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Regis Woods Cente
F 000 | INITIAL COMMENTS F 000 provides this plan af
: e . rrection without pdmittin
An Abbreviated Survey was initiated on 10/27/15 correct . e 8
and concluded on 10/29/05 1o investigate or denying the validity or
complaint KY23980 and KY23981. The Division existence of the alléged
of Healthcare substantiated the allegation with fici he P f
deficiencies cited at the highest s/s of an F. . deficiencles. The Plan o
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 Correction is prepated and
Ss=E | INDIVIDUALITY executed solely because it is
The facility must promote care for residents in a required by federaljand
manner and in an environment that maintains or state law.
enhances each resident's dignity and respect in ,
full recognition of his ar her individuality.
| 241
This REQUIREMENT Is not met as evidenced The Social Worke
by: ted BIMS fe-
Based on observation, interview, and facility comple )
palicy review, it was determined the facility failed assessments of r |den§s
fo promote care for rgsiqems In a manner and on NF1 and NF2 on
environment that maintains each resident's b 12015
dignity on two (2) of four (4) units. On Nursing November 11, to
Facility One (NF1) and Nursing Facility Two determine if a degline in
{NF2), Staff were observed using cell phanes and
talking with each other rather than addressing mood had occurred. No
residents while performing tasks for residents in areas of concern Jvere ,
the dining room prior to and during meal services. identified. Reside:{\t H#2, #3
Further, the facility falled to maintain resident and #4 were reassessed by
privacy of body while administering injection the Social Worker|Director
medication to one (1) of four (4) sampled
residents, (Resident #4). on November 11, 2015 to
determine if resident #2,
The findings include: 43 and #4 had
Review of the facility's Job Description for experienced a dedline in
Certified Nursing Assistant (CNA), dated mood. No areas of
11/08/12, revealgd concern were identified.
LABQRAT T (X8} DATE
£ . ey L o ' —_
b ¢ i 2 it ¥ wistlator ¥ “/V'//Ib
Thote d asterisk {*} denotes'a deficiency which the institution may b excused from corecting groviding it is determined that
other safeguards provide sufficient protection to the patients. (See instruttions.) Except for nursing homes, the findings stated dbove are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing hoemes, the gbove findings and plans of comection are disclosabls 14
days following the date these documents are made available 1o the faciitty. If deficiencies are cited, gn approved plan of correction is requisite to continued
program pariicipation. ' ; :
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. Re-education was
F 241 Continued From page 1 . F 241 | leted by N
CNAs reported to the Charge Nurse, Supervisor, ' rompieted by Nurse
ar Nursing Administrator. Nursing staff were tp [ractice Educator on
provide effective nursing care in a manner | November 30, 2015 on
conducive to resident safety and comfort. ‘ . ’ ‘
Nursing staff were to provide care in a way that Pignity and Respect to :
maintained the residents’ confidentiality and | helude no cell phone
privacy. ; :
: psage in resident care
| Review of the policy titled Personal Cell Phonas reas and assisting
and Handheld Devices, Use of, dated 11/01/13, ; "
revealed the facility prohibited staff from using lfeswients d.u.nng medl
cell phones or any other persanal handled device imes providing beverages
when in patient care areas including patient nd conversations with I @ h-;"
rooms, dining areas, community rooms, and ) i
adjacent hallways. sidents to promoteg
~ ‘ ignity to Certified Nursing
Review of the facility's Resident Rights for the - ist s on NF1 ahd
State of Kentucky, not dated, revealed the facility feststanceson NF a
should have ensured staff treated each resident F2 with a post-test given
with consideration, respect, and full recognition of :
the resident's dignity, including privacy in determine competency.
treatment and in care for personal needs. Staff N #1 was re-educated by
should have assured the resident's visual privacy e Nurse Practice
while providing care. .
P : ¢ ducator on October|30,
Observation, on 10/27/15 at 12:45 PM, revealed i
three (3) nursing staff sitting at a table in the NF1 015, to the-p.o <y ?f
dining room using personal cell phones and nsulin administration to
talking amongst themselves. Eighteen (18) : nclude promoting dignity
residents sat at tables with drinks in the dining idi .
room. One staff was using her personal cell Py providing privacy
phone and two (2) stafi were talking to each ruring medication pass. A
other. ost-Test was given to
Observation, an 10/27/15 at 12:30 PM, revealed ralidate understanding.
residents not receiving fluids while waiting for
lunch service in the NF2 dining room. Forty-two
(42) residents and three (3) CNAs waited in tha
dining room for meal service. Six (6) residents: ‘
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F 241 Continued From page 2 N F 241 21 All residents of the facility
had drinks in containers from their rooms. The have the potentia| to be
remainder of the residents did not have fluids | affected. The facility Unit
served while waiting on meal service. i
; Managers completed
Revierw doih ’rhe; cligi;a! t;'eu::frm.:1 ft(i"wr Resigent #4 visual ohservations over
revealed the facility admitted the resident on :
03/19/14 with diagnoses of Hypoxemia, Type i all 3 shifts on November
Diabetes, Hypertension, Depression, Dementia, 14, 2015 to determine if
i and Dysphagia.
. Review of Resident #4's quarterly. Minimum Data staff were t‘reatifw 5 )
Set (MDS) assessment, completed on 08/28/15, residents with dighity and
revealed the facility conducted a Briet nterview respect to include|no " ‘ ; (
Mental Status (BIMS) assessmant in which the £ thand 1240
resident scared a four (4) aut of fifteen (15) usage at personaijnan ‘
indicating the resident was not interviewable. held device and ot cell
Observation, on 10/27/15 at 3:45 PM, revealed a phones in resid‘em care
Registered Nurse (RN) #1 giving an injection to areas and insulin was

Resident #4 in the hallway near the NF2 nurse’s
stafion and in view of the resident common area.
Five (5) other residents sat in the common area
at the time of the injection. The nurse asked the
resident to lift his/her shirt, the. resident complied;
and the nurse administered the-injection in the
resident's stomach. The nurse then transportad
the resident over to the common area and told
him/her to "stay here and wait for dinner”.

Observation, on 10/28/15 at 10.05 AM, revealeéd
CNA staff walking down the NF1 hallway looking
at his cell phone or handheld device. :

Observation, on 10/28/15 at 10:15 AM, revealad
staff leaning against a wall in the hallway of NF{

near the nurse's station typing on a cell phone or
handheld device.

Review of clinical record for Resident #3 revealed
the facility admitted the resident on 04/10/08 with

administered with privacy
provided, Resident room
/bathroom doors and
privacy /fwindow durtain
closed during carejand

staff were interacﬂing with
residents during meal
time. Areas of concern
were corrected upon
discovery.

Re-Education on Dignity
regarding the need for the
facility to promote care
for residents in &
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Foatlc SF 5 manher and i
ontinued From page -
. pag . i . F 241 environment that
diagnoses of Hypertension and Anxiety. Reviéw .
of the resident's quarterly Minimum Data Set ' maintains each
(MDS) assessment, completed on 06/04/15, resident's digni
revealed the facility conducted a Brief Interview ; } o .
including providing privacy

Mental Status (BIMS) assessment in which the
resident scored a fifteen (15} out of fifteen (15)
indicating the resident was interviswable.,

interview with Resident #3, on 10/27/15 at 4:20
PM, revealed the facility did not consistently
provide privacy in care. The resident stated {he
staft would leave the bathroom door or the door
to the bedroom open when providing care. -
Resident #3 staled staff would shut the door if the
resident told them fo shut the door, and staff
would continue closing the door when providing
care for a short time, but then would revert to
leaving the door open when providing care. The
resident stated he/she was able to transfer and
ambulate independently during the day, but often
requested assistance at night due to the lights
being low and unable to see in the dark. The
resident stated he/she had a history of falls and
falls with fractures and would request assistance

| when he/she needed to uss the bathroom in the

with insulin
administration, clgsing
room door/bathropm
door and curtain when
care is provided, staff
interaction during meal
times and cell phope
usage will be completed
for Licensed Nursesjand
Certified Nurses Assistants
on or before Noveriber
30, 2015 by Nurse Practice
Educator. A post —test will
be administered at the

afols”

night. The resident further stated they felt the
staft did not treat him/her with dignity when they
left the door open while providing cars and it -

made the resident feel angry. The resident stated |-

it made him/her feel like they were treated like a
dog and not & person. :

Review of the clinical record for Resident #2
revealed the facility admitted the resident on
10/06/12 with diagnoses of Heart Fallure,
Hypertension, Type Il Diabetes, Hyperlipidemia,
Anxisty, and Depression, Review of the resident '
s quarterly Minimum Data Set (MDS) :
assessment, completed on 08/08/15, revealed

time of re-educatiort to
validate understanding of ,
information presented.
Staff not available during
this timeframe will receive
education with postitest
by the Nurse Practice
Educator upon theinreturn
to wark and to new hires

Id uring orientation.
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the facility conducted a Brief interview Mental

Status (BIMS) assessment In which the residant
scored a fifteen (15) out of fifteen (15) indicating
- the resident was interviewable. ‘

Interview with Resident #2, on 10/28/15 at 9:16
AM, revealed the facility did not treat residents
with dignity and respect. Resident #2 stated the
CNAs were often talking and typing on their
telephones in the facility. The resident stated this
was especially true on the weekends. Resident
#2 further stated CNAs have entered histher
room asking to step into the room to make phone
calls. The resident stated CNAs would explain
they had an emergency, but he/she could hear it
was not an emergency. Resident #2 stated
he/she had trisd to falk to a CNA whao was on the
phone and was told to wait. The resident stated
the treatment was undignified and made him/her
feel helpless. Resident #2 also stated he/she
received injection medication for the treatment of
Type Il Diabetes. The resident stated staff
administered those injections into his/her arm or
belly. The resident stated nursing statf prompted
the resident to go into the haliway to receive the
injections. The resident stated this bothered
him/her and would sometimes ask the nurse to
go into histher room to administer the injection..
The resident stated the next time an infection was
due; the nurse prompted the resident to goto the
hallway again.

Interview with CNA #1, on 10/28/15 at 1:15 PM,
revealed nursing staff had recsived training on !
dignity. CNA #1 stated she received training to:
promote dignity by making people feel more at -
home. CNA #1 stated providing dignity in the

. care for residents included ensuring residents

\isual observation with
tpunding audit completed
qver all 3 shifts by Unit
anagers, Director o
ursing, Administratar,
ssistant Administratbr
d/or Nurse Practic
ucator daily times two
eeks, three times par
eek times two wee
eekly times four wet
onthly times four
onths then as
termined by the
onthly Quality
provement Committee
rqview to determine dare
igprovided with dignity
luding during resident
cqre, medication

ks,
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aiministration, cell
ppones and or hand hpe
devices are not used in
Rgsident care areas and
stpff is interacting with
sidents at meal times.,
Aleas of concern will he
cqrrected immediately
ulon discovery.
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F 241 | Continued From page 5 F 241 ‘
lcoked clean and were dressed appropriately and 4] The Director of Nursing
Dby ensuring privacy when providing care by and/or Nurse Practi
shutting doors. The CNA also stated the facility / S Jce
did not allow nursing staft to use cell phones Educator will submit a
while on the unit. She stated the facility permitted summary of the visual
staff to carry their cell phone, but they had to step ob ti di
into the break room if they needed to take a call. servation audrts
The facility prohibited nursing staff from using icell monthly times six months
phones while providing care, while feeding  : ;
residents, or while in any care area such as the to the Quality
hallway of in any resident's room: improvement Committee
o ) consisting of the
Interview with Licenced Practical Nurse (LPN) #1, . —
on 10/28/15 at 1:40 PM, revealed nurses Administrator, Assjstant l"-’hb ] (3
supetvised the CNAs by making observations of Administrator, Dirgctor of
the work that CNAs completed and by helping the . .. :
CNAs as needed. LPN #1 stated the facllity Nursing, Activity Director,
prohibited nursing staff from using cell phones. If Housekeeping Supervisor,
a nurse observed a CNA using a cell phone, the MDS Coordinator,
nurse was to give the CNA a verbal warning. f .
the nurse observed it a second time, the nurse Maintenance Supervisor,
should have reported the violation to the Unit Director of Dining
Manager. The LPN stated nursing staff using cell

phones would be a problem because it would
have taken staff away from the residents and the
work. Staff using cell phones while providing
care would have been a violation of the residents’
dignity because the staff would not have been
giving personalized care to the resident. Further,
LPN #1 stated nursing should have been
providing privacy with Adult Daily Living (ADL)-
care, In conversations about care, and when
giving care or medications such as injections.
LPN #1 stated nurses should have administered
injections to residents in the resident's room, "
behind closed doors.

Interview with LPN #2, on 10/28/15 at 2:30 PM,
revealed it is against policy for nursing staff to-

Services, Health
lnformation Mana

er

Coordinator, Social
Director, Business ¢
Manager and Medi
Director for any ad
follow up and/or
inservicing needs u
issue is resolved an
going thereafter.

Service
Difice
cal
ditional

ntil the
d on-
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use cell phones except in the break room. i a
nurse observed a CNA using the cel! phone, they
were o inform the Unit Manager for discipt?na+y
action. -

I
Interview with Unit Manager #2, on 10/29/15 at
10:30 AM, revealed providing treatment, including
administering injection medications, and talking

. on cell phones in resident areas was not
consistent with providing dignity in care. The Unit
. Manager stated she received information that a

| nurse administered an injectable medication to a
resident in a public area of the facility, She stated :
this was a violation of the resident's rights and 2,[ b ' (5
privacy. The Unit Manager stated this was a ' ‘ L
cancern because providing care without ensuring
privacy was not providing dignity with care and
did not support residents' psychosocial
welibeing. She stated other residents who
observed the medication administration couid
have been embarrassed or uncomfortable. The
Unit Manager stated she monitored staff by -
watching and assisting staff as needed. She
further stated nursing staff were not permitted to
use cell phones in the building except in the
break room. Nurses who observed a CNA using

a cell phone should have reported that CNA to the
Unit Manager. :

Interview with the Director of Nursing (DON), an
10/29/15 at 1:15 PM, revealed the facility nursing
staff did not provide care with dignity when they
used cell phones. Further, nursing did not
provide care with dignity when they gave care
without respecting the resident's right to privacy.
The DON stated she was concerned staff would
do this as it could negatively affect the residents’
psychosacial wellbeing.
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interview with the Administrator, on 10729115 at
1:50 PM, revealed the faciﬁty staff should not
have used cell phones in any resident areas,
while providing éare, or in any public area of the
building. The Administrator stated as he received ~
resident grievances or reported issues he had F 362
been providing education and individual i
disciplinary action to staff. However, the 1.1 Medical record reviews
Administrator reported he had not provided: were completed by Unit
education to the entire staff pertaining to cell Manazers ,
phone usage and providing dignity with care. The anagers on N1 and NF2
Administrator stated that staff did not provide on October 20, 2015 to
dignified care and this could prevent staff from ,‘ . .
meeting the needs of the residents. determine if residents on
F 362 | 483.35(b) SUFFICIENT DIETARY SUPPORT: F 362 NF1 and NF2 had _
$3=F | PERSONNEL experienced a change of |L[mli>
The tacility must employ sufficient support condition as a result of
personnel competent to carry out the funcuons of meals pot arriving gn time
tha dietary service. to the unit. No congerns
were Identified.
This REQUIREMENT is not met as evndenced Resident #3 was re-
by: :
Based on observation, interview, record review assessed by the Un
and facility policy review, it was determined the Manager on November 12,
faciiity failed to maintain- suff,csent dietary su pgor{ 2015 to determine if a
parsonnel to prepare and serve palatable meals .,
at appropriate times on four (4) of four (4) uni change in condition| had
C occurred, no change was
The findings include: identified.
Review of the policy Meal Times and Dehvery The UnAit Manager
dated 05/01/07, revealed the facility would leted g'
consistently provide meals at predictable times, completed a review|of
three times par day. The meal times would be Resident #2 blood sugars
determined by the Food Service Director in
FORM CME-25€7(02-08) Previous Versions Obsolste Event lD;éNKKﬂ Facility 1D 1gps03 if continuation sheet Page 8of 14
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conjunction with the Administrator and Directof of determine resident has
Nursing (DON), , not experienced any
Review of the facility's policy regarding Meal ' change in condltlon'as a
Service, dated 03/16/15, revealed the facility result in meals arriving
would serve meals that were accurate and timely. late to the units. Blood
Review of the facility's Dining Times, dated Blucose level remafned in
06/08/15, revealed the facility scheduled dining ‘normallimits, no change
times.. The facility would serve breakfast to the was identified.
| first unit from 7:15 AM to 7:30 AM. The facility -
“would serve breakfast to the last unit between 2] Aliresidents of the facility
. 8:10 AM and 8:30 AM. For lunch service, the have th tentiallto b
tacility would serve lunch to the first unit from ave the potential to be
11:15 AM to 11:30 AM and on the last unit at affected.
12:30 PM. The facilily scheduled lunch service to
the Nursing Facility One (NF1) unit dining room The Unit M
from 11:30 AM to 11:45 AM. The facility The Unit Managers M1s”
' scheduled lunch service to the Nursing Facility completed an audit of the \l’h
Two (NF2} unit dining rocom from 12:10 PM o residents to determine if
12:30 PM. The facility scheduled the kifchen to anv negativ
| deliver the room service meal trays to NF1 at ¥ negative outcame had
12:15 PM. occurred as a resulk of the
o - meals arriving late to the
1:00. PM, revealed ths kitchen delivered the first . 5 _ o
meal tray to the dining room via a service wmdow 015 with no additjonal
at 1:00 PM. findings. The audit
) _ consisted of review of
Observation, on 10/27/15 at 1:25 PM, of the blood glucose levels and

kitchen revealed the kitchen started preparing the
room service meal trays for the last meal delivery
at 1:25 PM. Kitchen staff delivered the last meal
cari to the NF1 unit at 1:46 PM. Several
residents on the NF1 hallway were in the
common area of the unit and complained loudly
about the facility not serving the food on time. -

interview with Resident #3, on 10/27/15 at 4:20

change in conditio
documentation. Ng areas
of concern were
identified. The
Administrator/Assistant -
Administrator revigwed
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PM, revealed the facility often did not serve meals e.s ent Council .eetlng ’
ontime. Resident #3 stated that several Minutes to determine

mornings the facility ran so far behind inthe
kitchen the residents had to sat breakfast in their
rcoms. The facility told the resident [t was
because the kitchen could not serve the dining
rooms. The resident stated all the residents on
the unit had to eat breakfast in thelr rooms on
10/25/15. Resident #3 stated he/she usually ate
in the dining room. The resident further stated
the food was often cold and the service in the
dining room was poor.

Interview with Resident #2, on 10/28/15 at 9:16"
AM, revealed the facility often served meals late
after the scheduled meal times. Resident #2 .
stated he/she was a diabetic and was concerned
with the timeliness of the food service because of
bload sugar levels. The resident stated he/she
often bought outside food because the meals:
were often considerably late and because the
food was often cold or did not taste good.

Interview with CNA #1, on 10/28/15 at 1:15 PM,
revealad on NF2 the nursing staff was

responsible for getting residents into the dining
areas and ready for meal service. She stated
nursing brought residents into the dining room for
breakfast approximately 8:00 AM and for lunch
approximately 11:00 AM. She stated nursing
would pass out drinks and desserts to residents
while waiting on the iunch to come out. The CNA
stated meals in the dining room were sometines
late. When meals were late, nursing would have
to rush aftermoon care to complete all of the
tasks. Tasks included assisting residents for -
naps, answering call lights, and completing
documentation. She stated when nursing had to
rush due {o late meals; taking water to all of the

concerns with foqd service
were being addressed no
additional findings. The
Director of Dining Service
observed meal ddlivery to
all units on November 12,
2015 to ensure sufficient
personnel were assisting
with corrective agtion
upon discovery.

uels

Dietary staff was fe-

education on the need to
ensure the facility
maintains sufficient dietary

support personnel to
prepare and serv
palatable meals ai

appropriate timesion all
units and on the Neal

Service Delivery policy by
the Regional Food &
Nutrition Director on
October 30, 2015./A post —
test was given at the time
of the re-educatian to

validate understanding.
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- service and if a resident did not eat shortly after

residents was put off untit the next shift came on.

Interview with the LPN #1, on 10/28/15 at 1:40
PM, revealed the kitchen did sometimes serve
resident meals late. LPN stated if the kitchen
served a meal significartly late then this was &
medical problem for some residents due to -
medications that needed to be taken with food; .
Nursing staff give insulin just befors the meal -

receiving the insulin, they risked having low blood
sugar. Further, the kitchen did not communicate
consistently with nursing staff when they would
serve meals ouiside of the scheduled
timeframag, :

Interview with LPN #2, on 10/28/15 at 2:30 PM,
revealed meal times were not consistent. She, - -
stated breakfast was scheduled {o be served in
the dining room at 7:30 AM, but that it may be -
8.30 AM or 9:30 AM by the time the kitchen
sefved breaklast. She stated the kitchen served
lunch as late as 1:00 PM. LPN #2 stated this was
a problem because some residents have :
madication that nurses had to administer with =~ -

foad, including insulin dependent residents.

Interview with Unit Manager #2, on 10/29/15 at
10:30 AM, revealed the kitchen had problems -
with timeliness for the last eight {8) weeks, She
stated the problem existed since the previous .
Director of Food Services ended employment |
with the facility. She stated the meals were late
two (2) to three (3) days per week. The Upit
Manager stated the kitchen served lunch at 1:00
PM when it was scheduled for service at 11:30:
AM or 12:00 PM. She stated kitchen staif would
sometimes communicate to whoever was in the
dining room at the time when a meal would be

. Manager on Duty will

is timeframe will receive

ducation with post-test
y the Director of Dirjing
rvice upon their return

tb work and to new hires
uring orientation.

e facility has hired a
w Director of Dining
rvices on 10/26/15, a
rew Executive Chef oh
1p/19/15 in addition to
hring 3 cooks and 1

ietary Aide. :
jlhen the Executive Chef,
Qrector of Dining Services
ahd/or Supervisor
termines a staff
ember is running bahind
ith their assignment
tiey will step in to help
ith getting the staff back
op track. The Weekend
pervisor and/or

N

be
ploviding supervision
dpring the weekend to
eI:sure all meals are

pjepared and served

wfofis
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late. However, nursmg staff had no warning aqs to
when meals were going to be late. Res! dc-zn‘csi
would be just siiting in the dining room watti ingfor | -
the meal with no snacks. Alert and oriented |
residents do sometimes request and recelive a
snack when meals are late. Nurses have to wait
to give some medications, Including insulin, urrml
meals come out of the kitchen.

uring the assigned rgxea['
hedule with correctiive
tion upon discovery.

od and Nuitrition
rvices will communicate
nursing staff when
eals will be:arrivinglater
an 10 Minutes. In the
ent of delay in meal
rvice, snacks will be
ailable. The All hands
n Deck program wasg re-
plemented on '
November 2, 2015. The w‘m }\‘a/
Il Hands on Deck is 3
am of employees that

n include Administrator,
ssistant Administrator,
irector of Nursing,
crivity Director, MDS
oordinator, Scheduler,
enefit Designee, Health
formation Manager
oordinator, Social Service
irector, Social Servige
pecialist and Business
ffice Manager to assist
ringing the residents$ 10
e dining room, sending
everages, and passing

Interview with DON, on 10/29/15 at 1:15 PM,
revealed the shift In management staff in the '
distary department affected tha timeliness of the
meal service. The facility did not have the :
personnel to get the meals served to the
residents on time. The facility has had to send
nursing staff into the kitchen o assist with '
preparing and to serve meals to the residents.
The DON stated that during the transition of-
kitchen staff it had been common tor the kitchen
1o serve meals up to one (1) hour late due to not
x having enough Kitchen staff. :

Interview with Lead Cook, 10/27/15 at 1:30 P\,
revealed the facility has had changes with
staffing. He stated the kitchen did not have
enough staff and he was trying to do several jobs
at one time, including serving the N¥2 dining

room and delivering meal casts to the aliocated
hallways. The Lead Cook stated he was unatile
to get the prep work completed for the next dqys :
meal. Therefore, the kitchen runs the tisk of .
serving the next day's meal late as well.

Furiher interview with Lead Cock, on 10/28/15 at
2:00 PM, revealed the kitchen staffing consisted
of six {6) positions in the kitchen. The Lead Cook
stated the facility has had a lot of staffing
changes and had been operating with a corporate
director and, at times, few staff. He further stated
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] meal trays. The maal
F 362 - Continued From page 12 Fas2 1. Y .
times have been adjusted
’ many of the kitchen steff had quit em ployment ]
~with the facility and the facility had been using| to accommodate resident
temporary employees. The Lead Cook furthef dining rooms and
. stated meals were often late because of staffing reviewed a
[ shortages and maintenance issues. He stated oni eview . hd approved by
10/27/15, two (2) employees walked off the job - the Resident Council
and the dishwasher broke, causing & nearly two Committee on November
(2) hour delay In meal service time, The Lead 17, 2015.
Cook stated the facility had no system in place tor
the kifchen to communicate directly with nursing | The Director of Dining
when they knaw a mea! would be late. He alsd Services and/or Exdcutive
stated that when the kitchen knew they would be . :
very late with a meal, they served all the meals to Cth_ will a.udit the Meal
residents in thelr rooms. Service daily acrossjall
it R D — meals times two weeks,
nterview with Regional Director of Dinning a :
Services, on 10/28/15 at 3;30 PM, revealed the tfkn three times per week h;
facility had not been fully staffed to ensure meals times two weeks, weekly (?,[10'_

wore served af scheduled times for the past eight
(8) weeks. He stated the previous Dirgctor of
Dinning left the employment of the facility

| suddenly about eight (8) weeks prior. Aiter this,

several of the other kitchen staff also resigned
from employment. The kitchen had been
operating with no weekend supervisor, no facility

times four weeks, monthly
times four months then as
determined by the
monthly Quality

Improvement Committee

. rel !
review with-corrective

dinning director, and no lead supervisor. The
facility had been working on replacing the vacant
" leadership positions. However, in the past eight
. (8) weeks, the kitchen had been late with meals.
He stated meals were late more often on the
weekends when there was less staff, In additibn

' to not having consistent staff, the facility has had

: to use cooks from a femporary agency and the

. kitchen aide staff have had difficulty taking orders

| from the agency cooks. Kitchen staff did not

-communicate with the facility at large when maal

| services were running late. He did not know of
any system in place to promote communication
between the kitchen and the nursing staff. The

| delivery.

action upon discovery fo
ensure sufficient
personnel are available to
ensure timely mezal
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F 362 gontinued From page 13 ' D F362|  4.| The Director of Dining
' irector of Dinning Services stated that two 2 . oo
hour delays in meal service was uncomman; | Services and/ or: Exgcutive
however, he stated that thirty (30) minute delays Chef, will submita
in meal service was common. summary of the audits
Interview with the Administrator, on 10/20/15 at results monthly times six
1:50 PM, revealed the facility had problems with months to the Quality
staffing the kitchen leading to problems in getting C it
palatable meals served to residents in a timely Improvement Committee
manner. He stated the Regional Director of cansisting of the
Dinning Services had been working in the facility . il
four (4) days per week and the facility had utilized | Administrator, Assistant
temporary employees to attempt to maintain meal inistrator, Direttor of
service. The problems with staffing caused Admfn'St at. -
meals to be late. He further stated the late meals Nursing, Activity Director,
caused additional strain on the nursing services, Housekeeping Supgrvisor, M m'ig
including medication pass, and this placed di
residents af risk of receiving poor nursing MDS Coordinator,
services. ' ' Maintenance Supervisor,
Director of Dining
Services, Health
Information Manager
Coordinator, Social Service
Director, Business Qffice
Manager and Medital
Director for any addlitional
follow up and/or
inservicing needs until the
issue is resolved and on-
going thereafter.
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