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Fsgfé 483.15(a) DIGNITY : F241\ wWeHS wil promote care for residents 10/30/9

The facility must promote care for residents in a n a, mgnner and in an enwronmgnt th,at
manner and in an environment that maintains or maintains or enhances each resident's

“enhances each resident's dignity and respect in dignity and respect in full recognition of

: full recognition of his or her individuality. his or her individuality. This will be

accomplished by:

: ;‘Sls REQUIREMENT is not met as avidenced A) The facility has selected a new
Based on observation, review of resident council fj'etar_y managfar, and is C?,nducm?g
meeting minutes, and staff and resident ; interviews to hire two additional dietary

“interviews, the facility failed to provide a dignified aides. These three positions will bring

-and timely meal service for 2 of 2 meais the dietary department to full staffing

~observed. The findings were: levels which will improve food

. , . reparation and delivery times.

1 1. Preparation and serving of the evening meal ! prep y

L was obseryed on 9/21/09 from 4:10 PM to 6:30 B) A log has been implemented to track

* PM. Interview with the dietary manager on food deli d serving ti ; ) 3
9/21/09 at 4:15 PM established the serving time 00¢ CeIVEly and Serving Imes atevery | fha (o7
for residents in the main dining room as 5 PM. meal. Meals will be served at 7:15 AM, AT

Contihued observation and associated interviews

revealed the following:

: a. The evening cook was the only staff member
. observed in the kitchen on 9/21/09 at 4:20 PM;

- she prepared room trays for acute care patients
‘ (the long-term care facility was co-located with a

critical access hospital) as well as preparing food

for the resident dining room. The cook stated in
interview on 9/21/02 at 4:45 PM she was

- responsible for “...all the food tonight: hospital and

Aursing home..."

b. The cook left the kitchen at 5:25 PM with a
food cart heading to the nursing home; she
arrived at the residents' dining room at 5:32 PM.

¢. Food was transferred from the holding cart to a :

- steam table in an ancillary kitchen area adjacent

' to the main dining room. The first plate of food
“was prepared and served at 5:41 PM.

d. The last resident was served at 612 PM in the

i
i
\
i
|

12:15 PM, and 5:15 PM. This log will be
reviewed randomly by the distary
manager to ensure the facility attains
the appropriate time lines.

At

e d] 4
C) The Director of Support Services will 0sch
educate dietary staff on the policy for
meal service including time to start

serving and duration of meal delivery

ORATCRY DIRECTO

R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Advacisteaton

(X6) DATE

deficiency statement eﬁ[-ding with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

i safeguards provide sufficlent protection to the patients. (Ses instructions.) Except for nursing homes, the findings staled above are disgiosable 90 days
wing the date of survey whether or not a plan of cotrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
s following the date these documents are made available 1o the facility. If deficlencies are cited, an approved plan of correction is requisite to continued

ram participation.
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F 241 Continued From page 1 F 241,

main dining room, 79 minutes after the establish

- meatl time of 5 PM.

" e. Non-sample resident #39, was observed on

. 9/21/09 at 6:08 complaining to the evening cook. !

- The resident wanted to know why s/he had not

- been served dinner. In a subsequent interview on
8/21/09 at 6.15 PM, the resident stated s/he did
not understand why s/he had to sit at the table for
80 long watching the other residents eat while

- sfhe waited for her/his food to be served. ;

- On-going observation of the resident's table i

: showed one of four residents had been served at

- 5:50 PM while the remaining residents waited for

. their food to be served, The last of the remaining

Fresidents was served at 8:15 PM,

i f. The evening cook stated in interview on 9/21/09

'at 8:45 PM that meals were ".. late on occasion...”

"and attributed late food service to a lack of
kitchen staff. She added the kitchen staff was !
"...short three or four people..." and stated that |
providing timely service was difficult when
understaffed. The cook was not sure hiow often

‘ meal service was late.

1 2. The breakfast meal was observed on 8/22/09

“from 6:30 AM fo 820 AM; the established time for

‘ breakfast was 7 AM. Observation and interviews

- revealed the following:
a. The food cart left the kitchen at 6:55 AM and
arrived in the main dining room at 7:02 AM. i

“b. At 7 AM, eighteen residents were in the dining |

* room waiting for breakfast. The first of these

. residents was served at 7:15 AM, and the last

! was served at 7:45 AM,

* ¢. The morning cook stated meals were "...late

r sometimes..." and atfributed the delay to
insufficient staffing.

" 3. Interview with the dietary manager on 9/21/09
at 3,10 PM and again on 9/23/09 at 11:30 AM

. revealed staffing was a problem in the kitchen,

! |

1

D) Meal delivery and serving times wiil

/,__L\\-__x

be tracked as a performance

Support Services and reported to the sl

QA Committee monthly.

fﬂ“ i ay
improvement project by the Director of ﬁf{/ a1l
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F 241

- with three positions currently vacant. She added

4. On 9/22/09 at 9:30 AM the Resident Council |
- meeting minutes for January through September |

: the resident council complained of late meal

- service in August and September. In a group
sinterview on 9/22/09 at 1:15 PM, nine of nine

: stated s/he had complained to the staff about late
~meals last summer, but quit complaining because

"as well just save my breath..."

F 244
S5=E"

- When a resident or family group exists, the facility
“must listen to the views and act upon the
- grievances and recommendations of residents

. This REQUIREMENT is not met as evidenced

- Based on observation, Resident Council meeting
- minutes, and interviews with residents and staff,

" feedback to the Resident Council regarding late

5 1. Resident Councll meeting minutes for August

Continued From page 2

her staff worked hard, but acknowledged meal
service was late on occasion. The manager did
not know how often meals were served late and
did not routinely monitor serving times.

2009 were reviewed. These documents showed

residents agreed that meal service was
“...slow...and annoying because nothing ever gets
done about it [late meals)..." One resident further

the situation did not improve, and s/he *...might

483.15(c)(8) PARTICIPATION IN RESIDENT &
FAMILY GROUPS

and families concerning proposed policy and
operational decisions affecting resident care and
iife in the facility.

by:

the facility failed to act upon and provide

meal service for the last two months. The findings |
were; . i

F 244

WCHS will listen to the views and act
upon the grievances and
recommendations of residents,
resident groups, and families
concerning proposed policy and
operation decisions affecting resident
care and life in the facility. This will be
accomplished by:

A) Administrator will update the
grievance policy to include a
notification and tracking process for
acting upon grievances. A grievance
form will be included in this process

(X&)

" COMPLETION

DATE

10/30/9
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F 244 Continued From page 3
- and September of 2009 revealed the Council

voiced a complaint about late meal service in the i

- main dining room. These same documents failed
to show evidence the facility replied to the
: Council's concern. A group of residents were
s interviewed on 9/22/09 at 1:15 PM: all nine
residents in the group veiced dissatisfaction with
late meals. One resident, asking to remain
anonymous, stated sfhe had complained o the
staff about late meals in the past, but quit
complaining because the situation did not
. improved and s/he "...might as well just save my
i breath..." The group further stated that staff
""...took lots of notes...", but did not correct the
“timetiness of meal service, In addition, staff had
not provided feedback to residents on actions to
address the on-golng complaint.
2. Interview with the activily director (who assisted
- with resident council) on 9/23/09 at 4:40 PM :
- confirmed meal service was a significant concern
for residents. She further acknowledged she was
aware of the problem, but was not sure how the
- dietary department was addressing the residents'
concerns, |
. 3. Two meal observations, dinner on 9/21/0¢ and !
- breakfast on 9/22/09, revealed both meals were
served late. Refer to F 241 for details on timing of
" these observed meals.
F 281 1 483.20(k)(3)(i) COMPREHENSIVE CARE PLANS
§S=E
- The services provided or arranged by the facility
must meet professional standards of quality.

' This REQUIREMENT s not met as evidenced
by:
Based on observation, record review and staff
interview, the facility failed to administer

: medications in a timely manner for 2 of 4 sample

F 244 B) Administrator will educate staff

and residents regarding the Grievance
policy.

'] C)Activities Director will initiate
grievance process when grievances
are identified at Resident Council
meetings.

D) Activities director will monitor
compliance of following the above
policy and report to QA Committee
monthly.

F 281 The services provided by the facility 10/16/9
will meet professional standards of
quality. This will be accomplished by:

b
]
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F 281 Continued From page 4 F 281

el o A) Residents #23 and #31 and all i
: residents (#23, #31)whose medications were i

. administered with applesauce. The findings were: residents who have pre-poured
' medications will have their

~Observation on 9/23/09 at 1:45 PM, revealed medications administered within ;
. medications were prepared In the medication cart ) i

for resident #23 and #31. During an interview with one hour of preparation,
- licensed practical nurse (LPN) #1 at that time ’
‘ revealed she mixed applesauce with crushed B) Director of Nursing will update !

" digoxin and aspirin at 11.30 AM that day for

; : : ‘ the medication administration
resident #23, but the resident was not available |

policy. Additional verhage will
include medication administration
protocols when crushing i

- for the scheduled noon dose of medications. The |

. hurse said she also prepared apresaoling,

- multivitamins and coumadin in the same way for

“resident #31. She said resident #31 had visitors | . . ,

- and the nurse decided to administer the medications and mixing them with
medications later. Observation on 9/23/09 at 1:55 | applesauce or other foods. i
PM revealed the nurse administered the

- medication to resident #23 that had been

. i C) Director of Nursing will educate
prepared at 11:30 AM (elapsed time: two hours |
i

all nurses about the medication
administration policy.

and twenty-five minutes). Observation at 2:05 PM !
revealed the same nurse administered i

“medication to resident #31 that had been ,

- prepared at 11:30 (elapsed time: two hours and | D} Director of Nursing will randomly
thirty-five minutes). ! , ,
Review of the facility's policy and procedures monitor compliance of the
revealed the facility did not have a policy or medication administration policy

" nursing instructions regarding the length of time and report to QA monthly.

“ that pre- poured medications could be set aside ;
prior to administration. Interview with the facility's i
pharmacist on 10/2/09 at 2:45 PM revealed the |
pharmacist consulted with the pharmaceutical

“manufacturer and received instructions that i

- medications that were crushed and mixed with :

applesauce should be administered within an ; :

~ hour of preparation, i i

F 309 483.25 QUALITY OF CARE F 309i .
SS=D :

. Each resident must receive and the facility must
- provide the necessary care and services (o attain

|
|
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1
F 309 Continued From page 5 F 309

mental, and psychosocial weil-being, in

- by:
‘ Based on medical record review and staff

© physician-ordered distary supplement was

" (#37) identified as needing additional protein to
1. According to the medical record, resident #37
" had a diabetic ulcer on his/her foot that healed

- and reoccurred on at least three seperate

- of the 6/3/09 annual Minimum Data Set (MDS)

" Assessment showed hefshe did not have an uicer:
- at that time. Review of the 6/4/09 physician's

- Prostat (a protein supplement to aid wound

- nursing notes revealed staff again noted a stage

* a. Review of the physician's orders revealed

or maintain the highest practicable physical,

accordance with the comprehensive assessment |
and plan of care.

This REQUIREMENT is not met as evidenced

interview, the facility failed fo ensurs a
procured and administered to 1 of 4 residents

aid wound healing. The findings were:

occasions during a twelve month period. Review

order sheet revealed the physician discontinued
healing) for the resident. Review of the 7/15/09
Il ulcer on the resident's foot. Staff documented

the size of the ulcer on the resident's foot as "2
centimeters, open, with thick yellow drainage.”

Prostat was reordered for the resident on 7/16/09.
According to the 7/16/09 nursing notes, Prostat |

_was to be given twice daily to promote wound

healing. Review of the MDS coordinator's note,

. dated 8/13/09, showed the Prostat had been
- discontinued, but was then restarted when the

“ulcer.

T
nurses noted the resident's newly developed '
I
l

Each resident will receive and the
facility will provide the necessary care
and services to attain or maintain the
highest practicable physical, mental,
and psychosocial well-being, in
accordance with the comprehensive
assessment and plan of care. This will
be accomplished by:

A} Resident #37 and alfl residents
will receive Prostat when so
ordered by their physician.
Director of Nursing wilf
implement a process for
ordering Prostat to avoid
running out, giving ample
tlme for possible back orders
due to unavailability.

A purchase order will be
placed in front of the last 6
bottles on the shelf in the
medication room reminding
staff to place the order.

B)

Q)

10/16/9

]
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F 308 Continued From page 6

b. Review of the 8/27/09 nutritioral assessmant
documented the resident's had an increased
need for protein to aid in wound healing and
because histher laboratory results revealed low
albumin and protaln levels,

¢. Review of the August and Septembar 2009
medication administration record (MAR) for the
resident revealed the rasident did not receive
Prostat from 8/22 -9/19/09.

d. Review of the 8/25/09 physician's note
revealed, "right heal area was healed, Prostat
protein drink not available, now it [skin integrity]
has broken down again."

e. interview on 9/24/09 at 9:30 AM with licensed
practical nurse (LPN) #1 revealed the facility was
unable to get Prostat, and the ulcer began to
deteriorate when the resident did not receive the -
protein supplement as ordered. The LPN i
acknowledged that resident #37 refused other ‘
protein supplements and would not increase
his/her intake of food or liquids.

f. Interview with the physician on 9/24/09 at 11 45 i
AM revealed there were many factors that
impacted the healing process for the resident and
receiving Prostat was one of them.
g. Observation on 9/24/09 at 1 PM of the ulcer on |
the resident's right foot showed a dime-sized, ;
open, moist stage [l wound was present under the
small tog. :
2. The dietary manager stated in interview on
923109 at 2:15 PM that she was responsible for
ordering Frostat when requested by the nursing
staff. She further stated the product was a special
arder ttem that required "...at least two weeks to
get from a reglonal distribuior,

a. She stated it was her assumption that nursing
staff would order Prostat when the lastcase (6
bottles) was opened, as this provided hertime to

. place and receive an order, !

F 309

D} Director of Nursing will
educate all nurses about the
ordering process.

E) Director of Nursing will monitor
compliance of the ordering
process and report to QA
monthly
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F 309 Continued From page 7 . F309

b. She did not recall the date of the nursing staff's
most recent Prostat request, but stated it was not
until the last bottle was opened making prompt
resupply difficult.

3. The administrator stated in an interview on

. 9/24/09 at 9:45 AM that facllity staff did not have

' an established reorder point for Prostat, as
receiving the product in the past had hot been a

. problem. It was the administrator's expectation
that nursing staff would monitor the protein
supplement and request additional Prostat from

- the dietary department as needed for resident
use.

" a. The administrator stated her recollection, as
documentation did not exist, that staff reordered
Prostat on or about 8/18/09. She further noted the ,

. product was received on 8/16/09. |

* b. The administrator acknowledged the jack of a
system for tracking the consumption or reordering
of Prostat.

4. Interview with the registered dietitian {RD) on

1 9/24/09 at 11:10 AM revealed he was aware
Prostat was out of stock and made alternate

_recommendations to increase protein in the diet

' of residents with healing wounds. His

. recommendations were to offer other amounts of

liquid supplements to the residents. The RD
further stated he was informed by nursing staff

t that resident #37 generally refused other
supplements and, as a result, was not receiving

! additional protein in his/her diet.

F 3(_32 éBTi.ﬁSF{b) DIETARY SERVICES - SUFFICIENT ! F362| | wWoHS will employ sufficient support
S9=F personnel competent to carry out the 10/30/9
The facility must employ sufficient support functions of the dietary service. This
- personnel competent to carry out the functions of will be accomplished by:
the dietary service.
| I
. | i
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s ) . completed indoctrination and initial
. 'gi;-ls REQUIREMENT is not met as evidenced fraining. A new dietary manager has
- Based on observation and confirmed by staff been selected and will complete
interview, the facility failed to ensure sufficient indoctrination by October 30. Ongoing
trained staff were available to ensure prompt interviews for two additional dietary
meal service for 2 of 2 observed meals. The i aides will continue until the positions
findings were: ‘| are filled.
1. Meat observations on 8/21/09 (dinner) and B) The consulting Registered Dietician
9/22/09 (breakfast) showed residents were w?lf rovide traini?w ing—services o
served late on both occasions (refer to F241). P o d o .
2. Multiple interviews with the dietary manager on enhance the initial training of new hires
9/21/09 through 9/23/09 revealed her assessment and refresh the training of current staff.
- that a shortage in dietary staffing contributed to The first in-service is tentatively set for
the late meal preparation and setvice problems October 21.
- observed. She acknowledged staffing had been
worse during the summer months, but now many C) A department-specific orientation
Z ?frttge e’?goﬁ;’: g?crlfel:wewaasnsdh(s)t:’lfl t'ﬁr&“”ing' She checklist will be created and
urther state i Wi ee ; .
employees, a factor she again said added to the |mplfemented by the director of support
- problem of late meals. L SEIVICes.
- 3. The facility contracted with a registered , . .
 dietitian, and he was interviewed on 9/23/09 at C) The director of support services will
' 2:40 PM and again on 9/24/09 at 1015 AM. On monitor staffing levels weekly and
- both occasions he stated it was his assessment repott to QA monthly.
" that the kitchen was short staffed, and he
believed this staffing shortage contributed to the
lack of timely meal service. ; d . £ residents #11
F 428 483,60(c) DRUG REGIMEN REVIEW | papg|| Thedrugregimen of residents #11,
S8=E ; #14, #18, #23, and #43 and al! 10/30/5
: Thg drug regimen of each resident must be i residents will be reviewed at least once
: rev:eWed_at least once a month by a licensed . a month by a licensed pharmacist. Any
- pharmacist.
; irregularities will be reported to the
. The pharmacist must report any irregularities to attending physician and the director of
" the attending physician, and the director of ; :
" nursing, and these reports must be acted upon. nursing and these reports will be acted
' upon. This will be accomplished by:
]
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;ENTERS FOR MEDICARE & MEDICAIP “RVICES OMB NQ. 0938-0391
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(X4) D - SUMMARY STATEMENT OF DEFICIENGIES T I PROVIDER'S PLAN OF CORRECTION I s
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 | BATE
. DEFICIENCY) i
F 428 Continu f '
: Continued From page 9 [ F 428‘- A) The adminsitrator will
. educate Pharmacist,
@ physicians, and nursing staff
_ on the drug regimen review
- This REQUIREMENT is not met as evidenced procedure,
‘. by: ¢ . ) B) The pharmacist will perform
Based on sta tpjtervigw and review of medlgal drug regimen reviews on
. records, the facillity falled to ensure drug regimen id #11. #14. #1
_reviews were completed at least monthly for 5of residents H ' 8, #23,
' 13 sample residents (#11, #14, #18, #23, and and #43 and all residents
: #43) . The findings were: monthly and make
' ‘R ¢ medical ] od 5 recommendations on the
. Review of medical records revealed 5 residents Monthly Drug Regimen
C(#11, #14, #18, #23, and #43) lacked evidence fo Review?ormg g
- show drug regimen reviews were completed at L : .
€} Physicians will review the

- Further, reviews conducted for January through

' note if irregularities were found. The incomplete
1 reviews were signed and dated, but lacked any
- additional information or declaration by the

" the month of May 2009, resident #18 lacked

, complete reviews for January, February, March,

. Aprit, and September 2009,

" ¢. Resident # 43 had a drug regimen review for

~ September 2009 signed by the reviewing

" pharmacist, but lacked any additional information

least monthly. The following discrepancies were
discovered:

a. Residents #11, #14, and #23 each lacked
evidence of a drug regiment review for May 2009,

June 2009 were incomplete, lacking any
documentation by the reviewing pharmacist to

pharmacist.
b. In addition to missing a drug regimen review for

concerming irregularities or physician inquiries,
2. The administrator stated in interview on
9/23/09 at 4:20 PM the facility replaced the

- consulting pharmacist in July 2009. She was |
. unaware that there continued to be problems '

documenting the outcome of the monthly drug

recommendations on the
Monthly Drug Regimen
Review and sign
acknowledgement of those
recommendations while
doing physician visits,

D} Resident Care Coordinator will

monitor and report to QA

monthly
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a1 SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION ! {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGCTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE '@ DATE
DEFICIENCY) |
F 428 Continued From page 10 F 428
regimen review. f
|
|
&
!
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