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F163 483,10 (d)(1) RIGHT TO
F 000 | INITIAL COMMENTS FOO0| CHOOSE A PERSONAL PHYSICIAN
| <r20852) 1. Resident #1 has been given physician
An abbreviated standard survey (KY20562) was : the Di . \ oy
: e QO
initiated on 08/13/13 and concluded on 08/16/13. 01/110 lg’; (;51); Director of Nursing on
The complaint was substantiated. Deficient 8/15 .
practice was identified with the highest scope and . _
severlty at"E" level, He received a second opinion per an
F 163 | 483.10(d)(1) RIGHT TO CHOOSE A PERSONAL F163| outside physician of his choice on
gg=p | PHYSICIAN pay : C

The resldent has the right to choose a persenal
attending physician.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, intarview, record review,
and facillty policy raview, it was determined the
facility failed to ensure the resident had the right
to shoose his/her personal attending physician for
one of six sampled residents (Resident #1).
Interview with Resident #1's physician on
08/14/13, ai 5:55 PM, revealed he had informed
Resident#1 that if the resident chese to have a
sacond opinion from ancther physician regarding
his/her care, the residen: would be discharged
from the facility.

The findings include;

A raview of the Facility's policy titled, "Bill Of
Resident Rights," dated 07/01/09, revealed the
resident has the right to choose a personal
sttending physiclan; to ke fully informed in
advance about care and treatment and of any
changes in care or treatment that may affect the
resident's well-being; and to participate in
planning care and treatment or changes in care
and treatment, unless the resident has been

-
LABORATORY D R'S OR RROVIDER/SUFPLIER REFRESENTATIVE'S SIGNATURE
fo) s

Qe A ey

8/21/2013.

The Medical Director is his physician
and is aware,

2. All interviewable residents were
interviewed by a Department Manager
(Administrator, Director of Nursing,
Education Training Director, Social
Worker, Housekeeping Manager,

- Activity Director, Unit Manager,

Medical Records Clerk, Ancillary Clerk,
Admissions, or Chaplain) regarding their
physician choice and informed of all the
physician choices available at the center
by 9/4/2013 to identify if any resident
wanted to change physicians. Any issue
noted was immediately addressed.

All non interviewable residents’ families
were contacted by a Department
Manager and informed of all physicians
practicing in the center by 9/4/2013 to
identify any famnily who wanted to
change physicians. No issues were
noted.

TITLE ™"

Qlels

vy wom B

Any deficlency statement endinf with an aste:isk (*) danotss a deficiency which the institution may be excuséd frem comecting providing itis determined thet

olher sefeguerds provide sufficiagt p

oetlon to the patiants, {See instructions.} Except for nursing homas, the findings steted above are disclgeable 90 days

foilewing the date of survey whetheror not & pan of correclion is providad. For nurelng homes, the abovs findings and plana of comection are dieclosable 14

days foliawing the data these documents are made available to the faclity, € daﬁcien:.les_

pragram penicipation,

gre cited, an approved plan of correstion is requisite to continued

FORM CMS-2587(02-59} Provious Versions Qbaolets

EE/CB Fowd

Eveent 10: 205111

ALD aEN ITTIASHIA VS

Faalilty ID; 100519

It continustion sheet Page 1 of 17

Z9656PE369 81:4T ET@Z/bB/EW




DEPARTMENT CF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

GE66 "N Wy90:6 €10C "6 '98g aU[] paaleaay

PRINTED: 08/28/2013
FORM AFPROVED
OMB NO. 0938-0381

adjudged incampetent or found to be
incapacitated under state law,

A review of the list of physicians with privileges at
the facility reveal the facility had thres physicians
on staff who provided care o the residents,

A review of the medical record for Residant #1
revealed the facility admitted the resident on
02/01/12, with diagnoses including Diabetes
Mellitus, Marbld Obesity, Left Lower Exiremity
Joint Paln, Muscle VWeakness, Diabetic
Neuropathy, and Coronary Artery Disease. A
review of the last Minimum Data Set (MDS)
quarterly assessment dated 07/29/13, revealed
the facility had assessad the resident to have a
Brief Interview for Mental Status (BIMS) score of
15 which revealed the resident was alert,
orlented, and interviewable,

An interview conducted with Resident#1 on
06/13/13, at 2:00 PM, revealed tha resident had
requested a second opirion regarding his/her
care. The resident stated he had felt his/her
physician did not listen to his/her requests and
had wanted & second opinign regarding his/her
care and possibly even a change In his/her
physiclan, Resident #1 stated he/she had asked
his/her physician if he/she could have a second
opinion. Accerding to Resident #1, his/her
physician became angry with the request, told the
resident 'ng," and informed the resldent if he/she
wanted & sacond opinion and chose to pursue the
sacond opinion, the resident would be discharged
fram the facility, The resident stated he/she was
not given the option of choosing anether
physigian, or to see anather physician fora
second opinlon to see if the physician agreed with
the care being provided by Resident #1's
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PREFX (EACH DEFICIENGY MUST BE PRECEDEN BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comMPLETICN
TAG REGULATORY OR LSC IJENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 163 | Continued From page 1 £ 183| .3. Re education was completed by the

Regional Nurse Consultant (RNC) for
Department Managers regarding resident
and family right to physician choice on
9/4/2013.

ETD re educated licensed nurses
regarding resident right to physician
choice by 9/3/2013.

Depariment Manager to interview 5
existing residents weekly x 3 weeks then
S yesidents monthly x 2 months starting

week of 9/4/2013 to ensure they are

satisfied with their physician choice.
Admissions personnel to inform all
families and residents in writing of the
available physicians practicing in the
center on admission beginning 9/5/2013
and this will be ongoing.
Administrator or ETD to audit 3
admissions weekly x 3 weeks then 2
admissions monthly x 2 months
beginning week of 9/7/2013 to ensure
that the choice of physicians is given to
all new residents/families in writing,
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F 163 | Cantinued From page 2 F163] 4.Quality Assurance Team consisting of
physician. at least Administrator, DON,QA
A ducted with Resident#1 Nurse, ETD,Medical Director and
n interview canducted with Resident #1's Tl y a et
physician on 08/14113, ar 5:55 PM, confirmed Admission Personnel to meet woekly x 2
he/she told Resident #1 that if the resident chose weeks begmnn}g week of 9/4/2013 then
to have a second opinior, the resident would be monthly to review audit findings and
discharged from the facility. The physlclan stated Ievise pla.n as needed ongoing until this
he felt that if the resident did not trust him it would issue is resolved
put him (the physician) at risk should the resident S
choose 10 obtain & second opinion.
5. Date of Compliance 9/13/2013.
An interview conducted with the Administrator on T T e
08/16113, at 1:50 FM, revealed she had not been
aware of the conflict between Resident #1 and
the resident's physician. The Administrator stated
residents in the facility have the right to seek &
sasond opinion shouid they desire to do 50, The
Administrator stated no resident would be
discharged from the facility related to seeking a
second opinion.
F 281 | 483.20(k)3){) SERVICES PRQVIDED MEET F 281
ag=p | PROFESSIONAL STANDARDS .+ F281
Tha services provided or arranged by the facility . . '
must meet professional standards of quality. ;'hRé.SIdeI}l #1 was evaluated by
ysical Therapy Department on
: 7/25/2013.
Zl;js REQUIREMENT is not met as avidenced ghYSICI:‘:m was made aware of evaluation
Basad on observation, interview, record review, ate belng 7/25/2013 bY the DON and
and facility policy review, it was determined the no new orders were noted.
facility failed to ensure sgrvices provided by the
facility met professional standards of quality for
one of six sampled residents (Resident#1). A
raview of the medical record for Resident #1
revealed a physiclan's order dated 07/16/13, st
12:30 PM for the resident to recsive physical
therapy services. However, the factlity failed to
FORM CM5-2557{02-99) Provious Vaislens Qbsoiete Event 1D; 208111 " Faclily \D: 100518 It continuation shaat Page 3 of 17
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provide the services ordered by the physician
prier to the resident going to the hospital on
07/19/13, at 5:00 PM (76 1/2 houra =fter the order
was received).

The findings include;

A review of the facility's policy titled, "Regarding
Physician's Orders,” dated 05/01/10, revealed
initial physical therapy orders would be obtained
for evaluation, and/or evaluzation and treatment
prior to rendering services and evaluations will be
initiated within 72 hours ¢f receipt of such an
order of authorization by the physician.

A review of the medical record for Resident #1
revoaled the resident was admiited by the faciiity
on 02/01/12, with diagneses including Morbid
Obesity, Left Lower Extremity Jeint Pain, Muscle
Weakness, Diabetic Neuropathy, and Coronary
Artery Disease. A review of the physician's
orders for Resident #1 revealed a physician's
order dated 07/16/13, at 12,30 PM, for the
resident to receive physical therapy services for -
range of motion and strengthening exerclses to
the left leg related to the weakness of the
extremity. Areview of the nurse's notes for
Resident #1 revealed the resident was
transferred to the hospital on 07/19/13, at §:00
PM. However, based on documentation, the
facility failed to ensure the resident received
physical therapy services prior to belng
transferred to the hospital, 76 1/2 hours after the
physician's order was received. The resident
returned to the facility on 07/22/13, at 4:00 PM. A
review of the physical therapy notes revealed the
resident was not evaluatad by Physical Therapy
until 07/28/13, at 12:24 FM.
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2. An audit of all records was completed
by the DON. Administrator or the UM
F 281 | Continued From page 3 F281 by 9/3/2013.This audit reviewed all

therapy orders received for the prior 30
days 8/2/2013 thru 9/2/2013 to identify
any physician order for a therapy
evaluation that was not completed per
policy. No issues were noted.

DON reviewed nurse’s notes for prior to
30 days 8/1/2013 thru 9/1/2013 to
identify any issues with nurses not
following professional standards. No’
issues were identified.

3. Reducation was completed by the
ETD or the RNC for the Department
Managers, therapy department and the
licensed nurses by 9/4/2013 regarding
timely completion of therapy evaluation
physician orders per pelicy and
professional standards of care.
Beginning 5/5/2013 any order for a
therapy evaluation will be brought to the
triage meeting held Monday thru Friday
with the clinical team and a therapy
department representative will be
present. Therapy orders will be logged
and followed up on daily to ensure all
evaluations are completed per policy and
no later than 72 hours or per policy.
DON/UM or QA Nurse to audit 9
records randomly each week x 4 weeks
beginning week of 9/7/2013 to ensure
professional standards are followed,

Administrator, DON or QA Nurse to

audit therapy evaluation log at least 2 X  ga 4017
~weekly x 3 weeks then at least weekly x
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F 281 ] Cantinued From page 4 r 81| 3 weeks to ensure all orders are logged

An interview conducted with the Physical
Therapist (PT) on 08/15/13, at 11:30 AM,
revealed when the nurse received an order for
physical therapy services be/she would complete
g communication form and send it to the Therapy
Daepartment. The PT stawed she had received the
physician's order for Resident #1 on 07/16/13,
and should have completed the evaluation for
physical therapy services by 07/19/13, a1 12.30
PM. The PT stated she had not attempted the
evaluation of Resident #° until 07/20/13, after the
resident had already been sent out to the
hospital, The PT stated she had Just missed the
evaluation and was unsure how it had happened.
The PT stated she did not track ta ensure

and followed up with completion dates
that follow policy beginning week of
9/7/2013.

4.Quality Assurance Team consisting of
at least Administrator, DON,QA
Nurse,ETD Medical Director and RSM
to meet weekly x 2 weeks beginning
week of 9/4/2013 then monthly to
review audit findings and revise plan as
needed ongoing until this issue is
resolved.

evaluations were baing completed timely.
5. Date of Compliance 9/13/2013.
An interview conducted with the Director of - Butniinrdutune’ “enameil

Nursing (DON) on 08/16/13, at 12:55 PM,
revealed the facility reviewed medical records to
ensure services were being provided as ordered
by the physician, howevar, she had not identified
that Resident #1 had not recsived physical

- | therapy senvices timely.

F 353 | 483.35(c) MENUS MEET RES NEEDS/PREP IN
85=F | ADVANCE/FOLLOWED

F363 483.35 © MENUS MEET
F 363 RESIDENT NEEDS/PREP IN
ADVANCE FOLLOWED

Menus must meet the nutritional needs of
resldents in ascerdance with the recommended
dletary allowances of the Food and Nutrition
Board of the National Research Council, National
Academy of Sciences; be prepared in advance;
and be followed.

1. No specific resident was identified.
All residents have the potential to be
affected. Medical Director is aware of
issues identified with no new orders.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,

Evant |D: 208111 Facllty 1D: 100518

FORM CMS-2567{02-99) Previcus Versiony Obsolvw If continuation shewt Page §of 17

EE/98 Hovd AL MFN FTIIASHIATYS ZIESBPETBT 61:BT ETWZ/tk/EB



$666 0N WY9016 €107 6 (13§ su|L panladey

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRl;ggr?ﬂ:AoPalizRecﬁoég
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0838-0391
TATEMENT OF DEFICIENCIES [(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (X3 DATE SURVEY
ND PLAN OF CORRECTION JDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185221 B. WING 08/16/2013
MAME OF PROVIDER OR SUPPLIER

SALYERSVILLE NURSING AND REHABILITATION CENTER

§TREET ADTRIES, CITY, $TATE, ZIF CODE
671 PARKWAY DRIVE
SALYERSVILLE, KY 41463

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )

PREFIX (EAGH DEFIGIENCY MLST BE PRECEDED BY FULL PREFIX (EACH CORREGCTIVE ACTION SHOULD BE COMPLETION

TAG EEGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)

F 363 | Continued From page ©

facility policy review, and facility recipes, it was
determined the facility failed o ensurs menus
were followed for the lunch meal on 08/14/13. A
test tray placed on the Peach Wing lunch cart
was obtained and a taste st was conducted with
facillty staff and revealed the mashed potatees
were bland with litfle taste, and the macaroni was
mushy with no taste.

The findings include:

An interview conducted with the Registered
Dietitian (RD) on 08/14/13, at 12:50 PM, revealed
the facility did not have a policy related to
foliowing a recipe.

A review of the facility's recipe titled, “Plain
Macaroni,” undated, revealed 3 pounds and 2
ounces of macaroni would be cocked in 3 1/4
gallons of boiling water, with % cup vegetable oil
until tender (approximatety 10 to 15 minutes), and
would then be held at 140 degrees Fahrenheit or
higher for serving.

A review of the facility's recipe titled, "Mashed
Potatogs,” undated, revealed staff was required
to use 2 pounds and 12 ounces of potato
granules, 1 1/2 galions of water, and 4 ounces of
margarine, prepare according to package
instructlons, and hoid at 140 degrees Fahranheit
or higher for serving.

Observation of the lunch meal service on the
Peach Wing of the facility on 08/14/13, at 12:17
PM, revealed a closed iunch cart containing
resident junch trays was taken to the unit. The
last resident tray was removed from the cart at
12:27 PM, and a test tray, which had been placed
on the cart by the dietary staff, was tested with

2. RD complete a one time audit of the

F 383 lunch meal on 8/27/2013 to identify if

recipes were followed. No issue noted.
RD reviewed recipe book to identify any
item that did not have a written recipe on
9/4/2013. No issues noted.

- Administrator and some department
managers did a one time tasting of
breakfast, Junch, and super on 8/28/2013
to identify palatability and if recipe was
followed to ensure taste. No issue was
identified .
3. Re education was completed on 9/3,
9/4, and 9/6 by the RD, dietary manager
or ETD regarding following recipes t0
ensure food palatability and where
recipe book is. This was completed for
dietary staff. | l
Department manager, administrator,
dietary manager, or RD to taste food (all
foods on tray) for at least one meal daily
5 times a week times 3 weeks starting
the week of 9/4/2013 10 ensure recipe is
followed and food is palatable. .
RD or dietary manager to audit recipe
book at least once a week times 3 weeks
to ensure recipes are available and being
used beginning week of 9/4/2013.

bgﬁa::m;eﬁt manager or dietary manager '
1o interview S residents randomly 5
times a week times 3 weeks beginm'ng
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F 363 | Continued From page 6 Fas3| week of 9/4/2013, then they will
the Dictary Manager. The mashed potatoes were interview 2 residents 3 times a week x 3
biand with very little taste, and the plain macaroni weeks to ensure food is palatable and
h shy. . .
ad no taste and was mushy recipes are followed and being used.
An interview with the Cook on 08/14/13, at 1:35
PM, revealed she had prepared the mashed A food committee meeting will be
potatoes and plain macarpni for the iunch meal conducted monthly and all residents will
on 08/14/13. The Cook stated sha had not used be invited s ‘o in Septemb d will
a recipe when preparing the mashed potatoss . 1ng in Seplember and Wi
and the plain macaroni. The Cook stated she be ongoing to ensure food preferences
had not ussd vegetable oil in the macaroni but are honored, food is palatable, and
had used a “big hunk of margarine“ and had not temperatures are acceptable, A
measured t. The Cook siated she was aware the depart t mansge Administrat
facility had recipes but had been cooking a lang c‘:p ment manager or Adminis X or
time and just knew how much of the ingredlents will attend and follow up on any issues
to put in the dishes. identified.
An interview with the Dietary Manager (DM} on . .
08/14(13, at 12:45 PM, revealed she had not 4.Quality Assurance Team consisting of
been aware the facility hud recipes for mashed at least Administrator, DON,QA Nurse,
potatoes and plain macareni. ETD, and Medical Director to meet
weekly times 2 weeks inning w
Ar interview conducted with the RD on 08/14/13, 1?;/4?’20111;3:11 ﬂllfeglnmn? eeu}il_
at 12:50 PM, revealed tha facility has recipes for ol 7 en monthty to review audit
plain macaroni and for mashed potatoes and staff findings and revise plan as needed
was required to follow the recipes, The RD ongoing until this issue is resolved.
stated the faciilty does not have a policy
regarding following the recipes. The RD stated s
he or the DM do five test trays a week and had 5. Date of Comphance 9/13/2013,
not identified any concerns with staff not followin - .
e roupes, ? F364 483.35 (d)(1)-(2) NUTRITIVE
F 264 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, rase| VALUE/APPEAR,
g8=D | PALATABLE/FREFER TEMP PALATABLE/PREFER TEMP
Esach resident ressives and the facility provides . . p e
food prepared by methads that conserve nutrltive 1. No S_Peclﬁc resident was lf_ielltlﬁed‘
value, flavor, and appearance; and food that is All residents have the potential to be
palatable, attractive, and at the proper affected. Medical Director is aware of
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temperature,

This REQUIREMENT is not met as evidenced
by:

Basad on cbservation, intarview, and facility
policy review, it was determined the facility failed
to ensure foods were palatable and at the proper
temperature for residents on the Peach Wing of
the faaility for the lunch meal on oa/14/13.

The fingings include:

A raview of the facility’s policy titled, "Food
Temperatures," undated, revealed foods leaving
the steam table would ba at 140 degrees :
Fehrenheit or greater. The policy aiso stated cold
food items would leave the kitchen at 41 degrees
Fahrenhelt or below. The palicy revealed once a
week the Distary Manager (DM) or her designee
would monitor test tray femperatures to snaure
‘proper food tempsratures were being maintained.

An interview with the Registered Dietitian (RD) on
081413, at 12:50 PM revealed the facility did not
have a policy related to the palatability of foods
served to residents.

Observation during the lunch meal on 08/14/13,
at 12-17 PM revealod the lunch trays were
dslivered to the Peach Wing of the facility with the
last tray being delivered to the resident at which
fime a test tray was observed and tested with the
DM for palatability. The cauntry fried steak with
gravy was cool and was 110 degrees Fahrenheit,
the mashed potatoes were biand with (itle Este
and were cool at 115 degrees Fahrenhelt, the
plain magaroni had na taste, was mushy, and
cold at 90 degrees Fahrenhaif, the milk was cool

¢ 384 2. A one time audit by Department

Manger of every food temperature was
completed on 8/22/2013 for breakfast,
lunch and super to identify any food that
temperatures per policy: was not.on the
tray line. Any issue was immediately
corrected. . - .
A one time audit of 3 random trays to
tost food temperature was completed by
a department manager on §129/2013 his
was completed to identify and food at
point of service that did not meet
temperature policy. Any issue identified
was immediately corrected. The
maintenance supervisor completed a
check on the plate warmer in the kitchen
on 8/30/2013 to identify if plate warmer
was holding temperature. Any issue
identified was immediately g;_orr_e_c‘tgmd.r _
3. Re education was completed by the
| ETD, RNC, or RD/distary manager for,
dietary employees and department
manager by 9/6/2013 to ensure policy
for food temperature at holding and
point of service is within regulatory
guidelines.
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Dietary dcpu.‘i-tment employee 1o test tood temperuture and
F 364 | Continued From page B F 364 | rocord for all foods every medl beainning 8/14/2013 19
d . F hei cisure tempemtures before point of service meet regulatory
but not cold at 62 degrees Fahranhet. requirements. Didtary Munuger or department menager W
mauilor dietiry log 5 times 8 week x 2 weeks bepinning
An interview with the Distary Manager (DM) on week of 8/29/13 then 3 tmes a weok times 3 weults to nsure
08/14/13, at 12:45 PM, revealed she does test food tempurature in the kitehen and holding wemperuture are
tray observations for palatabllity with five trays within feguiuory guidelines.
every week and had not identified any concerns, A Department mumager will randomily sudit i least 2 trays
) (one at 2 meald & day) 5 times a week times 2 weeks
An interview was conduated with the RD on beginming weok of 8/29/2013 then rundonly audit 1 tray
08/14/13, st 12:50 PM. The RD stated the daily 2 timey a week times 3 weeks Lo ansure food
temperatures of all the tested foods wera too law. temperatures 51 poing of scrvice meets regulatory complivnes.
The RD stated the amount of ime the trays ware Departuient mansger o infagview 3 resident 3 fimes u week
on the floor (11 minutes) should not have caused timies 2 weeks beginping week of 9/4/2013 to casure there is
that much of a drop in the temperature of the no issue with food temperamures & point of servica. Thiz will
foads that were tested. The RD stated he or the include both residents thut eal in room and dining room.
DM do five test trays a week and had not . )
I - ’ . A food comnitiee mecting will be conducted monthly und ull
idertified any conserns with palatabil[ty or with residents will be invited Starting in Soptamber and will be
temperatures of foods sent to the residents. ongoing o ensure food preterences ure honoved, food is
F 366 | 453.35{d}(4) SUBSTITUTES OF SIMILAR F 386! palatsble, and temperatures arc accepiuble. A department
ss=p | NUTRITIVE VALUE mumager or Adininistrabor will attend and follow up on uny
] issues identified.
Each resident receives and the facility provides 4.Quality Assurancs Team consisting of al least
substitutes offered of similar nutritive value to Administrator, DON,QA Wurse, E'1D, und Medical Director
residents who refuse foqd served, tv meot waakly times 2 weeks bepinning wesk of 9/4/2013
then monthly to review audit findings and revise plan as
needed ongoing until this iysue is resolved.
:his REQUIREMENT is not met as evidenced $. Date of Compliange 9/13/2013,
v L e
Based on observation, interview, record review, -
and facility policy review, it was determined the F366 483.35 (d)(4)SUBSTITUTbS OF
facility failed t6 honor food preferences for one of SIMILIAR NUTRITIVE VALUE
six sampled residents (Fesldent#1) and one of
nine unsampled residents (Resident A). ™ acida ‘ . i
Observation of a lunch tray for Resident#1 on 1. Resident number 1 coffee was ‘ ]
08/13/13, revealed Resident #1 had coffes on the removed from tray on 8/13/2013 per
lunch tray, however, a review of Resident #1's residents request. Resident A was
oy ‘Lre"“‘;a'ad e ’fs‘di”:rZ;?O? Sk o offered a substitute for rice on
coffea. A review of the hunc esi ’ T3
at the noon meal on 06/15/13, revealed the §/13/2013. No other residents were
identified. T
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resident had been served a bowl of rice, however,
a review of the tray card for Resident A revealed
the resident had a dislike of rice.

The findings include:

A review of the facility's policy titled, "Procadure
For Food Preferences," undated, revealad food
prefarences would be noted upon admission and
at least annually. The policy stated the food
preferences would be noted on the tray card in an
effort to assist staff with nonering food
preferences. The policy stated it was the goal of
the facility to attempt to meet all residents’ food
preferences in accordance with their physician
ordered diet. '

1. QObservation on 08/13/13, at 2:00 PM of an
untouched food tray on Resident #1's overbed
table revealed the lunch tray contained a cup of
coffes. A review of the tray card revealed tha
rasident had a dislike for coffee.

An interview conducted with Resident #1 on
08/13/18, at 2:00 PM, revealed he/she had not
requested coffee on his/her lunch tray. The
resident stated the kitchen sent things frequently

An interview with Dietary Aide #1 on 08/14/13, at
2:05 PM, revealed she had been responsible for
sending the cuffee to Rasident #1. The Dietary
Aide stated shz checked for food likes and
dislikes prior to sending trays from the Kitchen.
The Dietary Aide statec she was unsure why
Resldant #1 got coffe@ on his/her lunch tray on
08/13/13.

2. Observation during te lunch meaal on

that he/she had told the facility he/she did net like.

Food preferences for resident #1 and
F368| resident A were updated on 8/19/2013.
The Medical Director was notified of
findings on by the DON. No new orders
were noted. :

2, Food'p'references for all residents in
the center was updated by the
department mangers by 9/5/2013 to
identify food preferences (likes/dislikes).
Any issue was immediately addr;sst?_cl. '
A one time audit by Department ’
Mangers of every tray was completed on
£/30/13 to identify any issues with foed
preferences being honored. Any issue
identified was immediately corrected.

3. Re education was completed by the
ETD, RNC, or RD/dietary manager
regarding honoring food preferences,
serving food preferences and offering
food substitutes. This was completed on
9/6/2013 for dietary staff, department
managers and nursing staff.

Department manager, RD or dietary
manager to randomly audit 5 trays 5
times a weelk times 3 weeks beginning
week of 9/4/2013 then 5 trays once a
week times 3 weeks to ensure that
individual food preferences are honored.

A Department manager or dietary
manager will interview 5 resid3ents 5
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08/18/13, at 11:22 AM of a lunch tray which had
been served to Resident A revealed the lunch tray
contalned a bow| of rica. A review of the tray card
for Resident A revealad he/she had a dislike listed
for rice.

An interview conducted with Resident A an
0B/M15/13, at 11:23 AM, revealed he/she had lold
the facilily staff numersus times that he/she did
"mot like rice and they continue to send it to me
anyway.”

An interview with Cook #1 on 08/15/13, at 1:10
PM, revealed she was responsible for sending
the rice to Resident A. The Cock stated she
always checked the dislikes prior 1o preparing a
tray, and that the rice sant to Resident A had
been a mistake.

An intarview with the Dietary Mznager (DM) on
08/15/13, at 1:15 PM, revealed both she and the
Registered Dietitian (RD) were responsible for
checking a resident's likes/dislikes. The DM
stated she conducted five test trays a week and
checked for dislikes at that time. Thae DM stated
they had not identified any concerns with
residents recsiving foods that had been listed as
dislikes.

An interview with the Administrator on 08/16/13
revealed tha RD was terminated by the facility,
The Administrator stated she was aware there
were problems previously with food dislikes being
served to residents. The Administrator stated all
Department Managers-had baen raguired to
chack two resident trays for accuracy dally
Monday thraugh Friday, and had not identified
any concems in the last week.

F 366 times a week times 3 weeks beginning

v.veek 0of 9/4/2013 then 2 residents 3 -
times a week times 3 weeks o ensure
food preferonces are honored.

A food committee meeting will be
conducted monthly and all residents will
be invited starting in September and will
be ongoing to ensure food preferences
are honored, food is palatable, and
temperatures are acceptable. A
department manager or Administrator
will attend and follow up on any issues
identified.

4.Quality Assurance Team consisting of
at least Administrator, DON,QA Nuse,
ETD, and Medical Director to meect
weekly times 2 weeks beginning week
of 9/4/2013 then monthly to review audit
findings and revise plan as needed
ongoing until this issue is resolved.

5. Date of Compliance 9/13/%0_}13.
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and trangmission
of disease and infection.

{a) Infection Control Program

The facllity must establisn an Infection Contrel
Program under which #t -

(1) Investigates, controls, and prevents infactions
in the faciiity;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Malntains a record of incidents and corrective
actions related to Infectiens.

{b) Preventing Spread of Infaction

{1) When the Infection Contro! Program
determines that a resident needs isolation to
prevent the spread of Intection, the facifity must
izolate tha resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food. if
direct contact will transmit the disease.

(3} The facifity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practics.

(¢) Lingns

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infectlon,

2. The ETD completed a one time audit

1. Resident number F and G’s family
and physician were notified that the
nurse performing the glucose monitored
did not follow completely the infection
control protocol for such monitoring,
The Medical Director was notified the
nurse did not follow the infection control
policy relative to glucose monitoring

MD was notified of ice pass issues and
no specific resident was identified. No
new orders were receivied.

|

of ice being passed on 8/26/2013 to
identity any issues with infection control
and any issue noted was immediately
resolved.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and facility
policy raview, it was determined the facility falled
to establish and maintain an effective infaction
control program designed to provide a safe and
sanitary environment to prevent the transmissicn
of disease and infection for four of six sampled
and nine Unsampled residents (unsampled
Residents F, G, H, and/l}. Observation of facility
staff passing ice to rasidents an the Peach Wing
on 08/14/13, at 3:00 PN, revealed staff touched
the inner portion of the ice pitcher with the ice
scoop handle thal staff had come into direct
contact with, while filling Resident M and Resident
I's water pitchers with ice. In addition,
observation of medication administration on the
Green Wing on 08/15/13, beginning at 11:05 AM,
revealed Licensed Practical Nursa (LPN) #1
performad blood glucose testing without wearing
gloves and also failed to appropriately
cleanse/sanitize the blood glucose monitoring
device after performing blood glucose testing on
Resident F and Resident G.

The findings Inslude:

1. Areview of the facility's policy titled, "Blood
Glucose Monitoring Tochnigue," undated,
revealed staff was required to gpply disposable
gloves to their hands prier to beginning the blood
glucose testing of residents.

A review of the manufacturer guidalines for the
Assure Platinum blood glucose monitoring device
{used by facllity staff to perform glucose testing of
residents), revealed health care professionals
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The ETD monitored 5 glucose checks on
F 441 | Continued From page 12 F 441

8/27/2013 to identify any issue with
glucometer ¢cleaning or any issues with
infection control. Any issues identified
were immediately reported to the MD
and staft' was retrained by the ETD.
ETD monitored statf providing care to
10 residents to identify issues with hand
washing, use of gloves, and ice pass for
any infection control issue on 8/27/2013.
No issues were identified. ETD
reviewed cultures for last 30 days to
identity any resident who would require
contact precautions per CDC guidelines.
No issues identified. DON reviewed all
infections for past 60 days to identify
and track any issues by 9/6/2013. No
issues were identified.

3. The ETD has inserviced all nursing
staff on ice pass on 9/2/2013. The
education and training director
completed infection control re educatlon

for all nursing staff by which mcluded
hand washing, glucometer cleaning and
CDC guidelines to ensure infection
control is followed by 9/6/2013,
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should wear gloves whan ¢leaning the blood
glucose monitering device and were required to
cleanse/disinfect the device with a commercially
avaitable Environmental Protection Agency (EPA)
registered disinfectant detergent or germicide
wipe.

Observation of medication administration on
08/15/13, at 11:05 AM, revealed LPN #1
washed/sanitized her hands and praceeded to
cleanse the blood glucese monitoring device with
an alteohol prep; howevar, the LPN failed to apply
gloves after washing her hands and prier to
¢cleansing the monitoring davica, After the LPN
had cleansad the monitoring device with alcohol,
the LPN washed/sanitized her hands and
procaaded to obtain the blood specimen for
glucose testing of Resident F; however, the LPN
failed to apply gloves after washing her hands
and prier to abtaining the blood specimen for
testing. The LPN was then observed to
wash/sanitize her hands after tha testing, falled ta
put on gloves, and procaaded to cleanse the
blood glucose monitoring device with an alcohal
prep. ‘

Aftar cornpleting the bipod glucose testing for
Resident F, the LPN proceeded to conduct blood
glucose testing for Resident G. The LPN
washed/sanitized her hends and procesded to
cleanse the blood glucose monitoring device with
an alcohol prep; however, the LPN feiled to apply
gloves after washing her hands and prlor to
cleansing the monitering device. After the LPN
had cleansed the monitoring device with aleohel,
the LPN washed/sanitized her hands and
proceadead to obtain tha blood specimen for
glucose testing of Resident G; however, the LPN
failed to apply gloves after washing her hands

ETD reviewed cultures for last 30 days

Fd44l  beginning 8/26/2013 to ensure all

infections are reviewed and resident is
placed in isolation. ETD/UM to monitor
2 licensed nurses completing glucometer
monitoring to ensure all infection confrol
procedures are followed weekly times 4
weeks beginning week of 8/26/2013,
DON and ETD or unit manager 10
monitor 5 stafl weekly times 3 weeks
beginning the week of 8/26/2013to
ensure hand washing is completed
correctly. ETD to review all infections
from 8/26-9/26 to ensure no trends were
indentified and then will review
monthly.

Ice passes will be monitored 2 times
weekly times 4 weeks beginning 8/26 to
ensure hand washing has occurred
correctly and that staff doesn’t touch the
ice pitcher with the scoop handle.

4 .Quality Assurance Team consisting of
at least Administrator, DON,QA Nurse,
ETD, and Medical Director will review
audit findings and make revision where
needed to ensure compliance each week
for 2 weeks beginning 9/4/2013 and then
monthly as needed or until resolved.

5. Date of Compliance 5/13/2013.
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and prior to obtaining the bloed specimen for
t2sting. The LPN was then observed ta
wash/ganitize her hands after the testing, failed to
put on gloves, and procesded 1o cleanse the
blood glucose moritoring device with an alcohel
prep.

An interview with LPN #1 on 08/15/13, at 12.08
PM, revealed she was aware she should have
worn gloves and should have cleansed the blood
glucose monitering device with a bleach wipe.
Tha LPN stated she had been nervous and had
forgotten. The LPN stated she had attended a
facllity in-service regarding infection control and
blood glucose monitoring,

An interview with the Director of Nursing {DON)
on 0816113, at 12:86 PM, revealed the facility
provided in-services regarding blood glucose
renitoring on an annual basis and stated nurses
wera raquired to succassfully demonsirate a
perfarmance of blood glucose monitoring after
completion of the in-service. The DON stated
LPN #1 was a new nurse and had successfully
completed a demonstration of bigod glucose
monitoring upon her employment at the facility.
The DON stated the facility had not previously
identified any concerns with biood glucoze
monitoring. '

2. Areview of the facility's policy titied, "Standard
Pracautions,” undated, revealed all residents
must be treated as if he/she was infected with a
bloodborne pathegen and standard precautions
must be taken with each residant and must be
used consistently to prevent cross-contamination
from one resident ta another.

Observation of staff passing ice to residents on
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the Peach Wing on 08/14/13, at 3:00 PM,
reveaied State Registered Nursing Assistant
{SRNA) #2 was observed to touch the inner
pertion of the ica pitcher with the les scoop
handie that staff had come into direct contact
with, while filling Resident H's water pitcher with
Ce.

An intervisw conducted with SRNA #2 on
p8/14/13, at 3:20 PM, revesled she had attended
in-services related to infection contrel and was
aware she should not have touched the inside of
the ice pitcher with the handle of the ice scoap
that she had touched, The SRNA stated she was
In @ hurry and had failed to follow the infection
control precautions.

Obsarvation of staff passing lea on 08/14/13, at
3:02 PM, revealed SRNA#1 touched the handle
of the ice scoop that she had touched to the lnner
partion of Resident I's water pitcher.

An interview conducted with SRNA#1 on
08/14/13, &t 3:15 PM, revealed she had attended
in~services given by the facility related to infection
control. The SRNA statad she was aware she
should not have touched the inside of Resident I's
water pitcher with the handle of the ice scoop.
The SRNA stated it was just an accideni. The
SRNA stated she should have replaced the
resident's lee pitcher and scoop.

An interview with the DON on 08/1€/13, at 12:65
PM, revealed staff should not touch the inside
portion of resident water pitchers with
contaminated ice scoops. The DON revealed the
facility monitored handwashing as part of the
Quality Assurance program and had not identifled
any concerns with staff passing ice to residents.
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