the patient naeds further evaluation.”

Resident 15 was admitied to the hospital on
8/8/05 atter sesing the physiclan. During his two
day hospital admission resident 15 received 5
unlts of packed red biood cells for & low
hematocerit finding of 17.5%.

F 308
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According to the Nurse's Manual of Laboratory
and Diagnostic Test . Third edition. Bonita
Momow Cavanaugh 1999, page 24, a normal
hematocrit reference value for an adult male is
40-54%.
Resident 15 was readmitted back to the facility on
8/10/06.
Medical record review reveaied the following
entries in the nurses' notes of resident 15's
medical record after his readmission:
a, BM10/05 "Patient readmitted from
hospital.,...Pt. appears pale but reporis feeling
"much better".”
b. 8/13/05 (1345) 1:45 PM _.."pt. says he fesls
much better [after] receiving blood transfusion
last week [al] the hospital.”....
F 332 | 4B3.25(m)(1) MEDICATION ERRORS F 332
§5=D
The facility must ensure that it is free of How will the corrective action be
medication error rates of five percent or greater, Accomplished for affected residents?
Involved nurses were inserviced upon knowin 2
about the medication.
This REQUIREMENT is not met as evidenced
by: Inservice nurses on 2/20/06 concerning med
Based on observation and interview, it was pass.
detarmined that the facility did not ensure that it
was free of medication error rates five percent or How will the facility identify other residents
greater. The medication error rate for three having potential {0 be affected?
medication passes with observation of three
nurses and 54 opportunities for error equaled Resident’s residing in the facility has the
5.5%. potential 10 be affected.
Facility 1D:  UTOO7 If continuation sheet Page 15 of 28
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Findings included:

On 2/14/06, a facility nurse was observed t0
administer 8:00 AM medications to resident 16.
The nurse administered the following
medications:

Bumex
Difiucan
Metoformin
Digoxin
Singular
Protonix
Allegra

L opressor
Amiodarone
Lisinopril
muitivitamin
vitamin C
zing
Nystatin

During reconcitiation of the medication pass for
resident 16 on 2/14/06 at approximately 3:30 PM,
it was discovered that two medications ordered to
be received at 8:00 AM had not been
administered and had not baen signed off as
having been administered. Those medications
were Levothyroxine and potassium chioride.

During interview with this same nurse the next
day (2/15/06), the nurse confirmed the medication
errors and stated that it would "not happen again.”

During another required medication pass, a
facility nurse was observed to administer 8:00 AM
medications to resident 13. One of those
medications was a Flovent inhaler. The nurse
was observed 10 shake the inhaler, administer

to ensure deficient practice will not recur?

A meeting is scheduled for 03/06/06. The
Pharmacy Consultant is scheduled for an
inservice on Medicaton administration and will
assist with medication administration audits and
education.

When inhalers are ordered for a resident, the
nursing staff will be instructed to give one puff
of the inhaler administer the PO medications and
then deliver the second puff of the inhaler to
allow the appropriated time recommended
between each puff. New LN wil} be inserviced
and a retermn demonstration will be dope.

What plans were implemented to ensure
corrective action {5 achieved and sugstained?

RCM/Pharmacy Consultant will manitor med
pass two limes a week for four wieks 10 be
reevaluated. Issues thar arise will be
immediatcly addressed by RCMs and a one on
one inservice will be given.

How will the facility monitor its performance
to ensure solutions are sustained?

Findings of audits will be forwarded to the
Quality Assurance Commities for evaluation.

How often wit! the monitoring be done?
Two times a week for four weeks and to be

evaluated by the Quality Assurance Commirttee
for continued monitoring.
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The facility must store, prepare, distribute, and
sarve food under sanitary conditions.

This REQUIREMENT is not met 2s evidenced
by:
Based on interview and observation of the kitchen

it was determined that the facility did not store,
prepare, distribute and serve food under saniiary

conditions.
Findings include:

Tha following observations were made on 2/13/06
from 6:00 AM until 5:45 AM.

1. In the freszer;

a. An opsnad unidentified meat, which was not
labeled or dated,

b. One package of beef patties which weré not
dated,

2. in the refrigerator or cold storage:
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F 332 | Continuad From page 18 F 332 ) ”
one puff to the resident, wait & seconds and then Who will be responsible’
administer a second puff. DON and SDC or designee.
The manufacturer's instruction sheet 04/03/2006
recommends that you "wait about 30 seconds”
and then administer ancther puff. The facility
nurse did not wait the recommended time
between the administration of each puff.
F 371 483.35(h)(2) SANITARY CONDITIONS - FOOD F 371 | ow will the corrective action be
§s=E | PREP & SERVICE accomplished for affected residents?

No residents were directly affected by the
deficient practice.

All dietary staff have been inserviced concerning
proper dating of products and the proper storage
of food.

How will the facility identify other residents
having potential to be affected?

Resident’s residing in the facility bas the
potential to be affected.

What measures will be taken or changes made
to ensure deficient practice will not recur?

Revision of dietary aide checklist which will be
completed daily for four weeks and then
reevaluated.

What plans were implemented to ensure
corrective action is achieved and sustained?

Dietary Manager will audit checklists and ensure
that items are properly dated, food items stored
properly, and that food be prepared properly.
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a. Beef Hamburger package thawed sitting in red
fivid dated 2/0/06.

b. An unidentified meat product on the bottom of
the refrigerator which was not dated.

€. An opened package of oven roasted turkey
breast, which was not dated.

d. An opened package of ham, which was not
dated.

e. A package of sausage pork patties thawing on
top of opened packages of oven roasted tu rkey
breast lunch meat and ham lunch meat.

f. A gallon of 2 % milk with the best used by date
as 2/11/06.

g. One opened package of white cheese, which
was not dated.

h. Ground pork in a sealed plastic contziner,
deted 2/7/06.

l. 30 vanilla Sysco mighty shakes, with no thaw
date,

j. Four containers of vanilla yogurt with the best
used by date as 2/1/06.

k. Four apples and four oranges sitting in
approxiamately one inch of water,

. An opened, ampty 4 ounce juice container
sitting next to unopened juice containers.

m. An opened package of cheese dated 2/5/06.

X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX ({EACH CORRECTIVE ACTION SHOULD BE COMFLETION
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DEFICIENQY)
F 371

Consultants will perform additional randorn and
on going audits,

How will the facility monitor its performance
to ensure solutions are sustained?

Results from the monitoring will be presented by
the Environmental committee and reviewed by
the QA Committee.

How often will the monltoring be done?

Task list will be completed daily for four wesks
and then resvaluated

Audits will be performed weekly for four weeks
and then reevaluated .

Who will be responsible?

Dietary Manager or designee,

04/03/2006
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3. Dry Storage:

a. A container of Lowry's seasoned salt with the
lid unsecured and lying in the seasoning.

| b. An opened bottie of honey butter not in the
rafrigerator, the bottle of honey butter is labeled,
“"Keep Refrigerated.”

c. An opened unsecure bag of Hershay's cocoa
with the contents spilling out of the bag.

d. The floor of the dry siorage area contained
cookie sprinkles, @ pop can and plastic bags.

4. On 2/13/08 at 7:34 AM the facility's admission
eoordinator was observed to serve milk to four

residents from a galion of 2 % milk. Obsarvation
revealed the best use by date on the 2 % mik to

be 2/11/08,

On 2/13/06 at 7.45 AM the admissions
coordinator was interviewed. She stated that
prior to serving beverages to the residents she
washes her hands and she checks the dates on
the containers. She further statad that the
kitchen normally puts dates on the pitchers of

juice.

6. On2/13/06 at 12:15 PM during tray line the
refrigerator was observed to be ieft open and the
refrigerator temperature was measuring 53
degrees Farhenhait,

On 2/14/06 at 1:20 PM an additional observation
was macde of the refrigarator and kitchen area.

F 371
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The refrigerator was observed to be oper and the
refrigerator temperature was measuring 44
degrees Fahrenhait

The refrigerator contained:

a. 3 containers of vanliia yogurt with the best use
by date as 2/1/065.

b. 10 vanilla Sysco mighty shakas with no thaw
date on the box or individual shakes.

¢. 23 strawberry Sysco mighty shakes with the
date on the box being 1/30.

6. On 2/14/06 at 1:25 PM 3 of 12 spice
containers above the stove were observed o
have unsecured lids and 4 of 17 spice containers
above the food preparation area were observed
to have unsecured lids. In addition on 2/14/06 at
1:33 PM a dirty glass was observed to be stacked
with the ciean glasses. The glass contalned a red
subsiance not unlike juice on the side-of the

glass.

F 496 | 483.75(e)(5)<7) REQUIRED TRAINING OF F 496
SS=E | NURSING AIDES

Bafore allowing an individual to serve as a nurse .
aide, a faciiity must receive registry verification E::::;g ;‘:': do;::: :cf;iem“;:: dl:a:ts"
that the individual has met competency evaluation :
requirements unless the individual is a full-time . .
employee in a training ahd competency ;Q:irr.::ﬁcnm ﬁ:re directly affected by the
evaluation program approved by the State; or the cheient practice.

individual can prove that he or she has recently
successfully completed a training and
competency evaluation program or competency
evaluation program approved by the State and

has not yet been included in the registry.
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Facilities must follow up to ensure that such an How will the facility identify other residents
Individual actually becomes registered. baving potential to be affected?
Before aliowing an individual to serve as a nurse Resident's residing in the facility has the
alde, a facility must seek information from every potential to be affected.
State registry established under sections 1818(e)
(2)(A) or 1919(e)(2)(A) of the Act the facliity What measures will be taken or changes made
believes will include information on the individual. to ensure deficient practice will not recur?
If, since &n individual's most recent completion of Current employees have been audited to ensure
a training and competgncy evaluation program, registry checks have been completed on each.
there has been a continuous period of 24
consecutive months during none of which the Human Resources Dirsctor will ensure that new
individual provided nursing or nursing-related hired ermployees have registry checks prior to
services for monetary compansation, the working the floor.
individual must complete a new training and '
competency evaluation program or a new What plans were implemented to ensure
competency evaluation program. corrective action iy achieved and sustained?
This REQUIREMENT is not met #s evidenced i‘;‘fﬁﬁiﬁ;ﬁ;’:ﬂ;} o‘;ﬁm": meekdy
by: week to ensure that registry checks have been
Based on interview with the facllity administrator, completed.
and review of facllity personnel files, it was
determined that the facility did not seek How will the facility monitor its performance
information from the nurse aide registry prior to to ensure solutions are snstained?
allowing 3 of 5 CNA's (Certified Nursing
gsz.";.?ytﬁnts&’h"ted ';:005 to pe:;form ?at:zs on Results from the audits will be presented and
cility resldents. Tha nurse aide ragis ewed in the facility OA meeting.
provides information on current aide certification reiEwec ility QA meeting
and whether or not an aide has a history of How often will the monitoring be done?
abuse. '
Findings include: Weekly for four weeks and then reevaluated.
i ?
Employee A was hired 7/25/05, and was Who will be responsible?
permitted o work in the facility as @ CNA with . .
direct patient contact. Employee A's personne! Human Resources Director or designee.
file contained a nurse aid registry check dated 04/03/2006
ORM GMS.2557(02-8€) Previous Versions Obsoiste Evant ID; §INM11 Faciihy 1D:  UTOO1T N continualion shest Page 21 of 28

03/06/2006 MON 16:53 [TX/RX NO 8534) [go23




03/06-2008 16:55 FAX 801 373 2660

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Provo Trinlty Mission CC

do24

PRINTED: 02/23/2006
FORM APPROVED
OMB NO. 0938-0381

TERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING
465082 B WING 02/16/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GQDE
1083 WEST 1020 SOUTH
{ P
TRINITY MISSION HEALTH & REHAR OF PROVO, L PROVO, UT 84601
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TQ THE APPROPRIATE DatTE
DEFICIENCY)
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10/24/06,nearly three months after she began
working at the facility.
Employee B was hirad 12/2/05, and was
permitted to work in the facility as a CNA with
direct patient contact, Employee B's personne!
file contained @ nurse aid registry check dated
12/28/05, nearly a month after she began working
at the facility.
Employee C was hired on 7/6/05, and was
permittad to work in the facility as a CNA with
direct patient contact. Empjoyee C's personne!
file contained a nurse aid registry check dated
8/2/05, nearly a month after she began working at
the faciiity.
During an interview with the facility administrator
on 2/15/08 2:50 PM, he stated that he could not
explain the delay in contacting tha nurse aide
registry,

F 502 | 483.75(j)(1) LABORATORY SERVICES F 502

88=G ® ) RV How will the corrective action be .
The facility must provide or obtain laboratory accomplished for affected residents?
services fo meet the needs of its residents. The Resident #9s labs and orders are being abtuined
facliity is responsible for the quality and timeliness as directed.
of the services.

Resident #5's labs and orders are being obtained
. , as directed.
This REQUIREMENT is not met as avidenced
by: Resident #15 no longer resides at the facility.
Based on interview and review of medical
records, it was determined that for 4 of 15 sample How will the facility identify other residents
residents, the facility did not provide or obtain having potential to be affected?
laboratory services to meet their needs. Resident
identifiers: 9, 1, 5 and 15. Resident's residing in the facility hay the
potential to be affected,
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) . What measures will be taken or changes made
Findings include: to ensure deficient
1. Resident 8 was a 50 year old female who was practice will not recur?
[} facili 112/08. ident . \
ﬁ;‘;“g'f’cﬂ;; the faciliy on 6/12/05. Residen: 9 General inservice of staff was held on 2/20/06 &
03/06/06 pertaining to proper follow-through on
On 10/6/06, facility nurses recieved a physician's labs.
order to obtain a "UA (urinalysis) with C & S ) . .
(culture and sensitivity) # indicated. Dx RCM will have separate direct fax lines where
(diagnosis) - burning, fraquency”. 8ll labs for their unit will be sent and reviewsd,
On 10/7/06, the iab faxed the results of the UA 1o What plans were implemented to ensure
the faclity. The UA included the following corrective action is achieved and sustained?
abnormal results:
RCM/charge murse will check fax mackine
WRBC, urine - 10 (normal js 0-5) throughout the day to ensure follow-though on
Bacteria - 4+ (hormal is negative) alt ordered Jabs.
Leukocyte esterase, urine - moderate (normal is . -
negative) How will the facility monitor its performance
to ensure solutions are sustained?
At the bottom of this laboratory result, 2 facility
nurse documented "no culture was ordered - new Log has beeu created to track ordered labs to
UA sample to be obtained." ensure the obtaining, receiving, reporting of labs,
and the notification and response from physician.
The requisition form sent to the iaboratory by the L
facility was reviewed on 2/22/06. Facility staff had Findings of audits will be reported to the Quality
requested a UA with microscopic analysis if Assurance Committee for evaluation.
indicated, but had not requested that the lab
perform a culture and sensitivity if indicated, How often will the monitoring be done?
RCM will conduct Bi-weekly ongeoing audits,

A staff member from the laboratory was
interviewed on 2/22/D6 at 8:35 AM. She stated
that if the faciiity had wanted a culture and
sensiivity, they wouid have needed to check the
"urine cuiture” box or written the request to the

Whe will be responsible?

RCM and DON aze responsible for overall

right side of the form, compliance.

A nurse's note on October 6,7 and 8, 20086, facility

nurses documentad under the "behavior® section 04/03/2006
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F 602 | Continued From page 23

of the nurse's notes that resident 5 was
cooperative. On October 8 and 10, 2006, facility
nurse's documented under the "behavior'section
of the nurse's notes that resident 2 was
"withdrawn and crying". A narrative nurse's note
for 10/9/06 read "Pt. (petient) had been very
withdrawn and crying today. She c/o (complains)
that her 'catheter bums'."

The order fo obtain the “repeat UA for C&S, dx;
burning & frequency” was not obtalned until
10/8/086.

Staff did not collect and send the urine sample for
the repeat UA to the laboratory until 10/11/06.

Client & was not started on any anfobiotics
(Levaquin} until 10/11/06.

tn addition to the above, the facility also received
orders on 1/2/06 {o perform & PT/INR (protime
and international normalized ratio) every waek
while resident @ was on coumadin (blood thinner)

therapy.

There was no documentation to evidence that the
facility had parformed the FT/INR as ordered for
the following dates: 1/10/06, 1/31/06 or 2/10/06.

Also, there was a physician's order to obtain a
baselina lithium level, TSH (thyroid stimulating
hormone), and a complete blood count (CBC) on
10/7/06. There was no documentation to
evidence that the facility had performed these
labs a5 ordered.

The administrator was informed of all missing
iaboratory results. He was asked if he could
locate results for any of these ordered labs to

F 502
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F 502 | Continued From page 24

indicate that they had been performed. The
administrator was unable to locate any of these
missing [ab resuits for resident 9.

2. Resident 5§ was admitted {o the facility on
12/19/03 with diagnoses including: Diabetes,
dysphagia, Gastritis, hypertension, tfremors,
depressive disorder, Schizophrenia, and Mental
Retardation,

On 2/13/05, resident 5's medical record was
reviewed.

The Physicians recartification orders for the
month of January 2006 contain the following
orders:

a, Albumin g (every) 3 months - due on
11/1/05.

b. CMP (comprehensive metabolic panel) g 6
months - started on 10/7/05, due in 2/06.

c. BMP g month - started 5/27/04, due on
10/27/05,

d. Hgb A1C in 6 months - started on 6/3/05,

stop date of 12/8/05,

The laboratory results ocated in rasident &'s
medical record document the following labs, and
the frequency in which each lab was drawn. -

a. An Albumin level was drewn on 10/27/05.
The order is for 4 3 months; however, there is no
documentation of a level being drawn in January.

b. A CMP was drawn on B/4/05, and B/25/05.
The order is for q 6 months, to be due in
February.

c. A BMP was drawn on the following dates:
2M 005, 2/15/05, 4/12/06, §/12/05, 6/02/05,
6/14/05, 7M12/08, 7/18/08, 8/20/05, 10/27/05, and
12/1/05. The order is for g month; however, there
was no documentation of @ BMP being drawn in
3/05, 8/05, 11/05, or 1/06.

F 502
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d. A Hgb A1C was drawn on 6/2/05, and
7/26/06. The order is for q 6 months, however,
there was no documentation of a level baing
drawn In 12/05.

On 2/14/06 at 11:03 AM, a list of the missing labs
was presented 10 the Administrator, as requested.

- | As of exit on 2/16/06, the facility was unable to

provide documentation that the labs were
performed. informetion was given to the nurse
surveyor which stated the following: 10/7/05 T.Q.
(telephone order) clarifiad labs with MD. MD likes
CMP's not BMP's wanted baseline and q 6
months. The clarification would explain some of
the missing labs; however, the physicians
recertification orders ware naver changed, and
the facility continued to draw BMP's routinely.

3. Resident 15 was readmittad to the facillty on
8/19/06 with diagnosis which included,
myelodysplasia, pancytopenia, hypertansion,
hypoparathyroidism, and diabetes meliitus type |i.

On 2/16/06 resident 15's clesed medical record
was reviewed.

Rasigent 15 was admitted to the facllity on
8/19/06. H was documented on the admission
physician orders that resident 15 was to have &
complete blood count (CBC) done every two
weeks and a basic metabolic panel (BMF) done
in two weeks. These orders reveal that resident
15 should have had the CBC and BMP done on

Bf2/08.

No documentation could be found in the medical
record to show that the CBC and BMP were done

F 502

EQRM CMS-2567(02-99) Previows Vemsions Dbaolete

gvant ID: INM11
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ORM CMS-2887 (02-95) Previcus Versions Obsoiate Event 10 BINM11

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES (7] PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 502 | Continued From page 26 F 502
on 9/2/06,
F 504 48375(])(2)(l) LABORATORY SERVICES F 504 How will the corrective action be
85=8 accomplished for affected residents?
The facility must provide or obtain laboratery P
services only when ordered by the attending A clarification order was obtained for labs from
physician. physician for Resident #11,
A clarification order was abtained for labs from
;:_is REQUIREMENT is not met as evidenced shysician for Resident #10,
Based on clinical record review and staff How will the facility identify other residents
interview, it was determined that the facility did having potential to be affected?
not obtain a physician's order before drawing labs
on 2 of 15 residents. Specifically, a urinalysis Resident’s residing in the facility has the
was performad on resident 10, and a CMP potential to be affected,
{Caomprehensive metabolic pane!) was performed
on resident 11. There was no documentation that What measures will be taken or changes made
either of these labs were ordared by a physician. to ensure deficient practice will not recur?
Findings include: Staff has been re-inservices on the policies and
procedures of abtaining lab.
1. Resident 11 was admitted to the facility on On 2-20-06 and 3_05,025. On going insexvices
12/26/05 with diagnoses which include; CHF will be performed as needed.
(Congested Heart Failure), Transient menta!
disarder, and Breast cancer. Reverse audit will be pecformed by RCMs
On 2/16/06, resident 11's medical record was (Resident Care Maagers).
reviewed. Resident 11's record documented a . . .
CMP drawn on 1/5/06. No documentation of a ‘C,:cp]‘ ;cieo;‘;:d;r: mlll b;f: z:::leti:'f: ffr%?
physicians order could be located by either the )
nurse surveyor, or the facilty. What plans were implemented to ensure
Resident 10 was admitted to the facility on corrective action is achieved and sustained?
9/30/02 with diagnoses which include; Cerebral The RCM will perform & reverse audit of
Patsy, GERD (Gastroesophageal Reflux ived labs and for labs to &
Disease), BPH (Benign Prostatic Hypertrophy), Mi f;::’:o rder’m b::’o"’d“. sfor 12bs by u:ii“g“
(Myocardial Infaretion), debility, and urinary the copies of the orders for any labs.
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X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY PULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 504 | Continued From page 27 F 504 ,
How will the facility monitor its performance

retention.

On 2/16/08, resident 10's medical record was
reviewed. Resident 10's record doctmented a
urinatysis performed on B/f22/05. No
documentation of a physicians order could be
located by either the nurse surveyor, or the

*| faciity.

to ensure solutions are sustained?

RCM ¢ will forward results from the audits and
will be presented and reviewed by the Quality
Assurapce commitiee.

How often will the monitoring be done?

Bi-Weekly and as orders are obtained for labs
and entered into the log for collection.

Who will be responsible?

RCM, DON or designee.

04/03/2006

Everd {0: 8INM11
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TRINITY MISSION HEALTH & REHAB OF PROVOL.P.

March 6, 2006

Ann E. Lee, Manager

1053 WEST 1020 SOUTH
PROVO, UT 84601
801-373-2630

Long Term Care Survey Section
Bureau of Medicare/Medicaid Program
Certification and Resident Assessment

PO Box 144103

Salt Lake City, Utah 84114-4103

Dear Ms. Lee,

Attached is our Plan of Correction for the deficiencies noted during our annual life safety

code survey, ending February 1

6, 2006.

At Trinity Mission Health and Rehab of Provo L.P. we work to abide by the federal and
the state regulations. We take great provide in providing care for the residents that reside

in our facility and take this role

very Serous.

We continue to assess and review the programs and systems at this facility, utilizing our
quality assurance programs. We are working on the areas that your team identified and
are alleging compliance on April 8, 2006.

If you have any questions regarding our plan of correction, please feel free to contaci me

at your convenience,

Respectfully,

A/ 4N

Jason H. Murray
Administrator

Preparation and/or execution of this plan of comrcction does not congtitute admission or agreement by the provider of
the truth of the facts alleged of conclusions set forth in the statement of deficiencies. The plan of correction is prepered
and/or executed solely because it is required by the provision of federal and state Juw.
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