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F 000 | INITIAL COMMENTS " Fooo
! F0o4 '
Pinnacle Health & Rehab provides this

" From 7/29/2024 through 7/31/2024, on-site visits |
were conducted at Pinnacle Health and Rehab | I
Canton for the purpose conducting the annual | i

Plan of Correction without admitting or
denying the validity or existence of the

Long Term Care Survey Process and ; " alleged deficiencies. The Plan of |
investigating faciiity reported incidant | Correction is prepared and executed as
#ME(0048280. It was determined that Pinnacle } : evidence of the facility’s continued
Canton was not in substantial compliance with 42 . compliance with State and Federal

CFR 483, Sub-part B Requirements for Long

Term Care Facilities. !
F 550 : Resident Rights/Exercise of Rights ’ F 550
8S=E . CFR(s): 4B3.10(a){1}{2)(b)(1)(2)

regulations.

§483.10(a) Rasident Rights. : ‘
i The resident has a right to a dignified existence, :

! seif-determination, and communication with and

| access to persons and services inside and 5
I culside the facllity, including those specified in |
! this section,

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
' resident in a manner and in an environment that
- promotes maintenance or enhancement of his or
; her quality of life, recognizing each resident's
! individuality, The facility must protect and
. promote the rights of the resident.

§483.10(a)(2) The facility must provide equal L i
" access to quality care regardless of diagnosis, I

saverity of condition, or payment source. A facility ’

must estabiish and maintain identical policies and j

practices regarding transfer, discharge, and the .

provision of services under the State plan for all i
' residents regardless of payment source, :

i i

| §483.10(b) Exercise of Rights. ' i
. The resident has the right to exergise his or her
74 i

LABCRATORY DIRECTOR'S ORWRESEM ATIVE'S SIGNATURE THLE (X&) DATE
- ] -
/: Ny /{ﬂfﬁ/u//;‘/%{r[& £ %1/202/(/

Any deficiency statement ending with an asterisk {*) denotes & deficiancy which the institution may be excused from comecting providing it is datermined that
athar safeguards provide sufficient protection lo the patients. (See instructions.) Except for nursing homes, the findings stated abova are disclosable 90 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available {o the facillty. If deficiencies are cited, an approved plan of correction s requisits to continued
program participation.
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or resident of the United States. document her refusal of care under Behavibrs.
§483.10(b)(1) The facility must ensure that the i
- resident can exercise his or her rights without :
- interference, coercian, discrimination, or reprisal
! from the facility.

‘ rights as a resident of the facility and as a citizen | ‘ Resident #31 was shaved on 7/31/24. Staffdid
. 1
!

Staff were educated on documenting
_ resident’s refusal of care on 8/14/24,
Clinical documentation will be reviewed td
determine compliance with documentation
Results of these reviews will be shared wi
the QA A committee monthiy x3. '

; §483.10(b)(2) The resident has the right {o be

i free of interference, coercion, discrimination, and
reprisal from the facility in exercising his er her

" rights and to be supported by the facility in the
exarcise of his or her righls as required under this . Resident #242 was informed of the medication

subpart. he takes. He was provided with a medication
This REQUIREMENT is not met as evidenced list on and again on 8/15/24.
by:

Clinical staff were educated on the resideni:
having a right to know what they are takin¢
for medications. |

Based on observations and interviews the facility
failed to promcte care for a resident in a manner
that maintains dignity and respect when staiff

- failed to groem a resident on 3 of 3 survey days
" (Resident #31). In addition, the facility failed to
identify a medication correctly to 1 of 1 resident

observed for medication pass (Resident #242).

Observations of medication administra(imll
will be done with all clinical staff in the first
menth and then annually during the clinician’s
competency.

Findings:

1
4. Resident #31 was admitted on 12/2/22 and has | Results of these observations will be shared
| diagnosis of dementia and is dependent on staff | with the QA committee to determine ongoing
for all of his/her activities of daily living needs. 5 observations. ‘
During observations on 7/29/24 at 11:01 a.m., Completion date: September 7, 2024
7/30/24 at 9:38 a.m., and 12:26 p.m., 7/31/24 at ; :
: 8:21 a.m., Resident #31 was noted to have long - : ]
- facial/chin hair, :

: Review of Resident #31's "Task-Personal ; :
Hygiene-Support Provided - How resident f
maintains personal hygiene, including... shaving,
.." revaaled Resident #31 received 1-2 person ; .
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Continued From page 2
hygiens assistance on 7/26/24 at 11:04 a.m., and

: 22:05 [1G6:05 p.m.], on 7/27/24 at 10:14 a.m., and
(211 [10:11 p.m), on 7/28/24 at 10:03 a.m., and
:17:48 [5:48 p.m.] on 7/29/24 al 10:22 a.m., and

1 21:82 [10:62 p.m.], on 7/30/24 at 11:04 a.m., and
 22:36 [11:36 p.m.] and 7/31/24 at 10:00 a.m.

During an interview on 7/30/24 &t 12:26 p.m.,,

Cerlifled Nursing Assistant (CNAW indicated

- residents should be shaved every day and if they
s refuse, it should be documented, but staff shouid

go hack and try again,

During an interview on 7/30/24 at 2:48 p.m.,
CNA#2 indicated ali residents should be shaved
dally and if they refuse It should be documented
in the clinicai record, the nurse should be notified,
and the resident should be re-approached later or
by ancther staff member.,

Ouring an observation on. 7/31/24 at 9:32 a.m.,
with Director of Nursing {DON), the DON
cenfirmed Resident #31 had obvious facialfchin
hair and stated it should be shaved daily.

2. During observation on 7/30/24 at 9:38 am,,
Registered Nurse (RN) #2 was cbserved handing
Resident #242 a medication cup containing 1
tablet. Resident #242 asked what the madication
was, and RN #2 replied it was a "TUMS." At this
time Resident #242 took the medication,

Review of Resident #242's clinical record
revealad medication order with start date of
4126/24 far "PresarVision ARDES 2 chewable
tablet. Give 1 tabiet by mouth one time a day for
supplement eye health at 8:00 a.m.”

During an interview on 7/30/24 at 9:49 a.m., RN
#2 confirmed the medication she gave Resident

F 550
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#242 was not TUMS, but a PreserVision ARDES 5
2 chewable tablet. When asked why she had told ! i
Resident #242 it was TUMS, RN #2 stated that
the resident was "Persnickety” about taking E
medications. ! J
During an inlerview on 7/30/24 at 10:02 am., F584 i
Director of Nursing confirmed with 2 surveyors The Wocdside Bathroom floor was clean(j on
that failing to accurately answer Resident #242's 7/31/24. The floor tiles surrounding the base
question was not acceptable practice. of the toilet were replaced on 8/5/24. |
F 584 Safe/Clean/Comfortable/Homelike Environment F 584
SS=E . CFR(s): 483.10(1{1)-(7) The ceiling tile outside RM 110 was replaced
on 7/31/24.
§483.10(j) Safe Environment. |
The resident has a right to a safe, clean, The base of the toilet in resident RM 109 was
comfortable and homelike environment, mcludlng cleaned 7/31/24. The dust/debris & bugs in
but not limited to receiving treatment and ! bathroom light were cleaned on 7/31/24. |
supports for daily living safely. ' !
. The base around the toilet in RM 112 was |
The facility must provide- . cleaned 7/31. |
§483.10(i}(1) A safe, ciean, comfortable, and ! !
home]ike environment, allowing the resident to :  During the monthly sanitizing of rooms, thl
use hls or her personal belongings to the extent '\ ceiling tiles will be inspected for any stain$
: poss:bte_. . : i and maintenance will be notified if found. :
© () This includes ensuring that the residentcan | ' giaff to inspect/sanitize li ghts during month!
' receive care and services safely and that the ' : pecls: Ef M
- physical layout of the facillty maximizes resident : room and sanitizing as well as refraining St_ fF
. independence and does not pose a safety risk. | proper cleaning around base of toilet daily Fr
: (i) The facllity shall exercise reasonable care for : ; 8 needed. 1:1 Training will be provided. |
'S pr from | i ‘ :
g;?hg;techon of the resident’s property from loss i Staff were educated on checking ceiling tlfs,
i the cleaning around the bases of toilets and
§483 10())(2) Housekeeping and maintenance i cleaning dust/debris and bugs on 8/21/24.
" services necessary to maintain a sanitary, orderly, i
and comfortabie interior; l ;
' , I
( §483.10(i)(3) Clean bed and bath linens that are | f i
Yin good condition; ! i |
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8483,10¢){4) Private closet space.in each
- resident room, as specified in §483.90 (e)(2){iv);

| §483.10()(5) Adequate and comfortable lighting
levels in all areas;

. §483.10()(6) Comfortable and safe temperalure
levels. Facilities initially certified after October 1,
1990 must maintain a femperature range of 77 to
81°F; and

§483.10(){7) For the maintenance of comfartable
sound levels.

This REQUIREMENT is not mel as evidenced
by:

Based on observations and interviews, the facility
failed to adequately provide housekeeping and
malntenance services necessary fo maintain. the
building in a sanitary, erderly, and comfortable
interior for bathrooms, a ceiling tils, & patient (ift,

! lights, floors and wheelchairs for 1 of 1 faciilty
tour (7/31/24),

Findings:

A surveyor conducted a facility Environment tour

i on 7/31/24 from 12:05 p.r, to 12:30 p.m. with

| the Maintenance Director and the Administrator in
which the following findings were observed:

! » The bathroom, located across from the nurse's
 station, had a dirty floor around base of the tollet

! and stained floor tiles.

- > The hallway ceiling lile, by resident raom 110,

: had a large brown stain on i,

| > The sit-to-stand patient ifft, in the haliway by

| resident room 114, had chipped/missing paint on

the foot base creating an uncleahable surface.

designee will perform random room checks.to
monitor the cleaning practices. The resuits of
these chiecks will be shared with the QAA
committee to determine the need for ongoing
audits.
The sit to stand ift was removed from the |
flgor and thoroughly cleaned on 7/31/24. The
base was painted.on .

The bedpan was disposed of,

Resident #17's wheelchair was cleaned on
811724,

Resident #30's wheelchair was cleaned on
8/1/24.

Resident #7 has & new wheelchair, There ar
no Tips or black tape present on her foot
cradle, the protective covering is worn witli
some peeling. Per therapy manager, resident
refised to have the new footrests placed on
her chair, preferring her old ones. A new
gradie was purchased with the consent of the
resident.

All floors surrounding the toilets were
cleaned.

All wheelchairs were cleaned with a brush in
the shower.

€

Nursing staff were educated on cleaning
wheelchairs, lifts and disposing of bedpansian
8/14/24, Walkthroughs of the unit will be |
done weekly to inspect all floors, wheelchairs
ang patient lifts to ensure they are clean.
Results of these walkthroughs will be shared
with the QAA committee monthly x3 who
will then determine the need for ongoing
compliance,

Completion date: September 7, 2024
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Additionally, there was dirt and food debris in the
foot base area. : |
> Residant Room 1089 - There was dust/debris in
* the bathroom light and the ficor was dirty around ;
the base of the foilet. !
> Resident Room 112 - The bathroom floor was - (

dirty around the base of the toilet and there was a |
 bedpan sitting on the bathroom floor. Resident |
| #17's wheelchair was dusty and soiled with food |
' debris. l

|

' > Resident Room 120 - Resident #30's
wheelchair was soiled with foad debris and had
dried liquid residue on the right side of the chair.
> Resident Room 126 - Resident #7's raclining
wheelchair had a footrest with material that was
rippedftorn, with ripped black tape on it and in .
disrepair, creating an uncleanable surface. ; i

' On 7/31/24 at 42:05 p.m., in an interview, the
Maintenance Director and the Administrator
confirmed the findings. i :

F 645 PASARR Screening for MD & 1D : F 645,
$8=0 CFR(s}): 483.20(k){1)-(3) '

§483.20(k) Preadmission Screening for
individuals with a mentat disorder and individuais

with intellectual disability.

: §483.20(k){1) A nursing facility must not admit, on
, or after January 1, 1989, any new residents with: ! .
I {i) Mental disorder as defined in paragraph (k}(3)
{i) of this section, unless the State mental health l
authority has determined, based on an |
independent physical and mental evaluation
. performed by a person or entity other than the
State mental health authority, prior to admission, ;
! (A} That, because of the physical and mental g :
i condition of the individual, the individual requires : F

f |
| :
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i tahrij leval of services provided by a nursing facility; i Resident #10 had been discharged from
‘ (B) If the individuai requires such fevel of Pm““l;He_zlth %R'?hab at the time °f‘h‘3;‘
services, whether the individual requires ‘ survey. Resident #15: a new PASRR Level 1
specialized services; ar Screen was submitted on Assessment Pro gn
(ii) Inteltectual disabillty, as defined in paragraph i /3024 i
{k)}{3)(ii) of this section, unless the Stale ! . .
intellectual disability or developmental disabllity Review of all residents PASRR Level I
authority has determined prior to admission- : Screens was conducted on 7/30/24. No othgr
(A} That, because of the physical and mental I residents possessed a PASRR Level [ ScreeTn
condition of the individual, the individual requires I outcome consisting of a Convalescence
the levet of services provided by a nursing facility; | Categorial determination.
and :
(B) If the individual requires such level of Prior to and on admission all PASRR Level i
services, whether the individual requires Screens will be reviewed for outcome. If a-
specialized services for intellectual disability, resident is admitted with a convalescence -

. ] categorial determination a 30-day count will
§48§.20(k)(2) Exceptions. For purposes of this be started so that a new PASRR Level |
section- Screen can be submitted prior to their 30%
{i)Tha preadmission screening program under day
paragraph(k)(1) of this section need not provide '
for determinations in the case of the readmission . . . .
to a nursing facility of an individual who, after i The Social Services Director or designee WLI1H
being admitted to the nursing facility, was perform monthly acdits to ensure there are mo
transferred for care in a hospital. PASRR Level [ Screens with a convalescel{ce
(ii) The State may choose not to apply the categorial determination that are not being
preadmission screening program under tracked. !
paragraph (k){1) of this section to the admission . .
to a nursing facility of an individual- Results of monthiy audits will be shar‘ed with
{A) Who is admitted to the facility directly from a the QAPI committee ?.'ho will determine the
hospital after receiving acute inpatient care at the need for ongoing audits,
haspital,

{B) Who requires nursing facility services for the . Completion date: 8/07/2024
condition for which tha individual received care in -
the hospital, and .
{C) Whose attending physician has cerlifled, |
before admission to the facility that the individual '
is [tkely to require less than 30 days of nursing :
1
| i
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F 645 Continued From page 7
facility services.

§483.20(k}(3) Definition. For purposes of this

section- :

(i) An individual Is considered to have a mental
_disorder if the individual has a serious menltal
‘E disorder defined in 483.102(b)(1). ;
!t {if) An individual is considered to have an

intellectual disability if the individuat has an !

intellectual disability as defined in §483.102(b)(3} !
or is a person with a related condition as
described in 435.1010 of this chapter,

This REQUIREMENT is not met as evidenced |
. by: i
- Based on record reviews and interview, the |
" tacility failed to ensure that 2 of 2 residents

reviewed with a specialized mental heaith
. diagnosis, whose stay want bayond the expected
| 30 days, had been referred to the appropriate f
- state-designated authority for Pre-Admission
" Screening & Resident Review Level I (PASRR)

evaluation and determination (Resident #10 and

Resident #15).

Findings:

1. Resident #10 was admitled to the facility on
6/14/24 with diagnosis of Schizophrenia. Resident:
#10's clinical record contained a PASRR Level |
determination lettar dated 6/12/24 that stated
further PASRR evaluation was not required due to
| Resident #10 met the criteria for a short-term |
i convalascence admission. Resident #10 was not .
discharged after a short stay and was assessed |
- o be Nursing Facility level of care and continued -
"o reside In the facility. The clinical record lacked !
evidence to indicate that the PASRR Level I was '
i forwarded again to the State Mental Health |
: Authority to determine if a PASRR Level [I i

F 645
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evaluation and determination was needed aftar
Resident #10's stay changed from short-term to
- long-term.

2. Resident #15 was admitted to the facility on

* §/20/24 with diagnosis of Schizophrenia and

' Bipolar Disorder. Resident #15's clinicai record

i contained a PASRR Level | determination letter

i dated 5/24/24 that stated further PASKR

- gvaluation was not required due to Resident #18
met the critaria for a short-term convalescence
admission. Resident #15 was not discharged
after a short stay and was assessed to be
Nursing Facility level of care and continued to

. reside in the facllity. The clinical record lacked
evidence to indicate that the PASRR Level | was
forwarded again to the State Mental Health
Authority to determine if a PASRR Leval || 1‘

- evaluation and determination was needed after i

Res(dent #15's stay changed from short-term to
¢ long-term.

" On 7/30/24 at 3:00 p.m., in an interview, the
Social Service Director confirmed the finding.

~On 7/30/24 at 3:30 p.m., in an interview, the
 surveyor discussed the finding with the Director of
i Nursing.

F 655 Basasline Care Plan

88=D CFR(s): 483.21(a)(1)-(3)

§483.21 Comprehensive Person-Centered Care !
Planning :
§483.21(a) Baseline Care Plans

§483.21(a)(1) The facifity must develop and :
implement a baseline care plan for each resident
that includes the instructions needed to provide
effective and person-centered care of the resident

H

H

F645§
]
i

|
F 655
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that meet professional standards of quality care. : i
The baseline care plan must- ' : |
(i) Be daveloped within 48 hours of a resident's '
. admission. A
" (i) Include the minimum healthcare information ;
. necessary ta properly care for a resident : : :
. including, but not limited to-
i (A} Initial goals based on admission orders.
i (B} Physician orders.
i (C) Dietary orders, i |
: (D) Therapy services. 5
(E) Social services.
{F) PASARR recommendation, if applicable.

; §483,21(a}(2) The facility may develop a

" comprehenslve care plan in place of the baseline

" care plan if the comprehensive care plan-

. {i} 1s developed within 48 hours of the resident's
admission. : I :
(ii) Meets the reguirements set forth in paragraph : .
{b) of this section (excepling paragraph (b){2)(7) of
this section).

§4383.21(a)(3) The facility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:
(i) The initial goals of the resident.
(i) Asummary of the resident's medications and
" dietary instructions.
(i) Any services and treatments to be
administered by the facllity and personnel acting .
on behalf of the facility. !
(iv) Any updated information based on the details
{ of the comprehensive care pian, as necessary.
! This REQUIREMENT s not met as evidenced
, by: : i i
. Based on interviews and record reviews, the : :
; facility failed to ensure a baseline care plan was | '
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. devsloped and implemented within 48 hours that

" included the problems, interventions, and inifial
goals needed to provide minimum healthcare
information necessary to properly care for 1 of 2

* residents reviewed for baseline care plans.
{#190).

i Findings:

- Resident #190 was admitted on 7/23/24 with
 diagnoses to include chronic obstructive
: pulmonary disease (COPD).

Review of Resident #190 active orders July 2024

revealed the following:

-Order with start date of 7/23/24 for "Advair HFA
. Inhalation Aerosol 115-21 MCG/ACT
{Fluticasone-Salmeterol) 2 puff inhale oraily two

times a day related to CHRONIC OBSTRUCTIVE

PULMONARY DISEASE."

. -Order with start date of 7/24/24 for
"Ipratropium-Albuterol Sclution 0.5-2.5 (3)

. MG/3ML 3 mi inhale orally every § hours as

"needed for SOB or Wheezing via nebulizer and 3

ml inhate orally two times a day for copd.”
-Order with start date of 7/24/24 for "Prednisone

- Oral Tablet 10 MG (Prednisone). Give 3 tabfet by !

mouth one time a day related to CHRONIC
| OBSTRUCTIVE PULMONARY DISEASE ..."
- -Order with start date of 7/23/24 for "ProAir HFA
inhalation Aerosol Solution 108 (90 Base)
MCG/ACT (Albuterol Suifate)2 puff inhale orally
avery 4 hours as needed for wheezing.”

Review of Resident #130's care plan initiated

7/23/24 lacked evidence that a baseline care plan
was initiatad within 48 hours to include goals and

interventions for hisfher respiratory concerns.

655
Resident 190°s care plan was updated for his
diagniosis of COPD on 7/31/24.

All care plans of the other residents with a |
diagnosis of COPD to ensure they reflect te
goal of care. !

3 care plans will be reviewed on a weekly |
basis until all care plans are reviewedto

| ensure they accurately reflect the resident’

. goals of care. The results of these reviews will
be shared with the QAA committee monthly
x3 who will then determine the ongoing
needs. t

Completion date: September 7, 2024

FORM CGMS-2567(D2-99) Pravious Versions Obsclete

Event ID: 125511

Faefity 10: 1710

If continuation sheet Page 11 of 29




PRINTED: 08/13/2024

DEPARTMENT OF HEALTH ANLD HUMAN SERVICES EORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
205101 B. WING 07131i2024
NAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, CITY, STATE, ZIF CODE
_ 26 PLEASANT 57
PINMACLE HEALTH & REHAB CANTON CANTON, ME 04221
(X410 | SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORREGTION (5}
PREEN | (EAGH DEFICIENGY MUST B8 PRECEDED 8Y FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
L REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG CROSS-REFERENGED 70 THE APPROPRIATE DATE
DEFICIENCY)
i

F 655 ' Continued From page 11 . F655

- On 7/31/24 at 1063 a.m., during a review of
Resident #190's sniire clinical recorg with a

- surveyar, the Licensed Social Worker confirmed
. Resident 190's care plan did not include goals
| and Interventions for his/her respiratory '
diagnoses.

F 656 ;| Develop/limplement Comprehensive Care Plan F 658
5S=E | GFR(s) 483.21(b¥1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b){1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(¢){2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident’s
medical, nursing, and mental and psychosoccial

: needs that are identified in the comprehensive

: assessment. The comprehensive care plan must
describe the following - _

(1) The services that are to be furnished to attain

i or maintain the resident's highest practicable

. physlcal, mental, and psychasocial well-being as
{ required under §483.24, §483.25 or §483.40; and
: (iiyAny services that would otherwise. be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

{iil) Any specialized services or speclaiized
rehabilitative services the nursing fachity-will
provide as a result of PASARR
recomimendations, If a facilily disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

! (iv)in consultation with the resident and the
resident’s representative(s)-
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(B) The resident's preference and potential for
future discharge. Facilities musl document

. whether the resident’s desire fo return lo the

| community was assessed and any referrals to

- enfiies, for this purpose.

pian, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

care plan, must-

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, record
reviews, and facility policy, the facility failed to

" of mood and behaviors for 1 of 1 residents
" reviewed for behaviors {Resident #31).

Findings:

- 1. On 7/29/24 at 11:08 a.m., two surveyors
observed Resident #30 in a wheelchair with
his/her feet on the wheelchair pedals. The call
beil was attached to the bed, outside of the

if he/she could reach the call bell, he/she
attemptad but could not reach. At this time,
Certified Nurse Aide (CNA) #4 confirmed
Resident #30 cannot propel independently in

. local contact agencies and/or other appropriate

"{C) Discharge plans in the comprehensive care

{iil) Be cuiturally-competent and trauma-nformed.

" update/implement a cars ptan in the area of falls
z‘ for 2 of 2 sampled residents (#30 and #80, In the
| area of Post Traumatic Stress Disorder (PTSD)

| for 1 of 1 resident (Resident #9), and in the area

§

§483.21(b){3) The services provided or arranged
by the faciiity, as outfined by the comprehensive |

rasident's reach. The Surveyor asked the resident .

his/her wheelchair and would not be able to move

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L )
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+
F 656 Continued From page 12 F 656
o F656
(A) The resident's goals for admission and Resident #30 was given his call beli on
desired outcomes. 7129/24.

I
!
| Resident #8 was given his call bell on 7/29[24.
Staff were educated of the resident having the
right to have their call light within reach atjall
times on 8/14/24,
| Nursing management will perform daily
{  rounds at various times of the day for 2 wecks
' to determine ongoing compliance,
. Results of these rounds will be shared with the
i QAA committee to determine the ongoing |
. need for monitoring. [

I
Resident #9s care plan was updated to inchide
her diagnosis of PTSD, the triggers she
identifted that may case her re-traumatizatipn,
and interventions staff can utilize to keep her
safe and healthy on 7/31/24,

A chart audit was conducted to see if any
other residents possessed the diagnosis of
PTSD, There were 2 other residents who
possessed this diagnosis in their history. Both
were seen by the Tapestry Geropsych NP on
8/7/24 and afier gathering evidence that this
diagnosis no longer pertained to them the NP
had the diagnosis removed from both
residents’ diagnosis lists.

I

|

The Social Services Director or designee WEIII
h

perform monthly audits to ensure there are
new diagnoses of PTSD for any resident t
has not already been identified,
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. observed Resident #8 lying in bed. The foot of the ;

tha wheaelchair to reach the call bell. Review of
Resident #30's care plan for falls initiated on
1/5/23 instructs nursing to "Be sure fhis/her] call
light is within reach and enccurage the resident to |
use it for assistance as needed. The resident :
needs prompt response to all request for
assistance.”

2. On 7/29/24 at 11:10 a.m., two surveyors

bed was against the wall next to the calf bell,

which was colled up and hanging on the wall, not
within reach for the resident. At this time, CNA#4
confirmed Resident #8 requires a hoyer [ift for

transfers and would not be able to reach his/fher

¢call bell, Review of Residents #8's care plan for
frequent falls refated to impaired mobility, last
revised on 6/08/20 instructs nursing to, "Be sure
[his/her] call light is within reach and encourage .
[him/her] to use it for assistance as needed.
[He/she] needs prompt response to all requests
for assistance. {He/she] nseds raminding lo use |

" the call light when {hefshe] needs assist.” in E

addition the care plan for activities of daily living,
transfers revised on 6/15/20 instructs nursing to,
"mechanical lift for transfers” and "Encourage ‘
[him/her] to use bell to call for assistance.”

On 7/30/24 at 3:44 p.m., the above care plan

. concerns were discussed with the Director of
. Nursing.

3. Review of policy "Trauma Informed Care"

undaled states ... The resident, rasponsible party,
and multidisciplinary team will develop a resident -

! centered care pian the will include triggers that

may [case] re-traumatizalion, as well as [anu]
holistic interventions that may keep the resident

" safe and healithy..."

F
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Resuits of monthly audits will be shared with
the QAPI committee who will determine tHe
need for ongoing audits.

Resident 31’s care plan was updated for her
verbal and physical behaviors towards staff on
§/14/24. E
The care plans of other residents with known
negative behaviors were reviewed to ensuré¢
they reflect the resident’s goals of care.

The results of the reviews will be shared with
the QAA committee monthly x3 to determine
the need for ongoing compliance, ’

Completion date: September 7, 2024 :
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Residant #9 was admitted on 1/17/19 with : -
. diagnoses to include paranoid schizophrenia, i i
. anxiety disorder, post-traumatic stress disorder |
. (PTSD), bipolar disorder, and major depressive !
. disorder

During an interview an 7/31/24 at 9:18 a.m.,
Licensed Social Worker (LSW) indicated that
residents with PTSD should have a care plan that -
includes thelr triggers, how they cope, and how
facility can help them. Buring a follow up interview
on 7/31/24 at 10:49 a.m., LSW and a surveyor
reviewsd Resident #9's entire care plan and
confirmed Resident #9 was admitted with
diagnoseas of PTSD and the facility did not update
care plan as required for trauma informed care.
Al this time LSW indicated that when frauma
Informed care came out, she made sure all the
new people had it in their care plans buf didnt go E
: back to the ones that have been here iong term.

| During an Interview on 7/31/24 at 11:04 am. the |
i above was discussed with DON ¥
4, Resident #31 was admitted to facility on i
" 12/2/22 and has diagnoses to include dementia. |
|
i

Review of quarterly Minimum Data Set {(MDS)
dated 6/5/24 revealed Resident #31 had a Brief
interview for Mental Status (BIMS) of 8 of 15 _
indicating moderate cognitive impairment. Further *
review of Resident #31's MDS revealed he/she
has physical and verbal behavicrs directed
towards others.

Review of Resident #31's clinical record revealed
~ hefshe refuses care often and has verbal and : :
. physical behaviors towards staff, ; |

FORM CMS-2567(02-99} Pravious Versions QObsolste Evant ED: 125511 Faciity ID: 1710 If continuation sheet Page 15 of 29




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

PRINTED: 08/13/2024

STATEMENT GF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
20511

FORM APPROVED
OMB NO. 0838-0391
{X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
A. BUILDING COMPLETED
B WiNG 07/31/2024

NAME OF PROVIDER OR SUPPLIER

PINNACLE HEALTH & REHAB CANTCN

STREET ADDRESS, CITY, STATE, ZIP CODE
26 PLEASANT 8T
CANTON, ME 04221

(X4) ID
PREFEX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FIR.L
REGULATCRY OR LSC IDENTIFYING INFORMATION}

[

F 656 Continued From page 15

F 657
38=D

Review of Resident #31's care plan most recently

updated 7/11/24 lacked evidence of goals and
interventions for mood/behaviors.

During an interview 7/30/24 12:26 p.m., Certified
Nursing Assistant {CNA#1 indicated Resident
#31 refuses care often and refuses o have
hisfher hair washed at any time and will not
always let you shave histher face and has been
both physically and verbally aggressive toward
staff.

During an interview on 7/31/24 at 10:51 a.m,,

" LSW confirmed Resident #31's refuses care

often and has both verbat and physical behaviors.
At this time, a surveyor and LSW reviewed
Resident #31's antire care plan and confirmed

Rasident #9's care plan did not include goals and |

interventions for mood and behavlors/refusai of

- Gare,

Care Plan Timing and Revision
CFR(s): 483.21({b)(2)(i}-()

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i} Developed within 7 days after completion of
the comprahensive assessmant.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

{B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
rasident.

(D) A member of food and nutrition services staff. |
I (E} To the extent practicable, the participation of

! [»] PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY) i
T : H
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i
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the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
' and their resident representative is determinad

- not practicable for the development of the
resident's care plan.

{F) Other apprapriate staff or professionals in

Resident’s 4°s care plan had been updated on
September 2023 when the braces were no
longer to be sued. The one line in the

resident’s care plan that mentioned the brace
was removed on 7/29/24.

disciplines as determined by the resident's needs No other residents currently utilize braces.
or as reguested by the resident.
(iil)Reviewed and revised by the interdisciplinary Clinical staff were educated of the importance
tearn after each assessment, including both the of updated care plans when there are changes
comprehensive and quarterly review in the resident’s care on §/14/24,
assessments.

- This REQUIREMENT s not met as evidenced Completion date 9/7/24,

s by ;

- Based on record review and interviews, the
. facllity failed 1o ensure that a care plan was :
- updated ta reflect the resident's current neaeds for |
' range of motion for 1 of 1 residents reviewed for |
range of motion (ROM) (Resident #4).

Finding:

Resident #4 was most recently admitted 9/5/23
with diagnosis of Cerebral Palsy with muscle
wasting and atrophy.

- Observations of Resident #4 on 7/29/24 at 11:56
ta.m., and 7/30/24 at 1:15 p.m., revealed he/she

has bilateral hand/arm contraciures, At this time
Resident #4 indicated that hefshe did not have a
hand brace and did notwant ¢ne.

Review of Resident #4's clinical record revealed
order with start date of 12/22/17 states "BRACE
{ MAY WEAR PRN as needed for POSITIONING
. HAND/WRIST FOR NEUTRAL POSITION"

¢ Further review of Resident #4's ¢linical record

: revealed order was discontinued on 9/5/23.
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Review of Resident #4's entire clinical record
revealed thal care plan mestings were held on
112512024, 4/18/2024, 7/18/2024, and
10/26/2023.

. Review of Resident #4's Care Plan most recently :

- updated 7/18/24 states " [Resident #4] has

. cerebral paisy; Usa braces and splints as

- ordered. Has a left elbow splint to be worn except
for R.0.M and care and ta remove at HS. ... OT ;

" to monitor/document and treat as indicated. '

| Encourage resident/caregivers to use and

i correctly apply all splints, and braces. Use

" assistive devices recommended by OT for
grooming, and other activities in order to facilitate |
independence.” Further review of Resident #4's
care plan lacked evidence that the care plan was
updated after the wrist brace was discontinued.

During an interview on 7/30/24 at 12:43 p.m.,
Occupational Therapist (OT) revealed Resident
#4 was discharged from CT on 1/8/22 and has
not had a left arm brace for at least a year to her
knowledge.

During an interview on 7/30/24 at 1:17 p.m., .
Certified Nursing Assistant (CNAJ#3 indicated she .
has been at the facility since 10/23 and has never |
seen Resident #4 with any kind of brace and has .
never known him/her to use one.
During an interview on 7/30/24 at 1:21 p.m., with |
Registered Nurse (RN) #4 confirmed Resident #4 |
Care Plan was incorrect and was not updated i
- after the splints were discontinued. :

! During an interview on 7/30/24 at 1;27 p.m. the
" Director of Nursing (DON) confirmed the above

F 857
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§8=D | CFR(s): 483.25(m)

| §483.25(m) Trauma-informed care
- The facility must ensure that residents who are

|
|
|
!
!

o4} 10 SUMMARY STATEMENT OF DEFICIENCIES 1 D PROVIDER'S PLAN OF CORRECTION | sl
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F 657 - Continued From page 18 , F 657!
{ findings. | I |
F 689 | Free of Accident Hazards/Supervision/Devices F 689: F689 ;
88=D " CFR(s): 483.25(d){1)(2) I The hoyer was removed from the flooron -

. : 7/29/24 to have the clip replaced. ,
g’iiiazgl(l?)z gﬁg?gg;ﬁ re that - ; The hoyers }vill be ‘checked weekly to ensu:re
§483.25(d)(1) The resident environment remains all safety clips are in place,
as free of accident hazards as is possible; and Clinical staff were educated to make sure the

clips are in place prior to using the lifts on
§483.25(d)(2)Each resident receives adequate . 8/14/24. _ |
supervision and assistance devices to prevent | The results of these checked will be shared|
accidents. | with the QAA committee monthly x3 who !
This REQUIREMENT is nol met as evidenced | will then determine the need for ongoing
by: H compliance,

_ Based on abservations and interview, the facility ' ,
failed to ensure that the resident’s environment Completion date: September 7, 2024 i
was free of accident hazards relaling to a patient ! i
lift for 1 of 4 days of survey. (7/29/24) . ! !

: |
Finding: f f
On 7/29/24 at 9:35 a.m., two surveyors abserved %

- a patient lift, available for use In the hallway by f

1 resident room 127, that was missing a sling bar

i safety clip that would prevent the sling strap from

! potentially coming off during a lift/transfer.

On 7/29/24 at 10:15 a.m., the Director of Nursing

« confirmed a patient lift, available for use in the .

« hallway by resident room 127, was missing a ;

. sling bar safety clip at the time of the surveyor's ' i

: gbservations. The Director of Nursing stated that ;

| the lift has since been removed from the floer. | i ’

F 699 | Trauma informed Care : F 699 ]
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F 69¢ Continued From page 19 F699  peog
" trauma survivors receive culturally competent, ! Resident #95s care plan was updated to in clide
trauma-informed care in accordance with . : her diagnosis of PTSD, the triggers she
professional standards of practice and accounting - identi ﬁfé that ma cas;: her re-traumatization,
for residents’ experiences and preferences in dint : yt . tilize to kees hi
arder to eliminate or mitigate triggers that may + and interventions staff can utilize to keep Br
calise re-traumatization of the resident. ;  safe and healthy on 7/31/24.
This REQUIREMENT is not met as evidenced : . . .
by: A chart audit was conducted to see if any
Based on record review and interview, the faclllty | other residents possessed the diagnosis of
failed to identify a resident's current diagnosis of i ;  PTSD. There were 2 other residents who
Post-Traumatic Stress Disorder (PTSD)/trauma | possessed this diagnosis in their history. Both
to determine what trigger{s) might cause were seen by the Tapestry Geropsych NP on
: re-traumatization for 1 of 1 sampled resident ! 8/7/24 and after gathering evidence that thil
| reviewed with a current diagnosis of PTSD | diagnosis no longer pertained to them the FFP
| (Resident #9]. : had the diagnosis removed from both
¢ r1esidents’ diagnosis lists.
Findings: 3
. o i ! . The Social Services Director or designee will
; Review of policy "Trauma _Informed Care' ! " perform monthly audits to ensure there are po
: undated states "...The resident, responsible party, | f new diagnoses of PTSD for any resident th;at
: and muttidisciplinary team will develop a resident - *  has not already been identified.
centered care plan the will include triggers that ]
may [case] re-traumatization, as well as [anu] i . i
holislic interventions that may keep the rLsident ' i Results of monthly audits Wﬂ{ ge shared with
safe and healthy..." ¢ the QAPI committee who will determine the
need for ongoing audits.
Resident #9 was admitted on 1/17/19 with \
diagnoses fo include paranoid schizophrenia, Completion date: 8/14/2024
anxiety disorder, Post fraumatic stress disorder,
bipolar, and major depressive disorder.
Review of quarterly Minimum Data Set (MDS)
dated 7/3/24 revealed Rasident #9 had a brief
interview for mental status score of 15 of 15 :
- Indicating he/she is cognitively intact. Further 5
- review of MDS revealed resident had diagnoses |
to include PTSD, schizophrenia, bipalar, .
| depression and anxiety. i
| : i
FORM CMS-2567(02-99) Pravious Versions Obsalete Event ID; 125511 Facility 10: 1710 if continuatlon sheet Page 20 of 29
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F 699 : Continued From page 20 | F899)

During an interview on 7/29/24 at 11:58 a.m., _ !
- Resident #9 indicated that "loud noises and stuff | '
really bother [him/her],” but no one has ever |
asked [him/her] what [himfher] triggers are or how
- they would be abie to help {him/her),

During an interview on 7/31/24 at %18 a.m.,
Licensed Social Worker (LSW) indicated that
| residents with PTSD should have a care plan that .
includes friggers and how they cope and how :
- facility can help themn. A follow up interview cn
7131724 at 10:49 a.m., LSW reviewed Resident
#9's entire care plan with a surveyor and
confirmed Resident #9 was admitted with
diagnoses of PTSD and the facllity did not take
the necassary measures required for trauma .
informed care. LSW indicated that when Trauma _
Informed Care came out, she made sure all the :
new residents had It in their care plans but didn't ;
go back to the ones that have been here long i
term.

i
t
s
i
f

During an interview on 7/31/24 at 11:04 &.m. the
above was discussed with DON. :
F 761 Labei/Store Drugs and Biologicals i F 761!
S8=E | CFR(s): 483.45(g)(h)(1)(2) i :

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principies, and include the i
. appropriate accessory and cautionary

L instructions, and the expiration date when

- applicable,

. | | |
: §483.45(h) Storage of Drugs and Biologicals : |

§483.45(h)(1) In accordance with State and ! E

i
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F 761 Continued From page 21 - F761:  pmer ’
Federal laws, the facility must store all drugs and ? The Aspart insulin pen was disposed of on
?iologica;ls in Iocbt(e? comdpartmfe:pts ;Jndetrhprgpedr © 7/29/24. The Basaglar Kwik pen was disposed
emperature controls, and permit only autharizs | of on 7/29/24. The Lantus Solastar pen wa§
personnel to have access to the keys. i disposed of on 7/29/24. The Lispro Kwik p]en
i . was disposed of on 7/29/24.

' §483,45(h)(2) The facility must provide separately | !
tocked, permanently affixed compartments for | ;
storage of controfled drugs listed in Schedule Il of | :
the Comprehensive Drug Abuse Prevention and '

All insulin pens that were delivered prior tcl
the days when the low temperature was |

Control Act of 1976 and other drugs subjectto i recorded were removed for the refrigerators.
abuse, except when the facility uses single unit -  The COVID vaccine was moved to the
package drug distribution systems in which the . immunizations refrigerator that has no freezer

on 7/30/24.
The tuberculin solution was disposed of. All
other tuberculin solutions were checked to |
ensure they had been delivered after the lasL
low temperature recording. :

I
The bottom refrigerator was defrosted on
8/1/24, The top refrigerator was defrosted on

guantity stored is minimal and a missing dose can
be readily detected.
This REQUIREMENT is not met as evidenced

|
| by: i
|
i

' Based on observation, interview, record review

" and fagility policy the facility failed to adequately
date and ensure expired medications were
remavead from the supply available for use in 1 of |

2 Tt;adicdatfic? Zarts observgdl(nurse medication | suna. ;
cart) and failed to ensure biologicals were stored :
at appropriate temperatures in 2 of 3 refrigerators ; ? The task of defrosting the refrigerators has.
observed (madication room top and bottom : ; been placed on the night nurse duties.
refrigerators). ‘_ i Clinical staff were educated of dating msulfn
: |
: i | pens and tuberculin solutions when opened
' Findings: I | They were also educated on the proper stor}age
A i of vaccines when delivered form the i
Facilities "Storage of Medications” palicy and . pharmacy on 8/14/24. f
procedure, effective July 2020 states, "All '
medications are maintained within the A The temperatures of the refrigerators are being
temperature ranges ... refrigerated 36°F to 46°F checked daily. _
with a thermometer to allow temperature i - The dates of the opened insulin pens are
monitoring ... The facility should maintain a : checked weekly to ensure they are not older
temperature log in the storage area to record ' . than 30 days
temperatures at least once a day ... The facility ?
should check the refrigerator or freezer in which ! The results of these checks will be shared vwith
_vaccines are stored, at least two times a day, per * the QAPI committee who will determine the
~CDC guidelines .. When the original seal of the . peed for ongoing audits. j
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manufacturers container or vial is initially broken, :

 that container or vial will be dated. The nurse
shall place a date apened sticker on the
medication and enter the date opened ... The
nurse will check the expiraticn date of each
medication before administrating it. No expired
medicalion wiill be administered to a resident. Al

* expired medications will be removed from the
active supply and destroyad in the facility,

. regardiess of the amount remaining.”

- 1. On 7/29/24 at 11:27 a.m., during observation of
the nurse medication cart with the Registered i
MNurse (RN #1), the following was noted by two
SUIVeyors;

> One Aspart insulin flex pen labeled with an
opened date of 6/7/24. Manufactures instructions
of, "Keep In a refrigerator at 36° to 46°F until first
use. After first use store oul of the refrigerator :
below 86°F for up to 28 days." :
> One Basaglar Kwik Pen (insulfin glargine) X
labeled with an opened dated of 6/01.
Manufacture instructions of, "Store unused pens |
in the refrigerator at 36° to 46°F. Do not freeze
Basaglar. Do not use if it has been frozen :
..Throw away the pen you are using after 28 H
days, even if it still has insulin left in it."
> One Lantus SoloStar Pen opened with no date.
! Manufactures instructions of, Store not in use !
. Lantus refrigerated between 36° to 46°F. Do not
" freeze Lantus. Discard Lantus if it has frozen.
In-use Lantus should be thrown away after 28
" days, even If it still has insulin left in it.
: > Two Lispro Kwiki pens, one opened withouta |
f date and one iabeled with an open date of 6/5/24. i
" Manufactures Instructions of, Insulin lispro should :
" be stored in the refrigerator 36° to 46°F untilitis
. opened, but do not freeze it. Discard unused

i

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
205101 B. WING 0713112024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
26 PLEASANT ST
PINNACLE HEALTH & REHAB CANTON
CANTON, ME 04221
{X4) ID SUMMARY STATEMENT OF DEFIGIENCIES ' ID PROVIDER'S PLAN OF CORRECTION (45}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
! :
F 761 Continued From page 22 | F761

FORM CMS-2567(02-89) Pravious Varsions Qbsalsle Event ID: 125511

Facility I0: £710

If continuation shest Page 23 of 29




PRINTED: 08/13/2024

portion of the pen 28 days after first opening.
Al this time, RN #1 confirmed the medications
were expired and removed them for availability. ;
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2. On 7/30/24 at 9:15 a.m., during observation of : f
the medication room with the Registered Nurse : :
(RN #2) the following was noted by 2 surveyors: '

>Top dormitory style refrigerator with a freezer
compartment had excessive buildup of ice
preventing the freezer door from closing. The
refrigerator contained a box of Ozempic pens
lacated on the top shelf next to the freezer
compartment, several bags containing Trulicity
pens on the lower shelf and 5 bottles of

i Lorazepam concentrated on the door, i

! Ozempic Manufactures instructions; "Ozempic

+ should be kept in the refrigerator at a temparalure |
ranging from 36° to 48°F prior to first use. : :

- However, Ozempic should not be stored in the .

freezer or close to the refrigerators cooling

" element.”

' Trulicity Manufactures instructions; "Store in I
refrigerator of 36° to 46°F ...Do not freeze.” i
Lorazepam Manufactures instructions; "Store at i
36° to 46°F". i ,
Review of the top medication refrigerator : !
temperatures documented for the month of July =
stated 2 of 30 days had the appropriate _ :
temperatures between 38° to 46°F, all of the i i
other temps were below the recommended i :
temperature. I

>Bottormn dormifory style refrigerator with a freezer
compartment had excessive buildup of ice
praventing the freezer door from opening. The
. refrigerator contained several bags of unused |
- insulln pens stored on the top shelf next to the i
_freezer compartment. The lower shelf had ; | §
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F 761 Continued From page 24

- additional insulin pens/vials and a bag with 7 vials i

" of the COVID-19 vaccine. The refrigerator door
had an opened and uniabseled multi dose vial of
Tuberculin purified protein derivative.
COVID-19 manufaciurer instructions to "store

 refrigerated between 36°F to 46°F for up to 30

i Tubercutin purified protein derivative
manufacturer instructions to, "store at
temperaiure between 36° to 46°F. Do not
freeze." and "Once entered, vial should be
- discarded after 30 days.”
Review of the bottom medication room
refrigerator temperatures documented daily for
the month of July stated 2 of 30 days had the
appropriate temperatures betwaen 36° to 46°F,
ali of the other temps were below the
recommended temperature.

On 7/30/24 at 1:43 p.m., the Director of Nursing,
RN #2 and the surveyor observed both top and
bottom refrigerators, the freezer compartments,
the temperatures and the medications being
stored confirming the above concerns,
F 812. Food Procurement,Store/Prepare/Serve-Sanitary
88=D" CFR(s): 483.60(i)(1)(2)

§483.60()) Food safety requirements.

§483.60(i)(1) - Pracure food from sources
approved or considered satisfactory by federal,
state or local authorities.
. (i) This may include food items abtained directly
* from local producers, subject to applicabie State
: and local laws or regulations,
* (i) This provision does not prohibit or prevent
facilities from using produce grown in facility

F 781

!
i
|

F 812

|
1

TAG | CROSS-REFERENCED TO THE APPROPRIATE | DATE
|

I
1
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F 812 Continued From page 25 i F 812 F812 §
gardens, subject to campiiance with applicable | ; :
§?fe gl:owing_apd food-handling practicefs. ? . The morning male kitchen aide was remmdied
{iii} This provision doaes not preciude residents : I g
_from consuming foods not precured by the facility, - i h"“’ to ‘;’/;‘;"/;T hair net to cover his facial|
+ hair on =
§483.60(i)(2) - Store, prepare, distribute and ' ,
serve food in accordant_:e with professional i The afternoon male kitchen aide was told t¢
standards for food service safety. I put on a hair net to cover his facial hair on ‘
This REQUIREMENT is not met as evidenced i 7/29/24. _
by: i !
Based on observations, interview, the facility's " .
- Refrigeration Policy", and the facility's "Dish : The dish machines’ temperature was obtauied
: Machine Temperature Log", the facility failed to | on7/29/24. I
' ensure facial hair protection was worn; failed to | i
ensure the walk-in freezer temperatures ware : | The refrigerator/freezer’s temperature was *
monitored; and falled to ensure refrigerator and | ' obtained on 7/29/24. ’
i freezer lemperatures were monitored for 1 of 1 i !
" kitchen tour for 1 of 3 days of survey.(7/29/24). : A sign stating that “hair and facial protect1¢n
Findinas: : : s required beyond this point” was placed on
Ingings. ! t  both kitchen entrance doors on 7/29/24, and
On 7/29/24 from 9:40 a.m. to 10:10 a.m., two ! I gn th- ser{;;ce ;vas gg/en ;n 8(?83 /24. The Food
surveyors conducted an initial kitchen tour with | : Serv:ce. 1rec-1<]>ran or oif dqr]wce
the Food Service Directar in which the following | . Dupervisor wi monitor stall datly to ensure
" findings were observed: ! i they are wearing hair coverings if needed. :
Refrigeration Policy : ©  The results of these checks will be shared with
Procedure: 2. The marning cook is to read and the QAA committee who will determine the
record the inside thermometer of each need for ongoing audits. :
refrigerator and freezer and record on the .
refrigerator/freezer temperature log sheet within s cary iven on the policy of dish
30 minutes of the shift, Procedure: 3, The i An in-service was given Py G
) . . machine temperature log on 8/13/24, The
evening cook is to read and record the inside ! Food Service Director and/or Food Service
thermometer of each refrigerator and freezer and s . ill perform random spot check on
record on the refrigerator/freezer temperature log ! thupemsor wnmpe or(:in ¢ %f °
sheet within 60 minutes of the end of the shif. i tnese temperaiures and re-frain staff on
| temperature recording if needed.
Dish Machine Temperature Log f |
1. The Kitchen Supervisor will train dishwashing , }
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§483.60(i}(4)- Dispose of garbage and refuse
properly.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN CF CORRECTION 8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
F812 Continued From page 26 F812 The results of these spot checks will be shal'ed
staff to monitor dish machine tamperatures | with the QAA committee who will detenmh e
throughout the dishwashing process. 3. Staff wilf ' the need for ongoing audits.
" be trained to record dish machine temperatures . gomg
. for the wash and rinse cycles at each meal. 4. E . . . . :
. The Kitchen Supervisor will spot check this log to - An inservice was provided on the policy of.
' assure temperatures are appropriate, and staffis temperatures being taken within 30 minutes of
actually monitoring dish machine temperature. the start of shift and within 60 minutes of e
i end of shift on 8/13/24,
4. On 7/29/24 at 9:40 a.m., a kitchen worker with )
| faclal hair was observed with faclal hais protection ; The Food Service Director or designes will
' pulled down below mouth while warking in the 1 monitor the temp logs daily to ensure temps
| kitchen. o ‘ are being recorded and taken within the time
i On ?!29!2‘} at 19:10 a.m., inan mtervi_ew_, the i stated in the refrigeration policy.
: Food Service Director confirmed the findings. i & policy
12, 0n 7/29/24 at 2220 p.m. and 2:35 p.m. ,a , Completion date: September 7, 2024
| . kitchen worker with facial halr was observed with ; j
: no facial hair protection while in the kitchen. '
]
© 3. Dish machine temperatures for high ; !
- temperature Dish machine missing dates for: :
April 2024 - 5(breakfast), 19(breakfast), :
24(breakfast) 5
4. Refrigerator/Freezer temperature Log missing ;
. dates for: i
- Refrigerator: July 2024 - 4(a.m.}, 24{p.m.), |
"25(a.m. and p.m.) i
. Freezer: July 2024 - 24{(p.m.}, 25(a.m. and p.m.)
On 7/30/24 at 9:00 a.m., in an interview, a
surveyor discussed the findings with the Food
Service Director, !
F 814 Dispose Garbage and Refuse Properly F 814!
538=D CFR(s): 483.60(i)(4) !
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
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i H i .
o SUMARCSITEVEVTOTCECENCES | | s | (EADHGORRECTNEACTONSHOUDBE | couiETon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-HEFERENCED TO THE APPROPRIATE
DEFICIENGY)
F 814 Continued From page 27 F814) pgig

. This REQUIREMENT s not met as evidenced

: by . .

gased. on cbservation and interview the facility A 96-gallon trash can with a lidwas

| failed to ensure garbage was properly contained. purc}‘:ased and is now used for trash. An ind

On 7/29/24 the cart ulilized to store garbage was | service was provided on 8/2/24 on the use of

| observed to have no lid/cover, leaving the the trash bin. %

| garbage inside the cart exposed, creating the

. potential for the harborage and feeding of pests The food service Director and for Faod

- for 1 of 3 days of survey. © Service Supervisor will monitor the trash can

fo ensure it being kept covered.

Finding: Completion date; Sepfember 7, 2024

- On 7/29/24 from 8:40 a.m. ta 10:10 a.m., two
surveyors conducted an initlal kitchen tour with
the Food Service Directar In which the following

findings were observad:

> Two surveyors observad trash being stored in
an open tap cart outside the facility next to the
Kitchen area,

On 7/29/24 at 10:10 a.m., in an interview, the
Food Service Director confirmed the finding and
stated that the trash is kept in the open bin and
then wheeled to the large trash trailer later’in the
day.

F 908 | Essential Equipment, Safe Operating Condition F s08
§8=0 | CFR({s): 483.90(d}2)

© §483.90(d)(2) Maintain all mechanical, electrical,
: and patient care equipment in safe operating

. gondition.

- This REQUIREMENT s not met as evidenced

: by

. Based on observation and interview, the facility
 failed to ensure that the kitchen walk-in freezer

* was.maintained in good repalr and in safe
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{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES Foowm PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG '  CROSS-REFERENCED 7O THE APPROPRIATE .  DATE
| DEFICIENCY) ;
F 908 Continued From pags 28 : FS08, poos ;
operating condition for 1 of 1 kitchen tours i ;
7/29/24). . . o 4
_ ( ) The refrigeration company freed the unit of
 Finding: I ice build-up on 7/29/24 allowing the fans ta

run properly. i
- On 7/29/24 from 9:40 a.m. to 10:10 a.m., two

| surveyors conducted an initial kitchen tour with
| the Food Service Direstor in which the following
! finding were observed:

|

;F The Food Service Director and/or Food

" Service Supervisor will monitor the freezer
i unmit daily. If ice is preventing proper operation
i it will be written in the comment section of]
the temp sheet and maintenance will be
notified, and if needed the refrigeration
company will be called for repair.

: > The walk-in freezer had a large ice build-up

" keaping the freezing unit left fan from running and
- the freezing unit right fan made a ioud noise while
~spinning and hitting an ice build-up near it.

The result of this monitoring will be shared

On 7/29/24 at 10:10 a.m,, in an interview with two
with the QAA committee who will then

surveyors, the Food Service Director confirmed

that there was a large ice build-up keeping the | determine the need for ongoing monitoring
freezing unit left fan from running and the freezing |
unit right fan made a loud noise while spinning Completion date; September 7, 2024

and hitting an ice build-up near it. The Food i
Service Director stated that the walk-in freezer
had been worked on in February of 2024. The |
Food Service Director went on to state that it ' i
hasn't ran praperly since, has been worked on i
many times and continues to ice up. :
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