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F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 The statements included are not
56=0 | INDIVIDUALITY an admission and do not 14/19/13

The facllily mus! promote care for residents In a
manner and in an environment that maintains o
gnhances each resident's dignity and respect in
full recognition of his or her Individuallty,

This REQUIREMENT Is not met as gvidenced
by:
Based on observation, racard review, and
interviews with residents and staff, the facliity
falled to provide meals within reach to maintain

dignity for 1 of & sampled residents {Reslident #7)
reviewed for dignity.

Findings Included:

Resident #7 was admited to the facilily on
g7/t andhad a diagnosls of dementia and
anxlety.

A nursg's note dated 2/24/13 indicated that when
a siaff member attempted to feed Rasident #7,
the resident clamped her llps together and
refused to eal.

The nurse's notes dated 2i25M3 - 34113
indicated dafly that the resident was a "self feeder

afier tray set up.”

The resident's Minimum Data Set {(MDS), dated
225113, Indicated the resident had a severe
cognitive impatrment, did not reject care, and did
not have physical, verbal, or olher behavioral
sympioms diracted toward olhers. Her functional
slatus indicaled that she required limited
asslstance and one person physical assist with
eating. She hadno swallowing disorders.

constitute agreement with the
alleged deficiencies herein.
The plan of correction is
completed in the compliance of
state and federal regulations as
outlined. To remain in
compliance with all federal and
state regulations the center has
taken or will take the actions set
forth in the following plan of
correction. The following plan
of correction constitutes the
center’s allegation of
compliance. All alleged
deficiencies cited have been of
will be completed by the dates
indicated.

F 241

How corrective action will be
accomplished for each resident
found fo have been affected by
the deficient practice — Resident
# 7 was assessed on 04/11/2013 by
the Director of Nursing for meal
delivery and her Intake. Resldent
refused any staff assistance with
eating. Resident proceeded to try
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to play with her different foods
F 241 | Continuad From page 1 F 241 and drinks that were In front of

The nutritlon assessment note dated 2/26/13
indlcated that the resideni was aleri, needed
iimited asslstance with feeding, was ona regular
diet, ate 75-100% of most meals, and was at fow
nutrition risk,

A care plan note dated 3/6/13 indlcated that a
meeling was held and included the Assistant
Director of Nutsing, Activities Asslstant #1, and
the Dietary Manager. The note stated, "No
change fo plan of care. Continue with current
plan.” There was no mention In the care plan
note regarding any behaviors, Inctuding during
medals.

A ravlew of the resldent's current care plan on
3/26/13 indicated the care area “Inability to
complete activities of dafly {iving (ADL) tasks
indepandently related 1o cognitive Impalment”
was last reviewad on 2/26/13. The goals were
maasureahle and intarventions included provide
mea! sel up and encourage the resident to
consume foods and flulds.

A raview of the resident’s weight indicated that
she had no welght loss In the last 90 days.

On 3/26/13 at B:25am, 3 residents were sitting in
the sunroom ealing breakfast. There were no
staff members present, Resident #7 was sliting at
ihe end of the table. Her plata was sitiing In front
of her and contalned parilally eaten food and a
fork. The resident was observed independently
eating, but there were no fluids In front of her.
She reached over, picked up the cup belonglng to
ihe resident sitting to her left and drank waler
from her cup. She drank without any difflculty, did

her. Resident attempted several 4/19/13
times to pour her liquld drinks
either onto the table or into her
food items. A Certifled Nursing
Assistant will be assigned to the
Mauve 1 dayroom to supervise
resident # 7 with her meals,
Certified Nursing Assistants will be
in-serviced by the Staff
Development Coordinator
regarding resident’s dignity and
meal delivery for resident #7 and
any other resident requiring
assistance. This in- service training
was completed on 04/17/2013,

How corrective action will be
accomplished for those
residents having the potential
to be affected by the same
deficlent practice — All
residents currently in house have
been assessed for requiring this
meal delivery method and no
other residents have the same or
similar practice. All Certified
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F 241 | Continued ¥ ) Nursing Assistants were in-
et e T, and i ot pout Lt her 2l sorviced reguding residents - 4D9f%
not spill the fluld, a not pour r plate, I :
Her tray was observed on top of tha chestof ?}g}“w and meal éiasll:fegy by the
drawers at the side of the room, approximately 8 nit Manager and St
feat from {he resident, 1l contalned the resident's Development Coordinator 10 be
meal card, full cup of coffes, full cup of water, completed on 0471712013, All
unopened chocolate milk, spoon, and napkin, new Certified Nutsing Assistant
The card Indicatad a regular diet with beverages . . . s
of coffee, julce, and chocolate milk. h}res v\fiil be' trained du'rmg new
hire orientation regarding
On 3/26/43 at 8;36am Nurse #1 entered the sun resident’s dignity and meal
room. When asked about the assistance that the delivery by the Staff
residents in the sunropm needed with meals she )
siated, “There are no particular residents that we Development Coordinator. A
bring In here, We Just bring some in here, We set 10% audit will be completed to
up thelr trays and come back to check on them. ensute no other resident receives
Wa do a lot of encouraging.” She indicated the 3 thi :
rasldents In the room usually aat together. s meal delivery method
weekly for four weeks than
On 3128/13 at 8:40am Nurse #1 called Nursing monthly for two months.
Assistant (NA) #1, from the haliway, to assist Results of the audits will go to
Resident #7, The resident complained to the NA weekly Quality Assurance/Ri
about the sun in her eyes, The NA staled, "Let's Meeth)‘: gfo r f}(; ur weeks and sk
gat® The NAwant to the resident's tray on the i & sand
chest of drawers, got her milk, opened it, and also fo the next guarterly Quality
statad to the resident, "Here, 1 can't find ro Assurance Meeting.
straw.” She sal beslde the resident but did not
asslst futher with her meal. When asked why
the rasldent's tray with her fluids was on the chest
of drawers the NA stated, "Sometimes she will
make & mass so we put her tray aver there and
give heraliltie ata time." At B:44 am the NA
removed the resident's plate, placed in on the tray
al the slde of the room, left the water that the
resident had been drinking, that belonged to the
rasident to her laft, and the chocolate milk onthe
table In front of Resident #7.
On 3726113 at 8:50am the Director of Nursing
FORM CMS-2567(02-90) Pravious Varsiona Obsolele Evant 1D:PHAVH Faciity 10: 832030 I continuation shest Page 3oft2




PRINTED: 04/09/2013

{DON) was Interviewed and Indicated that the
dining In the sunroom was *not necessorlly
assisted dining”, and that the residents were
placed In there If they are not abla lo tolerate the
stimulating enviranment of the main dining and
may need some asslslance. She further stated
that all residents should have their food and flulds
placed in front of them at meal times.

On 3/28/13 at 12:45pm there were 6 rasidents
galing lunch in the sunroom. Resident #7 was
sitting at the table. Nurse #1 placed the tesident's
bowl of food and her cup of tea with a straw in
front of her. Her tray contained slaw, pudding,
chocolate milk, and water and was placed on the
chest of drawers at the side wall of the room,
approximately 8 feat away from Rasident #7.

On 3/27/13 at 12:39pm Residen! #7 was
observed sitling In the sunroom eating junch wlih
6 other resldants. Sha was sitting at the and of
the table, holding and eating a sandwich. Her
place at the table in front her was emply. The
resident's tray was on top of the chest of drawers
along the side wall of the room, about § feet away
from the resident, and contained a full cup of
water, unopened chocolate milk, full cup of tea,
pla, utensils, 2 covered bowls contalning food that
had not been eaten, and unopened vanilla shake,
There was one nurse in the room, asslsling
another resident with her meal, At 12:40pm
Res!dent #7 reached out and picked up the cup of
ten off of anoiner resident's tray. The nurse told
har thal was not her drink, got the residant's
vaniila shake off of her iray at the side of the
room, put a straw it, and gave it to the resident,
The resident was observed eating her sandwich
and drinking her vanilla shake Independently and
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£ 241 | Continued From page 3 F 241 Measures to be put In place or

systemic changes made to 4/19/13

ensure practice will not
re-occur — All Certified Nursing
Assistants were in-serviced
regarding resident’s dignity and
meal delivery by the Unit
Manager and Staff Development
Coordinator to be completed on
04/17/2013, All new Certified
Nursing Assistant hires will be
trained during new hire
orientation regarding resident’s
dignity and meal delivery by the
Staff Development Coordinator.
A 10% audit will be completed
to ensure no other resident
receives this meal delivery
method weekly for four weeks
than monthly for two months.
Results of the audits will goto
weekly Quality Assurance/Risk
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n Eﬁggzrzgnﬁs ,::cgi:n‘: up the carton, drinking il Meetings for four weeks and 4/ 19/13

and putling it down without splling or pouring it also to the next ‘}“a"‘e"y Quality

out. There was no food or fiuld observed on the Assurance Meeting,

resident, under or beside her wheelchalr, At

12:49pm the nurse gave the resident a bowi of

buttar beans from her tray at the side of the room. H 3

A spoon was placed In the bow! and the resldent How ﬁ:.clmy :‘.”“ motn Hor

ate Independently and without difficulty. She corre:c ive action(s) . 0 ensure

ehook her carton of vanilla shake and stated 'itis deficient practice will not re-

gone." The nurse got up and gave the resident occur - A 10% audif will be

tier cup of tea. The resident drank her open-top completed to ensure no other

cup of tea with a straw and did not splli It or mix it resident receives this meal

with her food. delivery method weekly for four

On 3/27/43 at 1:18pm the Assistant Director of weeks than monthly for two

Nursing (ADON) was Interviewsd regarding a months. Results of the audits

:easqn \rrz lheﬂ r?»dsidint \;Jnu:d Pﬁve her ?eglh will go to weekly Quality

ray, including flulds, kept out of her reach. She : ;

staled, “No, there Is no reason." The ABON Assurance/Risk Meetings for

Indicated that she would try to find documentation four weeks and also to the next

as fo why this Is being done by staff. At2:20pm quarterly Quality Assurance

the ADON indlcated that she was unable to find Meeting.

documentation and stated the resident "does get

very agitated if someone irles to feed her, She

prefers to do it harseif”

A progress note by the DON on 3/27/13 at

2:44pm staled, "Residant plays In food/liquids at

meal time. Staff gives resident one feod/drink

item al a ime otherwise she wili play with food

and pour liquids into food and on table and not

gat anything, Resident will not allow stafl to

asslst with feeding or drinking. She will clamp

mouth shut andfor push staff away. Resident has

adequate intake and has nol had a loss of weight

or any slgns or symptoms of dehydration. Wil

continua to monitor resldent and encotrage

intake wilh liems as they are given ane by one.
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F 241 Continued From page 5 F 241
Dletary sends food in bowls as requesled.” 4/19/13

The resident's care plan with the problem area of
inabifity to completa ADL tasks independantly
related to cognitive impairment was updated on
3127713 by the DON and stated, "Glva resident
one food andfor drink ftem at a time off of tray -
resident wil take liquid items and pour them over
other food and on table. Resldent will play In
foodidrinks,”

On 3i28/13 at 8:28am the resident was observed
in the sunroom with 3 other residents. The 3
other residents had thelr meal trays In front of
them and thelr meals were partially saten.
Rasident #7 was sitting in her wheelchalr with no
food or flulds in front of her. The rasident's tray
was on a buffet at the end of the room,
approximately 8 foel away from the resident. It
conlained a bow! of uneaten stewed apples, a
bow! of partially eaten sausage gravy, unopened
chocolate milk, uncovered cup of water that was
full, and a cup that was full of coffee, NA#2 was
asslsting another resident. At 8:31am she gave
Reslident #7 the cup of water off her tray that was
on the buffat, The resident drank all of the water
and put the cup on another resldent's tray. At
8:38am the NA took the bowl containing stewed
apples and placed it in front of the resident, The
resident began eating the apples Indepsndently,

An Interview was conducted with the ADON on
3/28/13 at B:55am, When asked why the
resident's food and flulds were not within her
raach, she Indicated that she changed the
resident's care plan ysstarday o raflact that the
rasident will mix her food and flulds and to give
her one item at a time, She stated, "Dignity. it is

FORM CMS-2587(02.80) Pievious Versions Qbsolsle Event ID:PHEVI Facilty [D: 932030 if eontinualion sheat Pags 6 of 12
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DEFICIENCY)

F 241 | Conlinued From page 5

what It [s. | want the resident to eat and not lose
welght or get dehydrated." She also Indlcated
that she did not have documentation of the
resident mixing her food and flulds.

F 465 | 483,70(h)

85=E | SAFEIFUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The factlity must provide a safe, functional,
sanitary, and comforiable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews and staff
Interviews the faclllty falled 10; 1) appropriately
maintain the kilchen's essential equipment
(dishwashing machine and condensatlon hood
filter); 2) ensure the kitchen's dishwashing drain
was free and clear of debris and dralning water
appropriately; and 3) ansure the kitchen's fleor
and cellings were kept clean in 1 of 1 kitchen,
The findings include:

1, On 03/25/2013 at 12:00 a.m. an observation of
the facllity's kitchen dishwashing area was mads
with staff member # 1, the food service assoclate,
The dishwasher observad 1o have a high
pressure booster pump with meta! cover located
under the dishwasher area’s clean side. The
booster pump's metal top was observed to be
rusted through exposing efectrical wirlng beneath
it. The top also was observed to have had a
previous repalr where it had rusted through. The
repalr, using an auto repalr bondo ke substance
appeared {o have several areas that had broken
off and wera discolorad where water had setfled

F 241

F 485

4/19/13

F 465 /
How corrective action will be
accomplished for each resident
found to have been affected by/
the deficient practice — The
dishwasher high pressure f
booster pump was repaired
using a new cover on March 25,
2013. The dishwasher vent |
filter was removed and cleaned .
on March 25, 2013, A 5
replacement vent filter was
installed on March 27, 2013,
The dishwasher drain area was

1
|
!
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water marks on the metal Indicating water from
dish washer had splashed onto metal and was
allowad 1o seftle and rust. The dishwasher's
maln pump molor was observed direclly under
dishwashar, There were soap dlapenser control
wires lying loose across the motor, The motor
and wires appeared to be rusting and had a white
corrosive looking substance 8" long on them
where wiras were rubbing the motor, Slaff
member #1 indlcated she was unaware how long
the boost pump cover had been rusted through
exposing the booster pumpiwiring or how long the
soap dispenser controt wires had been lylng
across the washers main pump motor causing
the rust and white corrosive looking substance.
Also observed was the condensation hood above
the dishwashsrwhich was dripping water onto the
floor, the dishwasher booster pump metal top, the
prawash area and clean dish/post wash drain
areas. The filter screen was cbserved to be
rusted from edge to edge and had a black
substance imbedded on and in the screens. The
screen appeared o be broken and coming apart
at the ieft edge as it was outside the bracket
holder, Staff mamber #1 atlempted to take the
scraen filter out of the holder for closer
observation. The screen was broken io the point
that it would not come out of the holder as the
broken edges of the screen would catch (he sflide
bracket It was sitting in. Staff member #1
Indicated she had removed the screen 2 week
prior but did not know whan the last tims the filter
screen had been replaced and would have to gat
malintenance to ramove the filter. Once the
condensatlon filter screen was removed a closer
observation was conducted. The multi-screen
filter was broken apart and having 4 layers, Each

ceiling and floors, walls, and
ceilings were free of debris on
March 25, 2013.

How corrective action will be
accomplished for those
residents having the potential
to be affected by the same
deficient practice — All dietary
staff members were inserviced
by the Dietary Manager on :
March 29, 2013 regarding the |
kitchen cleaning schedule and '
maintenance work order
procedures, The dietary
department has implemented a
dietary department cleaning
schedule that is audited three
times per week by a dietary
supervisor, Dietary equipment
will be monitored for all

potential maintenance service
needs a minimum of three times
weekly by a dietary supervisor.

(X410 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULAYORY OR LSC IDENTIFYING INFORMATEON) TAG CROSS-REFERENCED TO THE ABPROPRIATE DATE
DEFICIENCY)
debris on
F 488} Continued From page 7 F 465 cleangdze’ljnc; é‘rfse f,‘i?hm Ki tbhcn i 3
on it. The abserved rustad through areas had Marc ’ ' © xite ! 4/19/1
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black substance bulit up on the wire mesh/filer,
Staff member #1 Indicated that to her knowledge
no ona had ever submitted any work order sheels
for any of the ltems observed and found In nead
of repalrireplacement and she would put in work
order sheets for the ifems.

On 03/25/2013 at 1:10 p.m. an Inlerview was
conducted with the facliity's dletary manager.
The distary manager indicated she did not know
how long the dishwasher's boost pump metal
cover had besen rusted through and was unaware
of the soap dispenser wires lylng across the
dishwasher's main pump were causing a rust line
and white corrosive looking substance on the
wires and motor. The dietary manager also
Indicaled she was unaware the condensation
hood fliter screen was broken and had rust and a
black substance on it

On 03/25/2013 at 2:57 p.m. an interview was
conducted with the facility's maintenance diractor.
The maintenance director Indicated he was aware
of the dishwasher's boostar pump cover being
rusled through for some time, having a previous
repalr, and needing o be replaced but was
unaware of the soap control dispenser wires lying
across the dishwasher's main motor causing a
tust line and a white corrosive looking substance
on the motor and wires. The malntenance
diractor was asked to explaln how facllity staff
{dentifled items needing repairfraplacemant. The
maintenance director Indicated the staff would fill
out a repair shest and turn it Inte him. He would
then fix andfor order paris and repairfreplace the
broken ltems. The maintenance director was
asked if he could provide any maintenance repair

systemic changes made to
ensure practice will not
re-oceur — The Die.tary '
supervisory staff will monttor
the dietary department for any
equipment in need of repair @

minimum of three times weekly.
The supervisory staff, along :
with other staff members, will
submit work orders as needed to
maintain the equipment in a safe
and working condition. Audits .
will be conducted by the dietary.
supervisory staff and work
orders will be submitted as
needed. The dietary audits will
be conducted to review both
cleaning and equipment repair |
needs, :

How facility will monitor
corrective action(s) to ensure .
deficient practice will not re- |
occur- Dietary audits will be
reviewed weekly at the Risk
meeting and as a part of the
quarterly Quality Assessment
meeting.
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replacement in the facility's kitchen for review.
The malntenance director indicated he had no
work order shaats for anything in need of
repalr/replacement in the kitchen except the wet
wall areas.

2) On 03/25/2013 al 12:00 a.m. an obsarvation
of the facillty's kitchen dishwashing area was
made with staff member # 1, the food service
assoclata. The dishwasher room floor appeared
wet and had standing water along the walls,
Under the dishwasher the garbage disposal and
washer drain areas were observed. Observed
was an accumulallon of garbags, trash, food
debris, and standing water along the wall behind
the dishwasher, There was torn up paperand a
piastic cup that was observed to have waler line
marks on them to Indicate they had been lying on
the draln by the wall for some time. Staff
membar # 1 could not slate how long the
garbage, irash, food debrls, and standing water
had been lying on the drain and the surrounding
area.

On 03/25/2013 at 1:10 p.m. an intarview was
conducted with the facllity's dielary manager.
The dietary menager Indicated she did not know
how long the garbage, trash, food debyris, and
standing water had been lying on the
dishwasher's drain and surrotinding area.

0On 03/26/2013 at 2:57 p.m, an Interview was
conducied with the facllity's maintenance direclor.
The maintenance director indicated he was aware
of the standing waler in the kitchen's dishwasher
area but was unaware of the garbage, trash, and
food debris on the drain and the surrounding
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area, The mainlenance director Indicated he also
knew the water was seeping though tha wall
behind the dishwasher, The maintenance
director was asked to explain how facility staff
[dentlfied items needing repalrfreplacement. The
maintenance director Indicated the staff would fil
out a repalr shee! and turn it Into him. He would
then fix andfor order parts and repair/replace the
broken llems, The mainlenance direclor was
asked Il he could provide any maintenance rapalr
sheels for any items needing repalr and/or
replacement In the faclilty’s kitchen for review.
The maintenance director indicated he had no
work order sheets for anything In need of
repalrfraplacement in the kitchen except the we!
wall areas,

3) On 03/25/2013 at 12:00 a.m. an obsarvation
of the facility's kitchen dishwashing area was
made wilh slaff mamber # 1, The white ceiling
above the dishwasher pre-wash area and abova
a wall mounted fan next to the dishwasher was
observed o have a black substance growing on
the ceiling from wall comer to wall comer across
the celling (the length of the wall), Staff member
#1 could not state how long the black substance
had been on the celling or when the iast time the
ceiling had been cleanad. The ftoor and tles In
the dishwasher room/area were also observed.
There was standing water on the floor throughout
the room which appeared to go under and/or
through the walls, The groul between the floor
tiles around the dishwasher and several other
area of the dishwasher room were observed o
have a black substance growlng on the tan grout
between the floor tiles. Staff member #1 poured
bleach on several of the grout areas observed
with the black substance on the grout, The
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bleach immediately dissolved the black
substance. Staff member #1 Indicated the flcors
were pressure washed twics yearly and were lo
be dona next month (April 2013).

On 03/25/2013 at 1:10 p.m. an interview was
conducted with the facility's dletary manager.
The dietary manager indicated she was not
aware of the black substance growing on the
celling In the dishwasher room or on the grout
betweaen the floor tiies.

On 03/25/2013 at 2:57 p.m. an interview was
conducted with the facility's malntenance director.
The maintenance director indicaled he was aware
of the standing water in the kilchen's dishwasher
area but was unaware of the garbage, trash, and
food debris on the drain and the surrounding
area. The maintenanca dlrector indicated he also
knew the waler was seeping though the wall
behind the dishwasher, The maintenance
director was asked to explain how facility staff
identifted tems needing repairiraplacement, The
maintenance direclor indlcated the staff would fill
out & rapalr sheat and turn it Into him. He would
then fix and/or order paris and repalrfreplace the
broken items, The maintenance director was
askad ¥ he could provide any maintenance repalr
sheets for any items needing repalr and/or
replacement in tha facllity's kitchen for review,
The malntenance director indicated he had no
work order sheets for anything In need of
repairfraplacement in the kitchen except the wet
well areas,

FORM CMS-2507(02.60) Pravious Varsions Obsolale Eveal ID: PHOVIE

Faclity |0} 832830

I continuation sheet Pags 12 of 12




