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on April 25 through26, 2007. The following 
deficiencies were basedon record review, 
observations,and interviewswith facilitystaff. 
The sample included 15 residents based on a 

.) censusof 60 residents on the first dayof survey. 
F 278 483.20{g) - (j) RESIDENT ASSESSMENT 
SS=D 

The assessmentmust accurately reflect the 
resident's status.. 

A registerednurse must conductor coordinate 
each assessmentwith the appropriate 
participation of health professionals. 

A registered nurse must sign and certify that the . 
assessment is completed. 

Each individual who completesa portion of the 
assessment must sign and certify the accuracyof 
that portionof the assessment. . 

Under Medicareand Medicaid, an individual who 
willfullyand knowingly certifies a materialand 
false statenient in a resident assessment is 
subject to a civil moneypenaltyof not more than 
$1,000 for each assessment; or an individual who' 
willfully and knowingly causes another individual 
to certifya material andfalse statement in a 
resident assessmentis subject to a civil money 
penaltyof not more than $5,000for each 
assessment. . 

I Clinical disagreementdoes not constitute a 
materialand false statement. 

This REQUIREMENT is not met as evidenced 

F278 
F278 - Plan of Correction 
A review ofResident's #4 's record 
revealed that Section £4 on the 
quarterly MDS was not codedfor 
wandering behavior within the last 7 
days. 

1. Corrective Action for specifically' 
identified Resident #4 
Resident #4's record was reviewed and 
t?e next MDS will be coded correctly. 

04/27/07 

2. How to identify other Residents at 
risk: 
Reviewed MDS for accurate coding for 
all Residents who wander. . 04/27/07 

3. Corrective Action and Systemic 
Changes: 
All interdisciplinary team members who 
complete portions ofMDS 
in-serviced on MDS coding and 
documentation accuracy. for wandering. 

05/08/07 

(continued next page) 

TII'LE IX6) DATE 

I . ..• . - ffi\V\\<;trrrl%  
Any deficiency statement ending with an a erisk (.) denotes a deficiency which the institution may be excusecI from cOmlctlng providing it is detennined that 
pther safeguards proVide sufficient protection 10the patients. (See Instructions.) Except for nursing homes, th " findings slated above are disclosable 90 days 
following the date of survey whether or not 8 plan of correction is provided. For nursing homes, the above find ings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If defICiencies are cited, an appro\  plan of correction is requisite to continued 
program participation. 
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F278 Continued From page 1 F218 (con'd) 
by: 4. Monitori 
Based on staffinterview and record reviewof one Wanderingb 
(1) of 15 sampledresidents, it was determined monitored b 
that facilitystaff failed to accurately code the team using w 
Minimum Data Set (MDS)for Resident # 4 ' s cross-checki _... behavior of wandering. entered. An 

.. corrected an .t', 
the findings include: 

'-
A reviewof Resident# 4's.recordrevealed a 
quarterly MDS was completedon March6,2007. 
Section E4 (Behavioral Symptoms) was not 
codedfor wanderingbehaviorwithinthe last 
seven (7) days, 

According to the MDS 2.0 User's Manual, page 
3-29; The AssessmentReference Date (ARD), is 
the specificend-pointof the assessment process. 

According to a nurse's note of February 25, 2001' 
at 1:25 PM, "Resident was seen byone of the 
employees walking outside and sat on theground 
near the driveway position on buttocks ... It . 

.- A face-fa-face interview was conducted with the 
.. AssistantDirectorof Nursingon April 26, 2007 at 

.  -, 3:00 PM. He/Sheacknowledged that Resident # . 
4's MDSwas not codedfor wandering. The 
recordwas reviewed April 26, 2007. 

F 280 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE F 280 F280 - Plan 
SS=D CARE PlANS A review ofth 

1/25/07 reveal 
The residenthas the right, unlessadjUdged goals and app 
incompetent or otherwise found to be prevent falls fiincapacitated under the laws of the State, to 
participate in planning care and treatment or 

I (continued nex changesin care and treatment .. 
I 

A comprehensive care plan must be developed 
I I 
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F 280  Continued From page2 
within7 days after the completion of the 
comprehensive assessment; prepared byan 
interdisciplinary team, that includes the attending 
physician, a registered nursewith responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the residents needs, 
and, to the extent practicable, the  of ' " the resident, the residents familyor the residenfs 
legal representative; and periodically reviewed 
and revised by a teamof qualified persons after ,-
each assessment  

This REQUIREMENT is not met as evidenced 
by: 
Basedon record reviewand staff interView for 
one (1) of fifteen sampledresidents, it was 
determined that facilitystaff failed to update a 
care plan for Resident#2 aftera fall. 

-

The findings include: 

According to a nurse'snoted dated January 11, 
2007at 7:00AM, Resident #2 sustained a fait that 
resulted in an abrasion over the righteye. 

A review of the fall care plan datedJanuary 25, 
2007, revealed that there were no newgoalsand 

, appr.oaches initiated to preventfalls,-
, , 

A face-to-face interview was conducted with the 
Acting Directorof Nursing(ADON) on April 26, 
2007 at 10:30AM. He/shestatedthat the 

Iresidentwas on the restoratlveprogram prior to 
the fall and continuedon the program after the 
fall. He/sheacknowledged that therewereno 
new goatsand approaches initiated after the fall. 
The recordwas reviewed on April 25,2007. 

F 363 463.35(c)MENUSAND NUTRITIONAL -
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DEFICIENCY) 

I
(con 'd) 
1. Corrective Actionfor specifically 
identified Res dent #2 
Resident #2's Care Plan was reviewed and 
new goals and approaches for fall' 05/08/07 
preventionwere added. 

2. How to id entify other Residents at 
Risk: 

I  Care Plans for all Residents with incidents 
of falls were re viewed for goals and 
approaches to prevent incidents of falls. 06110/07 

I
3: Corrective Action and Systemic 

i Changes: 
Nursing staffin-serviced on updating and 

I setting new go aIs and approaches in 
I Resident Care PIan for all Residents with 0908/07 

incidents of fal1s. 

4. Monitoring:  
Random quarte rly audit of 10% of  
Resident Falls Care Plans by DON or 
designee. Findings incorporated into 

" 

6/10/07 
nursing QA rep ort. 

I 
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F 363 Continued From page 3 F 363  
SS=D  ADEQUACY 

Menusmustmeet the nutritional needsof  
residents in.accordance with the recommended  
dietaryallowances of the Foodand Nutrition  
Board of the National Research Council, National  
Academyof Sciences; be prepared in advance;  
and be followed. ,  

This REQUIREMENT is not met as evidenced  
by:  
Basedon observations duringthe surveyperiod,  
it was determined that the diet manualusedby  
the facilitylacked nutritional information for food  
items for renaldiets. This finding was based on  
interviews and record reviewwith the dietitian and  
food servicedirector.  

-

The findings include: 

The facilitY's diet manua/lackedspecific  
nutritional information on foods for renaldiets that  
were restricted .torpotassium, protein, ,  
phosphorous andsodium. In addition, the  
manual lackedinforma'tion on foods thatwete  
allowed for renal diets in one (1) ofone (1) renal  
diet manualobservation at 2:15 PMon April 25,  

.. 2007. 
F 364  

SS=D  
Each resident receives and the facility provides  
food prepared by methods that conserve nutritive  
value, flavor, and appearance; and food that is  .ipalatable. attractive, andat the proper  

; temperature. '. ,  
I  

483.35(d)(1 )-(2) FOOD F 364 

IThis REQUIREMENT is not met as  , 
I  '. 

PROVIOI ,R'SPLANOF CORRECTION 
(EACHCOF RECTIVE ACTIONSHOULDBE 

CROSS-REFE  TO THEAPPROPRIATE 
DEFICIENCy) 

F363 - Pian of Correction 
Facility diet manual found to lack 
specific nutrz itional information on 
foods for renal diets, 

1. Immediate Response 
SupplementaI diet manual ordered by 
facility. 

2.Corrective Action 
Diet manual w as amended to include 
supplemental materials regarding 
renal diet. 

3. Systemic Changes 
Registered D ietitian in-serviced Food 
Serviceand Nursing Staff on changes 
to diet manu a1. 

,  4. Monitoring 
Registered D ietitian will evaluate 
future menu updates to ensure they 
comply with amendment to diet 
manual and will report on compliance 
at Quarterly M eetings. 

F364 - Pian of Correction 

I Pureed entr ees on tray line lacked 
sufficient th ickener.I 
(continued n extpage) 

I 
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-
F 371  
SS=D  

by: .IBasedon observations duringthe surveyperiod,
Iit wasdetermined that two (2) pureed entreeson . 
1 the tray line lacked sufficientthickener. These 
observations were made in the presence of the  
dietician and the FoodServiceDirector.  

The findings include: 

Pureedtuna and potatosalad on the tray line  
during the lunch mealwere observed to havea  
thin. watery consistency. At the time of Uiis  Iobservation, the dieticianacknowledged that the 
pureed tuna and potatosalad lackedsufficient Ithickenerand was not the properconsistency for 
residents requiringa pureeddiet in two (2) of 

I three (3) puree entree observations at 11 :45 AM 
on AprH 25,. 2007.  
483.35(i)(2) SANITARY CONDITIONS - FOOD  
PREP& SERVICE  

The facility must store, prepare, distribute, and 
servefood undersanitaryconditions. 

This REQUIREMENT is not met as evidenced 
 - . 

Basedon observations duringthe surveyperiod, 
it was determined that dietary services were not 
adequate to ensure that foodswere prepared and .. served in a sanitarymanner as evidenced by: 
soiled cooking· hood and deep fryer, and clean 
cookingvessels storedon a soiledand rusty 

.. metal shelf. These findingswere observed in the I 
presence of the Food ServiceDirector. 

The findings include: ! 
I 
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F 364 (can 'd) 

, 

1. Immediate Response 
Consistency for entrees identified was 
corrected. 
2. Corrective Action 
Mixture was corrected on all puree 
entrees. 
3. Svstemic Changes 
All Cooks an d Management Staff were 
in-serviced 0 n correct consistency for 
puree diets. 
4. Monitoring 
Registered D ietitian will observe 
puree diets d uring weekly meal 
rounds and w ill report at Quarterly 
QA 

F 371 
F371 - Pia n of Correction 
Hoods soiled with grease and dust; 
deep fryer soi led with food/grease; 
shelfover wa sh sink soiled and rusty. 

1. Immediate Response 
Cooking hoo d and deep fryer cleaned; 
rusty shelf re moved and will be 
replaced. 

2. Corrective Action 
Weekly round s by Supervisors and 
Director ofFood Service to ensure all 
equipment is c lean and free of rust. 

(continued ne xt page) 
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F 371 (con 'd) F 371 Continued From page5 

3. Systemic Changes 1. The interiorand filtersurfaces of a cooking 
In-service all Dietary Staff on how to hood located over food preparation areas were 
properly clean hoods, fryer and shelf and soiled with grease anddust in one(1) of one(1) 

05/31/07check for grease, rust and dust in food cooking hoodobservation at 8:45AM'onApril25, 
area.,- 2007. 

2. The interiorpanels and outersurfaces of a 4. Monitoring 
deep fryerweresoiled with accumulated food and ' 
grease in one (1) of one (1) deepfryer 

Food Service Director will monitor 
weekly and report at QA. 

05/01/07 

observation at 8:50AM on April 25. 2007. 

3. Cleancooking vessels thatwereready for 
re-use were stored on a  and rusty shelf 
over thewashsink in one (1) of one(1) 
.observation at 9:00 AM on ApriL25, 2007. 

F 514 483.75(1)(1) CLINICAL RECORDS r= 514 F514 - Plan ofCorrection 
SS"'D 

The facility must maintain clinical records on each 
resident in accordance withaccepted professional 
standards and practices that are complete; 
accurately.documented; readily. accessible; and 

It was determined that facility stafffailed 
to write a complete description ofan 
attempted elopement incidentfor Resident 
#4. 

systematically organized. 
1. Corrective Action for specificaily 

The clinical record mustcontain sUfficient identified Resident #4 
information toldentify the resident; a record of the Documentation of Resident 
resident's assessments; the planof careand, #4"s attempted elopement was 
services provided; the results"ofany' . clarified with the team and' 
preadmission screening conducted bythe State; documented accurately in 05/17/07 
and progress notes. Resident's chart. 

(continued next page) 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review for 
one (1)'of15 sampled residents, it was 
determined that facility staff failed to write a . . 
complete description of an attempted elopement 
i':!cident fpr Resident #4. 
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F 514 Continued Frompage6 F514 
The findings include: 
A reviewof Resident # 4 I S record revealed the 
following nurses' note: 
February 25,'2007at 1:25 PM, "Resident was 
seen byone of the.employees, walking outside 
and sat on the groundnear the drivewayposition 

 . on buttocksalert andverbally responsive, denies . 
pain, able to ambulate to facility with assistance 
of staff members ...small skin tear to (rt) [right] 
knee, no other bruises ...Alarm on leg in place ... " 

A telephone interview was conducted on May3, 
2007 at 12:30PM with the Assistant Director of 
Nursing and the charge nurseon dutythe 
afternoon of the elopement 

The chargenurse stated, " ...the resident had a 
functioning Wanderguard on Jeg. The alarm 
buzzed when [resident] approached thesensorby 
the administrator ' s office. Staff memberfollowed 
after resident insisted on leavingthrough the front 
door.The receptionist assisted in calling for more 
help.The resident exited through the frontdoor Iand sat on [hislher]buttocks. [Resident] accepted 
staff assistance to return to the nursing unit. .. 
The AssistantDirectorof Nursing acknowledqed 
that the'nurse' s notefailedto include a complete I 
description of the incidentas it'occurred. 

The nurse •s notewas not inclusive of the "I 
circumstances leadingto the discovery"of the I 

residentin the driveway. The record was  
reviewed April 26, 2007  

I  
I  

--'--------PROVIDE  PLANOF CORRECTION 
(EACHCOR  ACTIONSHOULDBE 

CROSS-REFEIENCED TO THEAPPROPRIATE 
DEFICIENCY) 

(con 'd) 
2. How to identify other Residents at  
Risk:  
All Residents records who have attempted  
elopement were reviewed for accurate  
documentation.  

3. Corrective Action and Systemic  
Changes:  
Staff in-serviced on documentation in  
Resident's clinical record, to be all- 
inclusive with complete description of any  
incident ofattempted elopement.  

4. Monitoring:  
Random audits of 10% ofResidents ,  
records for accurate documentation by  
DON (or designee) and findings reported  
at QA meetings.  

(X5) 
COMPlETION 

. DATE 

05108/07 
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