To:8015356824 P.279

OCT-18-2005 13:17 From:

PRINTED: 09/19/2005
FORM APPROVED
OMB NO. 0938-0381

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
465084 B. WING 09/14/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
BASIN CARE AND REHABILITATION CENTER 187 WEST LAGOON STREET
ROOSEVELT, UT 84066
(%4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {8
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE PATE
DEFICIENCY)
F 223 | 483.13(b), 483.13(b)(1)(i) ABUSE F 223
S8=G -~
The resident has the right to be free from verbal, P d/ '
sexual, physical, and mental abuse, corporal & “>| Al residents are free from varbal, sexual,
punishment, and involuntary seclusion. c /C' physieal ood menml abuse, corporal |
= \5" punishment, and involuntary seclusion. The
The facility must not use verbal, mental, sexual, individual discovering the ingident will report
or physical abuse, corparal punishment, or all allcgations of abuse irpediately to the
involuntary seclusion. sidlled oorse on-duty. The skilled nurse will
= contact the Director of Nursing and/or
% Administrator immediately, The skitled nurse
will give the compléted documentation of the
incidcat in & timely manper (at the end of the
shift),
This REQUIREMENT is not met as evidenced < The cmployee that has been accused of I
by : allcgations of abusc will be suspended and
Based on interview and medical record review, it removed from the facility immedistely until
was determined that the facility did not ensure ? an investigation of charges has been
that a resident was free from verbal, sexual, compicted. Th?dnmfﬂff gw“zm%l:]ﬁ
physical and mental abuse, carporal punishment ///' ’B’:"m d;n",( midf:;tt tgrmzmc Services
and involuntary seclusion. Specifically, a facility ) Ombudsman, Physician #nd fenily member
certified nursing assistant verbally abused Y of the Tosident. The Director of Nursing will
resident 1 and continued to pl’OVide care to fac"ity then continue an'iuvestignﬁon to determine if’ ‘
resident after the incident was reported to a the incident was a result of abuse, who was ‘
facility nurse, ¢ involved, predisposing factors, cte. and filo a
I completed meport of the  investigation,
Findings include: 2 Retords of the investigation, all phone calls,
and 10 whom the phone f:alls are mgde Wilylr}ze
Resident 1 was a 90 year old female admitted to kept in the social services departineat The
the facility on 2/12/01 and then readmitted on r on-going investigation will be coropleted
i i T . within 5 working days end a compleied
9/153/03 with diagnoses which included Alzheimer, f; report filed of the findings
late effect CVA (cerebral vascular accident), 7 ' !
hypertension, hypathyroidism and degenerative {
joint disease.
The nursing facility telephoned the State Agency
on 8/25/05 to repoert a facility CNA (certified
nursing assistant) was rough while transferring
residént 1 from her bed to a wheeichair and that
CNA was verbally abusiva towards resident 1. ‘
TITLE {X8) DATE

LABORATCORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Any deficlancy statement ending with an asterisk {*) denotes a deficlency which the Institution may be excused fram correcting providing It is determined that
other safeguards provide sufficient pratection to the patients. {See instructions.) Except for nursing homes, the findings statad above are disclosable 90 days
following the date of survey whather or not a plan of eerrection is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
Srag;r;crrrl:owlgg 'thet ‘date theso documents aro made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

. panicipation. \
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Guideline $483.13 (b) and {(c) "Abuse" means the
willful infliction, unreasaonable confinement,
Ln;midatl_on, or pumshmen't with resulting physical All staff will be In-scrviced regarding
. pain or mental anguish. c i e abuser Certified
“Verbal abuse” is defined as any use of oral identifying and reporting abuse: .
i . A NA Tuesday, September 27, Skilled Nursing
written or gestured language that willtully inctudes
. . Thursday, Scptember 29, 2065, and the
disparaging and derogatory terms to residents or Gieneral Staff on Octobar 6, 2005, All new
their famiiies, or within their hearing distance, employees prior to working ‘will review the
regardless of their age, ability to comprehend or facility policy for abuse and reporting abuse,
disability. A eopy of the in-service and abuse policy -
will be signed and placed in their personnel
On 9/14/05 at 9:05 AM, resident 1 was observed Dles. All personnel files will be monitored
in the activity room. Resident 1 was not alert and by the Director of Nursing compliance.
oriented, \ .
. _ Reports of incidents of sbuse will be
; ' ; reviewed duri the scheduled Quality
On 9/14/05, resident 1's medical record was Assurance mmccénﬁg. The Dircctor of Nursirg
reviewed. Facility nurses documented in and the Administrator will monitor for | -
progress noted that resident 1 was not verbal, compliance. ; ///’/Ar 14
There was no documentation to provide evidence
that resident 1 was a combative resident. -
On 8/13/05 at 9:15 PM, CNA 1 was interviewed Each month Social Services will check new |
cver the phone. The CNA 1 statgd-"that on hire files to assure that new hire orientation ‘
8/22/05, herself and CNA 2 were walking down on abuse was completed for all new hires !
the W;St hall at about 4:30 PM and they heard Results will be repor[cd to our month_ly ) |
raised voices ¢oming from resident 1's room. uality A i
CNA 1 further stated that herself and CNA 2 went gmia:yse:v?:(:m ¢ (QA) committoc team by .‘
into resident 1's room and CNA 3 was in the
room bent over trying to dress resident 1, CNA 1
stated that they asked CNA 3 if she needed any
help and CNA 3 refused. She further stated that
CNA 3 was "grouchy and heavy handed” with
resident 1. CNA 1 stated that "heavy handed"
meant that CNA 3 was "pulling and dragging”
resident 1. CNA 1 stated that resident 1 was
agitated and striking at CNA 3. CNA 1 stated that
CNA 2 replied to CNA 3 that resident 1 does not e !
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usually act like that and CNA 3 stated that s i ot ity eiattas |
resident 1 was "a fu.....[expletive deleted) brat" to what is abuse and how it should be
CNA 1 stated that she and CNA 2 left the room orted. This audit wilt be 5 per week until
and resident 1 was still being cared for by CNA 3. regpo,/ . wrate response is reached: at
CNA 1 stated that a few hours later she went to it e At will move t6 5 mer
facility nurse 1 and told her about the incident. w wmt':;: © Tu :31 :fSO"/ a P is
She stated that facility nurse 1 told her to write up o ot for tovo momths 1t will be deemed
the incident and give it to her and then she will 1}::1;?36 trai:ﬂngoi?zgfecti;em'lhe resuits
give it to the DON (director of nurses). CNA 1 . I . o
stated that she wrote up the incident ?and gave in will be mamtﬁmed U:_l an abpse-@ckmh log
to facility nurse 1 on 8/24/05 (2 days after the and reported by Social Scrviees Lo our
incident cccurred). mounthly Quality Assurance meeting.

On 9/14/05 at 850 AM, CNA 2 was interviewed, All allegations of abuse will be recorded on
CNA 2 stated that on 8/22/05 at approximately an abuse-fracking log by social services,

4:30 PM, she was walking down the west wing The abuse-tracking Jog will be filled out .
hall and heard raised voices and resident 1 after the eppropriate agencies have boen ;
grunting. CNA 2 stated that her and CNA 1 went contacted. The form will be kept m‘the !
into the room to see if they could help. Can 2 abu:*;c mcu}em report book, !ocatc'd in th‘c
stated that CNA 3 refused help. She stated that social services office. The potential resident
CNA 3 was by the head of the bed and resident 1 abuse report book will be brought into

was laying in bed, CNA 2 stated that CNA 3 facility Quality Assurance Meeting (QA) for
jerked resident 1's pants up and spun her around review by the QA team members. The

on the bed so that her feet were on/the ground Abuse Incident tracking log will be

and she had no back support. CNA 2 stated it reviewed in the next QA mecting, which .
appeared that resident 1 was going to fall off the will be held November 10, 2005. This

bed and when CNA 1 went to help CNA 3 meeting takes place on a monthly basis. !
grabbed resident 1 by her pants and spun her

around and "threw her intoF:the chair.® pCNA 2 /Vﬁ/ﬂu/
stated that resident 1's head and arms flew back

and resident 1 tried to hit CNA 3 when she

recovered, CNA 2 stated that she stated to CNA

3 that resident 1 does nat usually act like that.

CNA 2 stated that resident 3 stated ®

She's being a fu.....[expletive deleted] brat, just a

brat.” CNA 2 stated that resident 1 had her fist

up. CNA 2 stated that she informed facility nurse

1 of the incident shortly after it occurred. She '

stated that facility nurse 1 told her to write the
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Continued From page 3

incident up and turn the report over to her. CNA
2 stated that she gave the write up to facility
nurge 1 on 8/24/05 (2 days after the incident
occurred).

On 9/14/05 at 7.55 AM, facility nurse 1 was
interviewed. Facility nurse 1 stated that the
incident involving resident 1 and CNA 3 oceurred
on 8/22/05. She further stated that she did not
witness the incident. Facility nurse 1 stated that
CNA 1 and 2 came and told her that evening that
they withessed CNA 3 "tossing” resident 1 around
and being verbally abusive. Facility nurse 1
stated that she told the CNA's to write the
incidents up and give the write ups to her. Facility
nurse 1 statad that she received the write up's
from the CNA's on 8/24/05 and she wrote up her
report and provided the information to the DON,

On 9/14/05 at 7:30 AM, the DON was interviewed.
The DON stated that she was not informed of the
incident involving CNA 3 and resident 1 until
8/24/05 (2 days after the incident occurred). The
DON stated that on 8/24/05, resident 1 was
suspended until the investigation was completed.

A review of CNA 3's time report provided
documented evidence that CNA 3 continued to
work at the facility on 8/22/05 until 7:37 PM and
worked on 8/24/05 from 12:55 PM until 5:02 PM.

483.13(c)(1)(ii)-(ii) STAFE TREATMENT OF
RESIDENTS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registty concerning abuse, neglect, mistreatment

F 223

F 223
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‘ of residents or misappropriation of their property;
and report any knowledge it has of actions by a . . . I ,
court of Jlaw against an employee, which would The investigation regarding ﬂ‘clalgf; m;'dem
indicate unfitness for service as a nurse aide or of resident 2 & 3 bas been concluded and
other facility staff to the State nurse aide registry roported to the administrator and to the State
or ficensing authorities. Agency.
The facllity must ensure that all alleged violations To protect residents from abusc:
Involving mistreatiment, neglect, or abuse, . . ) ] )
including injuries of unknown source and e New hire orjentation will continue to
misappropriation of resident property are reported inchude abuse prevention and
immediatety to the administrator of the facility and reportng . .
to other officials in accordance with State law o Al staff were in-serviced on facility
through established procedures (including to the policy, re: abuse, on October 6, 2005
State survey and certification agency). by Social Services. :
» In-service on facility pelicy, re: ] i
The facility must have evidence that all alleged abuse , will ocour ot least every f1x
violations are thoroughly investigated, and must (6) months,
prevent further patential abuse whils the » Abuse policy will be posted on
investigation is in progress. bulletin bourd.
. s  Residents will be cducated at
1 The results of all investigations must be reported resident’s council, re: their right to
to the admnistrator or his designated be free from abuse.
representative and ta other officials in accordance
with State law (including to the State survey and Following an aliegation of abusc by staff, that
Icer‘tlﬁcation agency) within 5 wo:_‘king day_s of the staff member will be immediately suspended
mcndentt and If the ?Ilegeq violation is verified vntil investigation is concluded. I
appropriate corrective action must be taken. i
All reports will be reviewed at Quality P
Assurance meeting, i ////%‘ =
Each month Social Services will check new
hire files te assure that new hire orientation
I , . on abuse was completed for all new hires, !
t;';.ls REQUIREMENT is not met as evidenced Results will be reported to our monthly _
' ) ‘ ) Quality Assurance (QA) commitioe team by |
Based on interview and record review, it was Social services. ﬁ
determined that the facility staff did not timely .
report an allegation of staff to resident abuse to :
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The Dircctor of Nursing/Social Service will |
conduct 5 random audits of facility staft as
to what is abuse and how it should be
reported, This audit will be 5 per week until
a 90% accurate response is reached; at
which time the audit will move to 5 per
menth. Once a level of 80% accuracy is
maintained for two months it will be decmed
1. On 9/13/05 at 9:15 PM, CNA 1 (ceriified that abuse training is offective. The results
nursing assistant) was interviewed over the will be maintained on an abuse-tracking log
phone. The CNA 1 stated that on 8/22/05, herseif and reported by Social Services 1o our

and CNA 2 were walking down the west hall at monthly Quality Assurance meeting.

about 4:30 PM and they heard raised voices
coming from resident 1's room. CNA 1 further

the facility administrator or to the State Agency
involving resident 1. In addition, facility staff failed
to report and investigate an allegation of staff to
resident abuse to the facility administrator and the
Stale Agency involving resident 2 and resident 3.

Findings inciude:

1
1
All allegations of abusc will be recorded on

stated that herself and CNA 2 went into resident an abuse-tracking log by social services.

1's room and CNA 3 was in the room bent over The abuse-tracking log will be filled out

trying tc dress resident 1. CNA 1 stated that they after the appropriate agencies have been

asked CNA 3 if she needed any help and CNA 3 contacted. The form will be keptinthe |

refused, She further stated that CNA 3 was abuse incident report book, located in the |

"grouchy and heavy handed" with resident 1. social services office. The potential resident|

CNA 1 stated that "heavy handed" meant that abuse report book will be brought into :

CNA 3 was "pulling and dragging" resident 1. fucitity Quality Assurance Meeting (QA) for:

CNA 1 stated that resident 1 was agitated and review by the QA team members. The

striking at CNA 3. CNA 1 stated that CNA 2 Abuse Incident tracking Jog will be

replied to CNA 3 that resident 1 ddes not usually reviewed in the next QA meeting, which

act like that and CNA 3 stated that resident 1 was will be held November 10, 2005, This . P
“a fu.....[expletive deleted] brat” CNA 1 stated moeting takes place on a monthty basis. f//’//ﬂ.r

that she and CNA 2 left the room and resident 1
was still being cared for by CNA 3. CNA 1 stated
that a few hours later she went to facility nurse 1
and told her about the incident. She stated that
facility nurse 1 told her to write up the incident
and give it to her and then she will give it to the
DON (director of nurses). CNA 1 stated that she
wrote up the incident and gave in to facility nurse
1 on 8/24/05 (2 days after the incident occurred).
CNA 1 further stated that approximately 10 days
before 8/22/05 {8/12/05) she had seen CNA 3 "
raise her fists towards resident 2 and knoek her
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away. CNA 1 stated that she reported this to the
SSW (social service worker) on 8/25/05 (13 days
after the incident occurred) when she was
interviewed regarding the incident involving
resident 1,

A review of the facility investigation concerning
CNA 3 and resident 1 provided documented
evidence that CNA 1 informed the facility SSW of
the incident involving resident 2 and CNA 3 on
8/25/05.

There was no documentation to provided
evidence that the allegation of staff to resident
abuse involving resident 2 was appropriately
investigated and reported to the State Survey
Agency.

2. On 9/14/06 at 8:50 AM, CNA 2 was
interviewed. CNA 2 stated that on 8/22/05 at
approximately 4:30 PM she was in the resident
1's room when the incident involving CNA 3
occurred. CNA 2 stated that she informed facility
nurse 1 of the incident shortly after it occurred.
She stated that facility nurse 1 told her to write the
incident up and turn the report over to her. CNA
2 stated that she gave the write up to facility
nurse 1 on 8/24/05 (2 days after the incident
occurred).

3. On 9/14/05 at 7:55 AM, facility nurse 1 was
interviewed. Facility nurse 1 stated that the
incident involving resident 1 and CNA 3 occurred
on 8/22/05. She stated that CNA 1 and 2 came
and told her that evening that they witnessed
CNA 3 "tossing" resident 1 around and being
verbally abusive, Facility nurse 1 stated that she
told the CNA's to write the incidents up and give
the write ups to her. Facility nurse 1 stated that
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she recaived the write up's from the CNA's on
8/24/05 and she wrote up her report and provided
the information to the DON.

4. On 9/14/05 at 7:30 AM, the DON was
interviewed. The DON stated that she was not
informed of the incident involving CNA 3 and
resident 1 untit 8/24/05 (2 days after the incident
occurred). The DON stated that she was not
aware of any other staff to resident issues
involving CNA 3,

5 On 9/14/05 at 9:45 AM, facility nurse 2 was
interviewed. Facility nurse 2 stated that around
8/23/035, resident 3 stated that he asked CNA 3 to
get him a drink and CNA 3 stated 1o him "Oh
[resident 3] your such a pain in the a_[expletive
deleted]” Facility nurse 2 stated that she
confronted CNA 3 about the incident and CNA 3
went and apoiogized fo resident 3.

A review of the facifity investigation conceming
CNA 3 and resident 1 revealed a statement dated
B/23/05 written by facility nurse 2. Facility nurse 2
documented on the statement the incident
involving resident 3 and CNA 3.

There was no documentation to provide evidence
that the allegation of staff to resident abuse
involving resident 3 was appropriately
investigated and reported to the State Survey
Agency,
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