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F OO0 1 INITIAL COMMENTS F 000 , . € Socia) Services Director was o:w / R
: : educated by the Administrator

e Abbreviated Survey investigating On Serving meals to residents ;
i

KY00022974 was initisted on 031915 and : needin _
i conclizded on 03/24/15. KYG0022974 wers s € meal assistance and
" substantiated with deficiencies cited at the s : following the resigent care plan
. highest Scope and Severity of a "G*. ' - 2a2 on 3/24/15, :

F 282 483.20(k)(3)(il) SERVICES BY QUALIFIED

88=G PERSONS/PER CARE PLAN 2. Residents were assessed on ’

i i X .
' The services provided or arranged by the facility ! : 3/16/15 to determine if at risk for

. mus! be provided by quatified persans in . ; injury from hot liquid spiils ysi

 accordance with each resident’s written plan of f Safety Evalar: ing
e P ty Evaluation for Hot lguid

; form. Care plans were updated |

? o 01 3/19/15 to reflect rug;

_This REQUIREMENT is not met as evidenced e eflect resident |

' by: : specific interventions i assessed

" Based on record review, interview and review of 5 to be at risk for injury from hot

. the facility’s policy, it was determined the facility | : liepwidd spills
 tailed to ensure services were provided in : ? ' i
- accordance with each residents’ written Plan of | ; e
: Care for ane {1} of four {4) sampled residents Lo e
| {Resident £1). . RS 1

: Resident #1's Comprehensivs Plan of Care
! stated the resident had a self- care deficit and ; |
“required assistance for all Activities of Daily Living -
- {ADLs with interventions which included one (1 |
' person assistance with meals, Record review
revealed Resident #1 was served a meal tray that | i
| contained coffee without staff assistance, It was |
| reported to staff by a visitor Resident #4 had
 spilied his/her coffee which resulfed n aburn o | i
the resident's right thigh. {(Refer to F-323) ]

i
e
!
i
H
]

The findings include: : i ;

I
i
i

fRe iy/of the facility's pulicy, tiled *Care Plans - ;

; sy s : :
4 Y3/
y be excused from correcting providing 1t s delefmined fhat |

ending with an asteriek (7) denotes 2 daficlency which the institution ma
ngs stated above are discipsakble 80 days

+ defitierncy siiement end

¥ safepuards provide sufficient protection to the patiants. {See instruptions.) Except for nisrsing homes, the fingi

wing the data of survay whether or not a ptan of correction is provided, For rursing homes, the above findirigs and plans of comection are disclosabie 14
2d plan of vomeston s requisite to confirued

3 fpliowing the date mese documents ara mads availsbie lo the faciity. |f defictencies wre cifed, an APV

friam participafon.
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5 DEFICIENGY)

F 282 Continued From page 1

" Comprehensive”, revised October 2010, revealed |
. each rasident's Comprahensive Care Plar was

| designed to incorporate identified prablem areas
and risk factors associated with the problem

| areas. Confinued review of the "Care Plan

" Polley” revealed the Comprshensive Cars Plan

. wag 1o aid in preventing or reducing declines in

| residents’ funchanal status and functional levels,
" enhance optima functioning of each resident; aznd
refiect currently recognized standards of practice
* for problem sreas and conditions. :

j | Record review revealed the facil ity admitted
" Resident #1 on 02/19/15, with diagnoses which
¢ inciteded a recent Wiracranial Bleed with a

f Cranictorny (surgical remaval of part of the bone
fram the skulf fo expose the brain), Barrett's
i Esophagus (tissue in the esophagus is replaced
: with tigsue simllar to the intestinal lining), Seizure -
Discrder, Depression and Anxiety. Review of ;

! Resldent #1's Admission Minimum Data Set
{(MDS} Assessment, dated G2/26A5, revealad the
. facility assessed the resident to have no Brief :
| Interview for Mental Status (BIMS) score
" documsnted. The BIMS scors is an Indlcation of |
: the resident's cognitive function. Continusd :
| review revealed the faci ty assessed Resident #1
ta be moderatefy impaired with skills for daily :
i decision making. in addition, Resident #1 was

| assessed to have poor decision-making skills and |
to raquire cuas ang supervision, Further review |

F 282, 3. Nursing Administration

completed education on 3/28/15
for the Nurses, State Registered
Nursing Assistants, and

: Administrative Staff an providing
care in accordance with each
resident’s care plan that was
assessed to be at risk from hot
liquids. All new staff that has the
potential to serve the residents
hot liquids will be educated
during orientation regarding
implementing the care plan

: interventions of the residents

i who are at risk for hot liquid.

4. The care plan intervention for
3 residents at risk with hot liquids
wiil be monitored using the Care
' Plan Audit Tool {CPAT). The CPAT
: will include the following: |
: observation of staff serving
: during meal service, observation
: for lids on hot liquids,
observation of dependent

i
T

i of the MDS revealed the facility assessed |

5 assist and was totally dependent for eating.

; Rewew of Resident #1's Comprehensive Carg |
. Plan, dated 02/27/15, revealed the resident had a i
| self-care deficit care plan and required assistance |

i
H

residents who are assisted with
meals, and compliance that the

H

|

{
i
!

! with alf ADLs, related to the presence of Tremors, |

Evant I u:arms Patiley I 160474 i continuation sheat Pags 2 of 13
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F1 i H B
] _ . . L f
F 282" Continued From page 2 i Fagp dietarytraycard s being
! Left Sided Hemiparesis (slight paralysls or : _ followed which contains the
weakness of the left or right side of the body} and | . information from the resident
- & Seizure Disorder. Continued review revealed ' : i
i ) , , . careplan f i !
+ Care Plan interventions included a requirement | e plan for hot liquid and :
j i dependence with meals,

for one [1) person assist with meals and the

| provision of adapliversafety equipment as Manitoring will occur during

‘needed. Further review of the Comprehensive L N
. Care Plan revealed Res/dent #1 had a nutritional . meal services five days/week for
frisk and required total assistance with eating and _ L four weeks, then biweekly for

- four, monthiy for three by the

[ Quality Assurance Performance .
Improvement (QAPI) team. Tha i
QAP teams consist of the |

" drinking.

' Review of the Nurse's Notes, dated 03/11/15 at
- 12:30 PM, revealsd Resident #1 spillad a hot oup i
i of coffea on his/her right leg,

: Review of the facility's employee incident . Administrator Director of :
finvestigation siatements, undated, related to . y . :
Resident #1 spilling the hot coffee on his/her e, i Nursing, Medical Dir ectar, Health
 revealed a staff member served Resident #1 - | * Information Director, Dietary |
F histher meal without a staff mamber being ' Director Assistant Directors of |
present to assist the resident with the meat, 7 ) i
;; : Nursing, Plant Operations {
Directar, Housekeeping Directar

' Review of the Waund Care Notes, dated

03/11715, revealed Resident #1 was assessed to i . . .
i have a burn ta the right thigh with bllsters and Quality of Life Director.
s forming. i ) .

g | Any issues identified will be

| Interview with State Registered Nursing Aid i immediately corrected and staff
! {SRNA} #1, on 03123115 &t 8:10 AM! raveslad H aducated far identified F)FQbJEm

Resident #1 required physicsl assistance from L
| staff for eating. Per interview, SRNA 21 arrived o] with finding brought to the :
monthly QAPI meeting to ensure ;

- ' the dining roem late and observed Resident #1 j
ftti G Toomr o83/t 5ot i ‘ - -
table with another rasident and a visitor of that | fhg interventions are
L resident. Per interview, Resident #1's meal tray | implemented and compliance i
had been passed, and the resident had his/her i maintained, f

. : coffee. Further interview revealed no staff were [
: sitting with or assisting Resident #1, Per !

_interview, SRNA #1 did not know who served ! i

Event I GRIC1T Facliny I 10011 i cordinuation sheet Page 1o 13
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F 282 ; Cortinued From page 3
' Resldent #1's meal tray: however, she sated the
. tray shouid not have been served to Resident #1
! without staff physically present to providsa
assistance and supervision for the resident.

Hinterview with SRNA#2, on 03/23/15 at 8:50 AM,
_revealed she was working i the dining room on
{ O3M1/15; however, did ot witness the incident

E “with Resident #1. Further interview revealed

i : Resident #1 was assessed to require physical

- assistance of one (1) staff for meals. Continued :
Interview revealed the meal tray should rot have |
: been left at the table without staff assistance and ;
' supervision. Further interview revealed the
~process was 1o stay with the resident once the

| tray was served,

 Interview with Licensed Practical Nurse (LPN) #1, |
L on 07243/15 at B:45 AM, revealed the facility's
process for @ resident requiting staff feading i
; assistance was for the rasident not to be left
without supervision arnd assistance after the fray

wag saerved. |

- Interview with the Social Service Director {550,
on 0323115 at 1:53 PM, revealed she deliverad
_ i Resident #1's noon meal tray on 03/11/15. She
- stated she was aware Resident #1 required
physical assistance of staf for eating: however,
| ho staff were present at the table when she
daliverad Resident #1's meal tray. She further |
; stated she did not see that she had done anything

o ach iy !
TaywiiT e

Hvrangbecat
“hot coffes further back on the table, to a point .
- where she thought it was out of the resident's 5

 reach, ;
' I

!

| Interview with the Directar of Nursing (DONj, on
P OB/23/15 at 1:13 PM, revealed Resident #1 was

i

!
i {
i

# confipuation sheet Page 4 of 13
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DATE

F 282
. assessed to require staff assistance with eating.
t Further imterview revesied Resident #1 was care

Continusd From page 4 ;

plarined for staff to assist the resident with meals. |

i Continued interview revealed the care plan was :
“not followed when Resident #1 was served hot
: coffee and left without assistance, She stated the
* meat tray should not have been served to

. Resident #1 without staff present to assist and

i supervise, per the facility's policy and Resident

#1'6 care plan.

 Interview with the Administrator, on 03/24/15 at
, 3:00 PM, revealed Resident #1 had been
- agsessed to require physical staff assistanca for

meals, Continued interview reveated Resident #1 f

i was care planned to receive physical assistance

“of one {1} staff for meals. The Administrator

- stated Resident #1's care plan was not adhered

L 10, and the resident should not have been served |
the meal tray without the presence of staff for i

. assistance, per the Care Plan and the facility's

! policy.

F 323
58=0 i

- environment remains as free of accident hazards

483,25(h) FREE OF ACCIDENT

{ HAZARDSISUPERVISION/DEVICES

The facility must ensure that the resident

as is possible; and each resident receives

. adequale supervision and assistance devices to
‘ prevent accidents,

F 282

‘Resident #1 was iImmediately
removed from the dining room and
taken to her room. Her clothes were
removed and a thorough

! assessment was completed by the

: wound nurse. The Nurse

! Practitioner and family were

F323; ¢

3/@?//5

=

PR 30 T Wi sa i o ad.
fotier-rreatmentwasapplied

¢ This REQUIREMENT is not met as evidenced

‘by:

. . ; i
Based on interview, record review and review of

: the facility's policy, it was detarmined the facility |

: using Silvadene cream to affected

area.

H
3
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|
F 323 Continued From page & F323. 2. On3/16/15 all Residents were
 Tailed to ensure residents received adequate i ! assessed to determine if at risk for
: supervision to prevent accidents. The facilit : . - : .
P P 4 injury from hot liquid spills using the

' failed 1o have an effective systern In place, to ;
. monitor andfor ensure hal liquids were af 2 safe
{ temperalure.

: Resident #1, who the facHlity had assessed to
srequire physical assist of one (1) staff with meals,
wag served the noon meal on 03/11/15; howaver,
i the resident was not provided the assessed
physrcaf aszist of one (1) staff. Subsequently,
Rasident #1 spified hot coffee on his/her right
' thigh resulting in burns with blistering (second i

~degree} to the right thigh.

5 The findings inchude:

Review of the faciiity's policy titfed, "Safety and
- Supervision of Residents”, revised December
2007, revealsd resident safaty and supervigion
" and assistance to prevent accidents were ,
facility-wide priorities. Per the Policy, empiovees
 would be rained and inserviced on potential
- accident hazards, how to idertify and report :
-accident hazards, and how to prevent avoidable |
. accidents. Further review reveated implernenting
{ Interventions to reduce accident risks and ;
hazards should include: communicating specific
¢ interventions fo all relevant staff; aasigning
i respensibiity for carrying out the interventions;
" providing trairing for staff and ensuring
{ interventions were implemented and

newly implemented Safety
Evaluation for Hot Liquids form
which was implemented after the
deficient practice,

The following interventions were
instituted to prevent the deficient
practice from reoccurring: lids
added ta all hot liquids served to
residents beginning 3/23/15,
dependent residents are assisted
with hot liquids during meals and as
: needed. The Plant Operations
Director inspected the coffee maker
for proper functioning on 3/12/15
and found it 10 be working properly.
The Plant Operations will continﬁé
? weekly inspections. The Dietary
Director checked coffes ‘
temperatures to ensure that coffee |
is within proper temperature range |
per policy on 3/12/15 and found to
- be within normal Imits. The Distary

! Rewiew of the facilty's polley titled, "Assistange
5 with Meals", revised October 2013, revealed i
residents would recelve aesistance with meals in {
@ manner which met the individual neads of sach |
‘ resident. The Policy revealed staff would serve

Director will continue to monitor
tampearatures daily.

|

!
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F a2 3. Continued From page 6 F 323 Current and new Residents will be |
resident trays and help residents who required i assessed/reassessed upon
. assistance with eating. Continued review ‘ admission/readmission and
' revealed resfdents who could not feed : ; quarterly and as needed to
themseives would be fed with attention to safety, | o . -
comfort and dignity, determine if at risk for injury from
j hot liquid spills using the Safety
. Raview of the facllity's palicy titled, "Meal Service | Evaluation for Hot Liquids for
' In Dining Room", dated July 2002, revealed the . or flot tiquids form ta
meaf tray should be served to the resident whosa | ensure compliance and continued
| dietary card was on the meai tray. Per the Pg licy, | : safety for the residents,
residents incapable of feeding themseives were | ;
; "dependent dined"”  which indicated staff ! i The Administrative Staff was
! pssistance wasg reqwred. Contimvued review ! ; . _ .
reveated should & resident require assistance | E educated by the Director of Nursing
{ with eating, staff was to help the resident as i . on 3/24/15 regarding meal service
necessaty. . tray pass and Mot Liquid Procedure
! Raview of the facil ity's palicy ttted, “Food 1 1o ensure residents edequate
Temperaturss”, updated Cotober 2008, revealed ; supervision to prevent accidents.
i aceeplable serving temperaiures for coffes, tea
: or other hat beverages should be equal to or : On 3/2 -
 greater than one hundred forly (140) degrass | n 3/28/15 the remainder of the |
| Farenheit and no higher than one hundred 5 staff was educated on the Hot i
Hifty-fiva (155) degrees Farenheit, ; Liquid Procedure by Nursing
; ; b :
| Record review revealed the facility adrmitted A?mtnlstratl?n to falf?w the
‘ Residant #1 on 02/19/15, with diagnoses which ' | dietary tray ticket which will reflect
. included a recent Intracranial Bleed with a : i the residents’ individual
: i Cranigtomy {surgical removal of part of the bone { . , . I
from the skull to expose the brain), Barreit's ' ;E fnterventsansa regarding hot liquids
. Esophagus (when tissue in the esophagus is i : including lids and dependence at
; repfaced W th HSSUE S.rﬂilaf‘ 0 {he fi"lfﬁﬁ‘:ﬁna‘i ‘E ' mea[ Sewica to ensure regjdents
1 ; T vt mww:y : ; s o N
z : receive adeguate supervision with
; Review of the Nufritional Evaluation, dated 5 ; hot liguids to prevent accidents.
{ 0219415, revealed the facility assessed Resident | 5
#1 to have difficulty swallowlng, inadequate food | i
and fluld Intake, and difficulty with chewing and
feeding self. Further review revealed Resident #1: ‘ |
Evarit JB.O.._[CH Faclbty i 100111 i confinuation sheet Page 7 of 13
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All new staff that has the potential

F 323, Continued From page 7 ;‘
“had disorganized thinking and memoary problems

. and was dependent on staff for feeding. Raview
i of Resident #1's dietary directive card revealed
he/she should sit &t table 13 B and required sta#f

. assist with eating.

Raview of Resident #1's Admission Minimum
| Data Set (MDS) Assessment, dated 02/26/15, |
revealed the facillty assessed the resident to have
- no Briaf Interview for Mental Status (BIMS) score |
documented. Continued review revealed the ’
; facility assessed Resident #1 was maderately
! impaired with skilfs for dally declsion reaking,
mada poor decisions and reguired cues and i
s supervision. Further review of the MDS revesled |
the facifity assessed Resident #1 o require one |
: (1) person physical assist and to be totally i

dependent for eating. ;

: . Review of Resident #1's Comprebeansive Care
: Plan, dated 02/27/15, revesied the residen! had a
_ seif- care deficit problem and required assistance
twith all activities of daily living (ADL's) refated ta
{ Tremors, Left Sided Hemiparesis (sight paralysis |
. o weakness of ihe left or right side of the bady) |
“and a Seizurs Disorder. Continued review ;
. reveaied interventions noting the resident !
: required one (1) person assist with meals and :
: should be provided adaptive/safety squipment as i
' needed. Furthar review of the Comprehsnsive i
- Care Plart revealed Resident #1 was a nutritional |
. risk and requirsd total assistance with eating and ‘

F323)  toserve the residents hot liquids wili
| beeducated during orientation that
all residents have the potential to be
at risk with hot figuids. The new
staff will be educated to follow the

~ dietary tray ticket which will reflect

| the residents’ individual
interventions regarding hot liGuids
including lids and need for

| supervision related dependence at
meal service. All current or new staff
i will be monitored by the
Administrator, Director of Nursing,

{ Assistant Director of Nursing or Seaff
Development Coordinator regarding -
following interventions on dietary

i Yray tickets.

Residents will be
assessed/reassessed upon
' admission/readmission and
 quarterly and as needed to
determine if at risk for injury from
[ hot liquid spills using the Safaty
Evaluation for Hot Liquids form to

H i g
ARG

s Continued record review of a Nurse's Note, dated |
1 03/11/15 at 12:30 PM, revealed during the noon
i meal Resident #1 spifled a hot cup of coffee on |

* hisfher right leg.

| ensura compilance and ¢ontinued

safety for the residents, This

I information will be added/changed
‘ onthe dietary tray ticket to ensyre }
i staffis knowledgeable of resident :

Fso, iDterventiong,

-ghestPage &of i3
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F 323 Continued From page 8 © pazzl On3/12/15 the Dietary Director in- ,
| Review of the facifty's employee incident i serviced the dietary staff on the ’ F
investigation statements, undated, refated to © Coffee Procedure. On 3/19/15 the ‘ :
. Resident #1 spilling the hot coffee on his/her leg, ; ' / ,'/ |
revealed a staff member had served Resident #1 | i Coffee Procedure was revised and
. the noon mea! withaut staff being present to , dietary staff educated by the Dietary
B r [ 1 L ;
assisl the resident with the meal. = Director to ensure that hot liquids
Review of the Wound Care Note, dated 03/1115 | are served at 2 safe temperature
~at 12:30 PM, revesied Resident #1 was assesged and an effective monitaring system |
i 1o have a burn to the right thigh with blisters g utin ol Dietary Direct ’
“forming. The Nete revealed the initial wound ‘ 5 was pulin place. Dietary Director
- assessment measured 16.6 centimeters (om) in ¢ shall maintain a daily ternperature
L length by 20.3 em in width by 0.1 ¢cm in depin for ! . audit and log for hot liquids.
; the right thigh whole burm” area, labeled Wound
#1 Continuad review raveaied the left lower ! , ) o
quadrarst of Resident #1's abdomen was also | Plant Operations will maintain 2
| assessed to have three (3) newly-identified areas | weeldy check on coffee maker/ hot
UbSﬁr\’Ed with serous fluld filled biisters (W{}Uﬁds : bevgzrage appliance to ensure
i #2, #3 and #4). Further review revealed the i ith ired
wounds were documented as follows: Wound #2 i compliance with require _
-measured 0.5 cm in length by 0.7 cm in Wld*h by | temperature, :
1 0.0 em depth; Wound #3 measured 0.8 om | !
Hength by 6.7 em in width by 0.0 cm in depth; ané : 4. Adequate supervision to prevent
. Wound #4 measured 0.4 om in length by 1.2 o f idents and maintain saf dt :
. ;,} width by 0 0 cm in depth. accidents and maintain safety and to :
ensure care plan interventions are
faiewiaw with State Registered Nursing Assistant 5‘ followed for residents at risk with
{‘SRNA) #1, on 03/23/15 at B:10 AM, revealed ; I . , u
 Resident #1 required physical assistance from | hot liguids will be monitored using :
i staff for ealing. Per imerview, Resident #1 was | } the Care Plan Audit Tool (CPAT). The !
sitting in the dining room on 03/11/15 at atable |
wﬂh another residant and 3 visitor of the other |
Mmmﬁfﬁm&m@m@w reveded-BRNAST l ‘:
: observed Resident #1's mesi tray had been ]
 passed, and the resident had hisher coffee with | , i
! no staff sitting with or assisting the resident. :
' Coniinued interview revealed the visitor reported | i
| to staff Resident #1 had spilled histher coffes. i
! According to SRNA#1, she did not knaw who | |
Event (T- Q2iC1Y Facilily I0: 10011 i pontinuation shest Page 2 of 13
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F 323 Contirued From page 9
served Resident #1's meal tray; however, she
 stated the tray should not have been served to
the resident without staff physicafly being present
- o provide assistance and supervision for the 5
! residsnt., l

- Interview with SRNA #2, on 03/23/16 at 8:50 AM,
- revealed she was working in the dining racm on |

03/11/15. She stated she did not withess the ;
| Incident involving Resident #1, but explained the |
facility's process for managing residents who :
roquired assistanics wih eating. SRNA #2 further ;
| stated she was aware Resident #1 was sssessed |

to require the physical assistance of one (1) staff
j person for meals. Continued interview revealed |
f the meal tray should not have been left 4t _
_Ragident #1's table without staff being present to |
 provide assistance and supervision. Further “
interview revealad the process was for staff (o i

slay with the resident once the tray was served, |

Interview with SRNA #3, on 03/23/15 at 12:45 I

PM, revealad she was working in the dining room
- during the noon meal service on 03/11/15.
| Further interview ravealed she was assisting :
- another resident and hao her back fo Resident #1 |
i when the incident occurred. Continued interview |
 ravealed she observed Resident #1 in the dining
. room, sitting with another resident and the other |
 resident's visitor. Per interview, SRNA#3 heard ’
| the oiher residant's visitor report Resident #1 had ;
 spilled hisfher coffee. SRNA #3 stated she %

F 523,

MAYFA) 0 :
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CPAT will include the following:
observation of staff servin g during

meal service, observation for lids on
hot liquids, ohservation for
adequate supervision far dependent

residents needing assistance with

meals, and maintain compliance
that the dietary tray card is being
followed which containg the
information and provides the staff

. with the knowledge from the

| resident care plan for hot liquid and

dependence with meals. The staff
will be monjtored during meat
services five days/week for four
weeks, then biweekly for four
weeks, monthly for three months by
I the Administrator, Director of

i Nursing, Assistant Directors of

-

| Nursing and Staff Development j

Coordinator,

i ; A
TS T LAUTYY Vi Wi
i

| chair and assisted the resident into the bed and i
| with undressing, for the nurse to assess the

: regident. : |

Interview with Licensed Practical Nurge {LPN) 1,
; On 03/23/15 at 8:45 AM, revealed the facility's |

i continuation shest Page 10 of 13
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| process for a rasident who required staff feeding
’ assistance was for the resident not to be left
without supervision and assistance after the tray

i was served.

Interview with the Social Service Director (S5D),
on 03/23/15 at 1:53 PM, revealed she had been
“employed at the facility for approximately six {6)
i or seven (V) weeks. The 55D revealed she had
! recelvad basic education upon hire related o
meal service and setting up the tray for the
i resident. Continued interview revealed she
 delivered Resldent #1's noon meal tray on

03111715, Per intarview, she was aware Res:dent

#1 required physical assistance of staff for eating: ,

{ nowever, no staff were present when she
delivered Resident #1's meal tray. She stated

' because she pushed the meal tray with the hot

. coffea further back on the table, to a position she

' thought was out of Resident #1's reach, The
¢ 850 further stated she did not know how

. Resident #1 obfained the hot coffes from the

‘ mea! fray. Further interview revealed the $80

she did not see that she had done anything wrong

i
H

' received education after the incident on 03/11/15

. regarding not leaving residents unattended at
| meats if they had been assessed by the feility to
| require staff assisiance with eating.

fntsawzew with the Distary Manager (DM), on
0326115 at 3:28 PM, revealed on 03/11/15 ater

rhe mczdent the zem;;}eraxure of the coffes was

3

operations, CPAT, and dietary
services will be reviewed weekly for ;
4 weeks, then biweekly for four :
weeks, then monthly for 3 months

.. by members of the Quality

" Assurance Performance

Improvement (QAPI} committee.

The QAPI teams consist of the

Administrator, Director of Nursing,

Medical Director, Heaith

_Information Director, Dietary

Director, Assistant Directors of

V Nursing, Plant Operations Director,

Housekeeping Director and Quality

of Life Director.”

Any issues identified will be
¢ immediately corrected and staff
educated for identified problem and
¢ finding brought to the monthly QAP
| mesting to ensure the interventions
are implemented and compliance
maintained.

hu ndred ?“ fty—f ve ( 1 55) degrees F ar&anheit and
* { one hundred sixty {160) degrees Farenhelf, an
i acceptab!e temperature for coffee. The DM

| stated the appropriate temparatures for serving
J coffes should be between ane hundred forty

| ! (140) degress Farenheit and one hundred sixiy

i
|

It eontinuation sheet Page 1% of 13
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i (160) degrees Farerheit, Continued interview
s revealed the Distary Department oid not have
. progess in place, prior 1o the incident, to
i monitoring to ensure correct serving
“termperatures for hot beverages. According to the
B, the Distary Department had since
Cimplemented & new process for coffee. Further
interview revealed the new process included once
the eoffes was brewed at the station, if was
t placed in a holding container and remained in the
" holding container and cooted uniil the coffes
| "temped" at the appropriate temperature.
Interview with the Director of Nursing {DON), on
1 03/23115 at 1:13 PM, revealed the facility did nat
j have a risk assessment tool for hot beverages.
" Continued interview revealed a meal tray shouid
i nod have been served to g resident who required
| physical assisiance of staff without staff present
i to provide the assistance and supervise the
: resident as per the facllity policy,  The DON
! stated the appropriate temperature for coffee was
‘ between ane hundred forty (140} degrees :
. Farenheit and one hundred fifty-five {155)
[ | degrees Farenheit, She siated the faciity's
: process was not adhered to on 03/11/15, when
 staff served a meal tray to Resident #1, who was -
i assessed [o require assistance, and the tray was
f feft without ensuring staff were presenst to assist
; and supervise the resident.

{
1

Interview with the Administrator, on 0374715 at

Fazy

3 “n Fibt IE?E!BiEd ey at:‘diiy Ufu ot H::,ﬁli.. olF

- assessment ol In place for scresning residents
f at risk for hot beverages. Further interview
revealad the facility's process included gtaff
Z assigned to the dining room wera 1o ensure
" meals were served fimely and residents were
| agsigted and supervised per the policy. Further ;

if rontinuatlon sheet Pags 12 of 13
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F 323 Continued From page 12 F 323
| Interview revealed management and
P adiinistrative staff was also scheduied in the
. dining room to assist and montiter residents,
| Continued interview revealed Resident #1 had
+been assessed to require physical staff i
. assistance for meals; however, the facility's policy :
| was not followed. The Administrator stated - 5
Resident #1 shoutd not have besn served his/her | " i
: meal tray until staff could be present to assist with -
! ealing according to the facility's policy. Further
interview revealed her expectation for regidents
{ requiring assistanca with eating, was they should
‘not be served the meal tray withoul staff being |
; bresent ta provide the assessed assis{ance, ss

| per the facility's policy.

|
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