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'| Arasident has the right to prempt sfforts by the

facllity to resoive grievances the resident may
have, inciuding those with respect to the behavxar
of other residentﬁ

“This REQUIREVENT |5 net met ae evidensed
by

- Based on intarview, record review, and review of
the faeility policy and procedurs, it was
detarmined the facility falled to ensure prompt
efforts were fakan tn rescive grlgvaneesﬁmne

| Resident#1 reporediy voiced to.staff. ﬂepaated .....

"NAME OF PROVIGER OR SUPPLIER STREET ADBRESS,
: TN 200 NORFLEET
SUNRISE MANOR NURSING AND REHABILITATIO%QENTE_R‘ SOMERSET, Kit] 4
SUMMARY STATEMENT OF DEFICIENCIES " PRO 'éﬁ'
é’é@;& (EACH DEFICIENCY MUST BE PRECEDED BY FULL | {EACH CORRE
THG REGULATORY OR LSC IDENTIFYING INFORMATION)  * CROBS-REF
F 000 | INITIAL COMMENTS Foop| 1
An abbrevisted standard survey (KY18624) was i s o mrE e,
ponducted en 05/08.10/12, The ail&gaﬂ@ﬁ waR notified on 5/10/12 of what food was served
substantiated. Deficient praclice was identified at fo the residents on: Renal dicts and gave no ;
¥ lavel ) . new orders. Facilfi_ty I\insdical Director has
: y p o . been informed of the distary concerns ;
F 166 | 483.10{M(2) RIGHT TQ PROMPT EFFORTS TO F 188 related to Renat dicts by the DON o
sg=01 | REBOLVE GRIEVANCES $/18/12. All meals are being directly

- Dietician, or their designes, to ensure all
" diets are being served per Physician’s order.

- 2. A one-time inierview of all orientated

. residenis was conducted by the

* Administrator, the Director of Nussing, Unit
- Managers, Social Service Director, and Life

of four sampled residents (Resident #1).

reguired. (Refer to F383.)

| Areview of the Fa@:iriy‘s

concems that hevshe was niot baing provideda—
hemedialysis renal dief as ordered by the .
physician. On 06/02/12 and 05/04/12, the' famﬁty
received formal written grievances flled on
Resident #1's behalf regarding dietary concarns,
Howaver, interview with Resident #1 on 05/08/12,
revealed the resident was still not being provided
ihe diet as ordered, and observations of the npon
meal on 08/08/12; confirmed Tesidents onrenat—
dists were not served therapeutic dists as

The findings include:

"Concem-Resident/Family" policy (revised

observed by the Adm.; Director of Nursing,

Enrichment Direetor, and Education and
Training Director to identify any concerns
and question related to meal service. This
will be completed by 6/15/12. Any issues
will be resoived immediately. A one time
interview of 10 resident family members
was conducted by the Social Service

Director, the Administrator, and the Life
Enrichment Director, to identify any
concerns with their family members® care,

and/or the meal service will be completed by
6/15/£2. Any issues will be immediately
addressed.. Regional Director of Clinical
Operations (RCDO) will review all
grievanges from 5/10/12 to 6/10/12 to
identify any grievances that were-not
promptly resolved, and proper foliow up
was done, and these issues will be
immediately resolved. This will be
completed by 6/12/12,

Administrator (ADM), Director{DON), and
Unit Managers(UM) to call the facility * -
nurses every shift, beginning5/29/12 for 30
days to identify any concerns and assist with
their resolution.

Y BIRECTOR‘§R PRO v;n&wsupPLIER REPRESENTATIVE'S SIGNATuﬁE o

(X} DATE

G/z}

TITE T

Any deﬁcu!nuy statament andmg wrth an)staﬂsk (*) fianotes 2 daficiency vfhmh ths in&ﬁmhan may s3] excus@d from mmctiag pravuimg tis datennlned that
oiher safeguarnss provide suffisiont protection to the patients. (See insthugtions.) Except for nursing homes, the findings stated above are disclosable B0 daye
following the date of survey whether or not a plan of qorrection s provided. For nursing homes. the above findings and plans of correclion are disclosabie 14
days following the date these decuments are made svallable to the faclify. i deficiencies are clled, an approved plan of corectien i raguisiie to confinued

program participation.
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SUMMARY STATEMENT OF DEFICIENCIES

N

'PROVIDER'S PLAN OF CORRECTICN

-receive food lleme-that- werenot permitied on the
. | therapeulie diet, and bad reported {o staff that

October 2008) revealed the facllity provided
residents with an uninhibited resident congern
procedure, and would attempt to resclve the
issue within five days, S

A revisw of Resident #1's medical record
revealed the faciity admitted the resident on
04/06/12. Resideni #1 had diagnoses to Include
End Stage Renal Disease and Diabetes Mellitus.
Admitting physician's orders dated 04/06/42,
revealed Resident #1 was fo receive  ©
hemodialysis three days perweekand g , ¥ -
controlled carbohydrate, low sedium, :
hemodialysis renal dist. ' ¢

5:10 PM, that the facillty had falled o provide -
h_smfher with the appropriate therapeutic diet
since being admitted to the facliity. Resident #1
went on to gtate that at each meal he/she would

Resident #1{ voiced In Interview on 08/09/12, at |

(43 1D mén- .
FREFIX (EACH DEFJCIENCY MUST BE PRECEDED BY FULL PREPIX CH ¥
"EDED B RE} ZACH CORR - :
TAG REGULATORY OR LBC IDENTIFYING INFORMATION} . TEg crg\q‘s—ﬁséﬂé%’gg%‘#&g f;P?%%FF?Rﬁ'E GQMDATE o
_ DEFIGIENCY) '
F 16€ | Continued From page 1 ‘

F 166,

— | hefshe-was-unable to sat the food ems duste

dietary restrictions,

‘1 interviews conducied on 05/00/12, at 1.00 PM,

with Licensed Practical Nurse (LPN) #1, and at
2:30 PM with Certlfled Nursing Assistant {CNA)

| #2, and on BBMOM2, at 9:00 AM, with CNA®

confirmed Rasident #1 could not eat several

| itams at each meal that ware provided on the

meal tray dug to the items not being within his/her
dietary requirements. LPN #1 stated she had iold
the Administrator on several oceasions (exact
dates unknown) and placed notes on the 24-hour
report regarding Resident #1 not faaaivingggae
correct diet, but stated o action was taksh
resolve the complaint, ‘ §

3. RDCO to re~educate the Adm., DON,

and Unit Managers regarding grievaoee

policy and procedures, and prompt

resolntion and proper follow up on 3/29/12.

The ADM, DON, and ETD o re-cducate ail
staffby 6/12/12 regarding policy and :
procedures for grievances, to incinde: what i
is a grievance, who can fill out a grievance,
prompt grievance resolution, and C
investigation as weli as proper follow-up ;
with the parties involved. Adm, DON &

UM’s to call charge nurse each shift

peginning 5/29/12 for 30 days then each

shift three times a week for 30 days o

ensure all grievances are identified and

followed up promptly per policy. The

Social Services Director(SSD), the ADM,

and the Life Enrichment Director(T.ED) to
interview 3 resident family members with
specific questions regarding meal service,

and record on audit sheet each week

beginning &/4/12 for 30 days to ensure all
arievances are noted, and followed up on
prompily per policy. The ETD, DON, and
UM’s are to interview 3 residents beginning

6/4/12 and-continue for 30 days, recording
their results on an audit sheet, To also B
ensure all grievances are noted and followed 1}

up on promptiy per policy and proceduze.
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F 168 | Continued From page 2 F 188!

Aravigw of Resident Concarn Reports dated
0B/02/12 and 05/04/12, revealed facllity staff had
filed written grievances on Resident #1's behalf

| regarding the distary sencerns, Documentation

on the grievance form dated 05/04/12, revesled
Resident #1 was "not'gefiing proper meal,s and
nutrition since beipg a resident at the fac’int’? "
The dosumentation aiso ravealed "problem:
reported on numerous cecasions without being -
addressed.” The concern (grievance) form dated
05/04/12, indicated the Administrator spoke with~
Resgident #1 (ne date given) and the residant
voiced no further issues, However, Resident #1
stated in interview on 08/08M2, that the
Adrinistrator had never discussed the dietary
concerns with him/her. A review of the form was
eonducted on 05/10/12, and there was no
documented evidence tha faciity had epnducted
a foliow-up fo ths resident's cencerns.

W

| 'The Administrator stated In Interview on 05/ ‘1@!_12.

F 383
85=D

at-10:20-AM 1065 AM and-12:10 PM, that-she

on 05/02/12 and 05/04/12, and had contacted the
Registered Disfittan (RD) to spask with Resident
#1 about the concerns. However, the '
Administragtor stated she had conducted no
observations of resident meals or followed up
with Resident #1 since 08/04/12, o ensure -
residents In the facility were recaiving therapeutic
diets as ordered by the physiclan. Qbsarvations
on 05/08/12, of the noon meal revealad fagldents
ordered to recelve therapeutic renal dieté"were
not provided the dist as ordered., §
483.35(c) MENUS MEET RES NEEDSPREP IN
ADVANCE/FOLLOWED

“.’

had received the written Resident Concarn Forms |

353

ietary Manager ana/or Facility LItk
will re-cducate dietary staff regarding the
policy for following the menu spreadsheet,
how to read the spreadsheet comrectly, and to
ensure all therapeutic are followed correctly
by 5/25/12. Beginning 5/11/12 all meals are
being directly observed by the Adm, DO,
Dietician, Dietary Manager, or designee, to
ensure all diets are served per physician’s
orders. All residents in the center that

receive renal diets are 1o be interviewed
3x/week for 30 days by the ETD, LED, or
Dietary Manager to eisute they were served
the correct dict and any concems will be
reported to the Dietictan for fallow-up
beginning 5/29/12.

Beginning 5/29/11 5 random interviewable
residents will be interviewed by the LED,

SSD, and Unit Managers to ensure no

dietary concemns ar¢ noted. RCDO will

audit 5 meals trays at least monthiy o

ensure physician’s orders arc followed, all
food items are available, and are being

served. The Dietician is to review any

orievances refated to dietary copoetns al
least weekly for 4 weeks, then at least
monthly for 2 months o ensure they are

addressed properly. Cod

4. The facility Quality Assurance Commiltee :
(consisting of at least, the ADM, DON,
UM’s, various other departmentsheads, and
the Medical Director) wili meet weekly for
two weeks and then monthly 1o review all i
audit findings and revise pian as needed
based on the findings, until resobved.

5. Date of Compliance: 6/15/12.

i
H
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FHID | SUMMARY STATEMENT OF DEFICIENCIES m " PROVIDER'S PLAN OF CORREGTION

PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY PULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE GDMEE%TlON
TAG REGULATQRY GR 15C INENTIFYING INFORMATION) _ TAG CROSEREFERENCEDR TQ THE APPROPRIATE BATE
DEFIZIENCY)
F 333 | Continued From page 3 | _ F 363
Menls mugt meet tha putrtionsl nests of _ L -
residents in sssordance with the resomimended . F363
dlﬁtﬂﬁf afiewanaee of the Food and Nutrifion 1. Resident £1 and #3 remaig in the center,
Board of the National Research Cqumﬂm&*ghonai ¥ | and both physicians and famdlics were
Academny of Sclaneas; be preparad in ad\faﬁc-@, ) ¢ notified the correct diet was not served to
ang be foliowed. C. 8 R, 4} 7 thom and there were no new orders noted,
‘ s ER ' “1 | Resident #2 no longer resides i the center
. - : R but the center did immediately notify R#2
i physician on 5/9/12.
Yhis REGUIREMENT is nof met a5 ovidenead -~ | ' The facility’s Medical Director was also
byi -1 1 notified of dietary concerns related to renal
~ Based on obsarvation, interview, resord review, diets on 5/18/12.
and review Q.f the facllity's ﬁﬁ‘li&? and procedure, .- 2. Beginning 5/11/12 ajl meals are being
the facility falled ?@ preparg, n ad\fanee, and directly observed by the Adm., DON, UM,
foliow manus which met the putritional neads of . ETD, Dictary Manager, or their designee to
residents In accordance with the assassed naedg _ identify grx'd meal or meal item not served
of thres of four sampled residents (Residents #1, e o
‘ ,#2: and #?')' Raesidents #? [ #2i and #3 all bad ) ¢+ issues noted will be immediately corrected.
physician's orders o receive therapeutic diets, The Dietician will zudit the, food order
however, on 08/08/12, during the noon meal, the * monthiy for 3 months to identify that all
faclity failad to ansure Residents #2 and #3 . food items on the Therapeutic Diet Menu

are available per the dietary spread sheet.

recaived the therapautic diets as preseribed: : ' : .
. Adﬂ}h_anai_ai._lbisw lewﬁ xA;iih Reeident #1 and 3. Dietary staff have been reeducated on .

aff revesied-the-residant had rotbaen how to follow the dietary spreadsheots and
praviﬂa& the abpmpﬁate diet sina baing Lﬁntg iﬁbfﬁsﬂiﬁ'f ﬁﬂﬁﬁﬁ:&
! admiﬁ.@d o the facility, a timeframe of miﬁy'thfag S This reeducation: was done by the '
’ ﬁﬁy& ] - Adminisirator and the Inferim
’ : T Dietary Marager on 5/25/12.
times and weck for 30 days, all meals wil}
: . , be directly ob d by the Adm, the DON,
A rgview ef the fasiliy's MNubitions) Sarviess Lfnn'Mmigﬂr;,c&Zacivan, the E?D, oo
progedure (revised July 2010) revealed thg faciity Dietary Manager, or their designee to

‘would ensure nutritional services to all redidants

' while maintaining individualized assessments of
Autritional needs. Acoording to the procedure,
| staff was to follow pre-planned written menys,
recipas, and praduction sheets according to,
prescribed diats,

FORM C45-2587(02.08) Provieus Versisns Obsplels  EventiDIVGINN Fagiy 100878 - If candinuation sheet Page 4 of 10
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oD SUNMARY STATEMENT OF DEFICIENGIES . i ~ PROVIDER'S PLAN OF CORRECTION o)

PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX 1. {EALH CORRECTIVE ACTION SHOYLD BE COMPLETION
TAG REGULATORY OR 180 IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE AFPROPR IATE - DATE

BEF!BIENCY)

F 363 | Continued Prom page 4 4 ' F 363

Areview of the meny to be sarved on 08/09/12, at

the noon meal revealed residenis on regular diefs

ware to receive fish, hash brown potatoes,

.| seasoned greens, chaddar biscuit, margarine,

assorted fruit cup, and choice of baverage.

Residants on renal diete were lo be serveila.
vegetable pasta blend in place of the hash N

IGCRETY 1Y 19SHES WIS IeWing

browns, shredded lettuce in place of the greens, -+ ., physician's orders and afl food that is on the
& slice of bread in place of the cheddar bisculf, ~ |- | . menyis being served.
dar lace of the lar fi :

EE 8 3“&1 fl‘Ult eup In piace fh mQu o ﬂiit ; 4, The facibity Qnality Assurance Committee
eup. -  {consisting of at least, the ADM, DON,

o o . UM’s, various other departments heads, and
1. Tha facility admitted Resident #2 an 04/28/12, the Medical Dircctor) will mect weekly for 2
with diagneses including Chronic Renal Disease | weeks and then monthly, fo review all audit

findings and revise plan as needsd based on

and Diabetes Mellitus, A review of Resident #2's the ﬁnm unti resolved.

admitting physician's orders revealed the resident :
wag to receive hemodialysis three days per . 5. Date ofCompkance 6/15/12
| wask., Physiclan orders dated 06/02/12, revealed :

Resldent #1 was to receive a confrolled
sarbohydrate, hemodiglysis renal diet.

i The facllity had not yét complated Resident#2's |
sdm%ﬂng-mmlmum@atasww&assessmaﬁt

Areview of Resident #2's care plan revealed the
resident was interviewable, and only planned to
stay a short time in the faclity.

A review of the hemodialysis renal/eontrolled
carbohydrate menus for the noon meal on
05/08/12, revealed Resident #2 should have
recelved fish, vegetable pasta blend, shredded
letiuce, white bread, mat-‘garine, ranal ffuiig.ip,
coffes, and no milk, ‘

Obsawatmn of Resident #2's noon maat an ,
05/08/12, at 12:10 PM, revealed the resldent was
feeding him/herself without difficulty in hisiher
room, with their spouse present. Observations

PORN CMS-2567(02-5%) Previaus Versions Obsolete EventI:VGIT . Faclity D 100573 ~ Fcontinuation sheot Paga 5 of 10
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F 383 | Continued From page § ' F 363

and interview with Resident #2 rovéaled the
facility falled to serve the resident the
hemodialysis renal/controlled carbohydrate menu
that had been planned for the noon meai on
05/08/12. Resldent #2 recelved seasaned greens |,
instend of shredded lettuce, cheddar bisayit
instead of white bread, and a regular frui‘%“nug
instead of a renal fruit cup. Resident #1 was also
served milk on the meal fray, Resident #2 stated |
he/she was provided milk during each meal,
despite the resident's tray card indicating the
resident was to receive "ne milk." in addition, the
facility falled to serve Resident #1 the vegetabls
pasta blend as piannad for the th:arapsuticz menu,

2. The facility admilted Resident #3 on. 06/03/08.
Resident #3's diagnuses Included Chrenic Kidney
Disaase. A raview of Resldent #3's physician -
ardaers dated 05/08/12, revealed the resident was
to Fegsws 8 “iiseralizey" renal diet.

| Areviewef Resident #5's MDS dated 03212,

1 12, revegled the fagllitys
assessed the resudant to be cognitively Intact, and
only required supervision and tray setup f‘ar
meais

Areview of the “Iibamltzed" renal diet menus for
the noon meal on 05/08/12, revealed residenis an
the diet; ineluding Rasident #3, should have
received fish, vegetable pasta blend, shredded

| letiuce with dressiﬂg, white bread, margarine,
renal fruit oup, coffee and no milk, -

Observation of Residenit #3 en 08/09/12, at 12: 304
PM, during the noon meal revealed the resident” |
was feeding him/herself without diffieuity in <

hisfher room, Observat:ons and m’carview with

FORM CMS7567(02-08) Previous Versians Obsclete  Event 10 VGI¥Ht Facliy 100878 f conlinustion shest Page & of 10
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%4 ID
PREFIX
TAG

" SUMMARY STATEMENT OF DEFIGIENGIES
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F 363

‘Disease and Diabetes Mellitus. Admitting

earbohydrate, low sodium, hemodialygls renal -
| digt.

Areview of Resldent #1's MDS assessmant

Continyed From page §

Resident #2 revealed the facility hed served
himfher seasanad greens instead of shregdded
lsftuce, sheddar bisoult instead of white biead,
and a regular fruit cup instead of a renal frult eup,-
In addition, the facility falled to serve Resident#1
the vegetable pasta blend as planned for the

therapeutic manu |

3, Resident #1 was out of the faciity on 05/08/12, |
during the roen meal and eauld not be obeerved,

The faciilty admitted Resident #1 on 04/08/12,
with diagnoses including End Stage Renal

physician's orders dated 04/08/12, revealpd
Resident #1 was to receive a controlled

duted-04/40/12-revealed the faclity-assessed
Resident #1 to have ne cognitive.impalment or

-

| dist since residing in the facility (a ﬁmeﬁﬁgﬁ’% of

pehavioral symptoms

An interview with Resident #1 on 05/08/12, at
§:10 PM, revealed the resident answerad all
questions appropriately and displayed no
gvidence of cognitive Impalrment, Resident #t
stated hefshe had failed to receive the correct

33 days). Resident#1 was very arficulate and
knowledgeable of histher physician ordered 3
controlled carbohydrate renal dist, Resideni #1
stated since being admitted to the facllity he/she
had received orange jules for breakfasi on a daily |-
basis, although the renai diet meny indicates the
resident should have received cranberry Jul¢s.:
Resident #1 stated for every meal hefshe had

FORM CMS-2567(32-58) Provious Varsions Obsolste

Event iDx VGI¥11

" Fagilty IP: 100375
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baan served at the facllity, ons or two faad kems
en the tray was not consisteni with the . . .-
‘hamadialysis renal diet ordered by the resiaaﬂt's
-physician. Resident #1 stated he/she doesinot . |
eat the itams, and the "girls” would often take th%'
tray hack to the kitchen to obtain 2 subshtuta but
on most oecasions were told there were no pther -
items available that were within histher dietary -
requirements. Resident #1 stated staff had
purchased and brought feod items for him/her
which were permitted on the hemodialysis renal
diet for the resident to store in hisfher roam.

interviews :mnduﬁt.ad on OB/0B/2, at 1:00 PM,
with Licensed Practical Nurse (LPN) #1, at 2:30
PM, with Certifled Nursing Assistant (CNA) #2,
and on 06M10/12, at 2:00 AM, with CNA #1-
confirned Resident #1's diet prohibited several
iterms each maal that were provided on the meal
tray due fo dietary restrictions, The staff stated
when the food items were retummed to the kitchen
they would ba informed that no other iterms were - : :

reilable; or e usked by the kitcher staff “what e e
can (hefshe) hava?"("!"ha staff stated the facility -
had pravided them with no "list" or fraining .
regarding what food items residents can/oan't .
have when on a renal dist JLPN #1 also
eonfirmed that food items had bean purchased by
staff and brought to Residant #1 to keepdfrs
his/her rgom, due to appmpnate food temsipet |
being congistently avallable in the facility. By

Interviews were canducted with the avening-pgo[g_
on 08/09/12, at-6:00 PM, and with the day cook -
on 08/10M2, at 10,00 AM. Both cooks staled the
facility had besn withaut a dietary manager for
approximataly one month, The evening cepk
epnfirmed she prepared "regular® many items for
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give them whatever they can't have," adding,

mesls aarved {o reaidents and soknowledged ghe
did not prepare foods for "therapeutic” diats. The
avening cack veiced no knowledge of hg@ing

specific menus for each of the therapeutic diets

offered in the facillty. The evening cook stated Jf & s

a resident is on & "spaclal’ diet she “just dont °
l!El
dons this so long | know what they can an ean't
have." Howaver, the evening spok was only able
to volos “potatoes” as being a food ltem
ineonsistent with a renal dlet. The day cook
stated thet she "thought” the corract diet was
served to residents on 06/08/12, but was
senfused as {o how e "read the spresdsheat’
{the menu that diracts dietary staff in what food
ftern and serving size should he served for sach
diet offered in the facility). The day cook siated
on 05/08/12, ali renal dlsts were sarved the
“regular dist” meny except potaipes, because she
"knaw renal clets couldn't have potatoss.”
Howsver, the day dook steted no vegetable pasts
blend was prapared to take fie place of the '

B atatoas as-ragulrad by the ranal diet menu
interviews with the Administrator on 08110112, at

-and 08/04/12, that Reskient #1 had fledii

10:20 AM, 10:65 AM, and 12:10 PM, confirmed
the facility had been without a dietary manager for
approximataly one month. Tha Administrator
stated she had baen made aware on 05/02/12

cemplaints ragarding dietary cencerns lﬁaludsng ‘
not recelving the appropriate diet, The ~ 7
Administrator stated she contacted the )

Registered Distitlan (RD) to speak with Re%iﬂeq;

#1 about the concerns, but made no attempt to
determing if the complaint was accurate, orto -

| ascertain if other residents in the facility

were/ware not regelving therapeutic diets as
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| interviews with the RD en 06/08/12, at &%

erderad by the physician,

and on 06/10/12; at 11:00 AM, revealed ha‘*had
spoken to Resident #1 on 05!04!12 regarding t_he
dietary concems, The RD stated he also ta[ked ‘
to the kiichen staff on 05/04/12, r&gardmg the 2
importance of following the prescried dists, but
made no meal observations to ensurs therapsutic
diets were being prepared and served as
required, or to ensure kitchen staff was gble to
correctly Utilize the therapautic
menus/spreadsheets.
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