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DEFICIENCY)
F 000 | INITIAL COMMENTS F000| This Plan of Correction is prepared and
submitted as required by law. By submitting
An annual survey and an abbreviated survey (KY this Plan of Correction, Hillerest Healthcare -
#1664 1) were conducted on 03/21/11 through | Center does not admit that the deficiencics
03/24/11 to determine the facllity's compliance listed on the FICFA Form 2567 exist, nor
with Federal requirements. The facllity was not in does the facility admit to any statements,
compliance with Federal regulations with findings, facis or conclusions that form the
deficiencles clted at the highest S/S of an "E", basis for the alleged deficiencies. The
KY #15641 was substantiated with no reglﬁlatory facility reserves the right to challenge in
violations cited. legal proceedings, all deficiencies,
F 248 | 483.15(f)(1) ACTIVITIES MEET F 248| giatements, findings, facts and conclusions
§5=D | INTERESTS/NEEDS OF EACH RES that form the basis for the deficiency.
The facility must provide for an angoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and F248
the physical, mental, and psychesocial well-belng S/8/1)
of each resident. I. How corvective action will be
‘ accomplished for thosc affected:
This REQUIREMENT is not met as evidenced Resident #7 had an individualized activity

by: : . .
L . calendar placed in their room on 4/2/11 with
Ranedion cuRBIvalien; DIsVIsH AN EoiH the activities highlighted that they like to

review, it was determined the facllity falled to . / .
| ensure activities were designed to meet the attend. Nursing personnel on resident #7°s
unit were shown this calendar and help

interest and psychosocial needs for one resident !
(#7), in the selected sample of 24, Resident #7 requested to ensure resident gets to those
complained of being bored. Review of activity achvities. AF“VWY aides will ensure
documentation revealed Resident #7 partlcipated resident receives any help noeded during an
in one activity in a time period of four months, activity and that this is charted.
| Findings include:

IT. Hlow corrective action will be

A review of the facility's policy for Activity accomplished for those residents having .
Programs, dated 06/30/06, revealed "A resident's potential to be affected:

interests and needs were identifled and a

regreation (Aclivity) program was designed to All residents currently residing in center

| appeal to his/her interests and to enhance the
| resident's highest practicable level of physical,
mental and paychosocial well being.
Outcomes/responses to racreation program

LARCRATORY Ec OR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE (X§) DATE
E0 v ol d / /(

'\tem-r'nlendlng with an asterisk (*) denotos a deficisncy which the inatitution may be excussd from corracting providing It 15 datarmined that
C s provide sufficlent protection to the patients, (See Instructions.) Except for nuralng homes, ihe findings atatad shove are disclosable 90 daya
following the date of aurvey whether or nol a plan of correclion Is provided. For nursing hores, the above findings and plans of comection are disclosable 14
days following the date these documents are made avallable to the facility, If doficiencles are r:l!ed an approvod plan of eomection Is requisite to continued
program participation,

will have their actjvities of interest reviewed |
by the Activity Director to ensure al) '
activity interests arc captured by 4/30/11,
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F 248 Continued From page 1 F 248

intervantions were identified in the prograss notes
of each resident and to assist residents, as
neadad, to get to and partigipate in desired
activities,” .

Resldent #7 was admitted to the facility on
05713/08, with diagnoses to include Dementia,
Osteoarthritis, History of Hip Fracture, Hiatory of
Wrist fracture and Peripheral Artery Disease.

A review of a gignificant change Minimum Data
Set (MDS) assessment, dated 02/02/11. revealed
Resident #7 was able to understand and be
underztood, He/She required extensive
assistance of two staff for transfers and was not
ambulatqry.

An observation, on 03/22/11 at 8:30 AM, revealed
Resldent #7 was in histher room sitting in 8
wheqlchair, Tha resident stated ha/she was
bored and had not atiended the activities becauae
hefshe raquired assistance to go o the aotivities
that were provided by the fadllity. An inferview
with the resident, on 03/22/11 at 8:30 AM,
revealed hefshe enjoyed church services when
volunteers visited the facility but could not
ramember when he/she last attended a service.
The resident also enjoyed Bingo but his/her vigion
was impaired and he/she could not particlpate
without the asslstance of staff.

An interview with the regident's family members,
on 03/22/11 at 12:30 PM, revealed Resident #7
enjoyed reading and asked about audio books in
the past . The resident also enjoyed ligtening to
the radio, buf was not able to operate a radio,

An interview with the Activity Director, on 03/24/11
at 8:10 AM, revealed she did not recall that

Each resident will have an individualized ~ 5/8/11
activity calendar posted in their room

identifying their activities of interest and

what astivities they would like 1o attend by

32011,

An in-service will be conducted by the Staff
Development Coordivator RN and Activity
Director with all nursing staff rogarding the
posted calendars identifying resident
activity preferences and requesting help in
ensuring all residents receive adequate help
to got them to the activities of their choice
to be completed by May 2, 2011.

Activity aides will provide appropriate
help o all residents who need it while they

ave leading the groups,

TIT. What measures will be put in
place/sysiemic changes madec to ensure

correction;

Beginning in May, activity calendars not
only will be placed in cach resident room
but they will be individualized by resident
so that all staff will be aware of resident

activity choices,

Each activity employee will check cach
other’s halls at the beginning of each month
to ensure the calendars are up timely and

individualized,
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58=p [ MAINTENANCE SERVICES

The facifity must provide housekeaping and
maintenance services necessary {o maintain
sanltary, orderly, and comforiable Interior.

This REQUIREMENT tfa not met as evidencad
by:

Based on observations and interviews, it was
determined the facllily failed to ensure a clean,
comforiable environment for one rasident (#7), in

SUMM
Ly (EAGH DEFICIENGY MDST 86 PARCROED o SULL PREFiX (EAGH CORREETIVEACTION 1010 pe coupeine
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DAYE "
: DEFICIENCY)
F 248 | Continued From page 2 F 248
Ressdenlt #?.a_ttanded any specific activity and Resident attendance sheets will be checked
that family visited frequently. All activitles by the Activity Director or Activity 5181
:;iﬂ;yega?:nrgzid:‘?;s warekhlgtk}ugtl}\,ted on the ‘ Assfstam against the calendar when they are
b were kept in the residents put into charts at the end of each month to
charts, ensure residents are attending those events
An interview with the Activity Assistant, on of interest fa thom.
03/24/11 at 10:15 AM, revealed she’could not
recall when she last worked with Resident #7. ™ o §
She stated if she did an “in room® activity with the LV. How the facility plans to monitor its
resident, she would hava it documented on the performa.ncc to make sure that splutions
"One to One Activity Sheet.” are sustained.
An interview with the Director of Nursing (DON), The Activity Director will monitor resident
on 03/24/11 at 10:45 AM, revealed the resident's attendance and participation in activities of
family members visited often and the DON was interest on a monthly basis as well as
not aware Resident #7 complained of being resident satisfaction with activities based on
bored. She stated the resident enjoyed lalking the Resident Council monthly meeting. A
with people and should be provided an activity. report on the findings will be brought to the
\ iy monthly Performance Improvemont
A review of the monthly activity calendars, dated Committce (consisting of the Exccutive
November/Oecember 2010 &nd January/February Dircotor, Director of Nursing, Staff
2011, reveak::-d only onhe activity was hlghlighted Development Coordinator, Assistanit
F 253 iz:aa t::n: e: fl?fr(;mssg}gem?:{ & Director of Nursing, Actjvity Director,
15(h)(2) PING F253) gqcial Services Director, Medical Director, | 5/8/11

Eavironmenta} Supervigor, and
Maintenance Director) for three months or
until the cammiittee determincs compliance
has heen snstained,

F253
1. How correetive action will be

sccomplished for those affceted:

The Maintenance Dircctor pulled the toilet
in resident #7°s room and replaced the wax
ring. The grout was cleaned with an
enzyme cleanser to destroy the wrine odor.
This was done the week of 3/21/11.
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F 253 | Contlnued From page 3 F 253 II. How corrective action will he 578/t
the selacted sample of 24. Observations on accomplished for thosc residents having
03/22/11 and 03/23/11 and interviews with family potential to be affected:
and staff revealad Resident #7's bathraom had a
very strong urine odor. Findings include: The Environmental Serviees Director, the
, . Maintenance Superviser oy their designee
Obsarvations on 03/22/11 at §:30 AM, at 2;00 PM will make weekly rounds of a sample of
and at 4:00 PM and an 03/23/11 at 8:30 AM, at resident rooms and bathrooms 1o assure the
12:00 PM and at 3:00 PM revealed Resident #7's facility is'maintained in a sanitary manner.
batiroom had a very strong urine odor, The Environmental Services Director, the
. . ) ; . Maintenance Supervisor or their designes

members, on 03/22/11 at 12:30 PM, revealed the
hathroom had a strong urlne odor "for some
time," and another realdent used that bathroom
and urinated on the fioor instead of the toilet.

Director and convective action will be
implemented as tndicated.

Family members who visited daily stated the ITL. What measares will be put in

strong urine odor was always prasent and they place/systenic changes made to ensure
could not go in the bathroom to use the sink to correction:

clean Resident #7's dentures, due (o the odor.

?ha. odor could be detected from the hall and the The Assistant Housekeeping Supervisor will
farnily members had complalned to the interview a random sample of residents
housakeaping staff members, but nothing had from at Ieast one room per hall weekly to
changed, validate clean and.odor free environment.

An interview with Environmentat Servicas Staff
member #1, on 03/24/11 at 10:00 AM, revealed
she did not know how many residents used that
bathroom, but the urine odor remained even after
it was cleaned.

Staff Development Coordinator RN or
designee will train all current nursing staff
oty maintaining a sanitary, orderly, and
comfortable interior, In-servicing to be
compleied by May 2, 2011, The

An interview with the Environmental Services Environmental Services Dircotor will re-
Supervisor, on 03/24/11 at 10:30 AM, revealed he traiv al} housekeeping staff on maintaining a
received complaints aboul the bathroom and staff sanitary, orderly, and comfortable interior
cleaned it as often as three times a day in the “his fraini :
past, however, he was unaware there was atill a ﬁfﬁ:ﬁ;; g}?;igt?if;nngf:ltll ’ﬁilxio v
problem with the urine odor. ehp! oyees

F 281 483.20{k){3}i) SERVICES PROVIDED MEET F 281 ' Yoo

85=D | PROFESSIONAL STANDARDS
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ensure services were provided or arranged to
meet professional standards of quality for one
resident (#5), in the selected sample of 24 and for
oneg resident {#26), not In the selecled sample.
On 03722711 at 3:56 PM, Certified Medication
Alde (CMA) #1 crushed Resident #8's medication
{Blsacodyl) and at 4:15 PM, CMA #1 crushed
Resident #26's medication, (Farrous Suifate)
which were (abeled on the Medication
Administration Records (MAR) as "do not crush.”
Findings Include;

A review of the facllity's policy entitled,
"Medication Administration,” dated 10/31/10,
revealed "The nursing staff use the medication
cart systernatically to distribute physician ordered
medication o resldents. Authorized personnel
adminisiered medications, which insluded
medications thal needed Intravenous
administration.” Additionally, the policy entitled,
"Oral Medication Administration," dated 10/31/10,
revealed "Verify physician's orders and resident's
identity. If the medication is to be crushed, check
the Crush List before the medication is crushed.”

1. Resident #5 was admilted to the facility on
01/18/09, with diagnoses to include Alzheimer's
Digedse Complicated with Behaviars, Depression,
Anemiz and Hyperiension.

A review of the physician’s orders, dated 03/01/11

(X4} 15y SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDER'S PLAN OF CORRESTION (x5
PREFIX (EACIH DEFICIENCY MUST BE PRECEDRD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 281 | Continued From page 4 f 281 TV. How the facilily plans to monitor its 5/8/11
The services provided or atranged by the facility performance to make sure that sotutions
must meat professionsl standards of guality, are sustained,
’ . The Environmental Supetvisor and
This REQUIREMENT Is not met as evidenced Maintenance Supcrvisor will monitor
by: . . . through weekly environmental rounds to
/ Based on abservations, interviews, .and recard assure that the facility is maintained in a /
/ reviews, it was determined the facility failed to

sanitary and comfortable manner. A report
on the findings will be brought to the
menthly Performance Improvement
Committee (cansisting of the Executive
Director, Director of Nursing, Staff
Development Coordinator, Assistant
Director of Nursing, Activity Divector,
Social Services Director, Medical Direetor,
Environmental Supervisor, and
Maintenance Director) for three months or
until the cormitiee detenmines compliance
has been sustained.

F281

1. How corrective action will be
accomplished for those affected:

The Certified Medication Aid Involved in
the medication pass cbservation was
verbally counseled by the Director of
Nuraing regarding correct procedures on
3/22/11. Order clarifications for both
Resident #5 and Resident #26 were reccived
on 3/22/11 by tho Licensed Nurse,

IL. How corrective action will be
accomplished for those residents having
potential to be affected:

J

FORM C8.2687{02-99} Pravious Vorsions Obsolats

Event I3 XSPMT1

Fatlilty ID: 100090

If continustion sheet Page 5 of 22




84/28/2611 18:41 2786848377 HILLCRESTY PAGE B89/2%

' PRINTED: .04007/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLEYED
A BUILDING
B, WING
185120 03/24/2011
NAME OF PROVIDER OR SUPPLIER RTREET ADDRESS, CITY, BTATE, ZiP CODE
¢ TER 3740 OLD HARTFORD RD
HILLCREST HEALTH CARE CEN OWENSBORO, KY 42303
X410 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFRX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F281] Continued From page & F 281 The Director of Nursing and/or her designes .

through 03/31/11, ravealed an order for Bisacodyl
{do not crush) 5 mg tablet by mouth da?ty.

An ohaervation, on 03/22/11 at 3:56 PM, revealed
CMA #1 administerag Bisacody! 5 miiligram {mg)
tablet (laxative) crushed in applesauce to
Resident #5. CMA #1 did not check the
"Medications not o be Crushed List” prior to
administration of the medication.

2, Resident #26 was admitted to the facility on
14/01/05 with diagnoses to include Hemorthagic
Cystitis, Coronary Artery Disease, History of
Colon Cancer, Depression and Hypertension.

A review of tha physician’s orders, dated 03/01/11
through 03/31/11, revealad an order for Ferrous
Sulfate {do not crush) 325 mg tablet by mouth
dally.

An obaervation, on 03/22/11 at 4:15 PM, revealed
Resident #26 was administered Asprin 81 mg
tablet, Glyburide 1.26 mg tablat, Plavix 76 mg
tablet, Hydralazine Hydrochlorothiazide 26 mg
tablet, Caltrate 800 mg tablet, and Ferrous
Sulfate 326 mg tablef crushed in applesauce,
CMA #1 did not check the "Medications not to be
Crushed List" prior to the adminiatration of
Ferrous Sulfate to Resident #26,

An interview with CMA #1, on 03/23/11 at 3:40
PM, revaalad she administered medications lo
Residents #5 and #26 on 03/22/11. She stated, "l
check supplies and medications before | start the
medication pass. We have a list in front of the
MARSs of the medications not to be erushed, {f{
had a question about crushing a medicalion, {
could look at it. | did not realize Bisacodyl and
Ferrous Sulfate wera not to be crushed, | always

Wwill conduct an audit of the medications for
all residents having their medications
crushed. For any medications that are not to
be crushed the physicians will be contacted
and new orders requested for a new
medication or for an alternate form.

1. What measures will be put in
place/systemic changes made to ensure
correction:

The Stafl Development Coordinator will
conduct an in-service with the licensed
atafFICMA on meeting professional
standards with an emphasis on medications
that are not to be crushed (PRO 62101}, In-
servicing to be completed by May 2, 2011
The Staff Development Coordinator will
include information regarding reeting
professional standards of quality and
medications that are to be crushed in the
aricntation of new liconsed personnel. The
Staff Development Coordinator/designee
will complete a medication administration
check off with cach licensed nurse and
CMA annually.

FORM GMSE-25667(02-99) Previous Varslons Obsolele

Event ID:X8PM11

Facliity tD: 100090 If contnuation sheat Page & of 22




B4/28/2811 18:41 2786848377 HILLCREST PAGE 18/25

PRINTED: 04/07/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-03591
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONBTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED

A, BUILDING
185120 B.WING 03/24/2011
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, £ITY, STATE, ZIP CODE
3740 OLD HARTFORD RD
HILLCREST HEALTH CARE GENTER OWENSBORO, KY 42303
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DEFIGIENGY)
F 281 Continued From page G ‘ F 281 IV, How the facility plans to monitor its §/8/11
erushed hisfher medication. 1 will lel my nurse performance to make sure that solutions
know | crushed medications that were not are sustained.
supposed {o be crushed.”
An interview with Licensed Practical Nurse (LPN A sample of 25 medicafion pass
#3, on 03/23/11 a: 400 EM. rovealed CMA (#1 ) opportunitics per month will be conducted
told her about the error after the Assistant by the Diroctor of Nursing, Assistant
Director of Nursing (ADON) informed her of the Director of Nurses and Staff Development
medication error which involved CMA #1. The Coordinator for three months and reported
CMAs were expected to review the MARs before by the Director of Nursing to the
they started the medication passes to ensure they Performanse lmprovemept Lopmuttec
had the medioations and equipment needed for (consisting of the Bxecutive Director,
the administration of the medications. There's a Director of Nursing, Staff Development
*Do Not Crush™ list oh the carts for the staff to Coordinator, Assistant Director of Nursing,
use, Activity Director, Social Services Director,
Medical Dirvector, Environmental
An interview with the Director of Nursing (DONY, Supervisor, and Maintevanec Director) for
onh 03/24/11 at 11.00 AM, revealed the Ferrous three motths or until the commitice
Sulfate was not on the "do not crush list." The determines compliance has been sustained.
computer aofiware company they utilized
autornatically put "do not crush” on the orders for 282
Ferrous Sulfate, The resident's physician did not
write an order to not crush the Ferrous Sulfate, . ) .
however, he did sign the orders which meant he L How corrective action will be
agreed to that order. The Blsacodyl was not accomplished for those affected:
supposed to be crushed and was listed on the "do
not crush list.” The staff were expected to gather The Care Plan and ADL assignment sheet
equipment prior to starting the medication passes for Resident #12 was compared to ensure
and look at the MARs and follow the orders. both wore up to date, Nﬁl‘ﬁiﬂg pﬁYSODUel 1"
F 282 | 483.20(k}(3)(i) SERVICES BY QUALIFIED F 282, will be in serviced on importance on 5/8/
55=0 | PERSBONS/PER CARE PLAN cnsuring Resident #12 had all fall
interventions in place, This in servicing will
The services provided or arranged by the facility be completed by May 2, 2011 by the Staff
must be pravided by qualified persons in Development Coordinator.
accordance with each resident's wrilten ptan of
eare. T, How corrective action will be
asccomplished for those residents having
This REQUIREMENT is not met as evidenced potential to be affected:
L

FEHRM EM5.2687{D2-99) Previoua Varelens Qbsclale
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by:

Based on abservations, interviews, and record
reviews, it was determined the facility failed to
ensure one resident (#12), in the selected sample
of 24, was provided care according to the care
plan. Resident #12 was sare planned {o have
antl-roli backs, a sensor pad and a pull tab alarm
to the wheelchair, as wall as a sensor pad to the
bed and grip tape on the floor beside the bed.
Observations of Resident #12 revealed the staff
failed to ensvre the sensor pad and pull tab alarm
to the wheealohair were in place on 03/21/11 and
falled to enaure the pull tab atarm was in place on
03/22/11, on 03/23/11 and on 03/24/11.

Findings include:

A review of the policy, entitled "Care Plans," dated
10/31/08, ravealed, "A comprehensive care plan
i& developed that is conslstent with the residant's
specific conditions, risks, needs, behaviors,
prafarences and with standards of practice which
include measurable objectives,
interventions/servicas, and timetables to meet the
resident's needs as identified In the resident's
assessment or as identified in refation to the
resident's response to the interventions or
changes in the resident's condition.”

Resident #12 was admitted to the facility on
10/08/04, with diagnoses ta include Coronary
Artery Disease, Hypertansion, History of Carsbral
Vascular Accident and Osteoporosis,

A review of the quarterly Minimum Data Set
{MD3S), dated 02/28/11, revesled the resident had
a Brief Interviaw for Mental Status (BIMS) scors
of "12", which indicated the resident was
moterately cognitively impaired. The resident
was assessad o require supervision with

on fall prevention fnterventions, will be
performed of each Resident’s Plan of Care
and AL sheets by the Unit Managers on
each unit to insure resident’s plan is
communicated to ditect carc nursing staff,
This audit will be completed by May 5,
2011,

1. What mcasures will be put in
place/systemic changes made fo ensure
correction:

Nurse assistant assignmont sheets will
include each resident’s interventions as
identified en the comprehensive plan of
care. Unit Managers and/or charge nurses
will review assignment sheets daily to
ensure care plan changes are noted and
nurse assistants ave made aware of new
interventions, Nursing staff will be in-
serviced on Policy 605, Care Plans with
cmphasis on the importance of following
the resident’s plan of care. In-servicing to
be completed by May 2, 2011,

) SUMMARY STATEMENT OF DEFICIENGIES D PFROVIDER'S PLAN OF GORRECTION e
PRESIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™e REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROS6-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 282 Continued From page 7 F 282
An initial audit, with a particular smphasis 5/8/11
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franafers and had a fall history with no injuries.

A review of the comprehensive care plan
"Realdent at risk for falls," dated 02/00/11,
revealed an intervention which included anthroll
backs, sensor pad and a pull tab alarm {o the
wheelehair, as well as a sensor pad to the bed
and grip tape on the floor beside the bed.

An ohservation of the resident, on 03/21/11 at
8:31 PM. revealed hefshe was in his/her
wheelchair visiling a peer, Further ohservation
ravealed there was no sensor pad or pull tab
alarm in place on the resident's whesichair,

On 03/22/11 at 9:10 AM, Resident #12 wes
ohserved In hisfher wheelchair in a graup activity
with peers. At 11:30 AM, the resident was in
hisfher wheelchair in hissher room. At 3:25 PM,
the rezident was in histher wheeichair on the
hallway. During these observations, there was no
pull tab alarm in place on the resident's
wheelchair,

On 03/23M1 at 7:40 AM, the resident was
observed in his/her wheelchalr awaiting the
braakfast meal. At 12:40 PM and 2:30 PM, the
resident was in histher wheelchair In the lobby
with peers, At 4:45 PM, the resident wag in
hisfher wheelchair in the badroom. During these
observations, there was no pull tab alarm in place
on the resident's wheelchalr.

On Q3724111 at 8:30 AM, the resldent was
obiserved in his/her whaelchair in hisfher room,
awake and alert. No pull tab alarm was in place
on the resident's wheelchair.

An intenﬁew with Certifted Nurse Aide [CNA) #5,

performance to make sure that solutions
are sustained.

Unit Managers/weskend supervisor will
make daily rounds to make sure care plan
interventions are being implemented, DNS
will monitor compliance and report to the
wenthly Performance Improvement
Committee {consisting of the Execvtive
Director, Dircetor of Nursing, Staff
Development Coordinator, Assistan{
Director of Nursing, Activity Director,
Social Services Director, Medical Director,
Environmental Supervisor, and
Maintenance Director) for three months or
until the comtnittee determines compliance
has been sustained.
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on 03/24/11 at 2:20 AM, révesled she was
assigned o provide care to the resident. She
stated the CNAs carry an assignment gheet with
them so they know what care to provide for the
residents. She assisted the resident with getting
drassed, ensured hefshe washed well, and set up
hia/her tray. The resident attempted to go fo the
bathroom on hisfher own, The resldenthad a /
sensor pad and pull tab alarm. CNA #5 stated
staff members tried to put the atarms out of the
reach of the resident; however, at 8:28 AM, CNA
#5 revealed Resident #12 was in his/her bedroom
in the wheselchair without the pull tab alarm in
place. CNA #5 stated the resident did not have
the alarm on but was supposed to havé the pull
tab alarm on while in the bed and wheelchalr,

An interview with Resident #12, on 03/24/11 at
0:28 AM, revesaled, "No, | did not have that alarm
clipped 1o me today. The staff da not want me to
take the ¢clip off when they put it on, 1 guess they
were afraid | might fall, bul the alarm had not
been on in awhile,”

An interview with CNA #4, an 03/24/11 at 5:30
AM, revealed she was familiar with the resident
and was assigned hisfher care the previous day.
She raporied Resident #12 was able to.do most
of his/her activities of daily living (ADLs) for
himselffhersell. CNA #4 stated she assisted the
resident to get dressed, The resident was
supposed to have a sensor pad alarm and a pull
tab atarm while In the bed and whesgichair, She
stated the resident had a habit of removing the
pull tab alarm bacause hefshe felt it was not
neaded, Whenever staff members assisied the
resident to bed or to the wheelchalr, the staff
mernbar who asgisted the resident was
responsibta to make sure the alaring were in

FORM CMS-2567{02-99) Pnzviw: Verzlons Obzolete Fvent 1B XSPM11 Fegiity ID; 100020 If continltation sheet Page 10 of 22



B4/28/20811 18:41 2786848377

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

HILt CREST

PAGE 14/25

PRINTED: 04/07/2011
FORM APPROVED

omMB

NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER!

185120

(%2} MULTIPLE CONSTRUCTION (X3 DATE

A, BLILDING

8. WING

0

SURVEY

COMPLETED

372412011

NAME OF FROVIDER OR SUPPLIER

HILLCREST HEALTH CARE CENTER

STREET ADDRESS, CITY, STAYE. ZIP CODE
3740 OLD HARTFORD RD
OWENSRORO, KY 42303

N0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
AEGULATORY OR LSC IDENTIFYING INFORMATION)

I PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENEY)

x3)
COMPLETION
DATE

F 282

F 323
58=k

Continued From page 10

place and funetioned properiy. She stated the
resident stood up earlier that moming and the
sansor alarm soundad hut she did not aee-a pull
tab alarm oh the resident and did not ensure the
alarm was in place.

An interview with Licensed Practioal Nurse (LPN)
#4, on 03/24/11 at 10:41 AM, reveaied the
rasident had a fall history. The resident was
supposed to have a pull tab alarm and a sensor
pad atarm in bed or while in the wheelchair. The
CNAs, who assisted the rasident out of bed, were
responsible to make sure the resident had all the
alarme in place. They also made sure the alarms
functioned properly, Resident #12 wag known to

‘remove his/her alarm and if an alarm was

ramaved, the staff were expected to pui it back
on the resident. The CNAs were expected to
piace the alarms on the regidents ag indicated in
their care plans. As the nurse on the unlt, she
completed a compliance round at intervals
through out the day with no set times. The CNAs
signed the aide flow sheet at the end of the day.
When they initialed it, this verified the resident's
care was completed per the cara plan. CNA #5
informed her on 03/24/11 that the resident did not
have the pull tab alarm In place, and it needed the
balteries replaced, ‘

An interview with the DON, on 03/24/11 at 11:00
AM. revealed the staff members ware expacted to
provide care acoording to the resident’s care plan.
483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accldent hazards
as is poaslble; and each resident receives
adequate suparvision and assislance devices to

F 282

F323
F 323

1. How Corpective action will be
accomplished for those affected:

Resident #1 was evaluated by therapy on
March 22, 2011 and they determined the

5/8/11

5/8/11
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¥ 323 | Continued From page 11 F 323 fost mode of transh o
) safest mode of transfer was with a
prevent accidents. 0 578111

mechanical sling 1ift. We began nsing a
mechanical Jift for transfers and resident
#1'5 care plan and nurse aide assjgpment
sheet was updated to reflect this on March

This REQUIREMENT is not met as evidenced 22, 2011 after therapy evaluation. This was

by: _ done by the unit manager. /
Based on opservations, interviews, and record

reviews, it was determined the facility failed to : Resident #12 was reviewed for their fall

ensure the resident's environment was as free of interventions by the Residents At Risk

accident hazards as is possible and the residents Commiites consisting of the Assistant

receive adeguate supervision and assistance - Director of Nursing, the Unit Managers and

devices to prevent accidents for three residents Social Services on Aprit §, 2011 to include

(#1, 1412, and #13), in the selected sample of 24, sensor pad with control under seat, anti oll-

Resident #1 was observed to be transferred with
& draw sheat, however, the oare plan revealed
he/she was supposed to ba fransferred with a
mechanical lit, Resident #12 was care planned
to have a sensor pad alamn and a puli tab alarm
to the wheelchalr and bed. QObservations of
Resident #12 revealed the staff failed to ensure
the sensor pad and pull tab slarm to the
wheeichair were in place on 03/21/11 and failed

backs, pull-tab alarm at all times, non-skid
shoes and non-skid stripe in front of bed
with no changes made to their safety
devices. On April 19, the At Risk
Commiltee once again reviewed this
resident’s fall interventions for continued
effectiveness. Resident #12 was reviewed
again on April 26 by the At Risk Commitiee

to ensure the puli tab alarm was in place on with the recommendation to d;‘{scontinue the

03/22/11, on 03/23/11 and on 03/24/14, Resident personal alarm and continue with all other

#13 was ordered a pureed dist related 1o being safety interventions.

diagnoaed with an esophageal strictura, .

Chsarvations revealad hefshe was sarvad a piece Resident #13 had the cornbread removed

of cormbread on his/her supper tray. ' from their plate on March 22, 201 1.

Findings include: Resident # 13 continues on a pureed diet
aud does receive foods only of pureed

1. Rasidel‘lit#1'2 was admltted to the faG“'It}f on COnSEStch)’. hnmediate in SGI’ViC]'J].g was

10/09/04 with diagnoses to include Coronary done on March 22, 2011 with the dietary

Artery Disease, Hypertension, History of Cerebral staff ou duty by the registered dietician.
Vascular Accidant and Osteoporosis,

A review of the quarterly Minimum Data Set
(MDS), deted 02/28/11, revealed the resident had
a Brief Interview for Mental Status (BIMS) score
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F 323 | Continued From page 12 F 323| The waining included following _ /811
of "12" which Indicated the rasident was spreadshcets for therapeutic diets. Nwrsing
moderately cognitively impaired. The resident Staff on duty was in serviced on Mar.ch 22,
was assessed to require supervision with 2011 by the staff development coordinator.
transfers and had a fall with no injuries. The training included following therapeutic

diets and following tray cards at the time of
A review of the comprehensive care plan, tray service. In servicing sontinued with
"Resident at Risk For Falis,"” dated 02/09/11, on-coming staff on March 23, 2011 and all
revealed there were interventions in place such education to be conpleted on May 2, 2011
as anti-roll backs to the wheelchair, 2 sensor pad
and a pull tab alarm to the wheelchair, as well as , y
' s ted by specch
a sensor pad 1o the bed and grip tape on the ficor . Resident #13 was re-cvalua Y Sp
i therapy on March 29, 2011 to ensurc
beside the bed. . e g
appropriateness of their diet orders and fnee
An-observation of the resldent, on 03/21/11 at for assistance with meals. Ees;)c!entjﬁ ;
8:31 PM, revealed heishe was in hisfher care plan was updated by the Director o
wheelchair visiting a peer. Further observation Nursing on March 29, 2011 to reflect this
revealed there was no sensor pad or pull tab gvaluation,

alarm in place on the resident's whesichair.

On 93/22111 at 9:10 AM, Realdent #12 was 11. How carrective action will be
observed in his/her wheelchair in & group activity accomplished for those residents having
with peers, At 11:30 AM, the resident was in N
hlsfer wheelchair in his/her room. At 3:25 PM, potential to he affected:
the resigent was in his/her wheelchalr on the ,
haliway. During these chservations, there was no An initial audit, with a particular crophasis
pull tab atarm in ptace on the resident's on dist, transfers, alarms, supervision and
wheelchair. assistive devices will be performed of each
Resident’s Plan of Care and nursc aide
On 03/23/11 at 7:40 AM, the resident was assignment sheets by the Unit Managers and
observed In hister wheelchair awaiting the pedministrative nuracs on each unit 1o insvre
breakfast meal. At 12:40 PM and 2:30 PM, the tesident's plan is communicated to direct
resident was in histher wheelchair in the fobby care nursing staff to be completed by May
with peers. At 4:45 PM, the reaident was in 5,2011. The unit managers will revise the

hismer wheelchair in the bedroom, During these
ohservations, there was no puil tab alarm in place
on the resident's wheelchair,

nurse aide assignment shects and ensure
care plans are updated with changes.

On 03/24/11 at 8:30 AM, the resldent was
ohserved in histher wheelehair in hiafher room,

FORM CMB.-2667(02-99) Provious Varsions Obsolete Event ID:X5PM11 Faciity 1D: 100000 If continuation sheat Page 13 of 22
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Continued From page 13

awake and alerf. No pult tab alerm was in place
on the resldent's wheelchair.

An interview with Certified Nursa Aide (CNA) #5,
on 03/24/11 at 8:20 AM, revealed she provided
care fo the resident. The resident was supposed
to have a senzor pad and pull tab alarm in place.
Aninterview at 9:28 AM revealed she observed
Resldent ##12 in his/her bedroom in the
wheelchair without the puft tab alarm in place.
CNA #5 stated the resident did not have the
glarm on but was supposed to have the pull tab
alarm on while in the bed and while in the
wheelchair.

An interview with Resident #12, on 03/24/11 at
8:28 AM, revealed, "No,  did notl have that alarm
clipped to me taday, The staff did not want me fo
taka the clip off whan they put it on, 1 guess they
were afraid § might fall, bul the alarm has not
been'on In awhila.”

An Interview with CNA #4, an 03/24/11 at 3:30
AM, revealed she was famifiar with the resident
and was asslgned to histher care the previous
day. The resigent was supposed to have a
sensor pad alarm and a pull tab alarm while in the
bad and wheelchair, Sha stated the resident had
a habit of removing the pull tab alarm beceuse
haishe felt it was not needed, She stated the
residant stood up eartier that morning and the
sensor alamm sounded, but she dld not se¢ a pull
tab alarm on the resident and did not ensure the
alarm was in place.

Aninterview with Licensed Practical Nurse (LPN)
#4, on 0324111 at 10:41 AM, revealed the
resident had a fall history, (recently on 03/18/11).
The resident had a pull tab alarm and e sensor

F 323/ 0. What measures will be put in

place/systemie changes madc to ensure

correction:

SDC/designee will in service all staff on
importance of following Plan of Care (POL

005) correctly for each resident with

emphasis on Fall interventions, transfers
_and dietary restrictions. Wursing staff wilt
also be in-serviced on Resident Mability
Safety (POL 513), Mechanical Sling Lift

(PRO 51010), and Dining Skills (PRO

meal to tray card. In-servicing to be
completed by May 2, 2011,

lifts.

of mechanical lift and sling size
recommended for cach resident.

Fire or total cvacuation of a facility.

Diet orders for all residents were reviewed

by the Distriet Divector of Clinical
Operations on March 22, 2011 and
compared to the tray cards to enshre
correctness,  The unit managers are

FORM CHS-2507(02-09) Pravicus Versions Ohsoleta

Eveni 1D: XSPM14

Fawiny o, iveuow

61007-02) with emphasis on reonitaring
trays for appropriatencss and matching of

Therapy will evaluate/sereen al) residents
who have been identified to use mechanical
lifts for safe transfers and use of mechanical

All care plans and nurse ajde assignment
sheets have been updated to reflect the use

Therapy will evaluate residents prior to
using mechanical lifts for transfers except in
! emergency situations outlined in Emergency
Blanket Transfers PRO 53000-01such as a

comparing diet orders with the nurse aide

(x3)
COMPLETION
BATE

5/8M11

Page 14nf27




@d4/28/2811 16:41 2786848377

DEPARTMENT OF HEALTH AND HUMAN SERVICES

HILLCREST

PAGE 18/25

PRINTED: 04/07/2011
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLERICUIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVAY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: GOMPLETED

A. BUILDING
185120 B, wiNG 0312412011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIP CODE
LTH CARE CENTER 4740 OLE HARTFORD RD
HILLCREST HEALTH CA ) OWENSBOROQ, KY 42303
X410 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX  [EACH CORRECTIVE ACTION SHOULD BE °°”",t$§'°”
MG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFEREISCZ% ;%;’Jf APPROPRIATE o
. E
F 323 | Continued From page 14 F 323 ?Szig‘;flﬂe“t sheets to be completed by May 5/8/11

pad alarm while in bed or in the whealchair. When ! '
the CNAs assisted the resident, they were fo . . ) .
ensure all alarms were in piace and funotioned Dietary staff received specific education by
properly. The CNAs were expscted to place the the registered dietician on following the
alarms on the resldents as Indicated in the care spreadsheet for therapeutic diets on 4/11,
plans. She was not aware the resident did not The tray linc was reviewed by tho
have the pull tab alarm on until the CNA informed Administrator, Nuiritional Services
her. The alarms ware in place to alert the staff Supervisor and the registered dietician to
whenaver the resident attempted to get up identi{y opportunities to improve the
unassisted and the staff knew to go to the area process on 3/24/11. Job duties were
when they heard the alarm, realigned to assign one staff member to

o ‘ address special requests during funch to
An interview with Regiatered Nurse (RN) #1, en minimize interruptions during the tray line.
03/24/11 at 10:52 AM, revealed she was the Unit
Manager where the resident resided. She stated Unit Managers/weekend supervisor will
the stalf were expected to complete care . ) )
aceording to the rasidenta care plan and tried to make dg}y roun_dg to make 15““’ ctar: plav
allow him/her 1o remaln as independent as mterventions are pewg moplemente
passible. She also stated Resldent #12 had falls
in the past: lowever, the staff did not ensure both IV. How the facility plans to wonitor its
alarmis were in place according to the care plan. performance to make sure that solutions

are sustained;
An interview with the Director of Nursing (DON),
on 03/24/11 at 11:00 A, FGVGE!".BC‘ the staff The U‘l_]jt Man,ager’s dﬂny round sheets will
members were axpected to provide care fo turned in to the DNS for veview and
according to the resident's care plan. The slalf findings reported at the monthly
membars neaded fo ensure Resident #12 had Performance Tmprovement Committes
both of hisfher alarms in place. (consisting of the Exceutive Director,
2. A review of the policy, "Dining Skils Level” Pirector of Nursing, Staff Dovelopment
dated 03/05/08, revealed verbal cues on proper Coordinator, Ass{astant. Director of Nursing,
intake of food should ba given fo individuals who Qc‘éYi't}; g’r ector, Soc1.a'l Services Direetor,
required supervision and limited assistance with cdicat Director, E}l\fuomnentgl
dining. Trays would be monitored by food Supervisor, and Mﬂ}nlnnance D.;rector) for
appropriateness and the meal matched to the tray three months or until the committee
card. determines compliance has boen sustained.
A lunch ebservation, on 03/22/11 at 12:20 PM, Please vefer to F364 for dietary monitoring
revesled Resident #13 recaived a lunch tray at plan.
J
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12:40 PM. Certifled Nurse Aide (CNA) #1 set up
{he tray in the resident's room. The diet card
spadified a pureed standard tray, with no "lumps”
in the food, The pureed meat and com had
vigible "lumps”, and a plece of combread was on
the resident's tray. From 12:40 PM {o 1,10 PM,
the resident received no assistance with lunch,

/ LPN #1 was informad by the surveyor about the ‘ /
cornbread at 1:10 PM, and the item was removed
from the resident's tray.

A record review revaealed Resident #13 was
admitted fo the facility on 08/05/10 with a
diagnosis o include Esophageal Stricture, A
review of the quarterly Minimum Data Set (MDS),
dated 02/03/11, revealed the fadility identified the
resident to be cognitively intact with setup and
supervision required for eating, The MDS3
revesied the resident had difficulty or pain with
swallowing.

A raview of Yhe, "Medieal Nutrition Therapy
Assessment”, dated 09/05/10, revealed Resident
#13 had a diagnosis of Eaophageal Stricture with
difficulty swaliowing and was disoriented and
confused at times. A review of the "Dysphagia
Discharge Summary”, dated 10/18M0, revealed
recommendations included a pureed diet with a
bite/sip size of one-half teaspoan,

A review of the physlician's orders, dated
02/11/11, revealed an order for a regular pureed,
"haby food” diet with & specified feeding order of
smali bites {three to five) millilitars (ML), and
small sips (five to eight) ML. The order was to
provide assistance with all meals,

A review of the Comprehensive Care Plan, dated
D2/13111, revealed the resident should be
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assisted during meals, with feading instructions of
small bites and &lps (as specified by the
physician’s order). A review of the "Assignment
Sheel”, dated 03/22/11, revealad a regular,
pureed "baby food" diet for Resident #13.

An interview with CNA #1, on 03/22/11, revaaled
she set up the regident’s lunch tray, but'did not
see the combread oh the tray, She ravasled the
resldent required no assistance with eating. 1f the
resident consumed the cornbread, she slated,
"The restdent could have choked.”

An interview with LPN #1, on 03/24/11 at 8:45
AM, revealed staff were expected to read the
resident's dlef card to ensure the corract dief and
conalstency of the tray. Shae stated cornbread
was not acceptable on a pureed diet. She also
revealed the pureed food was not “haby food"
congistency.

An interview with LPN #2, on 03/23/11 at 4:10
PM, revealed she expected staff to ensure the
rasident's diet order was followed and Resident
#13 raquired setup assistance with meals,

An interview with the Dietary Manager, on
03/23/11 at 4:30 PM, revealed the cornbread was
placed on the resident's tray in error. He
revealed, "We have been working on & belter
system.” He attempted several imes to make the
resident's food “less lumpy”, but certain foods
were difficult to puree, He revealed, "baby food"
conslstency should have no "lumps.”

An interview with the DON, on 03/24/11 at 11:10
AM, revaaled the specific feeding order for

Resident #13 should have been discontinuad, as
the resident did not nead assistance with meals.
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She expected staff to compare the food on a
resident's tray to the diet card. Dietary should be
made aware when a resident received food
inconsistent with their diet order.

3. Resldent #1 was admitied to the facility on
04/06/08 with diagnoses to include Alzheimer's /
Dementia, Dysphagia, Chronic Obstructive
Pulmonary Disease and Renal Faillura, An annual
MDS assesament, dated 01/15/11, revealed the
facility assessed the rasident to require extensive
assistance of two staff for transfers,

A review of the Comprehensive Care Plan, dated
04/15/08, revealed "transfer bed to chair with
mechanteal lift and two aszsiat.™ The intervention
was dated 11/18/08,

A reviaw of the Nurse Ajde Flow Shest Record,
dated 03/01/11 through 03/31/11, revealed
“transgfer bed to chair with mechanical lift and two
assist.”

An obsarvation, on 03/22/14 at 11:40 AM,
revealed Resident #1 was transferred from the
bed to a Broda chair, CNA #1 was positioned at
the head of the bed and CNA #2 was at the foot
of the bed and each CNA held the corners of &
draw sheet, which was undemesath the resident.
They lifted the resident from the bad and
positioned himvher over the Broda chair and then
lowared the resident onto the Broda chair,

Interviews with CNA #1 and CNA #2, on 03/22/14
at 11:45 AM, revealed they always lifted and
transfarrad the resident with a sheet because
they thought “they were supposed {0." CNA #1
and CNA #2 were not sure what care plan
interventions were documented to transfer
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Continued From page 18
Resident #1.

An interview with Occupational Therapist {OT) #1,
on 03/22/11 at 3:10 PM, reveaied he would not
make a recammendation to trapsfer a resident
with a sheet because it was not safe.

An interview with RN #1, on 03/22/11 at 3:20 PM,
revealed she theught "therapy” administered
training for staff regarding sheet fransfers.

An interview with the DON, on 03/22/M11 at 5:00
PM, revealed Resident #1 was discussed in the
morning meeting, {(date unknown) and staff
members determined the resident should be lifted
and transferred with a sheet The DON stated
she was not aware if the facllty complsted an
assessmeant for the safe use of a sheet during
fransfars, The DON stated she thought CNAS
were trained In CNA School fo ransfer with &
sheel.

No policy and procedure, specific to the use of a
shost 16 transfer a resident from one surface to
anothar, could be provided by the facillty.
483.35(d){(1)-{2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident recaives and the facillly provides
food prepared by methods that congerve nutritive
value, flavar, and sppearance; and food that is
palatable, attractive, and at the praper
temperature.

This REQUIREMENT is not met as evidenced
by.

Based on observations, interviews and record

reviaws, it was determinad the facility failed to

F 323

¥ 364| F364

1. How Corrective action will be
accomplished for those affected:

Nutrition Services Manager met with
Resident #13 and reviewed food prefercnces
on 3/22/11, Resident #13 had requesied
more soup so purced homemade soup has
been made available on a daily basis, NSM
will ensure that their pureed foods are
served in separated dighes so that food will
notyun togethor.

518/11

5/8/11
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SUMMARY STATEMENT OF DEFICIENCIES

ensurs residents received food prepared in a
manner which ratained food quality, taste and
appearance. Food was malntained on the ateam
table, during tha noan meal on 03/22/11, for up to
two {2} hours and 45 minutes and food was
placed on the steam table one (1) hour and 30
minutes prior to the noon meal zarvice. In /
addition, pureed meals ware not servad in ‘divided
plates and had a lumpy and runny consistency. A
review of the Census and Condition Repor, dated
03/21/11, revealed the facility cansus was 145,
with 141 of those residents served food from the
kitchen,

Findings inciude:

1. An observation of the kilchen, on 03/22/11 at
10:30 AM, revealed the steam table was being
prepared for serving green ahili stew, bean and
corn salad, mashed potatoes, rice, allernates far
the renal diets, green baans, chicken souUp, corn
and plreed bread and stew.

A review of the "Lunch Dining Schedule," datag
02/6111, revealed the tray line should start
service at 12;00 PM and conptinue serviea untit
approximately 1:10 PM, when the Main Dining
Room was scheduied for the second seating {o
be served.

An intarview with the Dietary Manager, an
03/22/11 at 10:35 AM, revealed thers was no way
to cook for and serve 150 residgenis in 20 minutes
from the steam table.

An intervigw with the Dietician, on 03/22/11 at
10:40 AM, revealed he was unaware meals were
held on the steam table for one and one/alf (1
112} hours prior to meat service.

dietary staff on ensuring the food is placed
on the steam tablc no more than 30 minutes
prior to starting the tray line which began
with the next meal on March 22, 2011,

Il. How corrective action will be
accompliched for thosc residents having
potiential to be affected

All residents with pureed diet orders have
been reviewed by dietician on April 14,
2011 to ensure food is being served in an
attractive manner, according to MD orders,
and at proper consistency. Divided plates
are now being used with each meal for
pureed diets, No food is to be placed on the
sicam table prior to % hour before being
served according to our PRO 54003,

TII. What measures will be put in
place/systemic changes made to ensure
correction:

All dietary staff will be trained by NSM and
dietician on PRO 54003 and importance of
ensuring resident receive food prepared in a
manner which retains food quality, taste and
appearance. Staff has been in serviced on
how to prepare purced foods to ensure that
there is a smooth texture with no lumps for
residents on a pureed dist. This training
was completed an April 14, 2017,
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2 A revid fthp g ey, "Food P F384| The Dietary Manager will include 5/8/1
. Areview of the policy, "Food Preparation and H ] ility, followin 1
Presentation”, dated 10/31/08, revealed food was mft.)rmatton Gn-fGOd palatabiliy, foll i o
, ' recipes and delivery of food at the desired

preparad aceording to standardized, adjusted
recipes for pureed foods in order to produce an
appetizing and patatable meal. Food was

temperature, in the orientation of new
dictary personnel. These in services wetc

prepared in a form designed to ensure Indlvidual done on 4/11.
needs were mat, Pureed foods should be the . . _

/ cansistency of pudding or mashed potatoes. The Dietary Manager will altend Resident
Every effort should be made to make pureed | Council monthly to discuss the palatability
foods appefizing and attractive, with an and temperature of the food and make any
appearance that closely resembled the ' changes as appropriate based on resident
unprocessed food, . CONCEIns
An observation of the Junch meal, on 03/22/11 at The Registered Dietician will conduct
12:40 PM, revealed Resldent #13 received monthly audits for tray aceuracy and food
pureed mashed potatoes, corn and meat. The palatability and presentation. Any concerms
portions were not separated. The mashad will bo addressed immediately,

potatoes were runny and rah Into tha other foods
on the piata. The maat and comn had visible
“lumps.” An chservation of the breakfast meal, .
on 03/23/11 al 7:35 AM, ravealed the resident are suatained: ) '

received pureed eggs, meat and bread. All items The Diectary Manager will monitor through

were covered with whita aravy. A runny "yei!ow obgervation Bﬂd TBCGTd réview, at 1683‘

TV. How the facility plans to monifor its
performance to make sure that solutions

substance” covered the bottom of the plate, The monthly for three months, then at Jeast
meat had visible "lumps.” Further observation of quarterly, to assure that residents rocoive
the breakfast meal, on 03/24/11 at 7:45 AM, paiatable food at the desired temperature.
reveated ground sausage with visible "lumps.” The dietician will track angd trend data on
resident council interviews and monthly
A record review revealed Resident #13 was tray audits. This will be roported monthly
admitted to the facility on 09/05/0 with a at the Performance Improvement Meeting
diagnosis of Esophageal Stricture. A review of {consisting of the Executive Director,
the quartery Minimum Data Set (MDS), dated Dircotor of Nursing, Staff Devolopment
02/03/1 1, revealed the fﬂC”ity identified the Coomh]atgr, Assistant Director DfNurSing,
resident to ba cognilively intact with selup and Activily Director, Social Services Director,
supervision required for eating. A review of the Medical Director, Envirommental
"Physiciar's Orders". dated 02/11/11, revealed an Supervisor, and Maintenance Director) by
order for a regular pureed, "haby food" diet. {he registered dietician for three months or
A intarview with Resident #13, on 03/22/11 at ﬁgmﬁ ii';;?:;ff determioes compliance
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12:65 PM, on 03/23/11 at 7:35 AM, and on
03724111 at 7:45 AM, revealed the foods prepared
by dletary were always mixed togethar. The food
was often unrecognizable, and had "lumps.® The
resident revealed he/she loved eggs, bt could
not eat them because they were too "firm", and
hard to swailow. /

An interview with the Dietary Manager, on
03/23/11 at 4:30 PM, revealed "baby food"
consistency shouid not have "lumps.” Pureed
meats were hot going to be "mashed potate”
consistency, Resident #1413 complained frequently
about the consistency of the foad, but he sfated,
"We have never gottan it right” The "yellow
substance” on the resident's plate was butter,
from the pureed bread. He rovealed it was
"tough® to make pureed food prasentable.

An interview with the Registered Dietician, on
03/23/11 at 5:00 PM, reveaied it was harg to
make pureed foods “look good”, He revaaled the
resldent had been unhappy with the food, and
stated, "We may have needed to fry other
optans

F 364 | e Administrator is rosponsible for overall

compliance.

S/&/11
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A Llfe Safety Code survey was inltiated and
conducted on 03/24/11 lo determine the facillly's
compllanca with Title 42, Code of Fedaral | l
Regulations, 483.70 (Life Safaty from Fire) and :
| found the facility to be In compliance with NFPA
' 101 Life Safety Code 2000 Editlon. No i : .
! deficiencies were identified during this survey. ; ! .
| i : '

LABORATORY D,;u;cmqs OR pnowdl:msujzzjmms SIGNATURE / TITe X51 DATE
/ < ///

Any doficloncy stalemenl anding vnlh%(n'k (%) danoles a deficiency which thn insliutlon m bgamuse{lrorzoormmmg providing [l is dalarmined that

olher eafeguards provide sufficient proibdlion lo the patlenls. (See inslruclions.) Exceplfer nuraing hamas, the findings stalod above are disclasable 80 days
following the date of survey whether di nol a plen of correction is provided. For nursing homas, Ihe abave findings and plans of eorrestion are disclosable 14

" daye fallowinp the date these documents are mads evailsble to the facllty. If deflciencles are clted, an apprvad plan of correclion Iz taquisile to continued
progrem particlpation,
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