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A standard health survey was conducted on July |
26-28, 2010. Deficient practice was identified Z
with the highest scope and severity at'D' fevel, - ' :
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281) F281 SERVICES PROVIDED MEET
8s=D | PROFESSIONAL STANDARDS PROFESSIONAL STANDARDS
: !
The services provided or aranged by the facility The facility has ensured the following
must meet professional standards of quzlify, , corrective action: :
’ *  Resident #6's trdy card and diet
) . order were revieWwed, All liquids
This REQUIREMENT is not met as evidenced | were placed in bbwls for spoon
By: T . feeding as ordered by physician.
Based on observation, interview, and record

review. it was determined the facillty fajled to
provide services to meet professional standards
of quality for one (1) of fifieen (15) sampied
residents. The facility faiied to admirtister liquids
to resident #5 as ordered by the resident's
physiclan.

The facility has taken th following action

to prevent this practice from affecting

| nther residents: :

s All facility residents whe were

receiving specieﬂiea‘tin £ equipment
/ special orders were reviewed for
, , ) accuracy of pracfice on July 27,

The findings include: | 2010, All suziachuipment were

A review of the medical record for resident £6 correct s prescribed by the

revealed the resident was admitted to the facility resident's physician,
on Aprif 27, 2005, and the following disgnoses * Roview and revigion were
were listed: Alzheimers, Parkinson's, Diabetes accomplished o the faciliry's
Mellitus, and Dysphagia. The medical record protocol for specialized eating
further revealed a physician's order dated July 1, | equipment (A{fadfmw”_f' #1). All
2010, for resident #8 to receive all liquids by diets and special htensils and/or
spoon and no straws or cups were to be used. special orders are to he
administered only per written

Observation of resident#6 on July 26, 2010, at physician order.
$:35 p.m., during the evening meal, revealed i
Licensed Practical Nurse (LPN) #1 administering | . | ‘ :
liquics fo the resident using a nosay cup. Further
observation on July 27, 2010, at 12:08 p.m.,
revealed Certified Nursing Assistant (CNA) #1
administering liguids to resident #6 using a nosey
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F 281 Continued Erom page 1 . F 281 -
cup. The tray card for resident #6 revealed - The fucility has Initiated the f ollowing
resident #6 was to receive liquids by spoon, and ‘ “ysiemic changes fo prevent this practice
no straws or cups were to be used, . ‘ | | Jrom recurring:
: * In-service trainifig was provided to
An interview was conducted on July 27, 2010, ' Dietary (7/27/11) and Nursing
with CNA #1 at 4:00 p.m. The CNA revealed (7/30/10) staff regerding the
he/she had not worked on the North Unit of the facility protocol for special eating
facility in at least one month, and was unaware of equipment / special diets / required
any resident on the unit which required liquids to ~ physician orders. Nursing shall .
be spoon fed. The CNA further revealed ife =~ | provide a copy df the wriften
resident was required to have any special feeding | - ' physicien order for any specisl
requirements the inforration would be located on eating needs to the distary staff on
the resident's tray card and on the CNA Care date received, D'etary shall
Plan. The CNA stated he/she was unaware if provide the specified equipment
resident #& was required to have liquids be given ordered on the residents' meal tray,
anly by spoon, and he/she assumed since the »  Facility Dietitian initiated the Diet
resident's tray had nosey cups on it, the resident Census Sheet (Attachment 42
was to have his/her liquids fed using the nosey during August 247, 2010. The
cups, Dictary Manager, or designee,
) . _ shall modify the Diet Census Sheet
An inferview was conducted on July 27, 2010, at and Resident Mcal Tray Cards as
418 p.m., with the Dietary Manzager (DM). The - orders are receivéd. The Diet
DM revesled dietary staff placed the nosey cups

. : - Census Sheet shall be posted at the
on the trays for the residents who required them. serving line as reference,

The DM further revealed distary staff receives . ' : |
orders from nursing staff, and this information is
then placed on the resident's tray card, The DM
stated dietary staff shouid not have put nosey
cups on & resident's tray which required liguids to
be given by spoon.

. |
The facillty will sustain performance
through the following monitoring
pracfice:
. The Dietary Manhger shall review
all resident Diet Census Sheets and

An interview was conducted on July 27, 2010, at Meal Cards on 2 morgthly basis to

4:30 p.m., with LPN #1. The LPN revealed ' CNSUre accLracy. _A summary report. for
he/she remembered his/her mistake. The LEN _ accuracy will be mcludle;l manthly as
stated he/she should have looked at fhe tray card ~ anongoing part of‘the b:etary

prior to feeding resident #6. The LPN stated ‘ department’s Quality Assurance
he/she assumed since the nosey cups were on program. :

the tray the resident should have his/her fiquids v281 | | COMPLETION DATE ROR F281:

given with them, The LPN stated when receiving August 9, 2010
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-Comprehensive Care Pian. The DON stated the

Continued Erom page 2

a diet order the order is piaced on a diet order slip
and sent to the Dietary Department The
information is then placed on the CNA Care Pian
arki on the Comprehensive Care Plan by the
nurse.

An Interview was conducted on July 28, 2010, at
9:48 a.m., with the Director of Nursing (DON).
The DON ravealed when the nurse obtained 2
diet order from the physician the nurse was
responsible for sending a diet siip 1o the Dietary
Depariment. The DON further revealed the nurse
then would be expecied to document the diet
arder on the CNA Care Plan and on the

Dietary Department was responsible for filling out
the tray cards with the diet instruction and the
nureing staff was responsibie for looking at the
tray cards to assure residents were being fed
correctly,

483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE
OPERATING CONDITION

The facility must maintain ail esgential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT s not met as evidenced ]
by .
Based on observation and interview, the facility
falled to maintain all essential equipment in safe
operating condition. The facility freezer was
observed on July 27, 2010, at 10;00 a.m,, to have
frozen condensation seeping from between the-
overhead ceiling plates. In addition, ice was
torming on the condensation drainage pipe.

The findings include:-

The focility has ensured
correciive action.

The facility has iaken th

other residents:

¥456 ESSENTIAL EQUIPMENT, SATE
OPERATING CONDITION

¢ Aertificd HAVC setvice technician
inspected the walk-in
7/29/10. Service wal provided to
remove a blockage to
which had resulted in
condensation in the uhit.

to prevent this practice from affecting

*  The unit was repaired

the following

freezer on
the tube drain

the build up of

£ following action

on 7/29/10.
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F 456 | Continued From page 3 3 |
i Fav8 The facility has im‘rz’rxmdi( the following
During the final sanitatian audit of the facility spstemic changes to pr f"*f’" this praciice
kitchen conducted on July 27, 2010, at 10:00 Jrom recurring: |
8.M., frozen condensation was observed {o have . - . .
accumulated betwsen the overhead metal ceiling *  The Dietary staff mf:»imtor the 'waik-zru .
plates in the freezer, In addition, the _ freczer, and other kitchen equipment,
condensation drainage pipe had an accumulation three times daily (AM, noon, PM) and
af ice arcund the exterior surface of the drainage record temperatures for each. All staff
pipe. The condensation had the potential to recefved in-service ming to mcl.ude: a |
contaminate the stored frozen foads for resident visual check for con ensation during
use. these periods. Any observation of
condensation it to be reported
An interview was conducted with the Dietary immediately _to the Dietary Manager
Manager on July 28, 2010, at 3:00 p.m. The and/or to maintenance persommnel.
Distary Manager stated she was unaware of tha ‘
leak of condensation in the freezer. The Dietary The facility will sustain performunce
Manager stated the leak had not been reported to through the following maonitoring
the Maintenance Department. practice: |
An interview was conducted with the Facility = The Consulting Dieritian and
Administrator on July 28, 2010, st 10'30 a.m. Environmental Serviges Divector shall
The Facility Administrator stated he/she had not inspect zlf refrigerarops, milk cooler,
been notified of the condensation leak. and walk-in freezer weekly o cnsure
no further recurrences of condensation.
Reference: KRS 217.127 Section 5
F456 COMPLETION DATE FOR F456:
July 29, 2010
|
|
|
|
|
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A Life Safety Code survey was initiated and
concluded on July 27, 2010, The facility was ; .
found not to meet the minimal requiremants with ! !
42 Code of the Federal Regulations, Part 483,70. :
i
The highast scope and severity deficiency |
identified was & "D” level e I SAFETY ComE
K DB2 | NFPA 101 LIFE SAFETY CODE STANDARD Kosz| *
E5=0}
Required automatic sprinkler systems are The fucility has ensured thelfoﬂawmg
sonlinuously maintained in reilable operating corrective action: ;
condition and are inspected and tested :
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA f + Cleaning of all sprinkler head units in
25.8.7.5 ' ! the kitchen area was conliplete on
1
i T2 0 by the E‘,nwmnnpental Services
: and Djetary staff. :
This STANDARD iz not met as evidenced by; The facility has taken the fdlfowmg action
Based on observation and interview, it was to prevent this pract!cefmni uﬂectmg
determined that the facility failed to maintain othier residents. o
sprinkier heads accotding to NFPA standards, :
i _ |+ The units were cleaned bf prease build-
The findinga include: ' up as stated above,
Observation on July 27, 2010, at 10:21 a.m., ‘
revealed that the facillty had a tots! of thres | The faciliy has initéated the following
sprinkler heads in the kitchen area that had a : systensic changes to prevent this practice
i bultdup of grassa. Sprinkler heads must bs kept . from recurring: :
clean in order to properly activate during a fire, ; ‘ i
The observation was confirmed with the Clrector : « The Dietary Manager sliall ingpect and
1 of Maintenance af the time of discovery, ; maintain records of alt gprinkler head
;’ cleaning & minimum ofjmonthly to
Interview on July 27, 2010, 2t 10:21 a.m,, with the : ensure proper maintenadcc/clesning
. DlFE!L‘:tDF of Malntenance,‘ re";reated that he was e (Attachment #3). The Dhlctary Staff
unaware of the three sprinkler heads in the shall complete u;outmetcteanmg per
kitchan being dirty, ) i
i facility. protocol. i
i Referencer NFPA 25 (1989 Edttion), P | .
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other safeguards provide sufficlont protsction 1o tho patients. (See instruclions.} Except fdr nurzing horves, the findings slatediabove are disclosable 50 days
following the data of survey whether or not e plan of correction s provided, For puraing homes, the abova Gindings and ptans of correction are disciosable 14
" daye following 1he dute thess documanty are made availabla to the facility, If deficiancles [are ciled, an approved plpn of anrr&r.':ticm s requisita 16 continued
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K 0862 | Continued From page 1 KOB2|  The focitity will sustain pé:_-formance
through the followin mmf:{mrm
2-2.1.1* Sprinklers shall be Inspected from the practice: & d
< | fioor javel annually. Sprinklers shall be free of ;
cormosion, foreign materials, paint, and physical < Th ; ; ‘
damage and shall be instalied in the proper shalenwrm:n;c;ntai Services Dircotor
orientation {g.g., upright, pendant, or sidewall), i inspect all sprinker head units a
Any sprinkler shall be replaced that is painted, minimum of monthly th ensure proper
corroded, damaged, loaded, orin the improper maintenance / clcamng as part of the
| Drientation. - ongoing Quality Assurance program
‘ (Attachment #3). !
COMPLETION DATE an K062: July
28, 2010 :
i
: ; |
; ?
; i
i
é
\ | |
|
|
|
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