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An abbreviated survey (KY22028) was initisted
on 0713614 and concluded on 07/31/14, The
complaint was substantiated. Deficient practice i
was identified at "0 level
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Each resident recsives and the facility provides :
food prepared in A form designed to meaet '
individual neads, !

This REQUIREMEMT is not mat as evidenced
by:

Bazed on dased record review, interview, and
facility policy review, it was deterrnined that the
facility failed o ensure food was prepared o mest
the individual needs of one (1) of three {3)
sampled resilents, Resident#1. The facility
admitted Resident #1 on 07/17/14 with an order
to recaive a mechanical soft diet with chopped
meats. However, on Monday, 07/21/14, four (4)
days after the resident's admission to the faciity,
@n interview revested staff served Resident #1 a
regular diet during the evening meal,

The findings include:

Review of the facility's polioy, "Serving Maal
Trays® (na date) revealed that staff is o check :
iterns on the tray with the dietary card prior to i
sarving the tray and assure that the fray is
complete. A review of the facility's "Meal Pass”
policy {no date] revealed that staff is 1o make
s\re the tray matches the diet card and that both :
are comect.
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Any deficiency statemant andivg with arfasterisk (%) ddnotes m defigiancy which the institutioh ray be excused from corecting providing i i datermined that
other safeguards provide sufficiant protedtion 1o the patients . (See inatructions.} Except for nursing homeas, the fingings stated ahove are disclosable 90 days
folloing the date of survey whether or not a plan of carroction s proviged. For nursing homes, the abave findings and plans of correction are disclosaple 14
days fellowing the date these decuments are made availabla 1o the facility. [f deficlencies are cied, gn approved plan of corraddion 15 requisite to continueet
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Continued From page 1

Review of the closed record revealed the facility
admitted Resident #1 on O7/17/14 with diagnoses
that included Stroke with fliaccid Right
Hemiparesis and Chronie Obstructive Puimonary
Disorder (COPD). The admission orders
reveaied the resident was to receive a
mechanical soft diet with chopped meats,
Continued review of documantation revesled the

: resident was transfered and readmitied to the

hospital four days after hisfher admissian ta the
facifity.

Resident #1 was discharged from the faciity on
07/21/14, and was unavailable for obsensation or
inferview,

An inferview with the DON {Director of Nursing)
on D7/30014 at 5:15 PM revealed she received a
report from nursing stalf on 07/22/14 that

' Resident #1 had received the wrong tray for

dinner on 07/21714. She stated that she
investigated ihe incident and received a
statemnent from the State Registered Nursing
Assistant (SRNA) that had served the tray to
Resident #1. According to the DON, the SRNA
stated she took a meal tray with a pork chop o
the resident, cut the perk chop into small piecss,
and began feeding the resident. The DON stated
the SRMNA reported the resident “pocketed” a
pizce of pork chop in her mouth and the SRNA
raalized that the resident was not able to eatthe
mesl. Accarding to the DON, the nurse aide then
ook the tray to the Charge Nurse and reported to
the Charge Nurse that the resident was having
trouble with the meal. The DON stated the
Charge Nurse checked the resident's diet order in
the medical record ang realized the resident
should have received chopped meats. The DON
stater the Charge Nurse returned the tray to the
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kitchen and obtained the appropriate diat for the
resident. The DON stated the SRNA fod
Resident #1 the food items from the comect tray
and reperted tha resident had no problems eating
the mesl.

| Attempts to contact the SRNA that had fed
Resident #1 on 07/21/14 ware made by telephona
on 07/34/14; however, the attempts wera
unsuccassiul.

Aq interview conducted on (7/30/14 at 455 PM
with Licensed Fractical Nurse (LFM) #1 revealed
| LPM #1 provided direct care for Resident #1 on
O7/17414, Q7H 8114, and 07/21/14 during the 3:00
BM to 11:00 PM shifts. The LPN stated that
Resident #1 had not experisnted any problams
gating or drinking prior ke receiving the ragular
diet meat tray on 0721714, The LPN stated that
the resident did not actually consume any of the
fond items from the regular diet meat tray on
Q7/21M4. LPN#1 stated that when the nesidant
received the mechanically soft diet with choppead
meats and pudding thickened liguids, Restdent #1
ate it with no sians of choking or prablems.

An interview was conducted with the Dietary
Manager on 07/31/14 at 10:55 AM. Ehe stated
that Resident #1 had bean admitted to the facility
after the last mesl had been served on Thursday
evening, 07/17/14. The Dietary Manager stated
' the resident's diet order would not have been
antered into the computerized system until Friday
morning, 07/18/14. According tothe Dietary
Manager, the facility was having a fundraiser on
O7/31M14 and stated she had been unsure if sha
had actually entered the resident's diet order into
the computerized system; however, the Dietary
Manager stated she reviewed the resident's dist

F 305

FORM (MS-2567(02.98) Previous Vorsions Cheolele Evank 10, 97F711

AT/88  Hbvd JSIN3T ZWH

Facility |0: 100452 It continuation sheet Page 3 of4

BLEE9EPIRYT 85:91

PIBZ /22 /B0

[ CLEZOERHIOL | g |

rlOZ-IZ-E0 2| OF:01




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

PRINTEL: 08/14/2014

FORM APPROVED

OMB NO. 09380391

arder in the system after she hecame aware of
tha incident and the corrgct diet order was in the
system. The Dietary Manager stated she was
unisure why the resident received the wrong dist
on Monday, 07/21/14, four days sfter the resident
was admitted to the facility.
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Hazard Health :Imd Rehabilitation Center
Plan of Correction
August 22, 2014

F 365
1. Resident # 1 is no longer a resident here at this facility.

5 All residents’ diet cards were compared to the diets ordered by the MD orders. All
residents® diet cards were correct per the MD orders.

3. An in-service was conducted by the Administrator cn July 23,2014 with the Dietary
Manager on ensuring the tray card is correct by the MD order. This was repeated on July
28, 2014 by the RD with the Clinical Dietary Manager and Dietary Manager on the
policy & procedure for comparing the diet order aguinst the tray card. Again the dietaty
staff was in-serviced on ensuring the resident trays match the diet cards. The in-service
was conducted on July 28, 2014 by the RD, clinical dietary manager and the dietary
manager and repeaied by the dietary manager until all dietary staff was in-serviced. The
policy for ensuring the tray card matched the MD?s diet order was revised to include the
dietary manager will print off a copy of what is in the computer and staple it to the Stafus
Change Form (communication slip from Nursing to Dietary) after compazring the two for
accuracy. The Nursing Staff (licensed nurses and SRNA’s) was in-serviced by the DON
and Nursing Supervisors on July 25 & 24,2014 on the Meal Pass Policy as to comparing
the tray to the diet card for correct consistencies, dizts, eic.

4, The CQI Committee Designees will perform meal round audits on alternate meals daily
for one week then two times weekly for two weeks then one meal weekly for two
months. The CQl Committee Designees will monitor the trays coming off the tray line
for accuracy daily (alternating meals) for one week, three times weekly for two months.
The CQI Commitiees designees will monitor all orders/tray cards for one morth then ten
per week for two months. Any irregularities will be corrected immediately and reported
to the CQI Committee for further review and follow-up.

5. Completion Date: September 5, 2014,
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