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An abbreviated standard survey (KY18557) was ‘Mountain View Nursing & Rehabilitation
conducted on 06/28/12. The complaint was Center acknowledges receipt of the
substantiated and deficient practice was identified Statement of Deficiencies and purposes
at "D" level. this Plan of Cotrection to the extent that
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309] the surnmary of findings is factually i
s8=p | HIGHEST WELL BEING cotrect and in order to maintain
compliance with applicable rules and |
Each resident must receive and the facility must provisions of the quality of care of
provide the necessary care and services to attain residents. The Plan of Correction is
or maintain the highest practicable physical, submitted as a written allegation of
mental, and psychosocial well-being, in compliance. Mountain View Nursing &
accordance with the comprehensive assessment Rehabilitation Centers s response to this
and pian of care. Statement of Deficiencies and Plan of
Correction does not denote agreement
with the Statement of Deficiencies nor
This REQUIREMENT is not met as evidenced ﬁfﬁ;ﬁ%ﬁi‘;ﬁﬁﬁiﬁ?ﬂ;ﬂgﬁ;ﬂ
g . d on intervi g d review. the facili Center reserves the right to refute any of
ased on Interview and record review, the faci ity the Deficiencies through Informat Dispute
failed to provide the necessary care and services R . ;
: B . esolution, formal appeal procedures
in accordance with the comprehensive : and/ ther administrative or fegal
assessment and plan of care for two of three or any otfer a StV g i
sampled residents (Residents #1 and #2). proceeding.
Record review for Resident #1 reveaied the |
Registered Dietiian (RD) made :
recommendations on 05/03/12 and 05/1012, for
discontinuation and/or change in the resident's
appetite stimulant due to the resident's poor
response, and a multi-vitamin to be added to
increase the resident's appetite and to aid in
healing of Resident #1's skin. 1n addition, the RD :
had made recommendations for Resident #1's ;
physician to be contacted related to the resident's :
poor response to Megace (an appetite stimulant)
and the need for a mulfi-vitamin to increase the g
resident's appetite and help the resident's skin ’W/ i"?l /g
heal. However, based on a review of :
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documentation in Resident #1's nurse's notes and
a review of the resident's medication regimen the )
facility failed to ensure the physician was F 309 .
c?rétac.tgd ?s#t"raecomgqenlcied byéthe R?- dAtr:eV:_\?S" Resident #1 was discharge from
of Resident #2's medical record revealed the s
made a recommendation on 05/03/12, fora the facﬂlty on 6/8/12.
therapeutic snack between meals to be added to Resident #2 was reassessed b?{ the
the resident's diet. The record also revealed the RD on 7/19/12 with no new dictary
RD had made recommendations that the recommendations made.
resident's current appetite stimulant be changed
to ancther appetite stimulant due to weight foss. )
However, a réview of documentation revealed An audit of the RD L
facility staff failed to notify the physician of the recommendations.completed sinc
RD's recommendations until 06/19/12 and June 1, 2012 for all current
reosmmandation nad been mader residents was completed.on
7 7/23/2012 by the facility
.The findings include: Administrative Nursing Staff,
A infeni h the Director of Nursing (DON) consisting of DON, QI Nurse, Staff
An interview with the Director of Nursing a1
on 06/28/12, at 11:10 AM, revealed the facility did Facilitator, & MDS Nurses to
not have a policy related to recommendations ensure that all. RD
made by the Registered Dietitian. recommendations have been
) , N _ addressed as appropriate. Any
1. Record review revealed 'the facility admitted issues identified as a result of the
Resident #1 on 05/01/12, with diaghoses of . ) d to the MD
Failure to Thrive, Vitamin B-Complex audit have been reporte. to the
Deficiencies, Alzheimer's Disease, an & addressed as appropriate. Each
Unstageable Pressure Area to the Right Heel, _ resident will continue to receive
and two Stage 2 pressure areas tp tl_'ne res:den_t's the necessary care & services to
coccyx that were present on admission. A review . ‘ntain the hichest
of the 30-day Minimum Data Set (MDS) attain or maintain the highes
Comprehensive Assessment dated 05/29/12, practicable physical, mental, &
revealed facility staff had assessed the resident psychological well-being in
to-require extensive assistance with transferring, accordance with the
eafing, and bathing.’ ) . .
comprehensive assessment and
A review of the RD's progress notes dated '
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RD had recommended the physician be
contacted to discontinue Resident #1's order for
Megace (an appetite sfimulant) due to a poor
response in increasing the resident's appetite.
The RD also recommended on 05/03/12, to add a
multi-vitamin to the resident's medication regimen
in an effort to increase the resident's appetite and
to help the resident's skin heal.

A review of the RD's progress notes dated
05/10/12, revealed the RD had assessed
Resident #1 on 05/10/12, related to a decreased
appetite and weight loss of 7.9 percent since the

1 resident's admission to the facility. Confinued

reviaw of the RD‘s progress notes revealed the
RD had docurnented on 05/10/12, to "Continue to
recommend possible disconfinuing Megace, and
to try a different appetite stimufant. Continue to
encourage intake, continue to recommend a MVi
to help skin heal and increase appetite.”

A review of the nurse's nofes in Resident #1's
rmedical record was conducted on 08/28/12, and
revealed no evidence facilify staff had contacted
Resident #1's physician as recommended by the
RD on 05/03/12 or 05/10/12.

An interview with the Director of Nursing (DON)
on 06/28/12, at 11:10 AM, confirmed facility staff
failed to contact Resident #1°s physician as
recommended by the RD on 05/03/12, and also
failed to contact the resident's physician as
recommended by the RD on 05/10/12. Continued
interview with the DON revealed nurses were

o) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION o5)
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05/03/12, revealed the RD assessed Resident #1 Plan of care including notifying the
to have a 16.6 percent meal intake average since MD of RD recommendations
adrplsswn to t,helfaczhty on 05/01/12. Further timely with interventions initiated
review of the RD's progress notes revealed the
as ordered per the MD.

A facility protocol for addressing
RD recommendations was
developed on 7/17/12 by the
Weight QI Committee, consisting
.of the DON, Administrator, QI
Nurse, Dietary Manager, & MDS
Nurse. Licensed nurses were re-
trained on 7/19/12 by the Staff
Facilitator Nurse regarding this
Protocol & the importance of
providing all residents with the
necessary care & services in
accordance with the
comprehensive assessments & plan
of care, including promptly
notifying the MD of RD
recommendations.

A weekly QI audit will be
conducted by the QI Nurse to -
ensure that RD recommendations
completed from the previous week
have been called to the MD &
interventions have been initiated ds
ordered by the MD with
documentation made in the
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responsible to follow through with dletary
recommendations when they were received.
Further interview with the DON revealed she was
responsible to ensure RD recommendations were
completed for the residents.

2. Areview of the medical record for Resident #2
revealed the facility admitted Resident #2 on
12/1411, with diagnoses including a fracture of
the right femur, 2 sacral decubitus {pressure
sore), Coronary Artery Disease, Hypertension,
and Depression. The Minimum Data Set (MDS)
quarterly assessment dated 06/19/12, revealed
facility staff had assessed the resident to require
supervision and setup assistance for eating.

Areview of the RD's progress notes dated
05/03/12, revealed the RD assessed Resident #2
to have a 27.5 percent meal intake average and
made the recommendation that therapeutic
snacks with shakes be added to Resident#2's
diet. A review of the RD's progress noted dated
05/10/12, revealed the RD assessed Resident #2
to have a 6 percent weight loss in 30 days and a
current intake average of 21.4 percent of meals
and 53.3 percent of snacks. In addifion, the RD
made recommendations to discontinue the
resident's current order for an appetite stimulant
(Megace) due to the resident's weight ioss. The
RD recommended a different appetite stimulant
(Remeron) or an appetite stimulant of physician's
choice be tried in an effort to stimulate the
resident's appetite.

A review conducted on 06/28/12, of the nurse's
notes in Resident #2's medical record revesled
on 05714712, four days past the date the RD
recommendation was made, facility staff left a

medical record. Any issues
identified will be corrected at the
time of review with appropriate
MBD notification completed as
necessary.

The results of these audits will be
reviewed with the DON &
Administrator in the monthly
Weight QI Committee meeting,
consisting of the DON, Dietary
Manager &/or RD, QI nurse, Staf]
Facilitator, & MDS nurse, where

compiled and assessed for trends

. by the Weight QI Committee &
actions taken based on these
assessments. Trends & the
accompanying action will be
reviewed monthly by the Executiy
QI Committee, consisting of the
DON, Administrator, Medical

person assigned by the
Administrator, with further
retraining or other such
interventions implemented as
necessary.

Completion Date: August 10, 2012,

the results of these audits will be :

Director, QI Nurse and any other |

-
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message with the physician's office staff
regarding the RD's recommendation for a change
in an appetite stimulant but there was no
evidence facifity staff had talked with the
physician about the RD's recommendations until _ ;
06/19/12 and 06/22/12, 47 and 44 days past the !
date the RD's recommendations were made.

A review of the physician’s orders in Resident {
#2's medical record revealed on 06/19/12, the : :
physician wrote an order to add one-half _ o ) !
sandwich with mighty shakes between meals and
on 06/22/12, the physician prescribed Periactin
(appetite stimulant) for Resident #2.

An interview with the Director of Nursing {DON)
on 06/28/12, at 2:39 PM, confirmed the facility
staff failed to follow up on the phone call made to
Resident #2's physician as recommended based
- lon the RD's assessment on 05/03/12 and . .
05/10M12." o : %
F 325/ 483.25(i) MAINTAIN NUTRITION STATUS F 325 i
55=D| UNLESS UNAVOIDABLE "

Based on a resident's comprehensive
assessment, the facility must ensure that a : _
resident - |
{1) Maintains acceptable parameters of nutritional ’
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(2) Receives a therapeutic diet when thereis a
nutritional problem.

This REQUIREMENT is not met as evidenced
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resident's needs were implemented to maintain
the nutritional status for fwo of three sampled
residents (Residents #1 and #2). Record review
for Resident #1 revealed the resident was
assessed by the facility's'Registered Distitian on
05/03/12 and 05/10/12, and recommendations
were made for a discontinuation and/or a change
in the resident's appetite stimulant due to the
resident's poor response, and the addition of a
multi-vitamin to increase the resident's appetite
and to help the resident's skin heal. However,
review of the facility's documentation and
interview with the Director of Nursing reveaied the
faciiity faled to ensure Resident #1's physician
was informed of the dietitian's recommendations
related to the resident's nutritional
status/problems.

The findings include:

An interview with the Director of Nursing (DON)
on 06/28/12, at 11:10 AM, revealed the facility did
not have a policy related to recommendations
made by the Registered Dietitian (RD}.

1. Areview of documentation in the medical
recotrd revealed the facility admitted Resident #1
on 05/01/12, with diagnhoses of Failure to Thrive,
Vitamin B-Complex Deficiencies, Alzheimer’'s
Disease, an Unstageable Pressure Area to the
Right Heel, and two Stage 2 pressure areas
present on admissicn to the resident's coccyx.
The 30-day Minimum Data Set (MDS})
Comprehensive Assessment dated 05/28/12,
i‘revealed Resident #1 required extensive

Resident #2 was reassessed by the

RD on 7/19/12 with no additional

recommendations made.

A QI audit was conducted on
7/23/12 by the facility
Administrative Nurses, consisting
of the DON, QI Nurse, Staff
Facilitator, & MDS nurses of RD
recommendations completed since
June 1, 2012 for current residents
to ensure that the MD has been
made aware of any RD
recommendations & that any
orders received have been initiated
as appropriate. The facility will
continue to monitor on an on-going
basis that residents are provided a
therapeutic diet when there is a
nutritional problem & that
residents maintain acceptable
parameters of nutritional status
unless the resident’s clinical
condition demonstrates this is not
possible by ensuring that RD
recommendations are followed up
on timely per the newly establishe
facility protocol.

| =9
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to the resident's medication regimen to heip the
resident's skin heal and increase the resident's
appetite.

Continued review of the RD's progress notes
revealed on 05/10/12, the RD had assessed

| Resident #1 related fo the resident’s decreased

appetite and weight loss of 7.9 percent since the
resident's admission to the facility. The RD also
documented on 05/10/12, to "Continue to
recommend possible discontinuing Megace, and
to try a different appetite stimulant. Confinue to
encourage intake, continue to recommend a MVI
to help skin heal and increase appetite.”

Areview of the nurse's notes in Resident #1's
medical record was conducted on 06/28/12, and
revealed no evidence facility staff had contacted
Resident #1's physician as recommended by the
RD on 05/03/12 or 0510/12.

An interview with the Director of Nursing {DON)
on 06/28/12, at 11:10 AM, confirmed facility staff
failed to contact Resident #1's physician as
recommended by the RD on 05/03/12 and on
05/10/12. The DON stated nurses were

(X410 | SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 325| Continued From page 6 F 325
assistance with fransferring, eating, and bathing.
The RD's progress notes dated 05/03/12, ¥325 Con’t _
revealed the Resident #1 had a 16.6 percent A facility protocol for addressing
Faciity on 0501115 Documeniatonn e RO RD recommendations was
acility on . Documentation in the RD's
progress notes revealed a recommendation for devf: IOPed on 7/17'/12 by the‘ ]
Resident #1's physician to be contacted to Weight QI Comnqtt.ee, consisting
consider discontinuing Resident #1's Megace (an of the DON, Administrator, QI
gppet'rtg sﬁEuIant?ddu? to the ﬁor ﬁsp%rge Iin Nurse, Dietary Manager, & MDS
| increasing the resident's appetite. The RD also .
recommended on 05/03/12, to add a multi-vitamin N&%E&:ﬁ?&?ﬁ;ﬁ? that the

recommendations within 24-72
hours & interventions will be
initiated based on the MD’s orders.
Follow up will occur daily until thT
recommendation is addressed. In
the event the recommendation is
not addressed within 72 hours the
DON & Administrator will be
made aware for additional follow
up. In the event the MD declines
the recommendation a note will
also be placed in the resident’s
medical record with the reason for
the decline noted. Licensed nurses
were re-trained on 7/23/12 by the
Staff Facilitator Nurse regarding
this Protocol & the importance of
providing all residents with the
interventions necessary to maintaiy
the nutritional status in accordance-

=
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recommendations when they were received.
Further interview with the DON revealed she was
responsible to ensure RD recommendations were
completed for the residents.

{ 2. Record review revealed the facility admitted

Resident #£2 on 12/14/11, with diagnoses
including a fracture of the right femur, a sacral
decubitus (pressure sore), Coronary Artery
Disease, Hypertension, and Depression. A
review of the quartedy Minimum Data Set (MDS)
assessment dated 06/19/12, revealed facility staff
had assessed the resident t0 require supervision
and setup assistance for eating.

A review of the RD's progress notes dated
05/03/12, revealed the RD assessed Resident #2
to have a 27.5 percent meal intake average and
made the recommendation that therapeutic
snacks with shakes be added to Resident #2's
diet In addition, a review of the RD's progress
notes dated 05/10/12, revealed the RD assessed
Resident #2 to have a 6 percent weight 10ss in 30
days and his/her current meal intake average was
21.4 percent of meals and 53.3 percent of
snacks. Further review of the RD's progress
notes revealed the RD had made
recommendations to discontinue the resident’s
current order for an appetite stimuiant {Megace)
due to weight loss and to try a different appetite
stimulant (Remeron) or an appetite stlmulant of
the physician's chaice.

A review of the nurse's notes in Resident #2's
medical record was conducted on 06/28/12, and
revealed on 05/14/12, 4 days past the date the
RD's recommendation was made, facility staff

‘been initiated as ordered by the

with the comprehensive
assessments & plan of care.

A weekly QI audit will be
conducted by the QI Nurse to
ensure that any RD
recommendations completed from
the previous week have been called -
to the MD & interventions have

MD with documentation made in
the medical record. Any issues
identified will be corrected at the
time of review with approptiate
MD notification completed as
necessary,

The results of these audits will be
reviewed with the DON &
Administrator in the monthly
Weight QI Committee meeting,
consisting of the DON, Dietary
Manager &/or RD, QI nurse, Staff’:
Facilitator, & MDS nurse, where |
the results of these audits will be
compiled and assessed for trends
by the Weight QI Committee &
actions taken based on these
assessments. Trends & the
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PROVIDER'S PLAN OF CORRECTION

QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify.
issues with respect to which quality assessment
and assurance activities are necessary; and .

develops and implements appropriate plans of
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F 325 Continyed From page 8 F 325
had placed a call to the physician's office and left
a message with the physician's office staff
regarding the change in an appetite stimulant, but EM - )
there was no evidence facility staff had spoken accompanying action will be
directly with the physician about the RD's reviewed monthly by the Executivg
recommendations until 06/18/12 eand 0622112, 47 QI Committee, consisting of the
and 44 days past the date the RD's DON. Admini P
recommendations were made. Documentation in O . inistrator, Medical
the medical record revealed the physician had Director, QI Nurse and any other
provided an order on 06/19/12, to add one-half person assigned by the
sandwich with mighty shakes.bet.ween me?als and Administrator, with further
on 06/22/12, an order for Periactin (appetite s
stimulant). - _ retraining or other such |
~ interventions implemented as
An interview with the Director of Nursing (DON) necessary.
on 06/28/12, at 2:39 PM, confirmed the facility :
staff failed to follow up on the phone calt made to - . .
Resident #2's physician as recommended by the Completion Date:August 10, 2012,
RD on 05/03/12 and 05/10/12. Further interview : ‘ E !}
with the DON revealed 1t is her responsibility to -
ensure RD recommendations are completed for
residents. :
F 520 | 483.75(c){1) QAA - F 520
$5=D | COMMMTTEE-MEMBERS/MEET
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disclosure of the records of such committee -
except insofar as such disclosure is related to the
compliance of such committee with the
requiremenis of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions. -

This REQUIREMENT is not met as evidenced -
by

Based on interview, record review, and a review
of the facility's policies, quality improvement
“audits, Statement of Deficlencies cited 02/09/12,
and the facility's plan of correction (with a -
correction date of 03/25/12), the facility failed to
develop and implement an appropriate plan of
action to correct identified deficiencies for two of
three sampled residents {Residenfs #1 and #2).
A review of the medical record for Resident #1

1 revealed the Registered Dietitian (RD} assessed

and made recommendations on 05/03/12 and
05/10/12, to discontinue and/or change the
resident's appetite stimutant due to the resident's
poor response. The RD also made
recommendafions to add a multi-vitamin to
increase Resident #1's appetite and to help the
resident's.skin heal. In addition, a review of the
medical record for Resident #2 revealed the RD
assessed and made recommendations on
05/03/12, for therapeutic snacks to be added

| between the resident's meals due to the

: resident's poor intake of meals. The RD also

i

the RD on 7/19/12 with no new
nutritional interventions made..

The Director of Nursing position
was replaced on 6/29/12. The
facility Administrative Staff,
including the Administrator, new
DON, QI nurse, Staff Facilitator,
MDS nurses, Dietary Manager,
Housekeeping Supervisor,
~Activities Director, & Social
Worker were re-educated on
7/12/11 by the Facility Consultant

included review of the definition o
QI & the Quality Improvement

' focus, regulatory requirements, key
concepts of Systems, Surveillance,
Trending & Qutcomes; the Steps o
Quality Improvement that include
identification of actual/potential
problems, identifying & evaluating
trends, developing an action plan,
implementing the action plan &
on-going monitoring.

Resident #2 has been reassessed by

'on the QI Process. This re-training

ir
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action to corect identified quality deficiencies. by . '
, quality Resident #1 was discharge from
A State or the Secretary may-not require the facility on 6/8/12.
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weight loss. However, a review of documentation
revealed the facility failed to inform the physician
of the RD's recommendation until 44 and 47 days
after the dates the recommendations were made.
A review of the facility's Statement of Deficiencies
from the facility's annual
relicensure/recertification survey completed on
02/09/12, revealed the facility had failed to ensure
diefary recommendations were followed through
for the residents. A review of the facility's plan of
correction (with a correction date of 03/25/12)
revealed the faciiity stated a weekly Quality
Improvement (Ql) audit would be conducted by
the Director of Nursing (PON) to ensure
physicians were notified of the RD's
recommendations and that the documentation
was completed in the resident's medical record.

‘The findings include:

A review of the facility policy titted Quality

'| Assurance Policy, dated January 2011, revealed

the facilify’s Quality Improvement Program would
recognize concerris in resident care and a plan of
action for the resolution of those concems would
be developed. The facility policy also stated an
evaluation of the plan of action would occur to
ensure the identified concems were resolved and
that they did not reoccur.

1. Areview of the medical recard for Resident #1
revealed the RD had assessed the resident and
made recommendations on 05/03/12 and again
on 05/10/12, to discontinue and/or change the
resident's appetite stimulant due to the resident's
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! agsessed and made recommendations on
1 05110112, for Resident #2's current appetite
stimulant to be changed due to the resident's F520 Con’t

-Administrator. Any identified areas

. retraining or other such

Weekly & monthly QI meetings
will continue to be held with the
DON, Administrator, QI Nurse,
Dictary Manager, MDS Nurse, &
other Interdisciplinary Team
members as directed by the

of concern will continue to be
addressed & corrected. The
findings of the weekly & monthly |-
QI Commitiee meetings are being
reviewed monthly by the Executivg
QI Committee consisting of the
DON, Administrator, Medical
Director, QI Nurse and any other
person assigned by the
Administrator, with further

interventions implemented as
necessary.

Completion Date: Augﬁst 10,2012,

1ol
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poor response. The RD also made
recommendations to add a multi-vitamin to
increase Resident #1's appetite and to help the
resident's skin heal. Further review of the
resident's medical record revealed no evidence
Resident #1's physician was ever contacted i
related to the recommendations made by the RD.

-| A review of documentation revealed the Director

of Nursing (DON) conducted a Ql audit on
Resident #1's record to ensure the RD's
recommendations were followed. Documentation
revealed the RD had made recommendations on
05/11/12, 052512, and 06/01/12, however, there
was no evidence that the facility staff had acted
on the recommendations or that the BON had

' 1 identified any concems with the resident’s record.

2. Areview of the medical record for Resident #2
revealed the RD had assessed the resident and
made recommendations on 05/03/12, for a
therapeutic snack to be added between meals
due to poor intake at meais. The RD also
assessed the resident and made a
recommendation on 05/10/12, far the resident's
current appetite stimulant (Megacej to be
changed to another appetite stimulant due to
weight loss. Further review of the resident's
medical record revealed the resident's physician's
office was contacted and a message was left
about the recomtmendation to change the appefite
stimulant on 05/14/12, but there was no evidence
the facliity staff followed up to ensure the
physician had received the message to provide -
further orders. Areview of the physician’s orders
dated 06/19/12, 47 days after the RD's
recommendation was made, revealed a
therapeutic snack had been ordered by the
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physician to be provided between meals for
Resident #2. Further review of the physician's
orders dated 06/22/12, 44 days after the RD's
recommendation was made, revealed Periactin
{an appetite stimulant) had also been ordered in
addition to the curent appetite stimutant
{(Megace).

Interview with the DON on 08/28/12, at 2:39 PM,
revealed it is her responsibility to ensure RD
recommendations are compieted. The interview
further revealed the dietary recommendations for
Resident #2 on 05/03/12 and 05/10/12, were
missed but were found during the weekly meeting
resulting in the physician being contacted and

i new orders being received for Resident#2.

| An interview with the Quality Assurance (QA)
Coordinator on 06/28/12, at 2:45 PM, revealed
the DON completed the audits for the RD's
recommendations for the residents. Further
interview with the QA Coordinator revealed she
was unaware of any concemns that had been
identified related to the RD's recommendations.

An interview with the DON on 06/28/12, at 2:30
PM, revealed she was respensible fo ensure

! dietary recommendations were followed through
ron, The DON stated she had been conducting
weekly audits to ensure dietary recaommendations
were completed and had not identified any
problems. Continued interview with the DON
confirmed she had conducted an audit of
Resident #1's record related to the
recommendations made by the RD on 05/11/12,
05/25/12, and 06/01/12, and stated she had not
identified any concerns. The DON continued to
state she must have "just missed" the RD's
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recommendations for Resident #1 during her
audits. _
An interview with the facility Administrator on
06/28/12, at 5:45 PM, revealed she was unaware '
of any identified concerns related to the RD's
recommendations. i
An interview with the facility Nurse Consultant on 1
06/28/12, at 6:40 PM, revealed she had
completed an audit of RD recommendations
during the week of 06/18-22/12, and
acknowledged problems had been identified, and
stated interventions had not been implemented.
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