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‘The submission of this plan of correction does not constitule an ad
An annual survey was conducted on 04?/1 410 by the facility of the ciled deficiencies or any violation of a' reguTal?::S(:‘:“-
through 04/16/10 to determine the facility's standard of care. Also, we reseive the fight to take further action, incliding
cempliance with Federal requirements. The any and all legal means necessary to resolve any disputes‘about the accuracy
facility failed to meet the minimum requirements oF iz Information. : ' .
with the highest S/S of an "F". . . . ‘
F 309 483.25 PROVIDE CARE/SERVICES FOR-: - F 309 AT e e e, AT
ss=p | HIGHEST WELL BEING A SO ‘

i Each resident must receive and the facility must
: provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by: .

Based on observation, interview and record
review, it was determined the facility failed to
ensure the necessary care and services to attain
or maintain the highest practicable physical,
mental and psychosocial well being were
provided for one resident (#3) in the selected
sample of 15. Resident #3 was not assessed for
pain and for the need for routine use of a pain
patch. Findings include:

A record review revealed Resident #3 was
admitted with diagnoses to include Dementia,
Osteoarthritis, Osteoporosis and two Stage IV
Pressure Sore.

: An observation of the resident, on 04/14/10 at
; 12:32 PM, revealed the resident was sitting in a
: wheel chair, dressed and groomed. No evidence

mm was otﬁen.gd bWé’ resident's facial or

309
A pain assessment will be completed by the Director of Nursing or other *
registered nurse on Resident #3 to determine appropriateness of routine pain
medication and will continue to be reas.,essed by.a reglsteredﬂurse the RAJ
Ceordinater, per our revised pall‘l management pohcy

All residents whao receive pain medications will be reassessed by a'regi.étered
nurse. the Director of Nursing, using our revised pain management policy.

The Director of Nursing will update our pain management program'’s policy
and procedures. The revised pohcy Ywill include a pain assessment schedule
which will mirror the MDS assessments: on admissign..quarterly, and with
significant change. This will be the schedule used to complete the pain
assessment. The revised pain management policy will enable the facility to
achieve continued compliance with 483.25, so that each resident will receive
the necessary care and services to be able to attain or maintain the lnghest
practicable physical. mental, and psychosocial well-being. in accordance
with the comprehensive assessment and plan of care.

The facility’s Quality ]mprovement Commlttee WJII review and approve the
contents of the revised pain management program. and make sugpestions ol‘ ’
any changes/modifications or updates. The Quality Improvement

committee, on a quarterly basis, will review the pain assessmeits for
completion to insure compliance with the revised pain management

ol |

Date of Completion: May 28, 20-]()'

;AB/ORATORY DIREEZTOR'S OR RIGYPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

: YOATE . . .
AA/MJDLDLM. : f?p,. m

Any dert/nc.y tatement ending with an asteri {

other sé]_ggy/

) denotes a deficlency which the Institution may be excused from correcting providing'it is determined that
ds provide sufficient protection to the palients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90°days -

77

following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facllity. If deficiencies are ciled, an approved plan of correction is requisite to continued
program participalion. ?
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verbal expression. The resident was alert and
oriented {o name. He/she was not interviewable
due fo histher impaired cognitive status.

A review of the admission Minimum Data Set
(MDS), dated 01/30/10, revealed the facility
identified Resident #3 as moderately cognitively
impaired. He/she was assessed as having mild
pain, less than daily with no source of the pain
ldentified on the MDS.

A review of the physician's orders, dated March
2010, revealed Fentanyl (narcotic) 12
micrograms {meg)/hour patch to be applied
topically every three days for pain with no source
or type of pain identified.

A record review revealed no pain asssssments
were documented by a licensed nurse related to
the administration of the routine pain medication
and no follow-up assessments related to the
effectiveness of the medication.

A review of the undated Policy for "Pain
Management" revealed a licensed nurse would
assess each resident for pain to include the type,
frequency and location of the pain upon
admission, readmission and with each MD3
assessment.

An interview with Registered Nurse (RN) #1, on
04/15/10 at 1:20 PM, revaaled there were no pain
assessments provided by the licensed staff on
admisslon, quarterly or when routine and/or as
needed {prn) pain medications were given and
there was no monitoring for the effectiveness of
the pain medication.

An interview with the MDS Coordinator, on
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04/16£10 at 12:25 PM, revealed no formal pain

| assessment on admisslon or quarterly was

provided.for Resident #3. She talked to every

_1 resident 1;1 prior to completing a MDS
assessment and visually noted any pain the

resident exhibited, if that resident was unable to

verbalize pain. She looked at the nurse’s notes

and the Medication Administration Record (MAR)

to check for documentation related to pain.. The

.| "assessment" was the information she received

.| from the resident and the documentation.

An inferview with the Director of Nursing, on
04/16/10-at 10:00 AM, revealed the facility
licensed staff did not complete an admission or
quarterly pain assessment on residents. The
MDS coordinator was the responsible person to
* | assess the resident on admission and quarteriy..
Signs and symptoms of pain and the ‘
effectiveness of the medication was documented
in the nurses' notes and/or on the back of the
MAR by the appropriate staff.

F 323 | 483,25(h) FREE OF ACCIDENT
s$8=D | HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
environment remains as free of accidant hazards
as is possible; and each resident receives
adequate supervision and assistance dewces to
prevent acc:dents

This REQUIREMENT is not met as evidenced
by . : ' ‘
Based af cbservation, interview and record
review, it was determined the facility fafled to
provide supervision to prevent accidents for one

F 308

Fa23
. " The speech therapist updated the resident's diet order on 4!161’10 toa
. mechanical soft diet with thin liquid, 2nd removed the no bread restrietion,
. The resident also had his care plait updated to iuclude every 15 minute
. .| : checks from nussing. The break raom door will be closed to prevent further
F 323| incidents of this type,

Residants with restrictive diels have been ovaluated by a registered nurse,
the Director of Nursing, for compliance with their diets and any
. conéamslmcdiﬁcations of the resident's diets will be communicaled to the
‘'speech therapist for consideration. -In addition: the facility will provide: .
refraining by the Director of Nursing on-the Tesidents- who currenily have .
Testrictive diets on 5/21/10,

e facility will provide retraining by the Director of Nursing to employees
on residents with restrictive diets on 5/28/10. The facility will also keep the
break room door closed to prevent further incidents of this type, by having a
door closure installed on the door to keep the door closed. The door closure
has already been instalted oi %l'se deor.

The Quality Improvement commities wﬂl raview res1dems w1th resmcnve
diets and their compliance dunng the ccmmmee s regular quancrly

meetings.

DateofComplehon May 28 2010 St
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resident (#11), in the selected sample of 15.
Resldent #11 was observed in the main dining -
room stuffing a doughnut into hisfher mouth and
staff faited to intervene. Resident #11's diet order
was identified as a mechanical soft diet with
thickened liquids and no bread products,

Findings include:

A record review revealed Resldent #11 was
admitted to the facility with diagnoses to include
Profound Mental Retardation, Chronic Renal
Failure and Parkinson's Disease. A review of the
Nursing Admission Assessment, dated 03/26/10,
revealed the resident had a feeding tube and was
receiving Nepro bolus feedings, one can five
fimes a day and the resident had orders to remain
NPQ (nothing by mouth).

A review of the Speech Therapy Evaluation and
Plan of Treatment, dated 03/29/10, revealed the
residen had a diagnosis of Dysphagia {difficulty
swallowing). The long term goal was that
Resldent #3 would tolerate the least restrictive
diet without signs or symptormns of
aspiration/choking. The short term goal stated
staff would utilize strateglies fo increase
safetyfindependence with the least restrictive diet.

A review of the Speech Therapy Treatment notes,
from 03/31/10 through 04/12/10, revealed the
resident was included in the facility's restorative
dining program and was being carafully monitored
by speech therapy regarding consistency of
foods, liquids and intake.

A review of the comprehensive care plan, dated
04/02/10, revealed the resident was "at risk for
nutritional alterafion and choking, relatedto
severe mentat retardation and swallowing and
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chewing problems", Care Plan interventions
included "provide diet per physician's orders”.

A review of the physician's orders, dated April
2010, revealed the resident's diet was changed
from NPO io a mechanical soft diet with no bread,
on 04/01/10. A review of the undated Certlfied
Nurse Aide (CNA) assignment shest revealed
Resident #11 could not have bread and was on
every one hour safety checks.

An observation, on 04/14/10 at 9:40 AM, revealed
Resident #11 was in the dining room with food
running down from his/fher mouth, The nursing
staff stated Resident #11 grabbed food from
another resident’s tray, while being escorted back
to the restorative dining room.

On 04/15/10 at 7:30 AM, Resident #11 was
observed walking in the dining area and had a
half of a donut in histher right hand and was
chewing. No staff were observed to intervene fo
remove the donut from the resident's motth or
hand.

An interview with the Dietary Manager, on
04716110 at 10:40 AM, revesled she had
observed Resident #11 eating a donut on
04/15/10 at 7:20 AM. She "did not think" of
Resident #171's diet during the observation of the
resident eating the donut, but was aware
Resident #11. was on a mechanical soft diet with
no bread,

An interview with the Speech Therapist (ST), on
04/16/M0 at 10:45 AM, revealed she could not

recall Resident #11's diet of mechanical soft with

no bread. Resident #11 was suppose fo eat in the
restorative dining room, with supervision, The 5T
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. . Tile faeility has implemented & p'lale heaung Systém Whikeh should help with 1 *
F 323 | Continued From page 5 _ F323 Ithe food temperatures immediately. We have also ordered an additional 1
! stated.she was aware Resident #14 shoved fo'f)d. eiclosed tray cart on 5/10/10. The meal cans will be deliverad withiné .
1 into hisfher mouth and the ST revealed i Imsnutes of the loading of the casts. ‘The meal delwery syslcm is being" A
monitoring Resident #11 was difficult, due to = !'changed by adduw the additional enclosed cart w!uch bas been ordered. N
D A ' Algo. we ar€ sending only a certain numbcr aft:ays ‘twelve trays. outon the ¢ -
hlslher behaviors. ) first cart. and then sending the remainder of the trays'on the enciosed cart,
o ’ T until the second enctosed cart amives at the facthty When we get the second .
An interview with Registered Nurse (RN} #1,0on enclosed carl we witl have two enclosed carts to.deliver the trays, We have
- 04/16/10 8t 11:03 AM, revealed she was unaware, ] taiked 10 both nursing and dietary about the tmponance of communicating, .
Resident #14 had eaten a donut on 04/45/10 at . ‘:f;u]::ge znot(l;:r abouz th; de::;’:ty of’m:ai hu-:ys mlmc msemlce rr:mmg on
o ) s . 1 addition. the breakfast fzays dre having their eges placed'in‘an
: 7:30 AM' However, she had abserved Rfvzsxcfe'nt .| msulated bowl o keep the egps warnfier diiting meat deliver) and then h
) ' #11 eating bacon taken from another resident's placed on thie piate with delivery. e L
4 tray-previously and had taken the resident info _ : R
his/her room and removed the hacon from his/her ‘ "I‘he facility’s staﬁ' a!9n5w1t11 ﬁw d;eiary manager wul! contmue to monitor .. {.
‘-mouth. RN #1 stated the staff were "doing thair - all rgsidents for proper food temperatyres through our datly interacticn. Any | _' :
best" tokeep Resident #11 away from 1emperature complaints by residenis w:ll be logged ona com;:lamt fonn by
iﬂﬁppl‘épriate foods | facility staff, {ncluding the dietary ;panager and the d;cu;ry manager witl
. : complete any necessary interventions. "The facility’s staff will continue to
’ . discuss food temperatures in the resident council meeting on a monthly
An interview with the Administrator, on 04/16/10 basis. The dietary manger will be closely menitoring the temperatures of the -
at 11:10 AM, revealed the siaff were "trying to resident foeds through random test frays throughout the week, and docurment
keep a close eye” on Resident#11. The her findings.
Adininistrator revealed he was informed on o I o
04/15/10 in the afternoon that Resident #11 had The facility’s dietary manager wilt be monitoring food teingeratures by
entered the employee lounge and taken a donut completing test trays at different tirhes and days thrgughout the vweek. The
' dietary manager will immediately foliow up on any complaints which are
: . addressed throuph a complaint form. The facility has immediately
An observation on 04/14/10 at 11:56 AM and on inplemented 2 plate warming system. The meal defivery system fs being
04/16/10 at 10:40 AM by the surveyor revealed. changed by adding the additional enclosed cart which has been ordered.
the empfoyee lounge was open and unattended. 2150 we are sendmg;niy a;lzeﬂam nu‘;nberft::trays t\vei\{c trayis 01: on the
S rst car?, and then secgding the remainder of the trays on the enclosed cart,
F 364 483 35(6}(1) (2) NUTRITIVE VALUEIAPPEAR F 384_ until the second enclosed eart amrives at tli facility. Whenwe get the second - -
ss=F | PALATABLE/PREFER TEMP. | enclosed cart. we will bave two enclosed carts to defiver the trays, ‘We have
. . tatked 10 both nursing and dietary about the imporiance of communicating
Each resident receives and the facility provides . with one another about the delivery of meal trays. in the inservice maining on .
food prepared by methods thai conserve nuiritive 312110, }n addition, the breakfast trays are. having their eggs placed inan
value, flavor, and appearance: and food that is _insulated bowi to keep the epgs watmer dunng mea] dehvery and then
O paiatab!e, attractive, and at the proper placed on the piate with deiwery -- .
A 39’.’-‘.’9 era_iure. . ’I‘he quality improvemenl, t:omm;ttce. will-reviéw the food temperatures and
| N also Teview. any complaints on food temperatures which are documeated on
: . the comptaint forms. The quality improvement committee will insure that
I Tﬁisi_REQU]REMENT is not met as evidencad ! | the dietary manager has provided an appropnate foltow-up to lhc fiood |
| by: g temperature complaints. i 5 / 9? J 0
,Ba_sed on op_sgryatlons, interviews and record ; Date Uf Completion: May 28,2610 © E
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review, it was determined the facllity failed to
provide food at the proper temperature refated to
complaints of cold food femperalures for
breakfast on 04/15/10 at 7:31 AM, at the point of
service. A'review of the Census and Conditions
form, dated 04/14/10, revealed the facliity census
- twas 59, ltwas delermined 49 of 59 residents ate
food prepared and served from the facility
kitchen. :

Findings inciude:

Review of the undated Meal Service,
Supplemenis, and Substitutions policy revealed
the nursing personnel would deliver the trays to
the residents as quickly as possible to ensure
food was served at appropriate temperature
{Palatable}.

A review of the Resident Council Meeting
minutes, dated 02/10/10, revealed the residents
complained of the eggs bsing cold at breakfast,
0On 03710410, the residents complained breakfast
should be warmer. Interviews with the Resident
Coungil, on 04/14/10 at 2:00 PM, revealed four of
five residents in attendance, voiced cold food

' {emperatures at breakfast continued to be a
probfem. :

Observations of the tray line temperalures, on
0411510 at 7:00 AM, revealed the scrambled
egys were at 180 degrees F, pureed eggs were
-170 degrees F, sausage was 160 degrees F,
ground sausage was 170 degrees F and the
gravy was 180 degrees F. Cbservation revealed
the meals were served on plates and covered by
a plate cover. On 04/15/10 at 7:30 AM, a test tray -
was placed on an open cart. The staff began
serving the meal from the cart at 7:25 AM and
the test tray temperatures wers obtained at 7:31

e | - SUMMARY STATEMENT OF DEFICIENGIES 4 . .
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AM. The temperatures of the food at the pomi of
service revealed scrambled eggs were 160
degrees Fahrenhait (F); pureed eggs ware 90,
degrees F; sausage was 80 degrees F; ground

1 sausage was B2.degrees F and the gravy was
108 degrees F,

An interview with the Dle%ary Manager (DM), on
| 04/15/10 at 12:30 PM revealed food was warm
when it left the kntchen The DM stated Aursing
staff "took their fime" to pass out the trays and
she felt the delay could be part of the probler.
She stated breakfast food got cold quickly. -

An interview with the Adminisirator, Director of
Nursing and the DM, on 04/18/10 at 10:00 AM,
revealed a test tray was obtained on 03/16/10 that
revealed the food temperatures for eggs was 102
degrees F, gravy was 112 degrees F and ground
1 sausage was 98 degrees F at the point of service.
No explanation was given why the food
tempearatures continued io be lower.”

483.35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

F 371
S8=F

The facility must -
1 {1} Procure food from sources agproved or
considered satisfactory by Federal, State or local’
authorities; and
(2} Store, prepare, distribute and serve food
under samtary condatlons

Thls REQU[REMENT is not met as ewdenced
N by
: ;-Basad on observations, mtemew and record

F 364

F 371

JiETSN

Qn 411472010, there were ne nega:sve resident outcomes rerated ta the meal

- gervice.

Again, no nepative resident outcomes have been 1denuﬁed 10 foad
conamination issuss, or food borne iflness issues have been identified by the

* facility. The facility’s Infection Control commiftee will continue to moniter

the {at:lluyi‘or any sigus of food contammatmn or food bome lilnesses

The famhty will pmwde an addmuna! 4 hoers of' Faod Safety/Sanitation -
jnstruction 1o all of the dietary staff. The Registered Dietitian. 2 Serv3afe

* instruetor. will perfonu-training on-5/21/19, The Dietary Mapager, along . . .
* with the RD?will continue te monitor dietary staf¥ for proper foed handling

and sanitary-food technigues, The Dietory Manager will complete a weekly

+ sanitation audit. and the RD wilk complete-a monthly sanitation audit. The

dietary manager will immediately sddress any area whick are identified

* throughout the week. and document .tlAzem on her weekly ﬂudit:tnol. .

The quality improvement committee will review the findings of the audits
done by the diétary manager and registered dietitian.. e
; |
5(29)10
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review, it was determined the facility failed to
store, prepare, distribute and serve food under
sanitary conditions. A review of the Census and

.| Conditions form, dated 04/14/10, revealed the
facility census was 59. It was determined 49 of 59
residents ate food prepared and served from the
facility kitchen,

Findings Include:

Review of the undated Sanitation and Food

“| Handling policy revealed sanitary conditions
would be maintained in the storage, preparation,
and distribution of the food and the personnel
would observe personal cleanliness and exercise
satisfactory food handling technigues. The
procedure revealed the dietary manager was
responsible for supervising the sanitation within
the department. The policy stated employees
must wash hands after touching their hair, nose
or other body parts.

Observations, on 04/14/10 at 11:30 AM and on
04/45M0 at 7.05 AM, revealed server #1 touched
her apron while working on the tray line during
food preparation and did not wash her hands
before returning to the tray fine. On 04/15/10 at
7:15 AM, server #2 touched her chest and then
touched the bread slices without washing her
hands.

Interviews with the Distary. Manager, on 04/15/10
at 12:30 PM and the Administrator on 04/156/10 at
12:46 PM, revealed they expected distary staff to
wash their hands afler touching their apron and
chest during the tray line before returning to the
tray fine. )

F 371
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A Life Safety Code survey was initiated and - -
| conducted on 04/14/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 482.41(b) (Life Safety from Fire) and
found the facility not in compliance with NFPA
101 Life Safety Code 2000 Edition. Deficiencies

K073
All furnishings and decorations of a highly flammable character will be
identified in 1he. fac1l|ty "These |tems w1ll be sprayed witha ﬂame reLardant

were cnted with the hlghest defi CIency identified at solution, ; s E @
anF.: : ; - : .

K 073! NFPA 101 LIFE SAFETY CODE STANDARD K 073| A logofthe ﬂammable ilems that- hnve beei sprayed will be keplb)’ the

| maintenance depaﬂmantand will be updated on a monthly basis to insure
SS=F
that ew items are identified and sprayed. The admissions staff will
communicate to resident families an admission what our pahcy is ragardlng
the spraying of items. The quality improvement committee will review the
. documentation fram the maintenance departmént to insure continued
* compliance and keep tisis viclation from reoccurring.

No fiirnishings or decorations of highly flammable
_characier' are used. 19.7.5.2,19.7.5.3, 19.7.5.4

Based on observation and staff interview
conducted on 04/14/10, it was determined the
facility failed to ensure decorations used in the
facllity were flame-retardant as required by NFPA -
19.7.5.4 Combustible decorations shall be
prohibited in any health care occupancy unless
they are flame-retardant.

This STANDARD is not met as evidenced by: Date of Completion: May 28, 20}0- o y ::’-/ / .
: . . - . N . . v)

Observations during the Life Safety Code tour,
conducted on 04/14/10, at 3:15 PM, revealed
doors throughout the facility were decorated with
wreaths. Stuffed animals were noted to he
throughout the facility and there was no
documentation to indicate the stuffed animals had
been sprayed with a flame-retardant.

An interview conducted with the Maintenance

Director, on 04/14/10 at 3:30 PM, revealed the

wreaths had been put on the doors by family

members, the facility did not have any

documentation that would indicate the flame
g of the wreaths on the doors or

LABOR TGRY DiRE ORSOR P VID ﬁL\ER REPRESENTATIVE'S SIGNATURE T (XSYDATE L
'\“—“{____,_.—v @a W 5’ Z} 0

Any deficiengy sidtement ending vnth an aste g? {*) denotes a deficiency which the institution may be excused from correcling prov[dmg itIs determined that
other safegfiardé provids sufficient proleclion 0y the patients. (See instructions.). Except for nursing homes, the findings stated ebove are disclosable 80 days
following He sfate of survey whether or not a plan of correction s provided. For nursing hemes, the above findings and plans of cotrection are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction s requisite to continued
pregram paricipation,
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documentation indicating the stuffed animals had
‘been freated.
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