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F 000 INITIAL COMMENTS F00C Preparation or execution of this Plan of
; Correction does not constitute
A Standard Recertification Survey wasg initiated admission or agreement to any alteged -
%ﬁ?’ 2313 ?';'d w"":“d:dh‘}” ;3?’ 2571 g':ﬁm deficiencies cited in this document.
scope . e
sav;ct:r:c(;?sa: '.f:? &l the highest scop This Pian of Correction is prepared and
F 272 483.20{bX1) COMPREHENSIVE F 272 exetuted as requited by the provision
$8=n ASSESSMENTS of federal and state law,
The facility must conduct initiaity and periodicaty £272
a cemprehensive, acturate, slandardized
reproducible assessment of each resident’s .
' functicnat capacﬁy_ 1. Residents # 3, ?, and 8 have been
: 7 reassessed by a licensed nurse as 1o
Afacllity mu;stimake _r: f:olmpreg:mwe " the types of medications they had
assessment ol & resrdent's needs, using the . . .
resident assessment instrument (RAN specifieds’ ordered in coordination with any
by the Stata. The assessment must include a
least the foltowing: e
identification and demographic information _
g“ogffnf’;“'pa’?t::ﬂﬁg‘ Fagher residents receiving
Communication, chotropic medications will be
Vision, assessed in accordance with their
g‘wiand bahawlot: patterns; MOS schedule by the Behavior
. Psychosocial wethbeing; ittea’s i iccinti
 Physicat funetioriing 8nd slructurai problems, Committee’s interdisciplinary team.
Continence: This assessment will include the
Disease diagrasis and health conditions: medication, dose, behaviors
Dental and nutritional status; exhibited by the resident. The
Skin Gondilions, results of this assessment wili be
Activity pursuil, flected " i A
Medications: renected on the residents CAA.
Special Ireatments and procedures;,
Discharge potential; ‘ ‘ 3. The MDS Coordinators and Social
- Documentation of summary information regarding Services Director were re-inserviced
the additicnatl assassment performed on the care by th f Devel Bi
areas triggered by the comptetion of the Minimum y the Staff Development Director
Data Set {MDS); and
LABQRATORY DIRECTOR'S OR PROVIDE R/SUPPLIER REPRESENTATIVE'S SIGNAT URE TITLE (A DAl
PV A Adminiscrator 08/16/2013
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Documentation of participation in assessment,

This REQUIREMENT ig not met as evidencad
by

Based on obsarvation, interview. record review
and review of facillty's policy, it was determinad
the facility failed 1o adequately assess three (3} of

“ twanly four {24 sampled residents {Residents

#3 . #7 and #8} for the use of psychotropic
medications and the behaviars lgading to the use
of these medications. Residents #3. #7 and B8
were identifierd ag receiving anndepressant and
antanxiety medications.

¢ The findings include:

Review of the facility's policy, “Behavior
Management Committee”, dated 02/13, reveated
residents on psychoactive medications or who
havs behavior issues witl be revigwed by the
committee on a quarterly basis.

-1, Review of the clinizal recocd for Resident ¥3,
revealed the faciity admitted the resident with
diagroses of Ohesily, Celluttis, Hypothyroidism,
Diabetes and Depression. The lacitity completed
an annual Minimum Dala Set {MDS) Assessment
an 0108 13 which revested tihe resident was
cognitivety intact. The MDS indicaled the
resident required extensive assistance with daily
care, required a suprapubsic catheter, and letat
assistance win bathing. The residen? reported
near constan pain, and faeling down 2nd

F 272 £372 (Continued)

on the accurate way to complete a
CAA on 08/14/13.

This training reflacted diractions
givenin the RAt manual on the
completion of a CAA.

The 5taff Development Coordinator
will audit 50% of the CAA's
compteted weekly for 4 weeks, then
25% weekly for 4 weeks, then as
recommended by the Quality
Assurance Committee. The Staff
Development Coordinator will
provide reeducation as indicated by
the audits,

These Audits will be presented to
and reviewed with the
Administrator weekly.

. The Administrator will present
these findings to the Quality
Assurgnce Committee monthiy to
ensure accuracy and completeness
of the process.

08/16/13
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- depressed. The Care Arga Assessments (CAAs)
revesiad the resident received an antidepressant,

. however, there was no documentation faund
regarding the resident’s depression or any
symploms/hehaviors the resident may have
exhibited, along with information regarding the
effect of pain on the resident’s behaviors or the
frequency of the behaviors and the afficiancy of
the anlidepressant. 1 addition there was no
dntumentation kacated to reflect the resident's
feelinge regarding the effectivenass of the
freatment plan,

' Intarview with Resident 83, on 07/24/13 at 1115
- AM, revealed she somatimes had issues wilh
3taff and got very irritated with them,

2. Review of the clinical record for Resident 27,
revesled the facidy sdmitled the resident with
diagnoses of Chronic Respiratery Faiture, Anxiety
and Hypertension. The facilty completed an
admission MDS Assessment on 02021713 which
revealed the resident was cognitively intact, and
refuired sxtensive assislance with daily tiving.
The resident reported & poor appetite and firad
easiy. The residant had a rachaotomy and wag

" post status ventiator dependent. The resident

. recenved two (2} antideprassanis and one (1)

" antianxiety medicarion, Review of the GAAs,
revealed the resldent had anxisty, however, no
doctimentation was located regarding the
symploms the resident exhibited in regards to
anxisty andlor depression or the effectiveress of
the medications to date,

Resident #7 was not interviewad secondary to
being too tited 10 talk,

3. Raview of the clinical record for Resicent 48,
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£ 272 Confinued From page 3
revaaled the facility admilted the resident with
diagnoses of Anxiety, Depression, Diabetes, and
Hypertension. The facity compteted an
admigsion MOS Assessment on 03/28/13 which
revealed the resident was cagnitivety intact and
required extensive gssistance with daity fving.
The resident was incontinent and had frequent
pain, The resident received antigepressant angd
anttanxlety medications, Review of the CAAs
revealed no documentation was located lo
determine the behaviors/symploms the resident
was having far which the medicallons were
receivad or the effectivensss of (he medications
o date.

Interview with Resident #8, on 07/24/13 a1 1:20
FM, reveated Ihe resident had no concerns ang
averyihing was fine.

inmeniew with the MC'S Coordinator, on 07/25/12
fat 10015 AM. revezied (he CAAs did not include
the specific behaviors for which residenis
received peychoactive medications; however, the
hehaviors probably should be on the CAA as part
of the comprehensive assessmant. She Stated
the purpose of the CAA was to identify the
comphcating factors and risks for the fesident in
the particular care area. She stated he CAAs did
“not inchude the information regarding the
resldsnts’ symplom sibehaviors 1o be moniorad
or the effectivenass of the medications (o date,

interview with the Director of MNursing, on
07725113 at 2:06 PM, revealed the CAAs should
reflect the cemplicaling Factors and risks for each
resident triggering in the care areas. She starnd
the CAAS did not include the residents’
behaviars/symptoms for psychoactive
medicalions lor Residents #3, #7 and 25,

FQRM CME-255 002,001 Previsus evsinng Oeasista Eueni 1D £150ey

PREFIX [EAGH CORRECTIVE AC NN SHOULD BE
ThE CROES.-REFERENGED 7O THE APPRGEMIATE
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$5=n COMPREHENSIVE CARE FLANS
Afacility must use (he resulls of the assessment 1. Resident # 3 — Her Behavicr care
to davefop, review and revise the residenl’s plan and the C.N.A, Care plan has
comprehensive plan of care. been reviewed and revised By a
The facility must develop a comprehensive care Licensed Nurse on 08/14/13 10
plan for each residant thal includes measurable include how the resident expresses
“objectives and limetabies to meet a resident's her anger and individyal
medical, nursing, and menlal and psychosocial interventions to guide the staff in
needs that are identified in the comprehensive protecting other residents during an
assessmant,
gutburst of anger,
The care ptan must describe the services that are
to be furnished ko attzin or maintain the rasident’s Resident # 7 - His Behavior care
highest practicable physicat, mental, and
psychosacial well-being 25 required under plan and‘the C.NA, Cia:re plan has
§483.25, and any services that wauld otherwise been reviewed and revised by a
be required under §483.25 but are nol provided Licensed Nurse on 08/14/13 to
due lo the resident’s exercise of rights under include how the residant expresses
*§483.10, including the right o refuse Irealment his nervousness or 2
undsr §483,10(0)(4}, eSS OF neves” and
individuat interventions to guids the
staff in identifving and refieving
This REQUIREMENT is not met as evidenced these symptoms.,
by
Based on inlerview, racord review and review of . .
facility palicy, it was determined the faclity faited Resident # 8 - Her Behavior care
lo develop comprehensive care plans for three pian and the C.N.A. Care plan has
(3) of ninetsen (19} sampled resident (Residents been reviewed and revised by a
#3, 47 #8) Residents #3, ¥7 and #8 afl recieved Licensed Nurse on 08/14/13 to
psychoactive medicalions for anxiesy or el .
deprassing but did not have a care plan o inc ude-haw the res:dgnt EXpresses
address behaviors. her anxiety or depression and
individual interventions to guide the.
The findings inciude: staff in identifying and relieving
' Review of the facilily's policy, "Care Plans” these symptoms.
undated, revealed the resident’s care plan
Eveent 10: EISkbrt Facey £ 100540 If condayaten sheat Fage Sof 18
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F 278 Continued From page 5
provided guidance lo all staff caring for residents
and communicaled changes in care 1o alt direct
care staff. Aninlerdisciptinary approach 1o
identificalion of probtams and develsping
solutiens and goails provided individualization and
coordination of resident care.

t. Review of the diinical record for Resident 3
revegled the facility admitled the resident with
d'agnoses of Dishetes, Depression, and
Hypothyroidism, The facility compieted an annual
Minimum Data Sel (MDS) Assessmant, date
£1/06/13. which revealed the resident was
cognitively intack requrrad extensive assistance
with dally living lasks, had daily pain and
complained of feattng down and tired, Further
review of the MOS revaalad the resident received
antidepressants and antianxiety medicalions.
The Care Area Assessments {CAA) for
psyehtropic medications lacked informalion

_regarding behaviors/symptoms for Ihase
medicahons.,

Review of the current comprehensive care plan
for Resident #3, revealed the resident exhibitad
verbal aggression towards staff and ofher
rasicents, threatened stel, was verbally abusive
and frequently compiained of missing personal

-hemns. Thére was no documeniation of

“interventions to guide stalt in proteciing other
residents frorm the resident's verbal aggression
located on the cara plan,

" Interview with Cartified Nurse Aide {CNA) #4_ on

- 0124/13 al 4:00 PM, revaared Resident #3 was
verbally aggrassive to stalf and other residents al
times. She stated the resident was easily irritated
and wauld say mean things o olher residents.
She reveated the resident hecame angry easiy,

F279. £273 (Continued)

2. All residents with psychotropic's will
have their Behavior care plans and
C.N.A. care plans raviewed and
adfusted as indicated by a licensed
nurse by 08/18713,

These adjustments will reflect each
rasident’s symptoms and individusl
interventions,

3. The Care Plan Policy was reviewed
by the Director of Nursing and the
Administrator on 08/14/13.

The Staff Development Cocrdinatar
educated Members of the
Interdisciptinary team.

{Unit Managers, DON, Social
Services, Activities and Therapy)

and Nursing staff of the need for
Behaviar Care glans to include how
a resident expresses their behavior
and individual intervention to
atleviate their behavior beginning
on 08/14/13 and completing on
08/16/13.

Uit Managers will Audit esch
residents care plan in accordance
with their MDS schadula for the

FORM CHE- 75470299 Prénons Yions Ot

Evuni 1D EISaart

Fagkby 15 1G53
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F 279 Conlinued From page 8
She staled the nursing staff were aware of the
resident's behaviors, She stated the care ptan
di¢ not advise stafl Fow ‘o handis the residen
when these bahavior occurred.

tinterview with tha MDS Cocrdinator, on 07125713
ar 1015 AM, revealed she could not located any
interventicns put in place 10 protect other
residents from Resident #3 or to handle the
resident’s anger if behaviors occurred. She
stated the care plan should have included
mtervenlions for these behaviors.

2. Raviow of the clinical record for Resident #7,
revealed the resident was admitted lo the facitity
- with diagnos es of Chronic Resgpitatory Faiture and

Hypertension. The facilty compleled an
admission MDS Assessment on 02/21/13 which
indicated the resident was cognitively intact, hag
a frackeolomy. required exdtansive assistance for
all daily tiving task, and was easity fatigued even
trying 10 speak. Further reviaw of the MDS
reveated the resideni received antidepressants
and antianxiety medication.

Review of the current com prehansive care plan

, for Resident #7, revezled the resident received

 antidepressants and antianxiety medications.
Care plan imterventions Includad: observe for
sign/symptoms of drug refated issues, report
negative oulcomes te physician and adminlster
meiications a5 ordered; however, there were no
behaviors/symptoms identified and no

located on the care plan,
Interview with CNA #2, on 07/24/13 at 2.45 PM,

revealed Resident #7 comgplaingd of nerves at
times. She stated she would pass this

interventions regarding beahviors/symptoms were

F 273 £279 (Continued)

inclusion of behaviars and individual
intervention weekly for three
months, then as recommended by
the Qualtity Assurance committee,
These zudits will be reviewed with
the Director of Nursing who wil}
provide education on an as needed

basis.

4. The Director of Nursing will presant
these findings to the Quality
Assuranze Committee monthly to
8nsute accuracy and completeness

of the process, 0B/16/13

FORM CMS-2567{02-991 Prarvicns Versioes Qs
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F 279 Contirued From page 7

Fzr
informztion along to the nurse.

Intervigw with Registered Nurse (RN} #2, on
07:25/13 al 1000 AM, reveated Resident #7
complained of nervousness. She slated she was
not sire what specifically nerves meant: however,
she: did mecicale the resident with an anlianxiety
medication for the complainl. She stated lhe care

" plan did not have hehaviorsfsymptoms noted or

interventions 1o rescive the resident's concerns,
She stated the inlerventions should have been
care planmed for staff guidelines.

3. Review of the clinical record for Resident #8.

~revealed ths facitity admittad the resident with

dizgnoses of Anxiety, Depression, Diabetes, and
Hypertansion, The facility compteted an
admission MOS Assassment on the resident on
03/28/13 whth revealed the rasident was
cognitively Intact and reguired extensive
assistance with dzily living. Further revigw of the
racord revelae the resident received
anhidegressant and aptianxiety meadications,

Review of the current comprehensive care plan
for Resident #8, revesiad the resident received
anlideprassant and antianxiety medications. No
docurmentation was located to delermina specific
behaviors/symplams the resident experiznced.

Interview with RN #2 on 07/2%/13 at 10000 AM,

revealed the resident did receive antidepressant

and anrtanxiely medications: however, skeé was
not able to locate informalion on the care plan
reganrding any specific dehaviors/symptoms
axhibited by the resident. She statad the resident

. had depression and anxety,

Interview with the MO S Coordinator, on 07/25/13

FORM CHIS-258 7102494 Préviows Versions Dasoles
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The findings include:

Record review reveated Resident #2 was
admitted by the facility on 09/10/12 with
diagnoses which included Anemia, Coronary
Artery Disease, Diabetes, Alzheimer's, Organic
Brain syndrome, and Gastrostomy Tube.

Review of the Minimum Data Set (MDS)
Assessment, daded 04,268/ 2, revealed the facility
assessed Residen! #2 as having a Brief Interview
for Mental Status {BIMS) score of six (6) out of
fifteen {15), indicating cognitive impairment,
Further review of the MDS revealed the resident

AMO FPLAN OF CORRECTION A BUILDNG
185232 {8 WG e |__o7/25:203
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F 279 Continued From page & F2rg
at 1015 AM, revealed specific
behaviorsieymatoms and Intervemions should ke
on the cara plan lo ensure staff provide the
approprialé care.
F 28t 483 20(k)(3{i) SERVICES PROVIDED MEET F 28t F2g1
55=p PROFESSIONAL STANDARDS
, ; ident # 5 b
The services provided or artanged by the facllity 1 z_es'_d?”t 2 WES: s;sse: ¥ the,
mMust meet professional standards of quatity, ietician on 07/24/13 to leterm_me
to proper amount of feeding. His
feeding was decreased to 55 cc per
hour by the physician on 07/24/13.
This REQUIREMENT is not met as evidenced ‘ )
: 2. All residents had their physician
Based on observation, interview and record orders verified by a licensed nurse
review, it was determinad tha facility faiked to as accurate on tha medication
ensure Physician's orders were implemented for . .
cars and freatment for gastrosiomy nuintion for administration f*ercordf and the
one (1) of nineteen (19) sampied residents treatment administration racords
(Resident #23. The faciity faded to ensure the by C8/01/2013.
Physician's orders for the rate of the enteral
nutiitian were fofowed. 3. The Director of Nursing approvad of

the Chart check Policy on
08/12/2013.

The Staff Development Coardinator
Inserviced the nursing staff on the
Chart Check Policy beginning on
08/14/13 and completing on
08/16/13.

Nursing staff will check each
residents chart nightly to ensure
any order written by the physician
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received nulrition via Gastrostomy tube_
Review of the Physician's orders for Resident #2. has been transcribed correctiy.
revealed an order dated 6?1710, 1o increase {he
- enteral nutritlon rate to sixty (B0) millleters {ml) The Unit Mznagers will Audit the
per hour. Chart Check signatures weekly for 4
Observations, on §7/23/13 at 11:58 AM and 505 weeks, then bi weekly for 4 weeks,
then monthly. These audits will be

PM; and 07/24/13 at 8:47 AM and t:27 M,
“revealed Resident #2's enteral nulrition was reviewed with the Director of

infusing at fifty-five (55} mi per nour. : ~ Nursing who will provide education

Interview with ths Dietitian, on 07/24/13 at 1-58 on an as needed basis,

M, revealed she had written 4 recammendation

for the nutrition to be increased from fifty-five (85) 4. The Director of Nursing wilt present

10 sixty (B0} m! per hour. Further interview these findings to the Quatity

reveated ihe rate increase was a differance of Assurance Committee monthly to

one hundred and sixty-five {185} calories per day. ensure accuracy and completeness

Inferview with Registered Nurse (RN) #3, on of the process, 08/16/13
(7/24{13 at 1. 45 PM. revealed she was the
prrmary nurse responsible for Residont #2's cars.

- Further interview revealed. she did not tfranscribe

the information from the Physician's order 1o the

Medication Administration Recard {MAR) when

the Physiciar increaded the rate. RN £3 stated

she just missed the order .

tnterview with Unit Manager #3, on 07/24/13 at

. 148 PM, revealed the nutritionat rate should have

- bgen at the sixty (50) ml per hour per the dietary
recommendations and Physician's orgers. Further

; Intarview revealed the primary nurse was

- responsible for transcribing ihe Fhysician's orders
from the order to the Medicalion Administration
Record, Additionally, it was her expectation that
staff would follow the Physician's orders for the
rate of the enleral nutrition.
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F 281 Continued From page 10 F 281
nterview with the Oirector of Nursiig, on
07/24/13 at 2:15 PM, revealed the nutrition rate
should have been at sixty (60) m! per bour,
Further interview revealed her expsctations were
that staff would follow the Physician's orders.
F 323 483258(M FREE OF ACCIDENT F 323

88:=0 HAZARDSISUPE RVISION/DEVICES

The facitity must ensure that the resident
environment remains as free of accident hazards
s is possible; and each resident receives
adequate supervision and assistance devices to
pravent accidents.

This REQUIREMENT is not met as evidenced
Based on observations, record reviews. and staff
interviews, it was detarmined the facitity Fatled to
ensure tha resident envirgnment ramained as
free of accidert hazards as possibte. The facility
failed identify 2 hazardous tiquid in Rasident #5's
room to be hazardous 1o the facility residants.
Miracie Gro was observed to be in Residen] #97s
room during the survey,

The findings include;

Observations conduetad on 07/23/13 at
approximately 11:00 AM, during the inftial survey

_tour and tha subsequent days of 07/24/13 and
07125113, a bottte of Miracte Growas abserved
on a table in Resident #9's room next 1o a green
house plant.

F323

1. Resident 89 — Her room was
searched by two facility staff on
07/26/13 for hazardous items. The
Miracle Grow has been removed
and will be stored in a4 sacured area.

2. All residenty rooms were searched
for hazardaus items by members of
the interdisciplinary team on
07/2%/13. Resident’s rooms are
now free from hazards.

3. Acopy of the Generst Policy for
Resident's and Responsible Parties
which includes hazards of
medicated products, aopiiances,
knives scissors and other potentiatly
hazardous materials has made
avaitable to residents and
responsible parties by the
Administrator on 08/01/13.

All staff was educated on 08/14/13
by the Staff Development
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323 Conlinued From page 1

Record review of the Material Safety Dats Sheet
for Miracle Gro Liguid Alt Purpose Blant Food
revealed i was & hazardous subskance and f nol
used according to the manufacturer's
recommandalions, vath the proper,
personatiprotective equipment, the liquid may
causs harm fo an individual's eyes, skin, mouth,
throal, esophagus, stomach. and upper
respiratory tract.

An interview conducted, on 07/25/13 at 1:30 P,
with Unit Manager #3 revealed that she was nol
aware of & bollle of Miracte Gro betrg present in
Resldent #9's room,

_Ainterview with the Director of Nursing, 07/25/13
‘al 2:05 PM, revealed that it was her axpectatlon
that alt of the residents' rooms would be clear of
2t hazardous malerials.
F 328 483.25(k) TREATMENT/CARE FOR SPECIAL
55=0 NEEDS

The facility must ensure that rasidents receive
proper reatment and care for the following
special services:
Injactions,
Farenteral angd enteral Muids;
Colostomy, ureterostomy, or ileastomy care;
. Tracheostomy care;
- Tracheal suctioning;
Respiratory care;
Foot care; and
Prosiheses.

F 323 £323 (Cortinued)

Cocrdinator or their respective
Department hazd Lo be observant
for potentiatly hazardous items, to
rerove items if found and deiiver
them to the resident’s charge nurse.
These items will then go to the
Director of Nursing for resotution,

Members of the interdisciptinary
team wit! audit residants’ rooms
ohe time weekly for 4 weeks, then 1
time bi-weekly for § weeks, then
monthly for three months, then as
recommended by the Quality
Assurance Cammittee.

F328  1hese Audits will be reviewed with
the Administrator.

4. The Administrator will present
these findings to the Quality
Assurance Committee monthly to
énsure atcuracy and completeness

of the process. 0B/16/13
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F 328 Continued From pPage 12

This REQUIREMENT iz not me! as evidenced
by
Based on observation, interview and record
review, it was determined the facility failed to
ensure resklents received necessary care and
: Ireatment for gastrostomy nutrition for ons {1} af
nineteen (13) sampled residents {Rasident #2).
The facility faited to ensire the Physician's orders
for tha rate of the anteral nutrifion were followed.

The findings inciude:

Record review ravealed Resident #2 was
admitied Dy the facility on 08/10/132 wilh
diagnoses which included Anemia, Coronary
Artery Disease, Diabetes, Alzheimer's, Organic
Brain syncrome, and Gastrostomy Tube.

Revisw of {he Mimimum Data Set IMDS)
Assessment, dated (4/26/13, revealed tha taeility

- assessed Resident #2 as having a Brief Interview
for Mentat Status (BIMS) score of six {€) out of
fiteen (15}, indicating cognitive impairment.
Further review of the MD'S reveated the resident
raceived nulrition via Gastrosiomy tihe.

Review of the Physician's orders for Resigent £2,
revealed an order dated 7/17/13, 10 increase 1he
enteral nutrilion rate lo sixty (80) milliteters [mi)
per hour,

Qbservations, on 07123/t 3 at 1158 AM and 508
PM. and 0772413 at 8:47 AM and 1.27 PM,
revealed Resident #2's anteral nutrition was
infusing at fifty-five {55 mi per hour.

tnterview with the Dietitian, on 07/24/13 at 1'58

F328 razg

1. Resident # 2 was assessed by the
dietician on 07/24/13 to determine
te proper amount of feeding. His
feeding was decreased to 55 c¢ per
hour by the physician an 07/24/13,

2. All residents had their physician
orders verified by 3 licensed nurse
as accurate on the medication
administration records and the
treatment zdministration records
by 08/01/2013.

3. The Directer of Nursing approved of
the Chant check Policy an
0Bf12/2(13.

The 5taff Development Coordinator
inserviced the nursing staff on the
Chart Check Policy beginning on
08/14/13 and completing cn
0B/16/13.

Nursing staff will check each
residents chart nightly to ensure
any grder written by the physician
has been transcribed correctly.

The Unit Managers witt Audit the
Chart Check signatures weekly for 4
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PM, revealed she had written a recommendalion
for the nutrition to be increased from fifty-five {55) ]
“to sixty {80} m! per hour. Further intorview weeks, then bi weekly fog 4 w‘eeks,
revealed the rate increase was 2 difference of then monthly. These audits wilt be
one hundred and sixty-five (165) cakories per day. reviewsd with the Director of
Mursing who will provide education
Intarvigw with Registered Nursa {RMN} &3, on n gs needed S .
07/24/13 at 1:46 P°M, revealad she was (he 0n an as needed basis.
pRTIary nurse respansibte for Rasdent 82's cara.
Furiher interview reveated, she did nat transcribe 4. The Director of Nursing witl present
the information from the Physicians order to the these findings to the Quality
Medication Administration Record {MAR} when .
the Physician increaded the rate. RN #3 siated Assurance Committee monthiy to
&nsure atcuracy and completeness

she just missed the order.
of the process. OE/16713

Intenview with Unit Manager #3, on (712413 at
1:45 PM, revoaled the nutritionsal rate should have
heen at the sixty (60) ml per bour per the dietary
recommendations and Physiciarn's orders. Furiher
interview revealed the primary nurse wag .
responsible for ranscribing the Physician's ordars
fram the order to the Medication Adminlstration
Record, Additionally, it was her expectation that
staff woudd follow the Physician’s orders for the
rate of the antatat nutrition. .

(nterview with the Director of MNursing, on
0124113 a1 2:15 PM, revaaled the nutrition rate
shelfd have been at sixty (60) m! par hour,
Further interview raveated har expactabons wete
that staff would follow the Physician's orders,
F 371 483.35() FOOL PROCURE, F371 p371
s3=r STOREPREFARE/SERVE - SANITARY

" The facifity must - 1. Noindividugl residents have been

{1} Pracure food frem sources approved or identified.
considered satisfactory by Federal, State oc local
authertties; and 2. Aliresidents have the ability to be
FORMCMS 25610 2-954F vitus Verxons Dbacile Evert 10, EISH 1| Fauiy ID. (80540 If cemtrugion sheel Fage 14 ol 18
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F 371 Continued From page 14
(2} Stors, prepare, distibule and serve foad
undey sanitary conditions

This REQUIREMENT iz not mst as evidenced

. by

* Based on observation, interview, review of the

. Kentucky food Code and review of facility's poticy,
it was delermined the facility faited to stove,
prepare and serve food under sanitary conditions.
The facility failed to ensure the ice machine, plate
warmer, cookie sheet pans, dielary cart, fans,
and food storage bins were clean. The facility
tailed to ensure stalf washed the exposed

. portions of their arms prior to handiing fsod, Tha
facility atiowed dirty paper 5igns taped on

. Numerous surfaces throughout the kitchen, The

facitity failed to store plale covers bowt side dawn -

or covered. The facility failed to adequalely clean
surfaces heavity encrusted with tape residyue.
The facility faited to ensure the trash cans and
lids ware clean on the outside.

The findings include:

Review of (he facility's policy far Sanilation,
{ undated, revealed dishes and plales were stored
with the lop plate turned aver to protect parlicles
- from getting on the top plate.

. Review of the facility policy for Sanatation,
‘undated, reveated the factity had clearing
schedules lo maintain eguipment and work
strfaces in & sanitary manrer. Formaf sanitation
inspections of the dietary department occurred on
- afrequent basis. {nformat sanitation inspections

Far

F 371 {Continued)
affectad by the observed practice.

3. The kitchen was deep cleaned on
07/29/13 by facility staff that
included, dry storage bins, ica
machine, trash barrets ang lids,
targe fan, and the plate warmer.
Paper signs and axcess tape has
been removed. New cookle sheet _
Pans were purchased 16 replace the
old ones,

Dietary staff were educated by the
Administrator on 08/13/13. This
education included; washing hands
and arms prior to working in the
kitchen and priar to serving faod,
removing all jewelry prior Yo work
with the exception of their wedding
rings, not allowing clean dishes to
touch their aprans during transport
and fo foltow the cleaning schedule
postad.

The dietary Manager was educated
by the Administrator on 07/30/13,
Qn the expectoration and need
follow through with staff to ensure
the cleaning schedule is being
followad.
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F 371 Conlinued From pags 15
occurred daily. Cleaning schedules were
established 1o assign specific tasks to scheduted
- employees on a daily basis, Employees wera
provided Iraining on correct procadures, Cleaning
agents and frequency of ceaning.

Review of the Kentucky Food Code 2301 1T,
Clean Conditions, revealed food employees shatl
keep their hands and exposed portions of their
arms clean. Revigw of the Kentucky Food Code
2308 11 Prohibition, revegied except for a plain
ting, such as a wedding ring, emptoyees
Brepanng food may nol wear jewslry.

Observantion of the kilchen, on 07/2:3/13 gt 915
AM, revealed flour, sugar and beans were stored
in relling storage bins with dried substances on

- the outsice and on the ids. Soiled and lorn paper
$1Ns ware obsarved taped to each of thi three
hins. Inside the ice machina, a red subsiance
was observed around the rim of the daor. Trash
barrels and lids wers obsarved Io be heavily
seled with drips and smears of dried substances.
Large melal cookie shasts storad on shelves
were heavily encrusted with 3 build-up of a black
substance. Soled paper signs were taped ai
arolng the surfaces of the kitchen and the
freezers and refrigsrators doors were covered on

. the outside whh lape residue. A large fan

- mountsd in the cormer and running had a cord
stained black from the middie down lo he tip.
Dietary employees were noted to be wedaring
severat rubber bracelels on one or both arms

. The plate warmer used during the meal service
was heavily soited with a greasy black buitd-yp
argund the hinges and the edges next fo the
opening for the plates.

Chservation of the kitchen, on 07/23/13 at 11:45

F3M e3n {Continued)

The Administrater will audit the
kitchen for cleantiness and staff
absence of jewelry one time woekly
for B weeks, bi-weekly for 4 weeks,
monthly for 3 months, then as
recommended by the Quality
Assurance Committes,

4. The Administrator will present
these findings t¢ the Quatity
Assurance Committee monthly to
ensuTe acturacy and completeness

of the process, 08416713
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F 371 Continued From page 18
AM, revealed Distary Aites (DA) #2 and £3
preparing 1o serve tunch. Both DA's were noted
o wash their hands up lo the wrist where the
bracelets were. The bracelets were noled to
then falt back down the hand lo contaminate the
Ireshly washed hands. tn addition, the bracetsts
were noled to touch glassware and serving
wtensits,

: Observalion of the kilchen, on 072313 at 12:10
PM, reveated DA #2 was carmying two (2) stacks
of clean bowts to the steam tatle using the chest
area of her uniform to batance the bows.

lnterview with DA #2, on 0772013 at 12:50 PM,
revealed she was not aware that her jewelry
cortaminated her hands after she washed them.
She stated the jewelry couid have germs that
could make residents il W addition, she knew
the clea bowls should not have been held
againa! her uniform while she transported them
for the same reason. She slated she had
received frainiag on infection controt,

~Inlerview with DA #3, on 07/23M3 at 1:05 PM,
revealed there was e cleaning schedule in the

- Kitchen and sveryone was supposed lo comalels

“their assigned tasks. She slated the kilchen
shoutd be claan to pravent resicents from
becoming sick from germs, She stated she had
recejved training on infection contral.

Interview with the Faod Service Managsr, on
07123113 gt 1110 PM, revesled there was
cleaning schedute that she supervised; hawever,
the kitchers was not ctean todzay, She stated 1he
Kitchen was not clean becayse the steff must not
have cleaned over the weekend. She skated that
staft received iraining on deaning. She stated

F3rt
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she was nct aware that there were so many
sailed paper signs and that they would be

" removed and the kitchen would be cieaned, She
staled training would be provided on hand
washing and jewelry. She indcated the kichen
had o be dean o prevent residents from
bacoming sick from bacteriz,

Interview with the Administrator, on 07/25/13 at

215 PM, revealed his expectation was that the

kitchen woutd be clean ang there would be no
:foodborna (ness.
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K 000 INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01
'PLAN APPROVAL: 1989

SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: 3-slory, Type t1 (222)
- SMOKE COMPARTMENTS: 7

FIRE ALARM: Complele automatic fire atarm
system

P SPRINKLER SYSTEM: Complete automatic
{wet) sprinkler system

GENERATOR: Type Il diesal generalor

Alife safety code survey was initiated and
concluded on 07/23/13, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and _
found the facility to be in compliance with NFPA Y

107 Life Safety Code, 2000 Edition. T e

Neo deficiencies were identified during this survey,
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