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F 000 | INITIAL COMMENTS ' F 000 | This Plan of Correction (POC) serves s our writien
- , credible allegation of compliance for the deficiencles
The following reflects the findings of the noted during the recertification survey on 1/13/14 to

California Department of Public Heaith during a

1117114 but subject to st for i
recertification survey on 1/13/14 to 1/17/14, subject o ourreque the deletion of

F 364 and F 361 via IDR submitted ahead of this

Census on the date of Entry was 64 Residents POC on 211714
with one bed hald.

Hepresenting the California Department of Public
‘Health were Surveyors 29092, 31424 and 33028
Health Facility Evaluator Nurses.

A Federal complaint investigation was done with
intake # CAD0382821.

The findings of the investigation regarding the
complaint was unsubstantiated,

F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221, 2!
§5=D | PHYSICAL RESTRAINTS

1. Resident 16 is no longer in the facifity. However, |  1/20/14

The resident has the right to be free from any the Administrator reviewsd the problem identitied for
physical restraints impased for purposes of

Resident 16 with .

discipline or convenience, and not requireg to esigen ith the DON

treat the resident's medical symptoms. ‘ .
2. The DON reviewed the medical records of all 1131114
residents on physical resfraints to ensure that no

'tl;h|s REQUIREMENT is not met as evidenced other resident is affected by the problem found for

y: :

Based on observation, interviews and record Resident 16.

review the faciiity falled to ensure a randomly

reviewed resident (Resident 18) was be free from 3. The Administrator in-serviced the DON on the 212114

physical restraint, with the potential for decreased must of consistently completing an initial

physical capability and the further deterioration of

assessment prior to the application of physi
her muscle tone, pn applica physical

restraint and quarterly assessment or as often as
Findings: . needed to evaluate the appropriateness of
continuing with the restraint being applied.

During a tour of the facility on 1/17/14 at 8:20
a.m. Resident 18 was obsarved using a lap tray

—
Wcmwsupmm REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE
' Aa/m//?/s/?&fl)/' 2 18-1Y

Anﬁ deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing It I8 determined that
other safeguards provide sufficlent protection to the patients. {See instructions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of aurvey whether or not & plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availatie to the facility. If deficiencies are cited, an approved plan of correction is requisite o continued
program participation, .
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F 221 Continued From page 1 F 221 [The Administrator in-serviced the Rehabilitation 2112114
attached to her wheelchair while seated in front of irectar on the must of doing Physical Therapy
the NUI’SQS' St&ﬁon. The Wheelchalr‘s 'fmt reB‘t ‘ evaluat'ons in Coordmaﬂon wlth the MDS
was also attached and and the front of the foot
rest was inclined upward where Resident's 16 - pesessment for the same purpoze.
feet were resting. _
ﬂ'he Administrator in-serviced the Interdisciplinary 2112114
During an interview on 1/17/14 at 8:20 am,, Team (IDT) on the need to consistently strive for a
Resident 16 stated that she could I?Ot remove her restraint-free environment, exhaust all available
lap tray. A resident seated beside her, who was . L
ajert and orlented, stated that Resident 16 had & lalternative intsrventions prior to recommending the
lap tray to prevent her from standing up. use of physical restraint, and to recommend only the
loast restrictive means based on the resldent
During an interview on 1/17/14 at 8:30 a.m., sessments and evaluations above . The
_Mgn:g?mem ?t@ff_A Sbmfed that %e ‘?c;) eir?v was Administrator further instructed the 1DT to review
placed for positioning because "[Hes ] .
name] head was always golng down and to residents on physlcal restraints quartedy or as oﬂgn
the use of physical restraints based on the
Record review, on 1/17/14, of Resident 16 MDS assessments and evaluations above.
(minimum data set, an assessment tool)
dated 11/15/13, indicated that her cognitive skills . .
for activity of daily living were severely impaired 4. The Medical Records Designee (MRD) wil 214114
and supervision was needed. Record review conduct monthly audit of MD orders for physical
further indicated that no evaluation was done restrainis to ensure thet each order has
before the use of the lap tray. corresponding Inltial and quarterly assessment, PT
. o \ evaluation, and dati iew.
Review of the fagility policy and procedure for the Tha LsgoDn jl DT tecommendations andor review
use of physical restraints on 1/17/14 dated 7/12 @ MRD wil report findings to the DON and
indicated that ...."It is the policy of the facility that Administrator for corrective action.
if the raestraint is needed it has to indicate a
medical necessity due to resident thSICQI 5. System effectiveness will be evaluated duri 26114
condition." Procedure indicated that montfl vality assurance mestin v uring
...Reevaluation/assassment of the use of restraint ve oS
be done quarterly and as needed for immediate
intervention necessary due to use of restraint and
all necessary and possible human and
non-pharmacological approaches shoukd be
implemented before the use of restraint.
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F 241 | Continyed From page 2 F 241 |F 241
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241
8S=E | INDIVIDUALITY 1. DSD made rounds to remind staff on duty to 111714

» i i speak English only in resident care arsas and that it
The facility must prornote care for residents in a

manner and in an environment that maintaing or s an all-staff responsibility to respond to calllights.
enhances each resident's dignity and respect in DSD emphasized that responding to call a light

full recognition of his or her individuality. includes identifying what the resident needs and
. immediately communicating that need to the staft

' _ appropriate to meet that need. DSD reminded
This REQUIREMENT is not met as evidenced PProp remin

by: CNAs and LNs assigned to Resident 3 and 17 to

_Based on observations, interviews and record always ensure visual privacy during care, including

reviews the facllity failed to treat 2 Confidential self-care, using privacy curtains, closing both doors

?esldent 3nd 3 of 15 sampled Residents with to the bathroom common to Resident 3's and
ignity and respect when, Resident 17' rooms. Resident 3 ed back

1. Facllity failed to use language understood by L - mosident o was mov bac

residents. ) to her original room which is adjacent to another

2. Facllity failed to maintain privacy in & shared female room following her temporary room re-

bathroom. assignment to effectuate infection control

3. Facility failed to answer call light in a timely procedures.

manner.

Findings: ' 2. DSD and other Depariment Heads continued 1121114

with thelr daily rounds and reminded CNAs, INs,
1. During confidential interviews, on 1/15/14 al and Unficensed Staff alike on the above to ensure

10:30 a.m,, a resident stated that “staff speak in

the room using different language and then they

would start laughing as if they were talking about
me." A second rasident stated that he felt

that other residents are not affected by the problems
that have baen identified.

uncomfortable when staff spoke in a different 3. DSD in-serviced all staff to speak English onlyin | 420114
language near him. resident care areas and that It is an all-staff o

. B . responsibility to respond fo call lights. DSD
Review of the facility Policy and Procedure on emph | e;ym t pon dinat 'g" aht includ 2fi4
Foreign Language dated 7/12 indicated that...it Is , p.a:.;z 2 mspop nglocala 'gnt Includes
the policy of the facility to have a better identifying what the resident needs and immediately
communication with all the residents residing in communicating that need to the staff appropriate to
the facility. The procedure also indicated that ...” meet that need. DSD instructed all CNAs and LNs

the language to be used by the staff should be

4 h X to always ensure visual privacy during care,
the universal English language in the resident | 4 privacy during are
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F 241 | Continued From page 3 F 241 lincluding seif-care, using privacy curtains, closing
care area." The procedure also indicated that ..." both doors to the bathroom common to adjacent
no foreign language will be spoken in front of male and rooms.
resident other than what has been illustrated
earller in this policy." -
The Administrator in-serviced all Department Heads | . 2/12/14
During a confidential interview on 1/15/13 at 9:00 on the must of equally observing the above facility
a.m., Unlicensed Staff C stated she had observed rules as welt as being consistent in enforcement
facility staif speaking Tagalog (a language spoken through reminders and disciplinary actions.
in the Philippines) in front of residents in the halls.
2. During an observation on 1/17/14 at 9:05 a.m., 4. The Administrator, DON, DSD, and other 2/14/14
Resident 3 was lying in her bed in her room. The Department Heads will ensure compliance during
door to her bathroom was ajar and a male daily rounds and through random resident
Lzst’:;’:ngnaesc:dia"; ;gir:vgag:lgjgl?oli?e:he interviews. The IDT will follow-up on the same
n .
Observation of the room adjoining that of duﬁng quarterly Res1dent. Care Conferences where
Resident 3, revealed the bathroom door was also resident concemns and grievances are resolved. The
open in that room, Resident was visible as he Administrator and Social Services will continue to
stood and flushed the toilet. No staff were present encourage restdents In reporting specific ataff for
in either room while Resident 17 used the toilet. carrective action
Door locks were not present on the bathroom ’
door that opened to either resident room. )
_ _ 5. System effectiveness will be evaluated during 36114
During an intenview on 1/17/14 at 9:10 a.m., monthly quality assurance meetings.
Management Staft B was asked how the facillty
ensured privacy in a bathroom shared by male
and female residents when no locks were present
on either door. She responded that staff, "do
rounds’ and visual checks. When she was made
aware that Resident 17 used the shared toilet
between his room and the room of Resident 3,
without clesing either door, she stated it was a
privacy issue.
Review of facllity policy and procedure titled,
*Resident Rooms with a Common Bathroom" (no
date) indicated male and femaie residents may

be assigned 1o rooms with a common bathroom if
|, "All the female and male Residents invoived

_
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Continued From page 4

require staff supervision/assistance during
toileting."

3. Review of Resident 11's medical ret:ord,
indicated she needed a wheel chair fo move
about.

| During an interview with Resident 11 on 1/16/14,

at 2:45 p.m., she stated that a few weeks earlier,
when she returmned to the facility after dialysis (an
artificial process to eliminate waste from the
blood), her dialysis dressing started bleeding.
Raesident 11 stated that when it started bleeding,
she turned on the call light and informed a CNA
(Certified Nursing Assistant), who said she would
tell a nurse. About 30 minutes later, a nurse’
came to the residents room, cleaned the bloody
dressing and re-taped it. When Resident t
asked the nurse why sha didn't come sooner, the
nurse said nobody told her,

483.20(K)(3)()) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet profassional standards of quallty.

This REQUIREMENT is not met as evidenced
by:

Byased on observation, interview, and record
review, the facility falled to mest professional
standards of quality for 1 random resident (
Resident 18) and 1 of 15 sampled residents
{Resident 10) when:

1. Licensad Staff H administered an
anti-coaguiant medication to Random Resldent
18 without knowing the medication's indication

F 241

F 281

F 281

1. The DON counsaled Licensed Staff H on the
need of an LN to be proficient In all aspects of her
responsibilities. Proficiency in medication pass does
hot only involve proper mechanics but knowledge
speclfic to the residents receiving care from the LN
such as what their medications are being given for,
what resuit are intended, the unintended side effect
to look for and monitor, and possible interaction with
other medications. The DON reminded Licansed
Slaff H on the availability of resourees including the
Medication Handbook in the nurses' station, the
hody of the MD order and black box warning in the
medication administration records, the pharmacy,

114114

FORM CMS.2567(02-88) Pravious Verslans Obsolete

Evant 10:BBXX11

Facility 10: CAD10000077

If cantinuation sheet Page 5 of 28




. PHINTED: 02/05/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES - 0%/

FORM APPROVED
CENTERS FQR MEDICARE & MEDICAID SERVICES _OMB NO. 0938-0391
"| STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
055189 B. WING 01/17/2014
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, 8TATE, Z|P CODE
f OF FAIRFIELD 1260 TRAVIS BLVD
GREENFIELD CARE CENTE FAIRFIELD, CA 94533
(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 281 | Continued From page S F 281 |pharmacy nurse consultant, the medicat director,
(reason for use) and potential side effects attending physicians, and the multitude of reliable
(unwanted effect of the medication). These internet information sites.
faitures could result in the resident sustaining
isi ing, t pain or death. ,
bruising, bleeding, chest p: The DON reassessed Resident 10 for self- 1120114
2. Licensed staff failed to monitor and accurately administration and found that resident is no longer

document Resident 10's self-administration of able and willing to take responsibility for

gUON?t: (@ qumdllatigl;‘::-rr?l zag;‘eic'g‘:ﬂ?‘b" thr?st ' documenting setf-administration of her medications
ntoas e conve ; o

it ig:g a f?ng mq;:, which is inhaled and relaxes Resident 10 agreed to discontinue seff-

lung airway muscles to treat wheezing and adrinistration of the Duoneb and Ventolin and an

shoriness of breath ) and Ventolin (an MD order was obtained to discontinue the order.

aerosolized, albuterol based, inhaled medication

that opens lung alrways 10 ease lung spasms and

breathing). This failure had the potential to

cause Resident 10 io experience discomfort and

Nonetheless, the DON counseled the LNs who were | 1//20/44
involved with Resident 10's care that self-

anxiety related 1o tachycardia (a racing heartbeat) administration of medications must be charted

chest pain, shaking, worsening trouble breathing, " |sufficiently ciear to indicate that medications are

or other medication side effects, self-administered the resident and not administered
. by the LN. The DON also instructed the LNs to be

Findings: alert to changes in a resident’s abilty and/or

1. During an observation and subsequent willingness to take responsibility for documenting

interview on 1/14/14 at 9:16 a.m,, Licensed Staff self-administration of medications which should

H administered Plavix (an anti-coagulant trigger reassessment to determine whether the

medication with potential side effects that include
brulsing, bleeding, chest pain and death) to
Resident 18. After administering the medication,

resident should confinue with self-administration.

Licensed Staff H was asked why the medication 2. There is no other resident self-administering 1/20/14
was being given to Resident 18, and what medication(s) aside from Resident 10. The DON
patential side effects WOL""d Sh? monitor. : randomly tested LN knowledge on medications
lﬁff;f:z 3‘&?&2‘3‘3&' Jomt ':]T;B‘:hs‘:‘ago'it; being agministered fo thir assigned residonts
find out what it is for and the side effects.” including but not limited to Plavix to Identify
resident(s) who may have been affected by the
During an interview with Licensed Staff H on problem identified for Resident 18,

1/14/14 at 11:40 a.m,, she stated, "I l[ooked up
Plavix and Aspirin in our med book. 1 know what
they are for now. Plavix you can give with Aspirin |
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F 281 | Gontinued From page B F 281|3. The DON in-serviced all Licensed Nurses on all of|  1/23/14
1o prevent heart problems or a stroke. You have the subject matter discussed In point 1 above. to
to watch far bleeding, blocd in the stool.® 211814
: . 4. i inui '
Review of nursing standards of practice The DON wxllI ensure.contmumg compliance 21414
reference matetial titled, "Lippincott's Nursing during new employee orientation, end of
Procedures, 5th Edition, Woters, Kluwer, probationary period performance evaluations, and
Lippincott, Williams and Wilkins," (2008) Page annual performance evaluations using a skllis
276, documented a nurse's responsibllity when checklist. The DON will also test staff knowiedge
administering medications. It indicated that randomly during rounds
before administering a drug, in addition to '
checking that it Is the right patient, drug, dose, ) _ _
route and time, the nurse needs 1o be aware of 5. System effectivensss will be evaluated during 3/6/14
why the resident is getting the drug and what monthly quality assurance meetings.

adverss effects ta expact. An article titled, “8
Rights of Medication Administration”, Lippincott's
Nursing Center.Com, Nursing Center's In the
Round, dated, 1/17/11, confirmed that, for patient
safety, when administering medications nurses
should check:

a. The Right Reason. Confirm the rationale for
the ordered medication. What is the patient's
history? Why Is he/she taking this medication?

b. The Right Response. Make sure that the drug
led to the desired effect...Be sure to document
your monftoring of the patient..."

2. During a review of the Clinical Record for
Resident 10, the demagraphic sheet indicated
that her medical history included hospice ¢are
(treatment of people with a terminal iliness, which
emphasizes comfort and quality of life) related
end-stage COPD, (long standing chronic
obstructive pulmonary disease, which makes it .
difficult to breath), kyphosis (abnormal shape of
chest which makes it more difficult to breath) and
depression (continued and/or overwhelming
sadness ). Physiclan orders in effect during the
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F 281 Continued From page 7 F 281

perlod of 1/1/14-1/1714 included,

a. DuoNeb (pratropium-albuterol) Solution for
Nebulization; 0.5mg-3mg(2.5 mg base)/aml; amt:
1 neb inhalation... wheezing-SOB every 4 hours.
{resident was orderad to inhale the fine mist
medication once every four hours for abnormal
breathing and shoriness of breath).

b. Ventolin HFA (albutero| sulfate) aerosol
inhaler;...2 puffs,...every 6 hours...end stage
COPD. (resident was ordered to inhale 2 pufs of
the the asrosolized medication every 8 hours for
treatment of chronic obstructive puimonary
disease '

¢. DuoNeb (pratropium-albuterol) solution for
Nsbulization; 0.5 mg(2.6 mg base)/3ml, amt 1
neb Inhalation...2 puffs...every 2 hours PRN end
stage COPD (resident was ordered to inhale 2
pufts of the fine mist medication every two hours,
AS NEEDED, for chronic obstructive airway
digease)

Review of the medical record, Self-Administration
of Medication Assessment, dated 9/27/13, and
signed by the physician and licensed nurse
indicated that the resident wanted to
self-administer medications, was mentaily able to
administer medications, was alert and orlented to
person place, time and was physically abie to
administer medication. It documented, *Resident
may keep Ventolin puff with her."

During an observation and interview with
Resident 10 on 1/17/14, at 9:25 a.m., she was
alert and oriented, with shallow respirations.
Resident 10 stated that she was a respiratory
therapist and is very familiar with her lung
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diseass, which causes her to have difficulty
inhaling and exhaling. Aesident 10 pointed to
hear DuoNeb and Ventolin medications on her
over-bedside table. When asked about who
administers the medications, and how the nurses
monitor the medications she stated that the
nurses use to give her the medications but when
she was short of breath and had to wait,
sometimes 14 minutes, the doctor said the
resident could give herself all the inhaler
medications. “The.nurses do not give me any
inhaler or nebulizer medications anymore. |1 give
all my inhaler and nebulizer [medications].
Sometimes they ask me how much | have given,
but not every shift."

During an interview with Licensed Staff | on
1/17/14 at 7:54 a.m., when asked about where
the nurges documentead monitoring Resident 10's
self administration of medication, Licensed Staff [
stated, "No, we don't have any documentation in
the paper (medical record) or eMAR (electronic
medication administration record) about us
checking how much she has had every shift. We
did check it and docurnent how much inhaler and
nebulizer she had the first time, but not after that.”

During a subsequent interview with Licensed Staff
I,on1/17/14, at 10:20 a.m., and review of
Hesident 10's eMAR, she confirmed that the
nurses were documsanting that they administered
tha DuoNeb and Ventolin, but the resident was
actually self administering those medications.
Licensed Staft | stated, "No, we don't administer
her albuterol nebulizer or inhaler, and we don't
document how much she has given herself or any
side effects she had. Yes, | understand we
should document what she administars and
monitor it."

FORM CMS-2667{02-99) Previoug Versions Obsolete

Event ID: BBXK11

Eacillity ID: CA010000077

If continuation sheet Page 9 of 28




PRINTED: 02/05/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPHOVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0351

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

, 055189 B. WING 01/17/2014

NAME OF PROVIDER OR SUPFLIER - | STREET ADDRESS, CITY, STATE, 2IP CODE
' 1260 TRAVIS BLVD

FAIRFIELD, CA 84533

(X4) 10 1 SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION s

PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)

GREENFIELD CARE CENTER OF FAIRFIELD

F 281 | Continued From page 9 F 281

During an intarview with Managemaent Staff B,
who raviewed Resident 10's electronic Medication
Adminlstration Becord (eMAR) for the prior
14-day period, which incorractly indicated that the
nurses were administering the DuoNeb and
Veniolin inhaler, rather than the resident who
actually self administared the medications, and
{acked documentation that the nurses' monitored
Resident 10's self administration of medication,
Management Staff B stated, "I thought the
rasident was just administering the PRN (as
needed) inhaler nebulizer, not all her inhaler and
nebulizer meds [medications]. | will inservice the
nurses that they should not chart they are
administering the medications. They should chart
that the patient is administering the medications.
The nurses will need to monitor how much she Is
actually giving herseif and monitor for any side
effects, | am going to Inservics all the nurses.”

Review of the facility policy and procedure titled,
*Self-Administration of Medications” dated Juty
2012, indicated,

".If the resident Is able and willing to take
responsibility for documenting their
self-administration of medications, the resident is
asked to complete a bedside record indicating the
administration of the medication (if bedside
storage is to be used.)..

Nursing staff will review the bedside medtatlon
record on each nursing shift, and they will transfer
patient information to the medication
administration record (MAR) kept at the nursing
station, appropriately noting that the doses were
self-administered.”

F 309 483.25 PROVIDE CARE/SERVICES FOR

F 309 (F 309 - 566 page 11

|
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Each resident must recelve and-the facllity must
provide the necessary care and services to attain
or maintain the highest practicable physical,
memtal, and psychosaocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

gased on observation, interview and record
review, the facility failed to notify 1 of 15 sampled
resident's (Resident 3) physician that she
frequently fell asleep while eating and the facility
did not place her on aspiration precautions
(measures taken to prevent a parson from
choking). This fallure caused Resident 3 to be at
risk for choking.

Findings:

Review of Resident 3's medical record revealed
she suffered from a brain disorder that caused
gxtrems daytims slespiness and sudden,
irresigtible bouts of sleep.

During an obssrvation on 1/16/14 at 12:30 p.m.,
Resident 3 was sitting on her bedside with her
feet resting on the tigor. Her lunch tray was on
her bedside tabie. Unlicensed Staff U was sitting
next to Resident 3 on the bed and attempting to
assist her with lunch. Resident 3 completely
slumped over to the right with her eyes closed.
Her head rested on Unlicensed Staff U left
shaulder and her body was lying on Unlicensed
Staff U's left side. She appeared to be completely

Resident 3's condition has been care planned.
Resident is currently on aspiration precaution and is
to receive assistance during meal and snack with
instructions for staff to abserve if Resident 3 is
falling asleep during feeding, to stop feeding and
notify charge nurse. Resident 3 currently has orders
for med pass and health shakes 3 times a day with |
meals and in between meal and HS snacks.

2. DON reviewed resident records to identify any
resident with the sama condition as that of Resident
3 and none was found. The Medical Records
Designee checked the 24-hour report and resldent
recards from 1/1/14 to ensure that physicians have
been informed of noted changss of condition.

3. DON in-serviced all LNs on the must of
Immediately informing residents attending physician
regarding a change in resident’s condition and
formulating a plan care addressing the noted
change.

DSD In-serviced all CNAs to immediately report
observed changes in a resident to the charge nurse.

4. The Medical Records Designee (MRD) will audit
the 24-haur report and resident records to check if
there is physician nofification and care planning
associated with any noted change of condition.
MRD will provide daily report to DON for action.
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| During an interview and concurrent record review

asieep. Unlicensed Staff U pushed Resident 3
upright and encouraged her to open her eyesg and
eat some of her lunch. Resident 3 opened her
ayes, took the milk offered her into her hand,
swallowed a mouthful, and slumped over again
onto Unlicensed Staff U. Licensed Staff U again
pushed her to an upright position and again
encouraged Resident 3 to eat and drink.
Resident 3 slumped over to her left with her eyes
closed and was now lying on her bed. She
appeared to be completely asleep. Unlicensed
Staff U again pushed Resident 3 up off her bed
and attempted to have her sit in an upright
position. Resident 3 did not eat any solid food but
drank some liquids.

During an interview on 1/16/14 at 12:35,
Unlicensed Staff U stated Resident 3 fell over
while eating in the past but said she was not
sleeping. She said Resident 3 did not want to eat
and was playing when she fell gver,

During an interview on 1/17/14 at 08:50,
Unlicensed Staff T stated she had just finished
feeding Resident 3 breakfast. She turther stated
she paositioned her in the bed, with the head of the
bed raised. She stated Resident 3 siumped to
her side but she was able to push her upright and
reposition her more sasily when in bed. She
added that if Resident 3 sits on the bedside with
her feet on the floor, she falls over and
Unlicensed Staff T has to hold her up. She
further stated that Resident 3 used to get up and
walk around, as recently as the previous month.
She said lately, Resident 3 does not want to open
her eyes, talks to her with her eyes closed, and
now seldom walks.

monthly quality assurance meetings.

J
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on 1/17/14 at 11:40 a.m., Management Staff B
stated a nurse had informed her that Resident 3
was falling asleep while eating in the dining room.
Management Staff B stated she could not
remember exactly when this was reported to her
but that it was in the recent past. She said that at
the time, she observed Resident 3 eating in the
dining room. She further stated that Resident 3
was closing her eyes while eating.

During an Interview on 1/17/14 at 10:30 a.m.,
Physician N stated the facility had, "not really”
informed him Resident 3 was falling asleep while
eating. When queried if falling asleep while
eating was a safety risk he stated, "Oh, yes." He
turther stated, "They will aspirate.” He said
Resident 3 had changes to her sleep disorder
medication. The medication had been substituted
and she had not received the medication for a
period of time. He further stated he increased
her dose the prior day.

Review of Resident 3's medical record revealed
she was not on aspiration precautions. Her care
plan indicated she needed limited assistante
when eating. During an interview on 1/17/14 at
11:40 a.m., Management Staff B stated the facliity
had not created a care plan addressing Resident
3 falling aslesp whils eating.

Review of facility policy ttled, “Aspiration
Precaution" (dated 7/2012) revealed all residents
identified as risk candidates will be monitored and
placed on aspiration precautions to enhance
safety and well-being.

Review of facility policy titled, "Plan of Care For
Resident Concern andfor change of condition”
(11/2004) indicated any possible significant
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F 309 | Continued From page 13 F 309
change must be brought to the physician's
attention. ‘
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 F 314
ss=D | PREVENT/HEAL PRESSURE SORES
1. Licensed Staff O obtained ine order fr 14
Based on the comprehensiva assessment of a MD " 17/1?; 2 tabi "t; fa;;;gn: g on i
resident, the facility must ensure that a resident on 1/17/14 for 2 tablets o ydracodane-
who enters the facility without pressure sores acstamenophine to be given every 6 hours to
does not develop pressure sores uniess the manage Resident 1's chronic pain and potential pain
individual's clinical congmon demonstrates that during wound dressing changes and repositioning
they were unavoldat?le, and a resident having every 2 hours. DON instructed treatment nursss o
pressure sores receives necessary freatment and schedule resident d dressing ch 20
servicas to promote healing, prevent infection and nedule residents woung dressing chianges
prevent new sores from developing. minutes following administration of the pain
medication and post-administration assessment of
) . . resident for pain. The DON also instructed the
g;‘s REQUIREMENT is not met as evidenced reatmont nurses to continually assess resident for
Bjased on observation, interview and record pain during wound dressing changes and to
review, the facility failed to ensure that 1 out of 15 continue with freatment only as tolerated by the
sampled residents (Resident 1) did not develop resident and to notify MD for new orders if resident
pr 955“'? lmcelr s, M}ZE thﬁ r es:den(tns.carle pt'::j‘s cannot tolerate treatment under existing pain
were not implemented, she was not evaluated or - .
assessed for her refusal to tum, & care plan was medication orders. .DSD instructed CNA on duty fo
not developed to address her reluctance 1o turn, encourage and agsist resident every 2 hours as
and a wound care physician's recommendations refiected in resident's 12/23/13 care plan regarding
were nat followed, leading to the development of resident's apisode of refusing ta be tuned and
g:?‘ztrfa}snew pressure ulcers in seven months. repositioned and to report to the charge nurse if
Ings: resident expresses pain during an attempt to
Review of Resident 1's MDS (Minimum Data Se, reposition to resident. DSD placed extra pillows at
an assessment tool), indicated she had three resident's bedside 1o aid resident in maintaining
pressure ulcers on 6/22/13. Six months later, her varying degrees of position from side to side and in
MDS, dated 12/10/13, indicated she had nine (9) supplement to resident’s air loss mattress.
pressure ulcers. The pressure ulcers Included .
one Stage | (A reddened area on the skin that, ) _
when pressed, does not turn white. This is a sign 2. DON reviewed care plans for residents receiving | 1/24/14
that a pressure ulcer is starting to develop); two wound care including but not limited to
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Stage |l pressure ulcers (The skin bilsters or
forms an open sore. The area around the sore
may be red and irritated); three Stage 11 ulcers
(The skin now develops an open, sunken hole
called a crater. There is damage to the tissue
below the skin); one Stage IV preasure ulcer (The
pressure ulcer has becoma 50 deep that there is
damage to the muscle and bone, and sometimes
to tendons and joints), and two unstageable
pressure uicers (full thickness skin or tissue loss,
with depth not known due to a covering of dead
tissue in the wound base).

Wound physlician progress notes, dated 1/9/14,
indicated Resident 1 had two new Stage |
pressure ulcers on her left hip, bringing the total
pressure ulcers 1o eleven (11) The same notes
indicated, the resident needed turning every two
hours and "She needs Kinair [KinAir] Mattress” [a
pressure reducing mattress, with air flotation, 20
degree turmning capability, and assists in
repositioning residents].

Observations, on 1/13/14, revealed Resident 1
was not in a KinAir bed. When asked why the
resident was not in the recommended bad, on
1/17/14 at 11:40 a.m., Management Staff B stated
the facility notified the resident’s primary
physiclan (Physician N) regarding the wound
doctor's recommendation for the KinAir bed. She
stated the facility did not order one as Physician

N said the resident's current low air loss mattress
was adequate.

Observation, on 1/16/14 at 9:45 a.m., revealed
Resident 1 had ten pressure ulcer dressings in
place, plus one wound that did not have the
dressing changed that day. There were two staff:
at her bedside, CNA E to help reposition the

nterventions to ensure the residents do not
encounter the findings for Resident 1.

3. The DON in-serviced all charge and treatment
urses on the must of recognizing signs and
ndications for pain assessment, management, and
onfrol including but not limited a resident refusing to
moved or repositioned, having wounds, and
ndergaing daily treatment for wounds. DON
pointed out that assessment must be done not only
hen the resident is in an undisturbed and still
position but also during attempts to move or
reposition the resident or during wound dressing
changes. The DON emphasized thatpain =~
imanagement requirés a téam approach where pre-
medication makes way for treatment nursss to
change wound dressings and for CNAs to implement
care plans for the prevention of a resident
developing wounds including turning and
repositioning.

- |The DSD in-serviced all CNAs on the must of turning
and repositioning all residents every two hours to
prevent pressure related wounds from developing.
The DSD also pointed out the impertance of relaying
key information to the charge nurse sych as a
resident’s refusal to be turned or repositioned or a
resident's expression of paln during turning or
repositioning sa that the resident can be assessed
by the charge nurse immediately.

The DON also in-serviced all the LNs and the DSD

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | 0@) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
055189 B. WING 01/17/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1260 TRAVIS BLVD
ELD CARE CENTER OF FAIRFIELD
GREENFI EC OF F¢ FAIRFIELD, CA 94532
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES \ I0 PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
. DEFICIENQY)
-
F 314 | Continued From page 14 F 314 pain management and wound prevention

1123114
to
2115114

1122114
to
/514

1/23/14
fo
2/15/14

FORM CMS-2557(02-48) Pravicus Verslons Obsolete

Event ID:BBXK11

Facility iD: CA010000077

_ . If continuatian sheet Page 15 of 28




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

PRINTED: 02/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION JIDENTIFICATION NUMBER: A BLILDING COMPLETED
A 055189 B. WING 01/17/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. 8TATE, ZIP CODE
1260 TRAVIS BLVD
GREENFIELD CARE CENTER OF FAIRFIELD FAIRFIELD, CA 94533
(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES . PROVIDER'S PLAN OF GORRECTION s)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG AEGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
~ DEFICIENCY)
-
F 314 | Continued From page 15 F 314 in-serviced all the CNAs in the use of common items
rasident and Lic_:ensed Staff D to change the ten such as pillows in preventing wounds by enabling a
pressure lgger dirﬁeplssut]'g& F(ljes!der;;1 \gas ‘ resident to maintain positions at varying degrees
repositioned muitiple times during the dressing , . d .
changes and grimaced throughout the procedure. Trom gide to:side and to protect pressure points
including heels and elbows.
Resident 1 was repositioned to change the _
dressings on her left lower leg _(5 x 3 inches, 4. The DON will ensure compliance by reviewing 2114114
beeg ;9d ig '?°|°'fu t“T’tIt\t(] 'U"d(ezﬂwz‘q %%ne C'ﬁ:"'éd [weekly wound reports and looking at numericat
visible) and her right knee (2 x 2 inches and r .
in color). The resident ¢ried out, "Ow! Ow!" 'trt'andS on nosocom_xal wounds. ,The DON and DSD
Vefba“y exprassing pain. Her eyes filled with will eqs_.ure that res‘ldents are bﬁlng turned and
tears. Licensed Staff D asked if the resident repositioned by doing rounds randomly throughout
wanted the dressing che_anges stopped, but Qid not the day. The DON and DSD will also randomly
‘ng‘é‘_"e about the potential for the use of pain interview residents during their rounds on whether
medication. they experience pain while sitting stif, when turning
Resident 1's History and Physical, dated 10/13/13 or repositioning, during wound dressing changes, or
that indicated Resident 1 sufferad from chronic during ADL. The charge nurses will do the same
pain. She had physiclan orders for Hydrocodons while passing medications and treatment nurses
(narcotic pain medication) one to two tablets be during treatment.
given as needed.
During an interview on 1/16/14 at 12:00 p.m., 5. System effectiveness will be evaluated during 3/6/14
Licensed Staff D stated she did not pre-medicate |monthly quality assurance meetings.
Resident 1 prior to the dressing changes. She
stated that Licensed Staff O medicated residents.
Review of the resident's MAR (Medication
Administration Record) revealed the resident
received her last "as needed” pain medication at
7:30 a.m., greater than two hours before the
dressing changes.
During an interview on 1/16/14 at 12:25 p.m.,
Licensed Staff O stated she gave Resident 1 her
pain medication when she asked for it.
During concurrent observation and interview on
1/17/14 at 8:20 a.m., Resident 1 was lying very
still, on her back in bed. She stated that she did
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F 314 | Continued From page 18 ‘ F 314
not have pain at the time because she was not
moving. When asked, she stated her dressing
changes were painful, "Yes! Every time!® When
asked to describe her pain during dressing
changes on a scale of 1-10 (1 being no pain and
10 being the worst pain you can imagine), she
responded, "10!* Whan asked if she would like
pain medication before beginning a dressing
change, she responded, *They can do that?"

Additionally, the resident stated that her wound
care doctor tokd her she was supposed to turn to
prevent pressure ulcers, but *l don't want to.”

She stated that turning and repositioning were too
painful and she would turn and reposition if she
had no pain. She further stated she would like
pain medication before her dressing changes.

During a confidential interview on 1/16/13 at
11:05 a.m., a family member of Resident 1 stated
that Resident 1 was always in pain, The family
member stated that when he observed Resident
1 being turned by staff, she would cry in pain

During an interview on 1/17/14, CNA R stated she
‘is sometimes unable to reposition Resident 1-
every two hours because Resident 1 tells her she
{3 In pain. She stated that when this happens she
tells the nurse. :

Duwring an‘interview on 1/17/14 at 1:10 p.m.,
Licensed Staff Q stated she assessed Resident 1
and she was aware that the resident 1 had a
history of chronic pain. She stated she did not
ask Resident 1 if she had pain with turning.
When queried if she asked Resident 1 if she had
pain during her dressing changes, Licensed Staff .
Q did not respond. J
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During an interview on 1/17/14 at 10:35 a.m.,
Physician N stated pain management for
Resident 1 was a priority and she shouid always
be pre-medicated with pain medication before
pressure ulcer dressing changes and
repositioning. When asked if he was aware
Resident 1 was resisting repositioning due to
pain, he responded he was not aware of that.

Resident 1's care plan for "At risk for pain of -
discomfort,* dated 7/5/13, had Interventions
including administer pain meds as orderad;
assess effects of pain on resident; and assess for
signs and symptoms of pain (speaking or
non-verbal, including grimacing). There was no
documented evidence that the facllity
implementad these intarventions to meet the

| tesident’s needs. There was no documented
avidence, and the facility did not provide
evidence, that the resldent was assessed and
evaluated for her refusal to turn or for her pain
during repositioning.

Facility documentation [ndicated Resident 1 had
daily dressing changes for her pressure ulcers,
from December 19, 2013 through January 12,
2014. Review of Resident 1's MAR (Medication
Administration Record) indicated that during this
same time frame, from December 19, 2013 to
January 12, 2014 (3+ weeks), Resident 1 did not
receive any of the Hydrocodone that her
physiclan had ordered for her.

Resident 1's MAR indicated that Resident 1 did
receive the paln medication on 1/13/14, 1/15/14,
and 1/16/14 (the week when State surveyors
were in the facility).

Review of facilty document titled, "Policy and |
FORM CMS-2567(02-08} Previous Versions Obsolete Evant, |D: BBXK11 Facifty ID: CA010000077
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Procedure on Pain Management' (dated 11/2012)
indicated residents will have pain management in
accordance to histher need. The document
revealsd pain medication will be administered to
the resident per MD order. The document further
indicated that residents will be positioned for
comfort.

F 323 | 483.25(h) FREE OF ACCIDENT F 323 F323
ss=D | HAZARDS/SUPERVISION/DEVICES

The faglity must ensure that the resident 1. The DON removed all non-safety syringes rom | 1/14/14

environment remains as free of accident hazards the central supply room and medication carts for
as Is possible; and each resident receives disposal. Nonetheless, DON reminded Licensed
adequate supervision and assistance devices 1o ~ |Siaff J to always adhere to the facllity's safety
prevent accidents.

procedurss and that recapping the syringe as he did
was not safe. Management Staff A removed the
towel on the floor in Resident 5's area.

Management Staff A reminded Unlicensad Staff K

This REQUIREMENT is not met as evidenced on the must of enforcing safety rules and
L:rr)?) il failed 10 i o envi N Immediately involving Management Staff if needed
e faciiity failed 10 provide a safe environmen . X
free of accident ! rds when, to articulate reasons to residents.
1. A safety needle, also sometimes referred to as
a safety syringe (a needle and plunger device that 2. Management Staff B rechecked the central 115/14
has a "puli-up” needle cover, which decreases the supply room and medication carts to ensure that

‘chancs of & nurse or someone else inadvertently

non-safety syringes have been totally put out of use.
piercing their skin) was not used during Y Sy Ol putouto

administration of insufin, in 1 random resident DSD made rounds in resident rooms in order to

(Resident 19), which created a hazard for a identify and remave similar hazards as that found in

needle stick injury and subsequent transmission Resident 5's aréa.

of infection or disease to the resident, visitors and

staff. A

2. Atowel was left on the floor, next to the bed, in 3 The.DS[.) " ser.vmea CNAS. on the must Of, 1122ij14
1 of 15 sampied residents (Resident 5), which identifying, immediately reporting, and/or making on io
created a fall hazard for the resident, visitors and the spot corrections, hazards in resident areas 215114
staff. ' including but not limited to clutters or abjects on
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" | Staff B was asked why some of the syringes were

VanishPoint Insulin Syringe. When Management

safety syringes and some were not, she stated,
"I'm not sure, i think a vendor probably left these
samples (pointing to the non-safety syringes that
can be recapped) and we are just using them.”
When asked about how the facility decides on
what type of patient care equipment is ordered
and used, Including syringes, she stated, "I'm not
sure how they are ordered.”

Management Staff B and Management Staff G

monthly quality assurance meetings.
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F 323 | Continued From page 19 F 323 floors, spilled liquids, loose baseboard, cracked tiles,
Findings: un-retracted bed cranks, and the like.
1. During an abservation on 1/14/14 at 11:52 The DON inf § .
a.m., In Resident 19's room, Licensed staff J h © bO md.o rmec‘t all LNs tn_a ! non-safety syringes 12314
administered an injection of Insulin {medication ave been discontinued and insiricted each fo o
that lowers blood sugar ) to Resident 19 and then discard of any non-safe syringe If any is left in the 211514
re-capped the needle with one hand (place the medication cart or central supply room. The DON in-
narrow orange cap back over the sharp end of serviced LNs on safety while passing medications
the needie). inciuding but not limited keeping the medication carts
The facllity policy and procedure titied "Needles locked at all times In between dispensing
and Cuts" Revised 6/12. documented, medicafions, sharps containers at safe levels, trash
"It is the policy of this facility that all personnel bin lids closed, and sanitizing of medication cart
must follow our facifity's fixed procedures to surfaces.
assist in preventing injuries caused by needle
sticks, sharp blades, broken glass, or other sharp . ) )
instruments or devices...To aide in preventing The Administrator in-serviced Department Heads to | 2/112/14
needie stick injuries, needles shall nct be do the same during daily environmental rounds using
recapped...” the Environmental Rounds Checklist
Quring an observation and subssquent interview : -
with Management Staff B on 1/15/14 at 3:10 p.m., 4. The Admmlstmtor,’ DON, DSD, a?ndlother 2114114
in the Central Supply Room, noted a box of more Department Heads will ensure continuing
than 20 packaged, unopened, safety syringes compliance during rounds using the Environmental
{abeled "Monoject Safety Syringe 1/2 mil. * In the Chacklist.
same box were 10, syringes that were not safety
i -Ca . : .
Syringes and can be re-capped, labsled *1 cc mi 5. System effectiveness will be évaluated during 3/6/14
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were interviewed, on 1/14/14 at 3:15 p.m,, in the
room behind the nursing station. Whan asked
about how the facility determines what patient
care supplies, including needles and syringes, ta
use, Management Staff G siated, “The corporate
office has a Safety Committee that meets
monthly and it's interdisciplinary, to prevent staff
injuries and resident injuries. The committee
decides on the products ali our bulldings
(facilities) will use. We decided all facllitias, and
this one, will use safety syringes since June 2013.
The facility orders the syringes and needles from
our corporate office...No, they shouldn't use those
non-safety syringes.” At 3:18 p.m., Management
Staff B stated, "I'l go through the supplies and get
rid of the syringes that aren't safety caps.” '

The facility policy and procedurs titled *Ordering
of Medial Supplies*, Revised 7/12, indicated that
the facility designee will do monthly inventory and
any supplies needed will be discussed with
[Management Staff B's title] for approval. Once
approved, the designee will submit the order list
to the corporate/vendor wabsite If needed.

On 1/17/14 at 2:34 p.m., Management Staff B
stated that there were no other policies or
procedures conceming the use of safety needles
in the facility. I

2. During an ohservation on 1/17/14 at 7:25 a.m.,
Resident 5 was asieep In his bed. There was a
white bath towel shaped in a circle, on the dry,
shiny floor next to his bed.

Review of Resident 5's Medical Record,
Damographic Sheet revealed he had diagnoses
including muscle weakness, Parkinson's disease
{progressive illness that impacts muscle
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" | eoardination and waiking), and dementia
(progressive iliness that impact's ability to think
and remember). .
During an interview on 1/17/14 at 7:28 am., in
Resident 5's room, when asked about the towel
on the floor, Unlicensed Sta¥ K stated, “Oh,
that's his preference, he likes #t there. He can
pick it up if he wants. We try to remove it but ha
puts it back.”
.During an interview on 1/17/14 at 7:33 am., in
Resident 5's room, when asked about the towel
on the floar, Management Staff A stated, *...Of
course it's not safe, we will try to get a long rug.
He thinks the floor is coid." '
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 F 364 - IDR requested on 2/17/14
85=F  PALATABLE/PREFER TEMP . }1
. lert resid ili
Each resident receives and the facility provides lntgrviews of alert residents througl"nout the facility |  1/16/14
tood prepared by methods that conserve nutritive regarding breakfast food temperature in response to
value, flavor, and appearance; and food that is Resident Council Mesting minutes identifying cold
palatable, attractive, and at the proper breakfast being served in Wing D as an ongoing
temperaturs. concern, have consistently resulted in a couple of
alert residents in Wing D stating that breakfast is
This REQUIREMENT is not met as evidenced delivered cold most of the time. To address this
by: concem, dietary staff announces via the facility's
Based on food production observation, resident public announcement system when each food cart is
and dietary sta_ff inte_r\news, and dleta(y d0f:ument ready to ensure that resident trays are delivered
review, the facility failed to ensure resident's vt food ; On fol
foods were prepared in a method that maintain promptly to preserve food temperalure. low-
palatability and safety when breakfast foods were up interviews, the Identified residents stated that
served at incorrect temperatures. breakfast femperature have somewhat improved but
have not improved enough.
This failure had the potential to compromise the
nutritional status of residents who are aiready
physically vulnerable. Foods served at incorrect
FOAM CMS.2567{02-99) Pravious Versiong Obsolste Event ID: BBXK

Facility (D: GAQ10000077 If continuation sheet Page 22 of 28




DEPARTMENT QF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/05/2014
FORMAPPROVED
OMB NO. 0938-0391

temperatures may be unappetizing and may
result in decreased food intake in residents
requiring adequate calories, protein and nutrients.
Meat and mitk served at incorrect temperatures
may lead to food borne iliness.

Findings:

During confidential interviews on 1/13/14 at 10:30
a.m,, multiple confidential residents complained
food was being served cold, especially during
breakfast.

Review of Resident Council Minutes, on 1/14/13, |

revealed multiple on-going complaints about cold ‘
food, dating back aimost cne year. The issue
was, “not resolved.”

During an observation of tray line on 1/16/14, a
small container containing sausage patties was
located on top of the steam table, notinit. A
container of pureed eggs was located inside the
steam table. The temperaturs of the sausage
during & test tray (food temperature just prior to
tray leaving kitchen) was 104 degrees prior to
leaving the kitchen. The temperature of the
pureed eggs was 133 degrees.

During an observation of breakfast tray line (food
preparation in which resident food trays move
along an assembly line to be filled) on 1/17/14 at
6:40 a.m., multiple bowls of catmeal coversd
with plastic lids were on gray serving trays,
Muthtiple trays of oatmeal bowls were located on
top of the serving istand, not on the steam table
(serving table that helps keep food warm). The
kitchen delivered food to residents on 4 separate

food carts. Dietary staff used the bowls of
oatmeal off the steam tabie in the first 3 carts.

F 364 During rounds at around 6:00AM on 1/16/14,
Administrator identified that there is only two hours to
warm breakfast plates, from the time dietary staff
clock in for work at 5:00AM to the start of breakfast
jat 7:00AM as compared o a 3 to 4 hour lead time for
unch and dinner. The Administrator instructed the
aintenance Assistant to install a imer for the plate
armer to ensure the same lead time for breakfast,

To also ensure that breakfast to be served in bowls
is kept warm, the Dietary Supervisor instructed the
dietary staff to serve breakfast items such as
oatmeal one food cart at a ime. The Dietary
Supervisor also instructed the staff to ensure that
E;inks such as milk are taken out of the refrigerator
close to serving time as possible to attain
recommended tray line serving femperature.

Follow-up resident interviews indicate that the
concem over ¢old breakfast is resolved.

2. The facllity incraased the number of Registered
Dietician hours from 8 to 20 hours per week to
gnsure ample resources for troubleshooting and
dietary staff development. The Dietary Supervisor is
no longer with the facility and the facility will ensure
that the successor is skilled in staff training,
supervision, troubleshooting, and sustained process
improvement.

3. The Registered Diefician In-serviced the dietary
staff on the must of ensuring that food and drinks are
served at recommended temperatures for all three
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The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authoritios; and -

(2) Store, prepare, distribute and serve food
under sanitary conditions

followed through with daily procedures and
meintained the sanifizing solution according to
manufacturer's guidelines hy testing the
concentration prior fo use, discarding the solution
that did not meet the guideline, and refilling bucket

004 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'R PLAN OF CORREGTION 01
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F 364! Continued From page 23 F 364 |meal servings. To accomplish uniformity and
Dietary staff used catmeal located inside the consistericy, 1) set-up such as lsad time for the
steam table on the 4th food cart. Management plate warmer and steam table temperature must
Staff IP testgd one bowl of oatmeal at 7:21 a.m. " |also be uniform and consistent and 2) processes,
and the reading was 133 degrees Fahrenhsit o ina bows of Lirom th
prior 1o leaving the kitchen. such as serving bowls o 'oatmea rorm the steam
table one food cart at a ime and taking drinks such
During an interview on 1/17/147:50 a.m., as milk from the refrigerator as close o serving time
Management Staff P stated staff were expected as possible, must be followed at all times.
to oniy fill enough bowis for the 1st food cart.
During an interview and concurrent test tray The in-service included a post-test.
(random testing of a food tray to determine
temperature and palatability) on 1/17114 at 7:34 4. The Registered Dietician and Dietary Supervisor | 2/14114
g.m., the ttgmferaturetof th; oatm;al was 116 will ensure continuing compiiance by supervising
egrees, the temperature of pureed eggs was . , ) )
116 degrees and the temperature of & small and observmg! tray line. The lAdmInIstrator will
Staff P stated the oatmeal was " luke-warm® and sample lrays to ensure to same.
pureed eggs were "uke-warm.*
) g 5. System efiectiveness will be evaluated durin
Review of faclilty document titled, “Mesi Service® mont};xl vality assurance mestings 9. yorid
(dated 3/13) revealed food temperatures will be y quailty gs.
served on tray line at recommended
temperatures and indicated the following
temperatures: Meat 155-160 degress, eggs 145 -
155 degrees, milk 41 degrees or fess. F 371 - IDR requested on 2/47/14
F 371 | 483.35()) FOOD PROCURE, F3mn
ss=F | STORE/PREPARE/SERVE - SANITARY .
1. Unlicensed Staff C and Management Staff P 1115114
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