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However, in Aprit 2010, an audit revealed the
error and the staff compteted the required current

. NAAR report on 04/14/10. LPN#2 had provided
: care for residents during the timeframe, of
. 03/08/10 through 04/14/10.

: 2. A review of Food Service Aide #1's personne!
record revealed a hire dale of 04/22/10 and the
NAAR was not completed until 04/26/10.

An interview with the Dietary Manager, on
06/24/10 at 10:15 AM, revealed Food Service
Aide #1 was hired on 04/22/10 and a NAAR was
completed on 04/21/10, The Dietary Manager
stated she falled o include the Food Service
Aide's full name and received numerous (same :
name) responses. A second NAAR check was
completed on 04/26/10.

A review of the facility's policy/procedure entitled, i
"Abuse Policy Procedures,” dated 10/07/99,
revealed "contact (Keniucky) Abuse Reglstry for
past record, if any. Contact Nurse Aide Registry
as weill as other professional licensing agencles
for proper licensing and status.”
F 314 | 483.25(c) TREATMENT/SVCS TO F3i4
§8=p | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facllity must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
Individuat's clinical condition demonstrates thal
they were unavoidable; and a resident having E
| pressure sores receives necessary trealment and !
: services to promote healing, prevent infection and :
: prevent new sores from developing.

FORM CMS-25687{02-99) Previous Verslons Obsolelo Event ID: 443841 Facitity 1D: 106160 If conifnuation sheet Page 2 of 16




PRINTED: 07/09/2010

DEPARTMENT OF HEALTH AMD HUMAN SERVICES FORM APPRCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
186326 . WING 06/25/2010
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE

368 8. WASHINGTON ST.

TON. G FACILIT
CLINTON-HICKMAN COUNTY NURSING FACILITY GLINTON, KY 42031

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES | D | PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
DEFICIENGY) H
F 314 Conlinued From page 2 F 314
This REQUIREMENT is not met as evidenced
by
Based on ohservations, interviews and record

review, it was determined the facilily failed to i
ensure one resident (#4) in the selected sample 5
of ten, received the appropriate assessment, Resident #4 evaluated by Physical Therapist

care, and services to promote healing of a on 6-25-2010 and new interventions ordered
pressure uicer and to prevent any additional A new pressure reducing bolster was

pressure ulcers frorm developing. {mplemented on

Resident #4 had a history of a pressure sore on 7-7-2010. Resident ff 4 care plan has been

hisfher left upper thigh caused by contact with the updated to reflect current interventions.
arm rest of histher wheelchair. A bolster was

implemented to prevent the pressure and ;: All residents with adaptive equipment were
recurrence of a pressure sore; however, the hssessed for effectiveness of current

 intervention proved ineffective, as evidenced by
' the development of a new pressure sore, The |
facllity failed to ensure evaluation of the i
effectivenass of the bolster and falled to develop
and implement allernatives, based on a

nterventions on 7-14-2010 by Therapy
Department.

Skin assessment and pressure ulcer policy wags

reassessment of the resident's needs. reviewed and revised to include notification
of pressure ulcers to the Therapy Department

Findings include; on 7-14-2010. :

Resident #4 was admitted to facility on 03/08/04, Nursing staff in-serviced on policy changes on

with a diagnosis of Cerebral Vascular Accident

(CVA) with left side hemiplegia. 7-14-2010 by Director of Nursing. !

An observation, on 06/24/10 at 10:36 AM, during QA completed on 7-14-2010 by Rehab

a dressing change revealed Resident #4 had a Manager with no deficiency noted. QA will be
pressure sore on the left upper/outer thigh, which completed monthly for 3 months and

measured one centimeter in diameter with quarterly for 1 year by Rehab manager or

redness noled around the sore. The pressure designee.

sore had no drainage and the center of the sore 7/15/10

was yellow in appearance. The nurse cleansed

i the pressure sore with sterile saline and applied

i anlibiotic ointment. A self-adhesive pad was

: placed over the pressure sore after the treatment.

i |
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An interview with Registered Nurse (RN} #1,on !
06/22110 at 3:54 PM and RN #2 on 06/24/10 at
9:28 AM, revealed the pressure sore was :
ldentified on 06/22/10, during the survey initial ;
tour of the facility, Resident #4 utilized a bolster |
! In hisfher wheelchalr to prevent pressure from the |
; arm rest of the wheelchalr to the resident's left
. upperfouter thigh. Tha resident had a history of
i skin breakdown in the area caused by rubbing the ;
left thigh against the arm rest. The nurses stated |
skin assessments were provided twice monthly,
by a licensed nurse, for all residents,

3

An observation and interview with Resident #4, on'
06/22/10 at 3:30 PM and at 4:30 PM, revealed
hefshe propelled hisfher wheelchalr down the :
hallway, using his/her right hand and right leg for |
movement. A bolster was observed positioned on;
the left side of the wheelchair. Resident #4's left !
leg was observed positioned outward and in direct
contact with the bolster pad, as the resident
propelied the wheelchalr. Resideni #4 stated .
hefshe did not like the bolster used in the i
wheelchair. 5

Furiher observation, on 06/24/10 at 3;15 PM,
revealed Resident #4 was in his/her room
exercising with a pedal operated exerciser, a
restorative therapy intervention. The resident’s
left leg was observed leaning against the bolster
pad, positioned to the left side of the wheelchair.
The boeister pad was bent out away from the !
wheelchair at a forly-five degree angle and the |
resident’s left leg was observed rubbing against
the side of the bolster,

A review of the Resident Assessment Protocol

Summary {RAP), dated 06/07/10, revealed :

Resident #4 had a history of pressure sores to the |
}
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. left upper thigh.

. Areview of the skin assessment, dated 04/14/10,

left outer thigh (leg} related to wheelchair !
positioning and the result of rubbing his/her leg ¢
against the arm of the wheelchair. A bolster
cushion was ordered and implemented on

: 04/13/09, after an Qccupalional Therapy

consultation, to prevent pressure to lhe resident's ;

revealed the facility identified Resident #4 was at
high risk for the development of pressure ulcers.
Areview of the Physician's progress notes and
Restorative treatment record, dated 05/26/10,
revealed Resident #4 received Reslorative
Therapy, six times a week for fifteen minutes
each day and used a Restorator (a device with
pedals attached to a wheelchair) to exercise and
provide range of motion to the resident's lower
legs. Areview of the current care plan, dated
06/09/10, revealed the bolster was to be used
white the resident was up In the wheelchair.

An interview with Physical Therapy Assistant
(PTA) #1, on 06/24/10 at 10:14 AM, revealed the
bolster was implemented “about a year ago". The
bolster was implemented related to the
development of a prassure sore on the resident's
left upper leg. There had been no further reporis
or referrals received from the facifity in regard 1o
the development of new pressure areas or
problems with positioning. PTA#1 stated an
order was required from the physliclan or a
referral from nursing staff with any documentation
showing a decline or a change In the function of
the resident, for a reassessment {o be completed.

Interviews with the Director of Nursing (DON}), on
06/22/10 at 4:06 PM, on 06/23/10 at 9:46 AM and |
on 06/25/10 at 9:20 AM revealed Resident #4 ii
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had two different wheelchairs and OT had
Implemented the bolster last yaar. The DON ,
slated she was aware Resldent #4 did not like the |
holster placed in the wheelchalr, but she was
unsure whather Rasldent #4 had besn

reevaluated for wheelchair positioning. A referra!
could be initiated by any staff member and ‘
documented in the nurse's note. The DON stated
no alternatives to the bolster had been attempted. :
A review of the facility's Skin Assessment Policy,
dated 05/2009, revealed skilled and intermediate |
care residents were provided a skin assessment
twice monthiy by a Licensed Nurse. Any skin A
conditions found by a Certified Nursing Assistant |
or Certified Medication Aide, was reporied {o the |
nurse in charge, for further investigation. The
policy staled a skin assessment should be
completed on admission to the facility and then
again quarterly. All staff should review and follow :
the care plan accordingly for any additional

i Interventions io be followed.
F 323} 483.25{h) FREE OF ACCIDENT F 323
5=k | HAZARDS/SUPERVISION/DEVICES 5

The facility must ensure that the resident i
environment remains as free of accident hazards
as Is possible; and each resident receives :
adeguate supervision and assistance devices {o
prevent accidents.

This REQUIREMENT is not met as evidenced '
by:

Based on observations, interviews and record
review, it was determined the facility failed {o
provide adequate supervision to prevent
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selected sample of ten and one resident (#12),
not In the selected sample,

Resident #4 sustained a fall from a wheelchair,
while propelling down the ramp located off the
South Porch, resulling in a fracture to the left
Tibia {lower leg).

Resident #8 was identified at high risk for falls
after assessment and able to make reasonable
decisions. Resident #8 went {o the South Porch,
{designated area) to smoke.

Residents #10 and #12 were identified as
elopement risks and had histories of exit seeking
behaviors at the South Porch door. Although
Residents #10 and #12 wore wanderguards, the
door remained uniocked and alarmed only after
residents passed through the deor. On several
occasions, Residents #10 and #12 were found on
the concrete porch area or had gone down the
concrele slairs outside the door, prior to staff
intervention. The facilily failed to identify potential
accident hazards related o the environment for
these residents.

Findings include:

1. Arecord review revealed Resident #4 was
admitted to the facility, on 03/08/04, with a
diagnosis of Cerebral Vascular Accident {CVA)
with left side hemiplegia.

Areview of the Resident Assessment Protocol
{RAP) Summary, datad 08/09/10, revealed the
facility assessed Resident #4 as alert and
oriented and able o make his/her own decisions.
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" accldents and falled to ensure the resldent Ris_'dhe,"t ‘:M d& d#ah\«{as re-assessed for smoking
 environment was as free of accident hazards as | e e ability to use the South
is possible for three residents (i, #8, #10), in the i orch. Their care pla.ns }:vere updated to refleck
current assessment findings on 6-25-2010 whigh

included a different designated smoking area apd
South porch was safely barricaded from resideft

and public use. Resident #10is no longera

resident in this facility. Resident #12 —~South exi
was monitored continuously until upgraded dopr

alarm and focking system was installed on 7-4-
2010.

All residents have the potential to be effected

the risk factors of the South Porch. The deck was

safely barricaded from resident and public use
6-25-2010. Policy for South Porch was

implemented on 6-25-2010 and all staff was in
serviced of policy changes by Director of Nursin
Upgraded door alarm and focking system was

instalied on South exit on 7-4-2010, Al residents
have been assessed for their individual elopement

risk factors on 7-16-2010. Elopement policy wd
reviewed and revised on 7-13-2010. Elopemen
policy changes were in-serviced with nursing st
by Director of Nursing on 7-13-2010. South Po
policy and Elopement in-services were placed 9
nursing report clipboard for review prior to wo
duties for nursing staff. Other departments wej
notified of policy changes and location of in-
services for their respective departments to
ensure they were educated prior to their work
duties,

QA completed on 7-16-2010 by Director of
Nursing and no deficiency noted. QA will be

compfeted monthly for 3 months and quarterly!

L 7/17/10

for 1 year by Director of Nursing or designee.

aff

ch
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Additionally, the facility identified Resident #4 as
having teft side hemiplegia, requiring extensive to !
total assistance with transfers, bed mobility,
bathing, grooming, dressing, and incontinent :
care. The facility identified Resident #4 as able to |
propel his/herself in a wheelchair with supervision
and occasional assislance with maneuvering the
wheelchair.

A review of the Comprehensive Care Plan, dated

1 03/09/04, revealed the facility identifled Resident

#4 at risk for falls, related to impaired balance,
daily antidepressant use and left side hemiplegla.
Care plan Interventions included the assisted
transfer from the bed to a wheslchair dally, by one
to two staff members.

An observation, on 06/22/10 at 11:40 AM,
revealed an unlocked door, referred to by the
facility as the "South Porch” door, which led 1o a
concrete porch and wooden deck. A sel of steps
and a steep ramp was observed directly oulside
the door, leading down lo a parking area. In
order to enter the deck area, it was necessary for

: residents maneuwvering wheelchairs or ambulating

to pass the steps and ramp. Additionally, an
uneven surface was observed at the point of
{ransition from the concrete porch to the wooden
deck.

An observation, on 06/22/10 at 4:30 PM, revealed
Resident #4 propelled his/herself in the
wheelchair, using his/fher right hand and right leg,
without difficully. Resident #4 was unable to use
his/her teft arm or left leg to propel in the
wheelchair. Furlher ohservation and interview
with Resident #4, on 06/23/2010 at 3:15 PM,
revealed, on 03/14/10, at the time of the fall,
hefshe had been oulside approximately 10
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' minutes and had propelled him/herseif back up

i the ramp to re-enter the facility. While backing up
: the wheeichair, the wheel dropped off the wood

- deck and the resident and his/her wheelchair
went down the ramp and the resident's chair
overturned and the resident fell onto the concrete
ramp.

An interview with Registered Nurse (RN) #1, on
06/22/10 at 3:54 PM, revealed she was the nurse
on duty when Resident #4 sustained the fall, on
03/14/10, RN #1 stated Housekeeper #1 yelled
from the back door for help and she responded
and found Resident #4 face down with the
wheelchair up in the air on {op of resident. RN 71
stated she assessed Resident #4 and identified
the resident had sustained a cut and bruises to
the right side of the head and both of the
resldent’s knees were "scraped”. The resident's |
family and the Medical Doctor were notified and !
orders to transfer the resident to the Emergency
Department were obtained. Subsequently,
Resident #4 was sent out to the Emergency
Department for evaluation and treatment. The
resident returned to the facilily on 03/14/10 at
12:10 PM, with a diagnosls of a Fracture to the
left Tibia (lower leg bone).

. An Interview with the Director of Nursing {DON},
con 06/22/M10 at 4:06 PM and 4:25 PM and on
06/23/10 at 9:46 AM and review of the facility's
fall investigation, dated 03/14-15/10, revealed
Resident #4 was assessed for the risk for falls on
a quarterly basis. The care plan was updated
after a fall; however, the facllity did not conduct a :
fall assessment after the fall, on 03/14/10. The
fall investigation conducted by the DON, dated :
03/14/10 at 9:00 AM, revealed Resident #4 had
"turned over” in his/her wheelchair. The resident
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was In the process of entering the building in
hisiher wheelchair and the wheels wenl off the
wood part of the deck and the resident weni down
ihe ramp backwards. The DON stated the back
door to the South Porch was left uniocked from
5:30 AM until 8:00 PM each day. The door was
accessible for anyone exiting the facility, but could
not be used {o re-enter the facility, since the door
was locked from the outside.

An interview with Housekeeper #1, 06/22/10 at
4:18 PM, revealed she returned from a break and
saw a wheelchair turned over and on top of the
resident. Housekeeper #1 stated she ran first to
the resident and then to the back door and yelled
inside for help. RN #1, RN #2, and Stata
Registered Nurse Aide {SRNA) #1 responded and
came oulside to assist Resident #4 back into the
wheelchair. Housekeeper #1 stated Resident #4
was found approximately three quarters of the
way down the steep ramp and was lying face
down on the pavement, with the wheelichair up In
the air and on top the resident.

An interview with SRNA #4, on 06/23/10 at 11:05
AM, revealad she was on break at approximately
8,45 AM, when Resident #4 fell while in his/her
wheelchair, SRNA #4 stated she heard a page
announced overhead and wenl lo the nurse's
station, at which time she was informed Resident
#4 had fallen. SRNA #4 stated she went outside
fo assist the other staff and observed Resident #4
lying on the ground and his/her "arms and legs
were going everywherg'. The wheelchair was
flipped over. The resident had "a skinned place”
on hisfher head which was bleeding.

An interview with the Maintenance Director, on
0612310 at 2:15 PM, revealad after the fall he
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placed a chain across the entrance fo the ramp.

An interview with RN #2, on 06/23/10 at 9:28 AM,
revealed she was on break when Resident #4 fell,
She was walking up the back stairs from break
and heard someone yell and say Resident #4 had
fallen out of the wheelchair, RN #2 stated she
found Resldent #4 lying "all the way down the
ramp" on histher left side with the wheelchair
tocated beside the resident. She conducted a
neuro assessment of the resident.

; 2. Aclosed record review revealed Resident #10
i was admitted to the facility, on 10/26/09, with

' { diagnoses Alzheimer's Disease. A review of the

initial MDS assessment, dated 11/04/09, revealed !

 the facilily assessed the resident as having poor

decision making skills and he/she required cues

and supervision.

A review of the Comprehensive Care Plan, dated !
12/11/09, revealed the facllity developed a care ;
plan for the resident's risk for injury related to
wandering behaviors and attempts to exit the _
facilily unassisted. The facilily's goal was for the |
resident to exit the facility less than twice per day. | i
The interventions the facility developed wereto
monitor placement of the ankle transmitter every
shift, permit the resident to wander in a safe
environment and to respond to the transmitter
signal promptiy,

-

A review of the nurse's notes revealed Resident
#10 exited the building through the South Porch
exit on numerous occasicns, on 11/08/09 at 4:00
PM and 6:00 PM, on 11/22/09 at 8:15 AM, several :
occasions on 11/30/09, on 12/03/0%, on 12/05/09
at 7:00 PM, on 12/10/09 at 8:10 AM, on 12/09/08
al 6:00 PM, four times on 12/10/09, on 12/14/09
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at 12:30 PM, on 12/15/09 at 5:40 AM and 6:10
AM and on 12/17/09 at 7:50 AM and 8:30 AM.

Each time Resident #10 exited the building, the !
wanderguard alarm on the door sounded:
however, by the time staff responded the resident :
was found on the concrete porch or descending
the concrete steps. On 11/08/09, the rasident
was found in the parking lot at the boltom of the
concrele steps. Further racord review revealed
there was no evidence the facility identified that -
Resldent #10 was able to exit the South Porch |
exit door before staff could respond and failed to
identify the concrete ramp, steps and/or break
betwaen the concrete porch and deck as accident
hazards for Resident #10 due to his/her confusion
and unsteady gait. Record review revealed the
resident was transferred {o a behavior center on
12/17/09.

interviews with LPN #1, SRMA#2, SRNA #1 on
06/23/10 at 3:00 PM and on 06/24/10 at 9:58 AM, i
10:00 AM and 1:45 PM, respectively, revealad i
Resident #10 frequently exited the South Porch
door and staff retrieved the resident from the
area. The alarm sounded when the resldent went
out the door and by the lime staff responded the
resident was usually on the steps located beside
the ramp, leading down to the parking lot.

¢ 3. Arecord revlew revealed Resident #12 was
admitted to the facility, on 06/05/08, with
diagnoses which Included Alzheimer's Diseass
and Anxiety State. A review of a significant
change MDS assessmenlt, dated 03/01/10,
revealed the facility assessed the resident as
having poor decision making and needing cues
and supervision. The resident was able to propel
him/harself in a wheelchair for locomotion and
he/she had falien in the last 30-180 days. A

FORM CMS.2507{02-96) Pravious Verslons Obsgolete Evant 1D; 44308 14 Facifity [D: 100180 If continualien sheet Page 12 of 16



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

PRINTED: 07/09/2010
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186326

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

{X3) DATE SURVEY
COMPLETED

06/25/2010

NAME OF PROVIDER OR SUPPLIER

CLINTON-HICKMAN COUNTY NURSING FACILITY

STREET ADDRESS, GITY. STATE, ZIP CODE
368 S, WASHINGTON ST,
CLINTON, KY 4201

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION : [X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE + COMPLEVON
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 323

Continued From page 12

teview of the falls risk assessment, dated
01/0710, revealed the resident was identified as
at high risk for falls.

A review of the Comprehensive Care Plan, dated
09/01/09, revealed the facllily developed a care
plan for ihe resident's Identified risk for falls and

: injury, due fo altempts to exit the building
. unattended. The goal the facility developed was

for the resident to have no falls or injury as a
resuit of the resident exiting the building without
assistance. The interventions the facility

developed were to apply a wanderguard braceiet

to the resident's ankle and to monitor the
placement of the bracelet every shift,

Areview of the nurse's notes revealed Resident
#12 exited the facility through the South side exit
door, on 0:3/04/10 at 4:00 PM, on 03/21/10 at
12:20 PM, on 03/23/10 at 6:00 PM, on 03/24/10,
wo occasions on 03/31/10, on 04/03/10 at 10:45
AM and on 04/11/10 at 4:00 PM. The nurse's
notes revealed each fime the staff responded to
the alarm they found the resident outside on the
concrete porch. On 03/21/10 at 12:20 PM,
Resident #12 was found "attempting o unhook
the chain and go down the ramp to the parking

lot". Further record review revealed there was no:

evidence the facifily idenfified Resident #12 was
able to exit the door before staff could respond
and failed 1o idenlify the ramp, steps and break
between the concrete porch and deck as accident
hazards for Resident #12, due to his/her

i confusion and use of a wheelchair.

4. Arecord review revealed Resident #8 was
admitted to the facilily, on 06/04/09, with a
diagnosis of Cerebral Vascular Accident with feft
sided hemiplegia. Areview of the annual MDS

F 323
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. assessment, dated 06/04/10, revealed the facllity
assessed the resident as able {o make decisions
that were consistent and reasonable. Resident
#10 was able to propel him/herself In a
wheelchair throughout the facility. Areview of the |
Fall Risk Assessment, dated 04/14/10, revealed
: the resident was identified at high risk for falls,

A review of the Comprehensive Care Plan, dated
12M16/09, revealed the facifity developed a care
plan for smoking. Interventions included the
resident's use of the South deck, when weather
allowed to smoke.

i An abservation and interview with Resident #10,
on 06/24/10 at 2:30 PM, revealed the resident
was in a wheelchair propelling him/herself down
the hallway. The resident stated he/she smoked
on the deck outside the South Porch exit. The
resident stated he/she was aware of the break
between the concrete porch and deck, but hefshe
was usually able to cross over it with no
problems. Resident #8 slated he/she tried to
keep the wheels of the wheelchair away from the
ramp and steps,

Further record review revealed there was no
evidence the facility Identified the ramp, steps and
| break between the porch and ramp as possible
accldent hazards for the resident, due to hisfher
left sided weakness and use of the wheelchalr,

F 369 | 483.35(g) ASSISTIVE DEVICES - EATING F 369
88=p | EQUIPMENT/UTENSILS

The facility must provide special ealing equipment |
and utensils for residents who need them.

This REQUIREMENT is not met as evidenced
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Based on observalion, interview, and record
review, it was determined the facility faited to
provide one resident (#5) in the selected sample
of 10, special eating equipment and utensils,
Resident #5 was ordered a plate guard and deep
spoons for meals and observations revealed the
plate guard and deep spoon were not provided for
lunch and supper on 06/22/10.,

Findings include:

Resident #5 was admitted to the faciiity with
diagnoses to include Trans Cerebral Ischemia,
Hypertension, Senile Dementia and Esophageal
Stricture,

* An observation in the dining room, on 06/22/10 at
£ 11:40 AM, revealed Resident #5 was served a

: lunch tray, without the provision of a plate guard
and deep spoon. An observation during the
evening meal service, on 06/22/10 at 5:05 PM,
revealed the resident was served a supper tray,
without the provision of a plate guard and deep
spoon.

An interview with the Dietary Manager, on
06/23/10 at 10:20 AM, revealed she monitored
the tray line and tried to review the tray cards
daily on return from the dining room. She
completed random checks of 12-14 tray cards
during meal service. If she identified an eror,
she talked with the staff at the time and made the
: correction, The Dietary Manager stated the

. resident was ordered a plate guard and deep
spoon for all meals. Tha plate guard was not
returned to the dining room after breakfast, on
06/22/10 and the spoon provided was a ragular
spoon. She stated the staff did not notice the
plate guard was unavailable, until they were
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Resident # 5 plate guard was in place on
June 23, 2010,

Al residents self help feeding devices
were in place on 6-23-2010,

Policy revised on self help feeding devices
and dietary staff was in-serviced an policy
changes by Dietary manger on 6-23-2010
All Dietary staff reported to Dietary
Manager for in-service on poficy changes
prior to reporting for work. Food service '
workers will check all food trays for
adaptive feeding equipment prior to
leaving dietary department.

A QA monitor has been implemented to
audit Dietary staff randomly for
compliance on self help feeding devices.
The first QA was completed on 7-6-2010
and was found with no deficient
practices. The QA will be completed by
Dietary Manger or designee monthly for
three months and then quarterly for one

Jear. 7/10/10
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preparing the resident's funch plate. The Dietary
Manager slated the plate guard and deep spoon
should have been provided for all meals.

AM, revealed she fed the resident on 06/22/10
during breakfast. The resident had trouble
feeding him/herself at times and spilled food.
SRNA #4 stated she left the plale guard on the
plate, while she assisted the resident to eat, She
did not remove it from the plate during the meat.

An interview with SRNA #4, on 06/23/10 at 10:50 :
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the wreaths had been treated with a flama
retardant.
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