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The facility must promote care for residents in a Z v .

manner and in an environment that maintains or Corrective Action for ldentified

enhances each resident's dignity and respect in fuil Residents

recognition of his or her individuality. In-services were held with the facility

staff during the month of April about
This REQUIREMENT is not met as evidenced by: speaking foreign language during the
Based on a confidential individual interview and care of residents.

review of resident council meetings notes, it was
determined that the facility did not provide care for
residents in a manner and in an environment that
maintained or enhanced each resident's dignity and
respect in full recognition of his or her individuality.

Identification of Residents with Potential
to be Affected

Any resident has the potential to be
affected by this issue.

Measures to Prevent Reoccurrence
The general arientation for all new
employees will include a discussion of

Findings include:

Review of resident council meeting notes dated this issue as part of resident rights.
2/18/03, it was docurmented that CNA's (certified
nurses assistants) are not speaking English at all Continued Monitoring/ Quality
times to the residents. Assurance
A random weekly monitoring of the care
Further review of resident council meeting notes provided by Spanish speaking C.N.A.’s
dated 3/4/03, it was documented that the English was will be preformed for 3 weeks beginning
"not clear, thick accents”, "[staff}does not understand the week of 5/12/03. See attached form
what residents are trying to say”. “Monitor — Use of Foreign Language
While Caring for Residents”. On going
During a confidential interview on 4/8/03 at 2:55 PM quality assurance will consist of
the resident stated that the Spanish speaking staff monitoring 2 times per month for three
would speak Spanish when caring for her. The months. The findings will be reported to
resident stated that she did not like this and it made the Per:fonnance Improvement
her feel uncomfortable because she did not know if Committee for analysisand
they were talking about her. recommendatigns for dny furttier action
needed. 50 Ct T %{d&a
MAY 2 1
F242| 483.15(b) QUALITY OF LIFE F242 RN R A
SS=E R Y AR N

The resident has the right to choose activities,
schedules, and health care consistent with his or her

LABORATORY DIRECTOR'S OR PROV]I)ER!SUP .REPRESENTATIVE‘S SIGNATURE TITLE (X6) DATE
ﬁ 7 Mte ADMINISTRAT O = 54-03

Any deficiency statement ending with an asterisk (‘{ denotes a deficiency which may be excused from correction providing it is determined that other safeguards provide sufficient
protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable within i4 days after such information is
made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation,

CMS-2567L 112000 EventID:  MR6MI11 Facility [D:~ UT0076 If continuation sheet 1 of 48




 DEPARTMENT OF HEALTH AND sJUM.  SEKRVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES 2567-L
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING .
465072 4/10/2003

dbaeias. L

TR VS

FORM APPROVED

NAME OF PROVIDER OR SUPFPLIER

ARLINGTON HILLS CARE CENTER LL

STREET ADDRESS, CITY, STATE, ZIP CODE
165 SOUTH 10TH EAST

SALT LAKE CITY, UT 84102

FROVIDER'S PLAN OF CORRECTION

with members of the community both inside and
outside the facility; and make choices about aspects
of his or her life in the facility that are significant to
the resident.

This REQUIREMENT is not met as evidenced by:

Based on observations, individual interviews and a
confidential interview with a group of alert and
oriented residents, it was determined that for 1 of 18
sample residents and 4 additiona)l residents the
facility did not allow the residents the right to make
choices about aspects of their life in the facility that
was significant to them. Specifically, residents were
served foods that the residents had informed the
facility that they did not like. Resident identifiers: 6,
25,30, 42, and 45.

Findings include:

Resident 6 was an 82 year- old readmitted to the
facility on 1/7/03. Diagnoses included nausea,
constipation, cerebral vascular accident, hypertension,
non- insulin dependent diabetes mellitus, anorexia,
back pain, depression and Hodgkin's disease.

The summary of nutriticnal findings documented on
1/8/03 that resident 6 "...Wants extra margarine/
butter with meals to increase kcals. (calories) Monitor
weights, skin, labs, intake, blood sugars.”

Observations of resident's 6's breakfast meal on
4/7/03 revealed french toast and hot cereal served
with 1 pat of butter and a packet of syrup

Resident 6 did not receive extra butter on breakfast
and lunch meals observed on 4/7/03, 4/8/03, 4/09/03
and 4/10/03.

Corrective Action for Identified
Residents

The likes and dislikes for Residents 25,
30, 42, and 45 have been reviewed and
diet cards updated by 5/13/03.
Resident 6 has been discharged.

Identification of Residents with Potential
to be Affected

Any resident with the ability to take
nutrition by mouth has the potential to
be affected.

Measures to Prevent Reoccurrence

An in-service was held on 5/12/03 with
all dietary staff to review tray line
accuracy for resident likes and dislikes.
This in-service was given by the
consultant Registered Dietition (RD) and
the Dietary Manager.

Continued Monitoring/ Quality
Assurance

As follow-up to this in-service, the
Dietary Manager has audited 1 meat
each day (5 days per week) for 3 weeks
to ensure that the dietary staff is
adhering to resident preferences (form
526). As ongoing quality assurance, the
tray line is audited by the Dietary
Manager 1 meal per week to ensure
accuracy (form 526). The Consulting
RD also monitors tray line accuracy
during a monthly visit and reviews
findings with the Dietary Manager and
Administrator during the exit interview.
The Dietary Manager is responsible to
perform the audits and report her
findings to the Administrator on a weekly

HHID SUMMARY STATEMENT OF DEFICIENCIES D [0.0)]
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interests, assessments, and plans of care; interact o\l/l\,’&
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Resident 6 was interviewed on 4/8/03 at 7:00 AM.
Resident 6 stated that she was supposed to get all the
butter she wants but was not receiving it with her
meal trays. She also stated that she "regularly”
receives fish on her tray and she has specifically
requested not to get fish. She stated that when she
gets it she will not eat it and if she asks for a
substitute she will get peanut butter and jelly which
she does not eat either.

Observations her lunch tray card on 4/8/03
documented fish under the dislikes section.

Resident 25 was observed on 4/9/03 to receive rice
with his lunch meal. Observations of his lunch tray
card documented rice under the dislikes section.

In an interview with resident 25 on 4/9/03 he ststed
that he "always" gets rice and he does not eat it. He
stated that he has complained but nothing has
changed.

In an interview with resident 45 on 4/8/03 she stated
that she dislikes fish and gets it every time they serve
it. She stated that she will ask for some thing else
every time and receives an "awful” sandwich in its
place,

In a confidential interview held on 4/8/03 with a
group of alert and oriented residents 7 out of ten
residents stated that they receive food that they have
requested not to get. During this meeting the
following residents were more specific:

Resident 30 stated that he has requested not to get
meatloaf or any thing that resembles it and always
getls ground beef patties that he cannot eat. He stated
that the substitutes are always "a lousy sandwich” |

F242

is being used to monitor tray line.
Findings will be reported to the

for analysis and recommendations.

basis. The Meal Inspection (form 526)

Performance Improvement Committee
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Resident 42 stated that the kitchen sends food that he CARE
is allergic to or foods he does not like. He stated that
he has told them many times and nothing changes. Corrective Action for Identified
Residents
A consulting firm with an excellent track
SS=H oL \05 consuitant dietitian services.
|
Based on a resident’s comprehensive assessment, the 6\1’ Y
facility must ensure that a resident maintains f(’) ' Resident 5 was assessed by the RD on
acceptable parameters of nutritional status, such as 41 1{’03 regarding depleted albumin,
body weight and protein levels, unless the resident’s multiple pressure sores, tube feeding,
clinical condition demonstrates that this is not and significant weight loss. Form 103
possible., was used for this assessment.
Recommendations were made to
This REQUIREMENT is not met as evidenced by: ?g;s)ing for nutritional interventions (form
Based on clinical record review and staff interviews, )
it was dgtermineq th.lt the facility did not ensure that Resident 31 was assessed by the RD
each resident maintained an acceptable parameter of on 4/10/03 regarding mildly depleted
nutritional status as evidenced by 5 of 18 sampled albumin, multiple pressure sores (),
residents who experienced significant weight loss and and significant weight losses. Form 103
did not have adequate dietary interventions was used for this assessment.
implemented to prevent further weight decline. Recommendations were made to
Resident identifiers: 3, 5, 6, 31, and 56. Additionally, nursing for nutritional interventions (form
3 of 18 sampled residents with pressure sores and/or 107).
low albumin (a protein and indicator of nutritional _
status) levels did not receive adequate dietary Resident 56 was assessed by the RD
interventions implemented to increase protein in their on 5/1/03 regarding severely depleted
diets to help improve the albumin levels and prevent albumin, multiple pressure sores (3),
further protein depletion. Resident identifiers: 8, 17, and significant weight losses. Form 103
and CR2. was used for this assessment.
Recommendations were made to
Calculating weight loss percentages is done by r;g;s)mg for nutritional interventions (form
subtracting the current weight from the previous '
weight, d.Md.mg the dlffcrf?nc‘.n' by the previous weight Resident 3 was assessed by the RD on
and multiplying by 100. Significant weight losses are 4111/03 re :
i . garding severely depleted
as follows: 5% in one month, 7.5% in 3 menths and albumin, malnutrition, and significant
10% in 6 months. (Reference guidance: Manual of ! !
CMS-2567L 112000 EvemtID:  MR&M11 FacliyID:  UTO076 If continuation sheet 4 of 48
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Clinical Dietetics, American Dietetic Association, 6th welgh! loss. ReS|dent. 3 was no tonger
iti receiving TPN at the time of this
edition, 2000).
assessment. Form 103 was used for
. ) . this assessment. Recommendations
AI.I alb.umm level O.f 3.0 gl.dl'3'5 g/dl is msmered a were made to nursing for nutritional
mild visceral protein deficit and an albumin level of interventions (form 107)
2.4 g/dl-2.9 g/dl is considered a moderate visceral '
protein deficit; any level below 2.4 g/dl is considered Resident 8 was assessed by the RD on
a severe deficit. Reference Guidance: Manual of 4/21/03 regarding significant weight
Clinical Dietetics, American Dietetic Association, 6th losses and vegetarian diet. Form 103
edition, 2000, page 22. was used for this assessment.
= o Recommendations were made to
The facility was found to be providing sub-standard nursing for nutritional interventions {form
quality of care (a pattern of actual harm) in this area. 107). Likes and dislikes were reviewed
with resident 8 on 5/9/03.
Findings include:
Resident 17 was assessed by the RD
1. Resident 5 was re-admitted to the facility from the on 4/15/03 regarding _mu]tiple pressure
hospital on 2/26/03 with diagnoses which included, sores, fracture, and significant weight
insulin dependent diabetes mellitus, congestive heart losses. Form 103 was used for this
failure, renal failure, hypertension, B-complex assessment. ‘ Recommgpdattons were
deficiency, urinary tract infection and gastritis. made to nursing for nutritional
interventions {form 107).
Resident 5 had a gastrostomy tube (G-tube} in place .
and received all of her nutrition via this tube. She ‘ :’ﬁ%l:%%n::g;%sinzs;eﬂsdsl;?jggléT: dRD on
was NPO (receiving nothing by mouth). albumin, pressure sore, and significant
. , , . weight loss. Form 103 was used for this
Resident 21's medical record was reviewed on 4/7/03. assessment. Recommendations were
. . . L made to nursing for nutritional
The .f(_)llomng albumin (a protein and indicator of interventions (form 107). Supplements
nutritional status) level was documented: administered by nursing are now
. recorded in ¢c’s in the Medication
2/28/03 2.1 g/d] (grams per deciliter) Administration Record (MAR). The
Special Nutrition Program has been
Resident 5's albumin level indicated a severe implemented in the facility and is
depletion of the visceral protein stares. The normal recorded as part of the total meal
reference range, according to the lab use by the percentage. Resident 6 has now been
facility, was 3.3-4.8 g/dl. discharged.
Resident 5's admission assessment, dated 2/26/03,
CMS-25671., 112000 BvemtID:  MR6MI11 Facility ID:  UT0076 If continuation sheet 5 of 48
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completed by facility nursing staff, was reviewed on Liegtflff;ftlgglgg ?;Z’;t?lesfoﬂgfxs r:?
4f7103. A facility nurse documented that resident 5 P ——— g
had six pressure sores which included unstageable -
pressure sores to coccyx area, a left groin wound, a Every resident in the facility was
right flank wound, bilateral heel pressure sores with assessed by a clinical registered
bilateral wounds to the feet. In addition, it was dietitian using the Nutritional Risk
documented that resident 5 had two surgical wounds. Review (form 103). This was complete
5/6/03. Recommendations were made
On 4/7/03, resident 5's weight record was reviewed. to nursing for nutritional interventions
The following weights were recorded: (form 107). Al nutritional assessments
are completed using the consulting
2/28/03 157.0 ibs. (pounds) firm’s Clinical Charting Handbook and
3/17/03 143.4 1bs. Best Practice Guidelines, which follows
3/24/03 148.7 lbs. ADA Guidelines and new policies and
4/1/03 148.3 1bs, procedures.
Between 2/28/03 and 3/17/03 (17 days) resident 5 had Per the facility’s new policy and
a weight loss of 14 1bs., or 8.66%. pro_cedures._ all.nutntlonally high risk
residents (significant weight changes,
On 2/26/03, the dietician completed an initial pressure sores, ab_normal nutritionally
assessment, which estimate%DrLsidf]i 5's caloric needs relgted labs, dialysis ar;jd tube fed
to be 1699 calories a day and her protein needs to be ;stlgzné? ?f?"?]sfggie Nal:tlrﬁ?:rtgonthly
57-71 gms (grams) daily. RESI.den.t 5's numqmal_ _interventions for weekly significant
needs were calculated by multiplying her weight in weight changes are completed by the
kilograms, 71.4 kg, by a 1.1 injury factor for her dietary manager and cosigned by the
calories and a 0.8-1.0 protein factor for her protein RD. All nutritionally high risk residents
needs. The nutrition assessment form used by the are also reviewed at least once per
facility recommended that a 1.2 injury factor be used month in the facility's weekly skin and
when a resident has undergone minor surgery and a weight meeting. Minutes are kept using
1.6 injury factor be used when the resident has major form 105.
sepsis. It should be noted that resident 5 had a
urinary tract infection. The nutrition assessment form Initial, annual and change-of-condition
used by the facility recommended that a 1.2-1.5 gram nutritional reviews {form 103) are
protein factor be used to calculate protein completed by the dietary manager and
requiremnents when the resident had a decubitus ulcer. cosigned by the RD. Quarterly
Using the factors from the assessment sheet a caloric progress notes are completed by the
range of 1853-2471with a protein range of dietary manager and are cosigned by
86-107gms. should have been used for her energy the RD when a hlgh risk condition exists
needs.
CMS-2567L 112000 BventID:  MR6MI11 Facility ID: ~ UT0076 If continuation sheet 6 of 48
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all significant weight changes, pressure
The ADA(American Dietetic Association) suggested gores? abnormalen%tritiona[?y reIZted
nutrition interventions for older adults recommends a labs, dialysis and tube fed residents).
minimum protein intake of 1.2-1.5 g/kg or up to Best Practice Guidelines are followed
2g/kg with muitiple or highly exudative ulcers and an for all nutritional assessments to ensure
energy intake of 30-35 keal/kg. Reference Guidance: that adequate calorie, protein and fluid
Manual of Clinical Dietetics, American Dietetic factors are used in the calculations.
Association, 6th edition, 2000, page 151. These guidelines also specify
appropriate recommendations for
The nutritional recommendations made by the facility various conditions. Recommendations
dietitian for resident 5's condition were not adequate are made to nursing for nutritional
to meet her energy or protein needs. interventions (form 107).
A nutrition progress note, dated 3/20/03, documented Continued Monitoring/ Quality
resident 5's weight at 143 1bs. The RD documented %stmhe monthly consultant RD
. - il . . pa
lslfé gﬁ;ﬂ;ﬁ;ﬁﬁ;‘;ﬁfﬁ.ﬁ;ﬁg f;%f?; Weight. visi, the RD reviews Nutrition At Risk
multiplying her weight in kilograms, which was 65.2 (NAR) m_lnutes to snsure tha.t the weekly
by 28 calories per kilo " She further doc ted NP_\R (skin and weight) meetings are
Y aries pe; grarm umen
that resident 5 was receiving Nepro (a tube feeding being conducteq_approprlately. The s
. L . Consultant Dietitian reviews her findings
formula designed for people with kidney disease) at with the Dietary Manager and
45 cc (cubic centimeters) an hour for 21 hours. She Administrator during the exit interview.
documented that this would provide 948 cc daily and
provided 1896 calories. There was no documented Findings will be reported to the
evidence that the RD completed a new nutrition Performance Improvement Committee
assessment to determine the protein needs for resident for analysis and recommendations.
5 despite the fact that she was admitted to the facility
with 6 pressure sores and two surgical wounds and
had a significant weight loss since admission. Nepro
at 43 cc an hour for 21 hours provides 945 cc, 1870
calories and 65.3 grams of protein.
2. Resident 31 was an 85 year-old male admitted to
the facility on 12/18/00 his diagnoses included
constipation, dementia, anemia, angina,
hypothyroidism, hyperlipidemia and peptic ulcer.
A review of resident 31's medical record revealed the
following weights:
CMS-2567L 112000 EventID:  MR6Mi1 Faciliy ID:  UT0076 If contmuation shest 7 of 43
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10/7/02 119 lbs.
10/14/02 117.0 Ibs.
10/21/02 114.0 ibs.
10/28/02 114.0 1bs.
11/4/02 115.0 1bs.
11/11/02 114.5 ibs.
11/18/02 115.0 Ibs.
11/25/02 108.0 Ibs.
12/9/02 104.0 lbs.

Between the months of October 2002 and December
2002 (2 months) resident 31 lost 15 1bs. (12.60%)
which was significant.

Between 11/18/02 and 12/9/02 (22 days) resident 31
lost 11 pounds (9.56%) which was significant.

A review of resident 31's weights revealed a weight of
104.0 1bs documented on 12/9/03. Resident 31 was
74% of the low end of his ideal body weight which
according to the American Dietetic Association is an
indicator of severe malnutrition. Reference Guidance:
Manual of Clinical Dietetics, American Dietetic
Association, 6th edition, 2000, page 15.

A lab dated 11/5/02 documenied an albumin level of
3.3g/dl. A normal level documented by the lab is
3.4-4. 8g/dl.

A nutritional assessment dated 12/30/02, documented
the weight for resident 31 was 106 Ibs and that the
ideal body weight was 142 Ibs (74% of his ideal body
weight ). The registered dietitian calculated his
energy needs using an injury factor of 1.2 and a
protein factor of 1.0. There was no documentation of
the low albumin lab level or the significant weight
loss in the factoring of his nutritional needs.
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A review of resident 31°s medical record revealed a
pressure ulcer record dated 1/30/03. A stage II
pressure sore on resident 31's left hip was
documented on 1/30/03. A stage I pressure scre on
resident 31's back was documented on 2/1/03.

A physician telephone order dated 2/6/03,
documented to add shakes with Junch and dinner.

Observations of resident 31's lunch meal on 4/8/03
and 4/9/03 revealed no shakes served with his meal.

3. Resident 56 was a 78 year-old male re-admitted to
the facility from the hospital on 12/11/02 with
diagnoses of urinary tract infection, pneumonia,
hypertension, constipation, seizures and angina.

A review of resident 56's medical record was done on

A review of resident 56's weight reveled:
11/25/02  187.01bs
12/2/02 179.0
12/16/02 1700
12/23/02  176.0
1/6/03 174.0
1/13/03 172.0
1/27/03 175.0
2/11/03 172.0
2/18/03 162.0
2/25/03 160.3

3/5/03 158.0
3/10/03 156.0
3/17/03 155.4

Resident 56 lost 31.6 1bs. (17.11%) in 4 months,
which was significant.

A review of his discharge notes from the hospital
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revealed a nutritional assessinent dated 12/10/02, The
documentation revealed an albumin level of 2.6 g/dl.
The protein needs of resident 56 were estimated at
94-104 gms, and kcal needs estimated at 1866-2239.
These needs were based on a protein factor of 1.2-1.4
due to a moderately depleted albumin and an energy
factor of 1.2 for mild infection.

A review of resident 56's dietary notes revealed a
nutritional assessment dated 12/12/02. The
documentation did not evidence that the facility
dietitian re-assessed his nutritional needs based on his
significant weight loss. There was no documented
evidence that dietary interventions were implemented
to increase calories in resident 56's diet. Resident 56's
weight had been on a downward trend since
November 2002.

A review of resident 56's January 2003 physician
re-certification orders documented a diet order
ardered on 12/11/02 for a regular diet.

A review of resident 56's weight and skin review
dated 2/7/03, documented a pressure ulcer on the
buttocks and the right heel. The weight and skin
review dated 2/26/03, documented a stage IT on the
left heel and made recommendations to add promod .

A physician's order dated 3/5/03 documented an
enriched diet for resident 56. This was 26 days after
the development of the first pressure sore.

A review of resident 56's breakfast and lunch tray
ticket documented no evidence that resident 56 was
receiving promod with his meals.

The dietitian did not reassess his calorie or protein
needs with the development of the pressure sores.
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convalescence.

128 pounds.

following:

Tanuary 27, 2003
February 4, 2003
February 11, 2003
February 23, 2003
March 10, 2003
April 1, 2003
April 7, 2003
April 10, 2003

significant.
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4. Resident 3 was admitted to the facility on 1/27/03
with the diagnoses of perforation of the intestine,
abdominal sepsis, nutritional marasmos, and surgical

Resident 3's medical record was reviewed on 4/7/03.

Resident 3 was admitted to the facility on total
parenteral nutrition (TPN). The American Dietetic
Association defines parenteral nutrition as the
administration of nutrients intravenously either by
means of a large central vein or a peripheral vein.

An admission minimum data set (MDS) completed
on 1/27/03, documented that resident 3's weight was

A review of resident 3's weights revealed the

128.0

113.0
116.5
109.5

108.0
104.5
103.0
102.0

Between the months of January 2003 and February
2003, resident 3 lost 18.5 1bs (14.4%), which was

Between the months of January 2003 and April 2003,
resident 3 lost 26 Ibs (20.3%), which was significant.
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On 1/29/03, the RD documented resident 3 needed
65 grams of protein. The RD calculated resident 3's
weight at 130 1bs, times a protein factor of 1.1 and
that equaled 65 grams of protein. ‘The range of
resident 3's protein needs were, 59.1 - 118.2 grams of
protein. Resident 3 was on the lower end of her
protein needs. The RD estimated resident 3’s calorie
needs as 1905. The RD then documented resident 3
was receiving 1750 kcal per TPN 100cc/hr (X) 24
(hours). Documented in the nutritional findings
section, the RD recommended to monitor weight,
skin, labs, and intake of TPN. No protein or fat
content of the TPN was documented. The TPN
calculated out to be 155 calories short of her
estimated needs. No recommendations were
documented to increase her TPN.

An albumin level of 3.0g/d! was documented for
resident 3 on 1/26/03, which indicated a mild protein
depletion.

A physician's telephone order date 1/30/03,
documented to have the "RD follow TPN."

A physician's note dated 1/30/03, documented "severe
malnutrition - cn TPN. RD consult.”

It is the position of The American Dietetic
Association that a RD with competency in nutrition
support is qualified to assume responsibility for the
assessment, planning, implementing, and monitoring
of enteral, parenteral, and specialized oral therapies
in patient care,

The RD did not make documentation until 2/12/03,
which stated, resident 3 was "starting to take a few
bites of soft food each meal - also puree food." There
was no documentation of the TPN and no assessment
of food intake.
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On 1/31/03, a nurse’s note documented an order from
the physician to "[decrease] the TPN rate to 80cc/24
[hour].”

There was no documentation from the RD to
recalculate resident 3's calorie and protein needs
when the TPN was decreased from 100cc/24hrs to
80cc/24hrs.

Resident 3 had an albumin level drawn on 2/3/03.
The alburnin level was 2.9g/dl, which indicated a
moderate protein depletion.

A physicians order dated 2/16/03, documented to
"start a soft diet,”

A nurse's note dated 2/8/03, documented that resident
was "c/o (complains of) nausea d/t (due to) starting po
(by mouth) diet today.”

Resident 3 had an albumin level drawn on 2/8/03.
The albumin level was 2.8g/dl, which indicated a
severe protein depletion.

Resident 3 had an albumin level drawn on 2/11/03.
The albumin level was 2.6g/dl, which indicated a
severe protein depletion.

Resident 3 had an albumin level drawn on 2/18/03.
The albumin level was 2.5g/dl, which indicated a
severe protein depletion.

A physician note dated 2/20/03, documented "severe
malnutrition - TPN reduced to 40cc/hr. Diet
advanced to reg. (regular) diet. When pt. Reaches
1600cal/day will DC TPN."

A nurse’s note for resident 3 dated 2/20/03,
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documented, "regular diet, calorie count. Follow up -
2wk (week) [decrease] TPN to 40 cc/[hour] when
eating 1600cal/day may D/C (discontinue) TPN).”

No calorie count was found in the medical record for
resident 3.

There was no documentation from the RD to calculate
resident 3's calorie and protein needs when she was
put on aregular diet and when the TPN was
decreased from 80cc/[hour] to 40cc/{hour].

A diet order and nurses note for resident 3 dated
2/22/03, documented "return to a clear liquid diet
until further notice."

A nurse's note for resident 3 on 2/25/03, documented
"for TPN to be [increased] to 80cc/hr X 24 hrs. Also
NPO (nothing by mouth) except sips of clear liquids
for comfort only.”

A diet order and nurses note for resident 3 dated
2/27/03, documented a "clear liquid diet.”

A nurse’s note for resident 3 dated 3/19/03,
documented off "TPN. On soft diet."

There was no documentation from the RD to calculate
resident 3's calorie and protein needs when she was
changed to a soft diet and taken off of the TPN.

A Clinical Update, written by the DON dated
3/20/03, documented that resident 3 "had a very poor
appetite and we are trying to encourage her. If after
several days to a week on the soft diet she has not
improved in her intake, she may need tube feedings.”

Resident 3 had an albumin level drawn on 3/20/03.
The albumin level was 2.4g/dl, which indicated a '
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severe protein depletion.

A diet order for resident 3 dated 3/28/03, documented
a "soft diet."

On the meal monitor sheet for resident 3 for March
2003, there were 20 days not documented for
breakfast, 21 days not documented for lunch, and 13
days not documented for dinner.

A daily nurses note for resident 3 dated 4/1/03,
documented under the nutrition section; "decreased -
Pt. (patient) cont. (continues) to pick [at] her food.
States she gets full fast."

A daily nurses note for resident 3 dated 4/3/03,
documented "eating 50%. C/O of diarrhea today.”

There was no documentation from the RD to calculate
resident 3's calorie and protein needs while on a soft
diet and "picking at her food.”

An observation of resident 3's lunch on 4/7/03,
revealed that she ate about 15%.

An observation of resident 3's breakfast on 4/3/03,
revealed that she ate about 15%.

The last dietary note for resident 3 was 2/12/03.

Resident 3 had tost 14 ibs (12%) from 2/12/03 to
4/10/03. Resident had lost a total of 26 Ibs (20.3%)
since admit. '

5. Resident 8 was admitted to the facility on 3/31/97
with diagnoses including congestive heart failure,
emphysema, anemia, hypothyroidism, peptic ulcer,
post menopausal hormone replacement, senile
depression, hypettension, airway obstruction, and
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history or alcoholism.

Review of resident 8's medical record was done on
4/9/03.

A review of resident 8's weights revealed the
following:

December 2, 2002
December 9, 2002
December 23, 2002
January 6, 2003
January 20, 2003
February 11, 2003

105 1bs

100 1bs

97 lbs
93 Ibs

91.5 1bs

84 lbs

A physicians recertification order for resident 8 dated
12/27/02, documented "RD consult, add protein
supplement TID (three times a day}."

The RD note for resident 8 dated 12/27/02,
documented "today her tray was untouched and she
stated she wasn't hungry, yet had coffee and
chocolates. Med pass TID had been ordered, stated
she always drinks her milk."

The RD note for resident § dated 1/15/03,
documented "had 1/2 carton of whole milk left from
breakfast. We do med pass TiD, mechanical soft,
whole milk.”

There was no documentation of resident 8's weight
loss in the RD notes until February 6, 2003,

The Nutrition Quarterly Assessment dated 2/6/03,
documented "weight loss, pt is on enriched diet,
mighty shakes TID." On 2/12/03 the RD documented
"weight 84# (pounds). Is drinking mighty shakes,
takes 60 cc of med pass TID."
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Nursing notes dated 2/12/03, documented that the

"dietary supervisor discussed dietary preferences with
resident 8." Resident 8 "requested a vegetarian diet.”

There was no documentation that the RD had
assessed resident 8's protein or calorie needs with the
change to a vegetarian diet. No other documentation
had been made concerning her diet, weight, or her
refusing to eat. There also was no other
documentation of food that resident 8 liked, that had
been added to her diet.

6. Resident 17 was admitted to the facility on 3/8/03
with diagnoses of fractured hip, congestive heart
failure, hypertension, physical therapy, and
occupational therapy.

Resident 17's medical record was reviewed on 4/9/03,

A review of resident 17's weights revealed the
following:

March 10, 2003 120 Ibs
March 17, 2003 100.5 Ibs
March 24, 2003 112 1bs

A skin and weight review sheet dated 3/19/03,
documented resident 17's "previous weight was 120.8
on admit.” Resident 17's current weight stated
"recheck wt. (weight).” There was no evidence that a
re-weight was done.

The Initial Nutritional History/Assessment dated
3/12/03, documented the protein needs at 635 grams
and the protein factor at 1.0. The protein needs for
resident 17, who had a fracture and a pressure ulcer
on admit, should have been between 65 and 129
grams of protein. The RD calculated him at the low
end of his protein needs.
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There was no documentation of any assessments or
interventions from the RD for resident 17 during his
weight loss and the finding of another pressure ulcer
on 3/17/03.

7. Resident CR 2 was admitted on 8/23/02 and
re-admitted on 10/21/02, with diagnoses of diabetes
type I, diarrhea, diabetic ulcer-foot, general
symptoms, pruritus, hypertension, chronic airway
obstruction, and edema.

Resident CR 2's medical record was reviewed on
4/9/03.

Resident CR 2 had an Initial Nutritional History
/Assessment done on 10/31/02. Resident CR 2's
weight on admit was 191. His calories were
calculated at a weight of 176, 15 1bs lighter than his
admit weight. His total calorie needs were calculated
at 2327 calories, with an injury factor of 1.1. With a
diabetic ulcer, his calories should have ranged from
2538 t0 3172 calories/day. Resident CR 2’s protein
needs were calculated at a normal level. With a
diabetic ulcer, his protein needs should have been
calculated at 1.2 - 1.5/kg. At the lower weight, his
protein should have ranged from 96 to 120 grams of
protein. At his admit weight, his protein should have
ranged from 104 to 130.

Resident CR 2 had a laboratory test dated 10/21/02.
His albumin level was 2.6, which was below normal.

A physician note dated 11/21/02, documented protein
malnutrition.

A Nutrition Quarterly Assessment dated 1/15/03,
documented "7% wt. loss in 3 months, which was
significant. Pt. stable at this time."
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A physician note dated 1/30/03, documented "wt. loss
- RD consult. Calorie count.”

A telephone order dated 1/30/03, documented to have
"RD consult, weight loss, calorie count.”

‘There was no documentation made by the RD until
2/4/03 in which she stated, "recent weight 176, but
unable to determine if weight was with wheelchair.
Pt. would like milk (2%) every meal which is
excellent choice for wound healing.”

There was no documentation of a calorie count being
done after the order from the physician on 1/30/03.

8. Resident 6 was a 82 year old re-admitted to the
facility on 1/7/03. Diagnoses included nausea,
constipation, cerebral vascular accident, hypertension,
non insulin dependent diabetes mellitus, anorexia,
back pain, depression and Hodgkin's disease.

Resident 6's medical record was reviewed on 4/7/03.

The physician's recertification orders dated April
2003 documented the following orders for resident 6;
1/7/03 Regular reduced concentrated sweet diet.
1/7/03 Med plus supplement 60 cc with med pass tid.
2/4/03 Enriched diet and ground meat .

Resident 6's diet order dated 2/5/03, documented that
she was to have shakes with lunch and dinner trays.

The facility’s "Vital Signs and Weight Record”
documented the following weights for resident 6:

1/7/03 124 Ibs
1/20/03 110 1bs
1727/03 102 1Ibs

2/4/03 110.8 1bs
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2/1/03 102 Ibs
2/18/03 109.6 lbs
2/25/03 108.5 lbs
3/10/03 102.0 lbs
3/17/03 105 lbs
3/30/03 109.5 lbs

On 4/10/03, a facility staff member was observed to
weigh resident 6. Resident 6 weighed 101 Ibs.

Between 1/7/03 and 2/7/03 (1 month) resident 6 lost
22 pounds (17.7%) which was significant.

Between 1/7/03 and 4/10/03 (3 months) resident 6
lost 23 pounds (18.5%) which was significant.

The following laboratory albumin level was
documented for resident 6:

3/22/03 3.1 g/di

Resident 6's albumin leve! indicated a mild visceral
protein deficit. The normal reference range,
according to the lab used by the facility, was 3.3-4.8
g/dl.

The facility's "Initial Nutritional History/Assessment
Data Collection Form” dated 1/8/03, documented
resident 6's calorie needs at 1696 and her protein
needs at 56 grams. This calculation was determined
using a 1.3 activity factor and 1.2 injury factor and an
1.0 protein factor for her protein needs.

The summary of nutritional findings documented on
1/8/03, that resident 6 "...Wants extra margarine/
butter with meals to increase kcals. Monitor weights,
skin, labs, intake, blood sugars." There were no
calculations made by the dietitian as to how much
extra keal the extra butter or margarine would

F 325
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The facility's "Pressure Ulcer Report" docurnented on
1/30/03, that resident 6 had a stage II pressure sare
on her coccyx that measured 2cm width and length by
.5 in depth

The facility's "Weight/Skin Review” dated 2/12/03,
2/19/03, 2/26/03, 3/5/03, 3/12/03, 3/19/03 and
3/26/03 documented that resident 6's average meal
intake was 25-50%.

The ADA suggest a "high calotie and high protein
diet may be used for individuals with conditions that
increase calorie and or protein requirements or to
maximize calorie and protein consumption in persons
with poor intake. The diet may be indicated for
patients with one or more the following conditions:
cancer...." Reference Guidance: Manual of Clinical
Dietetics, American Dietetic Association, 6th edition,
2000, page 719

The facility "Pressure Ulcer Report” documented on
4/6/03, that the pressure sore measured .25 cm by
.25cm by .25 cm.

On 4/8/03 at 2:45 PM, a facility nurse was observed
to perform a skin check on resident 6. Resident 6 had
a stage II pressure sore on her coccyx.

The last nutritional progress note dated 2/4/03,
documented that "....We discussed ways to add kcal.”

The dietitian did not reassess resident 6's increased
calorie and protein needs with the development of the
pressure sore.

Resident 6's MAR (Medication Administration

Record) was reviewed for the months of January
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2003, February 2003, March 2003 and April 2003,
Resident 6's MAR's did not document how much of
the med pass was consumed.

Observations of resident 6's lunch meal on 4/7/03,
4/8/03, 4/9/03 and 4/10/03, revealed that she did not
drink her milk shake.

Resident 6 did not receive extra butter on breakfast
and lunch meals observed on 4/7/03, 4/8/03, 4/09/03
and 4/10/03.

Resident 6 was interviewed on 4/8/03 at 7:00 AM.
Resident 6 stated that she was suppose to get all the
butter she wants but was not receiving it with her
meal trays.

Resident 6's nurse was interviewed on 4/8/03 at 8:45
AM. She stated that she does not monitor the shakes
that are being provided on resident 6's meal tray.

Two other nurses were interviewed on 4/8/03 at 12:30
PM. Both nurses stated that they did not tonitor the
shake supplements that were being provided on
resident 6's meal tray.

A review of the nutritional notes completed since
resident 6's re-adrnission did not have evidence that
the dietitian re-assessed her nutritional needs based
on her significant weight loss, low albumin, pressure
sore, or low meal intake. There was no calculation of
how many calories and protein was being provided by
the med plus supplement and the shakes that were on
the meal trays. There was no documented evidence
that alternative dietary interventions were attempted
to increase resident 6's calories or protein after she
refused the milk shakes. Resident 6's weight had been
on a downward trend since January 2003.
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Based on a resident’s comprehensive assessment, the 6['2/" Corrective Action for Identified
facility must ensure that a resident receives a ﬂ/) Residents
therapeutic diet when there is a nutritional problem. On 4/10/03, a reputable consulting firm
was hired to provide consultant dietitian
This REQUIREMENT is not met as evidenced by: services.
Based on observation, interview and record review, it
was determined that for 5 of 18 sampled residents, Resident 6 was assessed by the RD on
and an additional 13 residents, the facility did not 4/10/03 regarding mildly depleted
ensure that each resident received a therapeutic diet albumin, pressure sore, and significant
when there was a nutritional problem. weight losses. Form 103 was used for
Resident identifiers: 3, 5, 6, 31, 56. this assessment. Recommendations
were made to nursing for nutritional
Findings include: inter_vgntions (form 197). Supplements
1. Resident 3 was admitted Lo the facility on 1/27/03 administered by nursing are now
with diagnoses of perforation of the intestine, recotd'ed in cc's in the MAR (,Med'cat'on
abdominal sepsis, nutritional marasmos, and surgical Admlnlstratlp n Record). Resident 6 has
now been discharged.
convalescence,
. . . . Resident 3 was assessed by the RD on
Resident 3's medical record was reviewed on 4/7/03. 4/11/03 regarding severely gepl eted
) . . albumin, malnutrition, and significant
Resident 3 was.a.dxmtted to the facility on totgl _ weight losses. Resident 3 was no
parenteral nuirition (TPN). The American Dietetic longer receiving TPN at the time of this
Association defines parenteral nutrition as the assessment. Form 103 was used for
administration of nutrients intravenously either by this assessment. Recommendations
means of a large central vein or a peripheral vein. were made to nursing for nutritional
interventions (form 107).
Between the months of January 2003 and February
2003, resident 3 lost 18.5 1bs (14.4%), which was Resident 5 was assessed by the RD on
significant. 4/11/03 regarding severely depleted
" albumin, multiple pressure sores, tube
Between the months of January 2003 and April 2003, feeding, and significant weight losses.
resident 3 lost 26 Ibs (20.3%), which was significant. Form 103 was used for this assessment.
Recommendations were made to
On 1/29/03 the RD documented resident 3 needed 65 nursing for nutritional interventions (form
grams of protein. The RD calculated resident 3's 107).
weight at 130 Ibs, times a protein factor of 1.1 and
CMS-2567L 112000 EventID:  MR6MI1 Facility ID:  UT0076 If continuation sheet 23 of 48
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F 326 g}‘mmuea From page 23 . F326 Resident 56 was assessed by the RD
at equaled 65 grams of protein. The range of 5/1/03 di |
resident 3's protein needs were, 59.1 - 118.2 grams of on o regarding severely depleted
- : r : albumin, multiple pressure sores (3),
protein. Resident 3 was on the lower end of her and significant weight losses. Form 103
protein needs. The RD estimated resident 3's calorie was used for this assessment.
needs as 1905. The RD then documented resident 3 Recommendations were made to
as receiving 1750 keal per TPN 100cc/hr (X) 24 nursing for nutritional interventions (form
(hours). Documented in the nutritional findings 107).
section, the RD recornmended to monitor weight,
skin, labs, and intake of TPN. No protein or fat Reslident 31 was assessed by the RD
content of the TPN was documented. The TPN on 4/10/03 regarding mildly depleted
calculated out to be 155 calories short of her albumin, multiple pressure sores 2),
estimated needs. No recommendations were and significant weight losses. Form 103
documented to increase her TPN. was used for this assessment.
Recommendations were made to
An albumin level of 3.0g/dl was documented for nursing for nutritional interventions (form
resident 3 on 1/26/03, which indicated a mild protein 107).
depletion. .
e Identification of Residents with Potential
T to be Affected
A physician's telephone order date 1/30/03, I TR .
' " All residents have the potential for
documented to have the 'RD follow TPN. nutritional problems. To identify
YT " potential with the current population, all
Ap hySI.Cl.an § note d?:fd 1/30/031510?ment6d severe residents were assessed by a clinical
malnutrition - on TPN. RD consult Registered Dietitian using the Nutritional
isk Review (form 103). This was
It is the position of The American Dietetic st;mpleted by( 5/6/03. )
Association that a registered dietitian (RD) with Recommendations were made to
competency in nutrition support is qualified to assume nursing for nutritional interventions (form
responsibility for the assessment, planning, 107). All nutritional assessments are
implementing, and monitoring of enteral, parenteral, completed using the Consuilting firm’s
and specialized oral therapies in patient care. Clinical Charting Handbook and Best
Practice Guidelines, which follows ADA
The RD did not make documentation until 2/12/03, Guidelines and Clinical policies and
which stated, resident 3 was "starting to take a few procedures.
bites of soft food each meal - also puree food." There
was no documentation of the TPN and no assessment Measures to Prevent Reoccurrence
of food intake. Per new facility policies and procedures,
all nutritionally high risk residents
On 1/31/03 a nurse's note documented an order from (significant weight changes, pressure
the physician to "[decrease] the TPN rate to 80cc/24
CMS-2567L 112000 EventID:  MR6MIL Facility ID: ~ 1T0076 If continuation sheet 24 of 48
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[hour].” sores, abnormal nutritionally related

labs, and tube fed residents) are
assessed at least monthly by the RD
(form 109). Nutritional interventions for
weekly significant weight changes are
completed by the dietary manager and
cosigned by the RD. All nutritionally
high risk residents are also reviewed at
least once per month in the facility’s

There was no documentation from the RD to
recalculate resident 3's calaric and protein needs
when the TPN was decreased from 100cc/24hrs to
80cc/24hrs.

Resident 3 had an albumin level drawn on 2/3/03.

The albumin leyel was g.9gld1, which indicated a weekly skin and weight meeting.

moderate protein depletion. : Minutes are kept using form 105.

A physicians order was documented on 2/6/03, to As part of the monthly consultant

start a "soft diet.” dietitian visit, the RD reviews Nutrition
At Risk (NAR) minutes to ensure that

A nurse's note on 2/8/03, stated that resident was "cfo the weekly NAR (skin and weight)

(complains of) nausea d/t (due to) starting po (by meetings are being conducted

mouth) diet today.” appropriately. The Consultant Dietitian
reviews her findings with the Dietary

Resident 3 had an albumin level drawn on 2/8/03. Manager, Director of Nursing, and

The albumin level was 2.8g/dl, which indicated a Administrator during the exit interview.

severe protein depletion. These results will be presented to the
performance improvement committee

Resident 3 had an alburnin level drawn on 2/11/03. for analysis and recommendations.

The albumin level was 2.6g/dl, which indicated a

severe protein depletion. The “Enriched” diet has been changed

to the Special Nutrition Program (SNP).
This program was initiated facility-wide
on 04/16/03. It includes 8 oz super
cereal, 4 oz high calorie/high protein
pudding or cookie, 8 oz whole milk
T.1.D. Recipes were provided to dietary

Resident 3 had an albumin level drawn on 2/18/03.
The albumin level was 2.5g/dl, which indicated a
severe protein depletion.

A physician note dated 2/20/03, documented "severe and instructions given for preparation on
malnutrition - TPN reduced to 40cc/hr. Diet | 04/16/03. This program provides
advanced to reg. (regular) diet. When pt. Reaches approximately 1000 calories and 40
1600cal/day will DC TPN." grams of protein in addition to the diets

served by dietary.
A nurse's note for resident 3 dated 2/20/03,

documented "regular diet, calorie count. Follow up -
2wk (week) [decrease] TPN to 40 cc/fhour] when
eating 1600cal/day may D/C (discontinue} TPN)."
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Continued Monitoring/ Qualit
No calorie count was found in the medical record for A_smq.@
resident 3. To monitor the implementation of this
new program, the Dietary Manager
There was no documentation from the RD to calculate audits 1 meal each day (5 days per
resident 3's calorie and protein needs when she was W,eek) for 3 \fveeks ?o.ensure that the
put on a regular diet and when the TPN was dlztary dStTS'S proyldlng Slhtlyp as
ordered. As ongoing quality assurance,
t .
decreased from 80cc/[hour] to 40cc/fhour] the tray line Iis audited by the dietary
) . manager 1 meal per week to ensure
g‘lzdéi;;r ger and ng;?;ﬁ;iior;?ﬁt. 311?(?{;(; accuracy. The Consultant Dietitian also
o thocument, et 0 aclear g monitors tray line accuracy during her
unth el notice. monthly visit and reviews her findings
\ , with the Dietary Manager and
A nurse’s note fo"r resident 3 dated 2/25/03, Administrator during the exit interview.
documented for "TPN to be [increased) to 80ce/hr X Findings will be reported to the
24 hrs. Also NPO (nothing by mouth) except sips of Performance Improvement Committee
clear liquids for comfort only.” for analysis and recommendations.
A diet order and nurses note for resident 3 dated
2/27/03, documented a "clear liquid diet.”
A nurse's note for resident 3 dated 3/19/03,
documented "off TPN. On soft diet.”
There was no documentation from the RD to calculate
resident 3's calorie and protein needs when she was
changed to a soft diet and taken off of the TPN.
A Clinical Update, written by the DON dated
3/20/03, documented that resident 3 "has a very poor
appetite and we are trying to encourage her. If after
several days to a week on the soft diet she has not
improved in her intake, she may need tube feedings.”
Resident 3 had an albumin level drawn on 3/20/03.
The albumin level was 2.4g/dl, which indicated a
severe protein depletion.
A diet order for resident 3 dated 3/28/03 documented
CMS-2567L 112000 EventI: MRéM11 Facility ID: ~ UT0076 If continuation sheet 26 of 48




e

DEPARTMENT OF HEALTH AND HUM. . SERVICES

FORM APPROVED

CE RS FOR ICARE & MEDICAID SERVICES 2567-L
STATEMENT OF DEFICIENCIES (X1) PROVIDER/S : X2) MULTIPLE CONSTRUCTIO! (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: X2 TRU N COMPLETED
A BULLDING
B. WING .
465072 4/10/2003
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ARLINGTON HILLS CARE CENTER LL 165 SOUTH 10TH EAST
SALT LAKE CITY, UT 84102
(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION x5
PREFIX (HACH DEFICIENCY MUST BE PRECEEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 326 | Continved From page 26 F 326
a "soft diet.”

On the meal monitor sheet for resident 3, for March
2003, there were 20 days not documented for
breakfast, 21 days not documented for lunch, and 13
days not documented for dinner.

A daily nurses note for resident 3 dated 4/1/03,
documented under the nutrition section; "decreased -
Pt. (patient) cont. (continues) to pick [at] her food.
States she gets full fast.”

A daily nurses note for resident 3 on 4/3/03
documented "eating 50%. C/O of diarrhea today."

There was no documentation from the RD to calculate
resident 3's calorie and protein needs while on a soft
diet and "picking at her food."

An observation of resident 3's lunch on 4/7/03
revealed that she ate about 15%.

An observation of resident 3's breakfast on 4/8/03
revealed that she ate about 15%.

The last dietary note for resident 3 was 2/12/03.

Resident 3 has lost 14 1bs (12%) from 2/12/03 to
4/10/03. Resident had lost a total of 26 1bs (20.3%)
since admit.

2. Resident 5 was a 72 year-old re-admitted to the
facility from the hospital on 2/26/03. Resident 5's
diagnoses included insulin dependent diabetes
mellitus, congestive heart failure, renal failure,
hypertension, B-complex deficiency, urinary tract
infection and gastritis. Resident 5 had a gastrostomy
tube (G-tube) in place and received all of her nutrition
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via this tube. She was to receiving nothing by mouth.

Resident 5's medical record was reviewed on 4/7/03.
On 2/28/03, resident 5's albumin level was 2.1 g/dl
(grams per deciliter). The normal albumin reference
range, per the laboratory utilized by the facility, was
3.4104.8 g/dl. Resident 5's level of 2.1 g/dl indicated
a depletion of visceral protein stores.

Resident 5's admission assessment, dated 2/26/03,
completed by facility nursing staff, was reviewed on
4/7/03. A facility nurse documented that resident 5
had six areas of skin impairment, which included
unstageable pressure sores to her coccyx area, a left
groin wound, a right flank wound, bilateral heel
pressure sores with bilateral wounds to the feet. In
addition, it was documented that resident 5 had two
surgical wounds.

A review of resident 5’s weights was done on 4/7/03.
Facility staff documented the following weights for
resident §'s:

a. 2/28/03 - 157.0 ibs. (pounds)

b. 3/17/03 - 143.4 Ibs.

c. 3/24/03 - 148.7 1bs.

d. 4/1/03 - 148.3 Ibs.

Between 2/28/03 and 3/17/03 (17 days) resident 5 had
a weight loss of 14 lbs., or 8.66 %.

On 2/26/03, the registered dietician (RD) completed
an initial nutritional history and assessment for
resident 5. The RD estimated resident 5's caloric
needs to be 1699 calories a day and her protein needs
to be 57-71 gms (grams) daily. Resident 5's total
caloric needs were calculated using a 1.1 injury
factor. Her estimated protein needs were calculated
using a 0.8 to 1.0 protein factor. The nutrition
assessment form used by the facility recommended

F 326
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calculating a 1.2 injury factor when a resident has
undergone minor surgery and a 1.6 injury factor when
the resident has major sepsis. The assessment form
did not identify the use of a 1.1 injury factor. One of
resident 5's admitting diagnoses was a urinary tract
infection. The nutrition assessment form used by the
facility recommended calculating a 1.2 to 1.5 protein
factor when the resident had a decubitus ulcer. Using
the factors identified on the assessment, resident 5
had a total caloric needs range of 1853 to 2471, with
a protein range of 86-107gms.

On 2/26/03, the RD documented that resident 5
was receiving Nepro (an enteral formula) at 35 cc
(cubic centimeters) per hour, 24 hours a day. The RD
documented that this would provide resident 5 with
1680 calories and 58 grams of protein per day. This
enteral feeding order fell short of the RD's assessed
total caloric need of 1699 and fell at the low level of
protein needs assessed at 57 to 71. In comparison,
had resident 53's injury factor and protein factor been
adjusted to the resident's condition upon admission,
the admission enteral feeding order would not have
fallen within the resident's calorie and protein needs.

On 3/4/03, the RD documented that resident 5's
enteral feeding was changed to Nepro at 40 cc per
hour for 21 hours. This did not change the calories or
protein provided to resident 5.

On 3/20/03, the RD documented that resident 5's
enteral feeding was changed to Nepro at 45 cc per
hour for 21 hours. The RD documented this would
provide resident 5 with 1896 calories. There was no
documented evidence that the RD completed a new
nutrition assessment to determine the protein needs
for resident 5 despite the fact that she was admitted to
the facility with 6 pressure sores and two surgical
wounds and had a significant weight loss since
admission. Nepro at 45 oc an hour for 21 hours
provides 945 cc, 1870 calories and 65.3 grams of
protein.
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The ADA (American Dietetic Association) suggested
nutrition interventions for older adults recommends a
minimum protein intake of 1.2-1.5 g/kg or up to
2g/kg with multiple or highly exudative ulcers and an
energy intake of 30-35 kcal/kg. Reference Guidance:
Manual of Clinical Dietetics, American Dietetic
Association, 6th edition, 2000, page 151.

A review of dietary notes completed upon resident 5's
admission did not evidence that the dietitian assessed
her nutritional needs based on her high risk diagnoses
to prevent further weight loss and to aide in the
healing of her pressure sores.

3. Resident 6 was a 82 year old re-adrnitted to the
facility on 1/7/03. Diagnoses included nausea,
constipation, cerebral vascular accident, hypertension,
non insulin dependent diabetes mellitus, ancrexia,
back pain, depression and Hodgkin’s disease.

Resident 6's medical record was reviewed on 4/7/03,

The physician's recertification orders dated April
2003, documented the following orders for resident 6:
1/7/03 Regular reduced concentrated sweet diet.
1/7/03 Med plus supplement 60 cc with med pass tid.
2/4/03 Enriched diet and ground meat .

Resident 6's diet order dated 2/5/03, documented that
she was to have shakes with lunch and dinner trays,

Observations of resident 6's lunch meal on 4/7/03,
4/8/03, 4/9/03 and 4/10/03 revealed that she did not
drink her milk shake.

Resident 6 did not receive extra butter on breakfast
and lunch meals observed on 4/7/03, 4/8/03, 4/09/03
and 4/10/03.
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The facility's "Vital Signs and Weight Record”
documented the following weights for resident 6:

i/7/03

1/20/03
1/27/03
2/4/03

2/7/03

2/18/03
2/25/03
3/10/03
3/17/03
3/30/03

124 lbs
110 1bs
102 1bs
110.8 1bs
102 1bs
109.6 1bs
108.5 Ibs
102.0 lbs
105 Ibs
109.5 1bs

On 4/10/03, a facility staff member was observed to
weigh resident 6. Resident 6 weighed 101 1bs.

Between 1/7/03 and 2/7/03 (1 month) resident 6 lost
22 pounds (17.7%), which was significant.

Between 1/7/03 and 4/10/03 (3 months) resident 6
lost pounds(18.5%), which was significant.

The following laboratory albumin level was
documented for resident 6:

3/22/03 3.1 g/dl

Resident 6's albumin level indicated a mild visceral
protein deficit. The normal reference range according
to the lab used by the facility was 3.3-4.8 g/di.

The facility’s "Pressure Ulcer Report” documented on
1/30/03, that resident 6 had a stage I pressure sore

on her coceyx.

The facility's "Initial Nutritional History/Assessment
Data Collection Form” dated 1/8/03, documented
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resident 6's calorie needs at 1696 and her protein
needs at 56 grams. This calculation was determined
using a 1.3 activity factor and 1.2 injury factor and an
1.0 protein factor for her protein needs.

A review of the nutritional notes completed since
resident 6's re-admission did not have evidence that
the dietitian re-assessed her nutritional needs based
on her significant weight loss, low albumin or
pressure sore. There was no calculation of how
many calories and protein was being provided by the
med plus supplement, the ensure, and the shakes that
were on the meal trays. There was no documented
evidence that alternative dietary interventions were
attempted to increase resident 6's calories or protein
after she refused the milk shakes. There was no
monitoring of resident 6's intake of ensure that was
being provided by the family. Resident 6's weight had
been on a downward trend since January 2003.

4. Resident 56 was a 78 year-old male re-admitted to
the facility from the hospital on 12/11/02. His
diagnoses included urinary tract infection,
preumonia, hypertension, seizures and angina.

Review of resident 56's medical record documented
that resident 56 had been discharged to the hospital
on 11/24/02 for treatment of pseudomonas urinary
tract infection and re-admitted to the facility on
11/27/02.

There were no nutritional assessments documented
upon readmission (11/27/02) for resident 56 to
address the treatment for an infection and to address
the weight loss.

Review of resident 56's medical record was done on
4/8/03. Between 11/25/02 and 3/17/03, resident 56

F 326

CMS-2567L

112000 EventID:  MR6M!1

Facility ID:  UT0076

If continuation sheet 32 of 48




" DEPARTMENT OF HEALTh AND HUM. _ SERVICES

—CENTERS FOR MEDICARE

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

MEDICAID SERVICES

. 9 AL ke e
FORM APPROVED
2567-L

(X1) PROVIDER/SUPPI]
IDENTIFICATION NUMBER:

A BUILDING
B. WING

(X2) MULTIFLE CONSTRUCTION

(X3) DATE SURVEY
COMFPLETED

4/10/2003

465072

NAME OF PROVIDER OR SUPFLIER

ARLINGTON HILLS CARE CENTER LL

STREET ADDRESS, CITY, STATE, ZIP CODE
165 SOUTH 10TH EAST

SALT LAKE CITY, UT 84102

XHID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
DATE

F 326

Continued From page 32
lost 31.6 pounds, or 17.11%, from 187 to 155.4
pounds. The following weights were documented for
resident 56:

a. 11/25/02 - 187.0 1bs
b. 12/2/02-179.0
c. 12/16/02 - 170.0
d. 12/23/02 - 176.0
e. 1/6/03 - 174.0
f. 1/13/03 - 172.0
g 1/27/03 - 175.0
h. 2/11/03-172.0
i. 2/18/03 - 162.0
j. 2/25/03 - 160.3
k. 3/5/03 - 158.0
1. 3/10/03 - 156.0
m. 3/17/03 - 1554

Review of resident 56's medical record documented
that resident 56 had been discharged to the hospital
on 12/9/02 for treated of pneumonia and re-admitted
to the facility on 12/11/02.

A review of his discharge notes from the hospital
revealed a nutritional assessment dated 12/10/02. The
documentation revealed an albumin level of 2.6 g/dl.
The protein needs of resident 56 were estimated at
94-104 gms, and Kkcal needs estimated at 1866-2239.
These needs were based on a protein factor of 1.2-1.4
due to a moderately depleted albumin and an energy
factor of 1.2 for mild infection.

A review of resident 56's dietary notes revealed a
nuiritional assessment dated 12/12/02. The dietitian
re-assessed his needs using an injury factor of 1 for
his calorie needs and a protein factor of 1. The
nutrition assessment sheet recommenced injury
factors between 1.2-1.6 for major sepsis and protein
factors of 1.2-1.5/kg. for pressure sores. The
documentation did not evidence that the facility
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dietitian re-assessed his nutritional needs based on
the recommended factors for his diagnoses.

A review of resident 56's Janvary physician
re-certification orders documented a diet order
ordered on 12/11/02 for a regular diet.

A review of resident 56's weight and skin review
dated 2/7/03, documented a pressure ulcer on the
buttocks and the right heel. The weight and skin
review dated 2/26/03, documented a stage two on the
left heel and made recommendations to add promed .

A physician's order dated 3/5/03 documented an
enriched diet for resident 56. This was 26 days after
the development of the first pressure sore.

The weight and skin committee notes dated 2/12/03
and 2/19/03 document that resident 56 was
consuming approximately 25-50% of his meals. The
skin and weight committee notes dated 3/12/03
,3/19/03 and 3/26/03 document that resident 56 was
consuming approximately 50-75% of his meals.

A review of the meal monitoring record dated march
2003 documented 43 out of 93 meals with no
percentage of the meal recorded.

The dietitian did not reassess his calorie or protein
needs with the development of the pressure sores, the
significant weight loss and with his low meal intake.

The facility did not ensure that resident 56 recieved
the therepeutic diet necessary to prevent the
develpoment of the pressure sores and to prevent
further weight loss.

4. Resident 31 was an 85 year-old male admitted to
the facility on 12/18/00, with diagnoses including
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constipation, dementia, anemia, angina,
hypothyroidism, hyperlipidemia and peptic ulcer.

A review of resident 31's medical record was done an
4/8/03. Per documentation on weight records,
resident 31 lost 15 pounds between 10/7/02 and
12/9/02, from 119 to 104 pounds. This was a 12.60%
weight loss. Between 11/18/02 and 12/9/02, resident
31 lost 11 pounds, from 115 to 104 pounds. This was
8 9.56 % weight loss.

On 11/5/02, resident 31's albumin level was 3.3 g/dl
(grams per deciliter). The normal albumin reference
range, per the laboratory utilized by the facility, was
3.4104.8 g/dl.

A nutritional assessment, dated 12/30/02,
documented the weight for resident 31 as 106 1bs and
that the resident's ideal body weight was 142 [bs. On
12/30/02, resident 31 was 74% of his ideal body
weight. The RD calculated resident 31's energy needs
using an injury factor of 1.2 and a protein factor of
1.0. There was no documentation of the low albumin
1ab level or the significant weight loss in the factoring
of his nutritional needs.

According to the American Dietetic Association, 74%
of ideal body weight was an indicator of severe
malnutrition. Reference Guidance: Manual of
Clinical Dietetics, American Dietetic Association, 6th
edition, 2000, page 15.

A review of A review of resident 31's medical record
revealed a pressure ulcer record dated 1/30/03. A
stage II pressure sore on resident 31's left hip was
documented on 1/30/03. A stage I pressure sore on
resident 31's back was documented on 2/1/03.

A physician telephone order dated 2/6/03,
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documented to add shakes with lunch and dinner.
There were no physician orders to discontinue the
shakes after 2/6/03.

Observations of resident 31's lunch meal on 4/8/03
and 4/9/03 revealed no shakes served with his meal.

Observations of the breakfast tray line service on
4/8/03 revealed everyone receiving the same cereal,
no additions to the cereal were observed.
Observations of the lunch tray line service on 4/9/03
revealed everyone receiving the same entrée, starch
and vegetable, no additions of extra butter were
observed to any dish.

In an interview with the dietary manager on 4/9/03
she stated that she follows the HPSI (Health
Procurement Services Incorporated) menu plan. She
stated that she enriched the meals by adding butter
and whole milk to the cereal of residents who were to
receive an eriched diet. She further stated that she
placed extra buiter on the lunch and dinner trays. She
stated that she did not have a recipe for the enriched
cereal and that the dietitian had approved the
additions of the milk and butter to the meals. She
could not provide evidence regarding the amount of
butter or milk which dietary staff added to the trays of
those residents receiving enriched diets.She stated
that if additional protein was added to the meal a
milk shake would be added to the tray and no other
foods on the tray contained any protein supplement.
She stated that the milk shakes contained 1 scoop of
ice cream, 8 oz. of whole milk and one scoop of
Promodi{a protein dietary supplement). She stated that
Promod was only added to the puree cereals if
ordered. She could not provide the calories or protein
this shake contained and stated that the dietitian and
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director of nursing had made the recipe.

In an interview with the dietary manager and the
dietitian on 4/10/03 the dietitian stated that the
regular diet for HPSI supplied approximately 2400
calories per day and by adding extra butter and whole
milk to the trays an additional 800 calories woutd
enrich the diets.

| In areview of the HPSI diet manual (page 1)

documentation revealed that the regular diet
contained approximately 2000-2200 calcries, and
75-85 gms of protein.

In the menu/recipe notebook on the
enhanced/enriched information page it states that the
enhanced diet is "based on the regular diet with
enhanced recipes providing 15-20 grams of additional
protein and 250-300 additional calories per day. This
diet should provide an average of 98 grams of protein
and an average of 2350 calaries per day. A recipe for
super cereal on page 61 of the recipe notebook
documented the additions of nonfat milk, margarine,
evaporated milk, white sugar and brown sugar to any
hot cereal to increase the calories and the protein
content.

A taste test of the morning cereal on 4/9/03 revealed a
non-sweet tasting cereal being served to all the
residents. By following the approved recipe for the
enriched cereal, the cereal would have a defined sweet
taste.

The master diet list provided to the surveyors on
4/7/03 documented that 13 residents in the facility
were currently ordered to receive enriched diets.

The dietary manager was not following the
recommended recipes of the approved menu plan to
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The facility must ensure that residents receive proper
treatrnent and care for the following special services:

Injections

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostorny care;

Tracheal suctioning;

Respiratory care;

Foot care;

Prostheses,

This REQUIREMENT is not met as evidenced by:

Based on observations, interviews, and record review
it was determined that the facility did not provide the
proper care and treatment for 1 of 18 sampled
residents who had a physician's order to receive
oxygen therapy. Resident identifier: 28

Finding included:

1. Resident 28 was re-admitted to the facility on
2/18/03 with diagnoses of diabetes mellitus,
neuropathy, aspiration pneumenia, chronic
obstructive heart failure, schizophrenia, seizure

W

A
A o

period of time. When he is being
transported or when he will be in
another room for short periods of time, a
portable oxygen tank is being used.
When the resident is found without his
oxygen on, the staff are reminding and
assisting him with placing the oxygen
tubing back on.

Identification of Residents with Potential
to be Affected

Any resident using oxygen has the
potential to be affected.

Measures to Prevent Reoccurrence
In-services were held with staff during
the month of April regarding the use of
portable oxygen when transporting
patients requiring oxygen.

Continued Monitoring/ Quality

Assurance

A random weekly monitoring of patients
requiring oxygen who are being
transported will be performed for 3
weeks starting during the week of
5/12/03. See form “Monitoring - Use of
Portable Oxygen During Transport for
Patients Requiring Oxygen.” On —going
quality assurance will consist of 2 times
per month monitoring for three months.
Findings will be reported to the
Performance Improvement Committee
for analysis and recommendations.
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provide the enriched diets that were ordered for the )
residents in the facility. Corrective Action for Identified
Residents
Resident 28 is receiving oxygen via a
F 328 483.25(k) QUALITY OF CARE F328 concentrator while in his room and when
$S=D 3 4 he wiil be in another room for a long
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disorder, gastroesophageal reflux disease,
hypertension, asthma and dysphagia.

A. The following observations were made during the
recertification survey,

1. Resident 28 was observed in the hallway on 4/7/03
at 6:35 AM. Resident 28 was observed speaking with
a facility nurse 5 feet away from his room without his
oxygen on. His oxygen tubing was on the floor by the
doorway of his room to the hallway. Resident 28 was
observed to be diaphoric and pale. At 7:00 AM,
resident 28 wheeled himself to the nursing station
and another facility nurse was observed to place
resident 28 's oxygen mask on him. At 7:02 AM, the
surveyor asked a facility staff nurse to take resident
28's oxygen saturation. Resident 28's oxygen
saturations was 82%.

ii. Resident 28 was observed in his doorway to his
room on 4/8/03 at 7:00 AM with his oxygen on. At
7:24 AM, a facility aide was observed to walk into
resident 28's room and disconnect the oxygen
concentrator from the electrical outlet. The aide was
then observed to carry resident 28 's oxygen
concentrator while resident 26 wheeled himself to the
elevator. The aide was observed to take resident 28
onto the elevator to the second floor dining room,
while the resident was disconnected from his oxygen.
At 7:26 AM, the facility aide was observed to connect
resident 26's oxygen concentrator in the electrical
outlet and place resident 28 's nasal cannula in his
nose.

iii. Resident 28 was observed in the dining room on
4/8/03. Al 8:35 AM, a different facility aide was
observed to disconnect resident 28's oxygen
concentrator from the electrical outlet in the dining
room. The aide was observed to take resident 28 from
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the elevator to his room. Resident 28 was observed to
have wheezing breath sounds while being in the
elevator. At 8:37 AM, the facility aide connected
resident 28's oxygen concentrator to the electrical
outlet. The surveyor asked the facility aide to take
resident 28's oxygen saturations. The facility aide
stated that he/she could not find the pulse oximeter to
take resident 28's oxygen saturations.

iv. Resident 28 was observed in the doorway to his
room on 4/9/03 at 7:20 AM with his oxygen on at 5
liters. A facility staff member was asked to take
resident 26's oxygen saturations. Resident 28's
oxygen saturations were 92% on 5 liters of oxygen. A
facility staff member disconnected resident 28's
oxygen conrcentrator from the electrical outiet at 7:30
AM. The facility staff member tock resident 28 and
his oxygen concentrator to the elevator, to the upstairs
dining room. At 7:32 AM, resident 28's saturations
was 86% without any oxygen. At 7:35 AM resident
28's oxygen saturations were 90% after being
connected to his oxygen concentrator for
approximately two minutes.

B. The following interviews were conducted during
the recertification survey.

A facility nurse taking care of resident 28 was
interviewed on 4/7/03 at 7:.00 AM. She stated
resident 28 was currently being treated for
pneumonia.

A facility aide was interviewed on 4/7/03 at 1:00 PM.
The facility aide stated that the aides could take the
oxygen off for a short time. She/he also stated that
was how the aides transported the residents while in
the elevator.

A facility nurse taking care of resident 28 was

F 328
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interviewed on 4/7/03 at 1:05 PM. The facility nurse
stated that resident 28 should always have his oxygen
on.

C. Resident 28's medical record was reviewed on
4/7/03.

i. The admission nurse's note, dated 2/8/03
documented "resident brought to facility from
hospital stay for respiratory distress......02 4 liters per
NC (nasal cannula)....”

ii. A physician's order, dated 2/18/03 documented
Oxygen via nasal cannula, titrate oxygen to keep
saturation above 90% and to check oxygen saturations

every day.

iii. A care plan, dated 2/27/03 documented that
resident 26 to keep "O2 (oxygen) on at all times- pt
(patient) needs frequent reminders to keep O2 on.”

iv. A nurse's note, dated 4/5/03 at 10:00 PM
documented "T(temperature) 100.3 Q2 sats 80%.
Coughing [increased} brown colored phlem.
[physician] called. Chest Xray ordered stat done at
2030....... A second nurses note, dated 4/5/03 at 10:00
PM documented that resident 28 was diagnosed with
pneumonia "

V. A nurse's note, dated 4/6/03 documented that
resident lungs sounds were congested and coarse and
in both lungs. The nurse’s note also documented that
resident 26's oxygen is on 5 liters and his oxygen
saturations fluctuate 85-90%.

vi. A nurse's note, dated 4/6/03 at 1:00 PM
documented that "adventitious breath sounds in all
fields. Patient has increase in confusion and agitation,
calmer when he will have 02 NC on.”

F 328
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in accordance with the recommended dietary

allowances of the Food and Nutrition Board of the
National Research Council, National Academy of
Sciences; be prepared in advance; and be followed.

This REQUIREMENT is not met as evidenced by:

Based on observation and staff interview, it was
determined that the facility did not follow the
approved menus. Specifically, all residents were
served foods different than those listed on the menu,
on 4/7/03 during the lunch meal, which would alter
the calories, protein and other nutrients provided.
This had the potential to affect all residents in the
facility.

During observation of the breakfast meals on 4/8/03,
4/9/03 and 4/10/03 6 of 15 sample residents receiving
enriched diets (residents 6, 8,13, 31, 51, and 56) and
1 additional resident receiving a high fiber diet
(resident 23) were not served therapeutic diets per the
written menu.

Findings include:

Observations of the lunch meal on 4/7/03 reveated the
following menu:

Breaded pork patty with gravy
Mashed potatoes

Oriental mixed vegetables
Cherry dessert

White dinner roll

The posted menu listed a pork steak and squash

See section below, “Measures to
Prevent Reoccurrence” as it also applies
to identified residents.

ldentification of Residents with Potential
to be Affected

All residents have the potential to be
affected by this deficiency.

Measures to Prevent Reoccurrence
On 4/10/03, a consulting firm was hired
to provide consultant dietitian services.
An in-service was held on 4/24/03 with
the dietary manager and dietary staff,
The following items were reviewed and
a sign-in sheet with minutes was
compieted:

* Menu adherence - reading
spreadsheets to ensure
appropriate diets were provided
as ordered.

*  Menu substitutions — Form 411
was reviewed and posted in the
kitchen. All menu substitutions
are recorded on Form 410. It
was emphasized that the
maximum allowable
substitutions are 2 individual
items per week (a resident’s
choice/manager’s special meal
is not considered a substitution).

An in-service was held on 5/12/03 with
the dietary manager and dietary staff,

XH D SUMMARY STATEMENT OF DEFICTENCIES o PROVIDER'S PLAN OF CORRECTION (XS}
PREFLX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFLX (BACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 328 | Continued From page 41 F 328
pag F 363 483.35(c)(1)-(3) DIETARY 6/5/2003
SERVICES
F 363 | 483.35(c)(1)-(3) DIETARY SERVICES F363 Corrective Action for Identified
SS=E (j!-{\o’ﬁ Residents '
Menus must meet the nutritional needs of residents
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F 363 | Continued From page 42 F 363 The following items were reviewed and
mmedley as the entrée and vegetable. , a sign-in sheet with minutes was
The recipe for the entrée listed a roasted pork loin completed:
sliced into 2 oz. portions as the only ingredient. No « Pitchers of juice are to be
breading was on the ingredient list for this entrée. prepared at the end of each
The recipe for the squash medley listed the vegetables meal for the next meal and
in this recipe as yellow and zucchini squash along placed in the refrigerator to cool.
with some onions. An ice bath may also be used to
facilitate the cooling process.
Altering the menu would change the calories, protein Juice is not to be poured over
and other nutrients for this meal. ice as it dilutes the juice, thus
affecting the palatability and
Observations of the breakfast meal on 4/8/03 revealed reducing the calorie and vitamin
a yellowish juice being served with the breakfast. The content. 3
surveyor requested resident 6 to taste the juice on her ® The Special Nutrition Program
tray to see what it was. She stated that it was a (SNP) was reviewed again as
"watery orange juice that tasted terrible." This same follows: 8 oz super cereal, 4 0z
juice was observed to be served to several resident high calorie/high protein
during the meal. pudding or cooqu, 8oz w_hole
milk T.1.D (three times daily).
In an interview with the dietary manager on 4/8/03 ;;;g;ﬁ;?;?ya“dg& calories and
the surveyor requested to sample the juice. A cup was 40 f brotei d
. ) grams of protein per day.
poured from the fountain. The consistency and taste = High fiber diets include wheat
of the juice was not altered and not watery. The bread 3 times per day with
dietary manager stated that she knew the juice was meals, 1 TB bran in the
watery because she pours it into a pitcher full of ice to breakfast cereal each day. 4 oz
cool it down every morning. By pouring the juice over prune juice may also be used
the ice the juice was diluted and altered the taste as per resident preference.
well as the vitamin content. This had the potential to
affect all the residents in the facility Continued Monitoring/ Quality
Assurance
Observations of the breakfast tray line service on To monitor the implementation of this
4/8/03, 4/9/03 and 4/10/03 revealed everyone new program, the Dietary Manager will
receiving the same cereal, no additions to the cereal audit 1 meat each day (5 days per
were observed. week) for 3 weeks to ensure that the
dietary staff is following the
Observations of the lunch tray line service on 4/9/03 spreadsheets for therapeutic diets and
revealed everyone receiving the same entrée, starch providing SNP as ordered. The Dietary
and vegetable, no additions of extra butter were Manager will review daily the menu and
observed to any dish.
CMS-2567L 112000 BeentID:  MRé&M11 Facility ID:  UT0076
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In an interview with the dietary manager on 4/9/03
she stated that she follows the HPS] (Heaith
Procurement Services Incorporated) menu plan. She
stated that she enriched the meals by adding butter
and whole milk to the cereal of residents who were to
receive an eriched diet. She further stated that she
placed extra butter on the lunch and dinner trays. She
stated that she did not have a recipe for the enriched
cereal and that the dietitian had approved the
additions of the milk and butter to the meals. She
couid not provide evidence regarding the amount of
butter or milk which dietary staff added to the trays of
those residents receiving enriched diets.She stated
that if additional protein was added to the meal a
milk shake would be added to the tray and no other
foods on the tray contained any protein supplement.

In an interview with the dietary manager and the
dietitian on 4/10/03 the dietitian stated that the
regular diet supplied approximately 2400 calories per
day and by adding extra butter and whole milk to the
trays an additicnal 800 calories would enrich the
diets.

In a review of the HPSI diet manual (page 1)
documentation revealed that the regular diet
contained approximately 2000-2200 calories, and
75-85 gms of protein.

In the menu/recipe notebook on the
enhanced/enriched information page it states that the
enhanced diet is "based on the regular diet with
enhanced recipes providing 15-20 grams of additional
protein and 250-300 additional calories per day. This
diet should provide an average of 98 grams of protein
and an average of 2550 calories per day.” A recipe for
super cereal on page 61 of the recipe notebook

substitution list to ensure that the menu
is followed correctly. As ongoing quality
assurance, the tray line will be audited
by the Dietary Manager 1 meal per
week to ensure accuracy. The
Consulting RD also will monitor tray line
accuracy and menu substitutions during
her monthly visit and reviews her
findings with the Dietary Manager and
Administrator during the exit interview.

Continued Monitoring/ Quality
Assurance

To monitor the implementation of this
new program, the Dietary Manager
audits 1 meal each day (5 days per
week) for 3 weeks to ensure that the
dietary staff is providing SNP as
ordered. As ongoing quality assurance,
the tray line is audited by the dietary
manager 1 meal per week to ensure
accuracy. The Consultant Dietitian also
monitors tray line accuracy during her
monthly visit and reviews her findings
with the Dietary Manager and
Administrator during the exit interview.

Findings will be reported to the

Performance iImprovement Committee
for analysis and recommendations.
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documented the additions of nonfat milk, margarine,
evaporated milk, white sugar and brown sugar to any
hot cereal to increase the calories and the protein
content.

A taste test of the morning cereal on 4/9/03 revealed a
non-sweet tasting cereal being served to all the
residents. By following the approved recipe for the
enriched cereal, the cereal would have a defined sweet
taste.

The master diet list provided to the surveyors on
4/7/03 documented that 13 residents in the facility
were currently ordered to receive enriched diets.

Observations of resident 23's tray card during the
breakfast meal on 4/8/03 and 4/9/03 and the lunch
meals on 4/7/03 and 4/9/03 revealed documentation
of a high fiber diet.

White bread was observed to be served to resident 23
during the breakfast and lunch meals.

In a review of the HPSI diet manual (page 25 and 26)
documentation revealed that the high fiber diet would
provide 25-35 grams of fiber per day.
Recommendations included the use of whole grain
breads and to limit the use of refined breads

The dietary manager was not following the
recommended recipes of the approved menu plan to

provide the djets that were ordered for the residents in
the facility.

483.35(d)(1)&(2) DIETARY SERVICES

Each resident receives and the facility provides food

F 363

F364 See wnexh page —
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prepared by methods that conserve nutritive value, d{,, A gE:I;is\?l gg:;ssw) (1)4(2) DIETARY 6/5/2003
flavor, and appearance; and food that is palatable, {,\V&O
attractive, and at the proper temperature. Corrective Action for Identified
) ) _ . N >f Residents
This REQUIREMENT is not met as evidenced by: Residents affected by this deficiency
Based on the confidential group interview, it was were not specifically identified in the
determined that the facility did not provide food that survey.
was palatable to the residents.
Identification of Residents with Potential
Findings include: M@ﬂgﬂ
All residents except those on tube
During the confidential group interview on 4/2/03, 7 feedings have the potential to be
of the 10 residents stated that the food they were affected.
served was "tasteless”. When asked if it was a Measures to Prevent Reoccurrence
particular meal or time of day, the residents stated On 4/10/03, a consulting firm was hired
that it was "most of the time". The residents stated to provide consuitant dietitian services.
that they had brought this concern to the attention of An in-service was held on 4/24/03 with
the facility staff and that they had been told the the dietary manager and dietary staff.
kitchen staff would be in-serviced. The residents The following items were reviewed and
continued to state the problem of the "flavorless™ had a sign-in sheet with minutes was
not been solved., The residents stated that this was an completed:
"on-going" problem.
* Menu adherence — reading
During 3 seperate confidential individual interviews spreadsheets to ensure
on 4/7/03 and 4/8/03, it was said that the "food was appropriate diets were provided
bland”, "too many breaded meats", "could stand an as ordered.
improvement”, "I don't really like it (the food)", and = Following recipes to ensure a
"sometimes it is cold”. palatable and consistent
product.
; An in-service was held on 5/12/03 with
F366| 483.35(d)4) DIETARY SERVICES F368 the dietary manager and dietary staff.
SS=E . . . . The following items were reviewed and
Each resident receives and the facility provides a sign-in sheet with minutes was
substitutes offered of similar nutritive vaiue to completed:
residents who refuse food served. * Maintaining appropriate tray line
‘ ) _ temperatures to ensure that
This REQUIREMENT is not met as evidenced by: product is delivered to residents
Based on comments from 7 of 10 residents attending
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F 366 | Continued From page 46 F 366 Temperatures are recorded at
the confidential group meeting held on 4/8/03 and the beginning of tray line and in
one additional resident interview, it was determined the middle to ensure appropriate
that the facility does not always offer substitutes of temperatures. (>140°F for hot
similar nutritive value to residents who refuse food foods, <41°F for cold foods)
served. Continued Monitoring/ Quality
Assurance
Findings include: To ensure tray line accuracy, the Dietary
Manager will audit 1 meal each day (5
. : . days per week) for 3 weeks to ensure
1. During the confidential group meeting held on . ; .
4/8/03, 7 of thel0 residents actively participating in tsh?te;zesg:ae;?sry ;tsag':s f?uowﬂ'gl.:he
the meeting stated that substitutes have not been P ) 1going quallty
offered when the served foods they do not like assurance, the tray line will be audited
cn they are Y ' by the dietary manager 1 meal per week
i ) ) to ensure accuracy. The Consultant
2. During the confidential meeting held on 4/8/03, 7 Dietitian also will monitor tray line
of th.e 10 res1d§nts stated that the only subsnl_utes they accuracy and menu substitutions during
receive for their meals are peanut butter and jelty and her monthly visit and reviews her
bologna and cheese sandwiches. findings with the Dietary Manager and
Administrator during the exit interview.
3. On 4/8/03, when asked about food substitutes, a These findings will be presented to the
resident stated during a confidential interview that Performance Improvement Committee
when she was served something she didn't like she on an on-going basis.
would ask for something else but the staff would tell
her they didn't have anything else to serve. She said The Dietary Manager will also review a
she has asked for ice cream on several occasions and test tray (Form 526) on a weekly basis
was told that they did not have any. to ensure appropriate temperatures and
palatability. The Consultant Dietitian will
4. An observation of the lunch rmeal on 4/8/03 review the records of the test trays and
revealed that the substitute listed for the pork steak samples the f??d fo"_pa]atab'“t)f during
was a peanut butter and jelly sandwich. tt}e monthly V|_S|t. This mformathn is
discussed during the monthly exit
interview with the Dietary Manager and
Administrator and will be presented to
F 371 483.35(h)(2) DIETARY SERVICES Fin the Performance Improvement
55=E Committee.
The facility must store, prepare, distribute, and serve
food under sanitary conditions.
This REQUIREMENT is not met as evidenced by;
Based on observations in 1 of 1 kitchens, it was
CMS-25671L 112000 EventID:  MR6MI11 Facility ID:  UTO076 If contmuation sheet 47 of 48




Arlington Hills Care Center Annual Survey completed 4-10-03
Attachments to form 2567-L

ATTACHMENT #1 0'5,il02

'A%
F 366 483.35(d)(4) DIETARY SERVICES -’A

Corrective Action for Identified Residents
Residents affected by this deficiency were not specifically identified in the survey.

Identification of Residents with Potential to be Affected
All residents have the potential to be affected by this deficiency.

Measures to Prevent Reoccurrence

On 4/10/03, a consulting firm was hired to provide consultant dietitian services. Anin-
service was held on 4/24/03 with the dietary manager and dietary staff. The following items
were reviewed and a sign-in sheet with minutes was completed:;

* Menu substitutions — Form 411 was reviewed and posted in the kitchen. All menu
substitutions are recorded on Form 410. It was emphasized that the maximum
allowable substitutions are 2 individual items per week (a resident’s choice/manager’s
special meal is not considered a substitution),

* Menu Alternates are to include an alternate meat/protein and vegetable. These are to
be posted daily with the regular menu. These alternates are to include 3 oz
meat/protein, ¥z ¢ cooked or 1 ¢ raw vegetable.

Continued Monitoring/ Quality Assurance

The Dietary Manager is responsible to ensure that the alternates are of comparable nutritional
value based on the above guidelines.

The facility has an agreement with the consulting RD to monitor menu alternates as part of the
monthly visit and review the findings with the Administrator and Dietary Manager during an exit
interview. These resuits will be presented to the Performance improvement committee as part
of on-going quality assurance.

Completion Date
The date of completion is June 5, 2003.
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X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 47 F371
determined that the facility did not store, serve and 0 \U{h F 371 483.35(h)(2) DIETARY SERVICES 6/56/2003
distri ) o .
bys :ﬁzi:rfyofa}}n;fmsbemﬁ ts;geﬁlégl:fgsosa: Svidenced 43 1,\ gy Corrective Action for Identified Residents
contaminate between the dirty and clean side of the ,b Rﬁ&ldent.z af:"ec_tc?d ?{i tr(""‘," dtt;ﬁclency were
dish room. not specifically identified in the survey.
o ) Identification of Residents with Potential to
Findings include: be Affected
All residents have the potential to be affected
During an observation of the kitchen on 4/8/03 at by this deficiency.
8:40 AM a dietary employee was observed to place
dirty plates and utensils into the dish machine. The Anm—ia::?:;i?ei’vr::eh':lgsﬁc: ;r‘;'?g; Zn d
dietary aide was ol:.-served to be wearing gloves. After 4/15/03 with the Dietary Manager and dietary
the pans and utensils were washed, the dietary staff. The sign-in sheet/minutes are filed in
employee was observed to take the clean items and the dietary in-service manual. The in-service
put them away without having changed his gloves or was given by the Consultant RD and Dietary
washing his hands between handling dirty and clean Ma“fgef F‘;‘rr:)‘:) ;‘:‘gﬁ’c‘:‘(’:ﬁ :’::sf‘;(':mrgn';ﬁg&
%i!le‘s‘; b d after four diff h cvel hands when moving between the
15 was observed atter tour difterent wash cycles. dirty and clean areas of the dish
room.
Continued Monitoring/ Quality Assurance
The Distary Manager observes staff in the
dish rcom during a weekly Sanitation Check
(Form 610} to ensure that proper procedures
are being followed for cleansing hands in the
dish room.
The Consulting RD reviews the weekly
sanitation checks conducted by the Dietary
Manager during the monthly visit and
performs another sanitation check in the
kitchen at least monthly. Part of the
sanitation check involves monitoring the staff
to ensure proper cleansing of hands when
moving between the dirty and clean areas of
the dish room. This sanitation check will be
reviewed during the monthly exit interview
with the Administrator and Distary Manager.
Findings wilt be reported to the Performance
Improvement Committee for analysis and
recommendations.
CMS-2567L 112000 EventID:  MR6MI1 Facility ID: If continuation sheet 48 of 48
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Aftachments to form 2567-L PRE SURVEY SANTTATION REVIEW

AREAS REVIEWED
(68 srcas of eotcan and sirgle specifica) Completed by:
SANITATION SANITATION
General Work Area: Litylity Room:

T

O Senitizing buckats available with correct amount of 2 Mops and brooms clean / stared off the Hoor 7 Ooor
clean

Eandtizer
O Cailings/walls/lights/ Aotrs/ baseborrds/ drains clean O Cheamicals stored off the floor/ mparate from
o Shq]ves/dmwm,l’clbi!nu/winduws/dma/ | food/MSDS posted
| fansclean O Fire eatinguisher in itchen
0 Trash containers clean/ covered/ disposed of properly: : Persomml:
dumpster clean / closed O Hygiene good / hair restraints worn /
a A Peat control in place with no sign of redents or inseets uniforms clean and ceat

oAU Clean and fieat
Food Preparation Areas: H O Hard washing sink with sunitizing soap / hot water /

Food purchazed from approved o3, with Boet & towel / atep on trash contalners / plastic gloves worm
9 . hé o when needed/ non dietary personnal not in kitchen /

| Erstoutzotekion
1 Emergency water provided for; Bmergency mana ready to eatfood not touched by hands
| . posted with food on hand a Nlhcleanmd&uofpoﬁlh\ndu.slweswm
[=] Cunthoaandejorkahg&Mmﬁngpo-wd/ B O Personal hygiene good / Food Handler Cards coarent
followad where nesced / one individnal with food safety
=] Pum:rludegpuud/egycook-dpnnmmrmd certifcation
Code O Annual TB test docurnented in perscrmal file
(3 All fond (3¢, Toasts, salads, puddings) cocled to £1%
=
e

within & hours / Cacling Manizar Fogm used cotreat O Cleaning scheduld followed

Certal dispansers clean / Pood preparation sink clean Diskzuashing Areal i Pk

Milk Jeft in contzines after pouring marcked * for O Dishwashes area clean / dishwasher Bee of scale
lang only” and dehydrabed milk "

:;ulagomr enydra used peratate O Sanitizer labalad in appropriate srea

Storage: — ey M 0O No contamination from dirty t0 clean areas
2 Food otice opaned it saaled / labeled / dated B QO Dish machine tezps and ppen per posted requirstnents
3 Fmdsmdoﬁﬂoure”/ﬂ'&umsprmk]erhﬂd/ H O Diihmd\ﬁnm?s:mdldd‘ﬂyfmec&vuxﬁw
____ Tallets santizeble noted
11 Cars free of dust / dented cana removed H O Kitchen has a iow pattern for clean and aoiled {tms
13 Food bins clean/ Eree of scoaps/ labeled/ daked; in Pot aitd Pan Wasiring Area:
L i H O Fotsinks clean / amount of sanitizer and procedurs
H 12 Quallty of food goed / ne spoilage / delivary temp posted / ppm recarded on ferm :
Approptiate; recorded on invoice 0 Pots and pans.clean / dry / inverted / jn good
13 Food shwives clean / rugt free / wall organized condition i
S 3 R Ty Sy F e oy e oy e
n F clean & Refriger clezn Q k ips BTSLOE
"Ry m&fﬁfm&ﬂimwﬂ’ ! Gl / siverwate cean / rust froe / inverted /
h ooV
11 Nuﬁlmtbumtfoud,rsanlomw,dnh O Blender and food proceseot dlean / Can dem 7
M [} Interna] thermomaters tn all units in warmest area Custing boarda clean / Coffes umn clean /
a0 = 7H Temp &y 7 Beverage dispenser clean -
acticn plan nated when not working (Check numsing S1 Knife rack clean with no knife chipped or rusted
unit) O Micowsve clean / Mbor clean / Ovens clean /
H [1 Food covered/ labeled/ dated/ leftover policy posted/ Range and prease trap clean
followed @ Slicer clean with steel mitt / steamer clean /
H [1 Produceof good quality / stored separate from ready stear table clean and érea of scale / toaster clean /
to 2ok food . tray cards clean and legible / tray carts clean
H (1 Matth::&d (under refrigeration < 41°) on sy on O Equipment is in working order
. - Filter, and clean with lon system
H U Eggs P rm——— a “rk;:fﬂﬁ: hood with mppreasion sy
H £l No outdeted milk products or outdated lefrovers [=] FoodﬂmﬂmeﬁmwwkmdakuhlmdpuavaUabk-
M 1 Refrigerated potentially hazardous feods are at 41° or b ure to calthrate
below when received / frozen at 0" or less [a] Nomqopmn:gmnc}m,'dm/run&ee/mlmﬂu/
‘ [npn: lempa on in\'a.'u:e] BCOOP itk Con iner
Totals
CRAND TOTAL BOR SANITATION
[TOTAL POINTS AVAILABLE = 162)
Formula:5+5- + U -R =
H » Hazardous 5 = Salisfactory U = Unsatisfactory o Date(s) of visit
(eould cansean ittunediste Jeoperdy) g m rgpeds Improvement R~ Repeated Problem Eacility:
Form 810 {07/02} . ‘ Copyright © 1997

Cranda]l & Associatos Consulting Dictitlans, Inc.
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¢ Attaclnmnmto form 256711 ire

1.

COMMENTS:

Jate Observed:

Meal Obsarved:

DR Observed:

'-ode: Mark Y =Yes, N=No [give 1 point for each yer (25 available) - divide # yes by 25 to get compliance scare]

Compliance Score: # ves / %

Residents in dining room on time
Hands and faces washed before menls
Clothes protectors provided

Tiray out on thme
Busidents offered drink of choice and ice
water poured.

Nurse to dining room on time

Table:loﬂu/nmterpxecm/ DR quiet with
soft mugic

Menu/alternate posted
Adaptive devices used properly
ifire table served at same time

“Frod removed frox trays where
appropriate

Residlents promptly assisted with eating -
| adoquate staff
Cundiments offered, bread bn.tumd, mﬂk
opermed, .

Rasidants offered alternatives/meal
replacemant

Table correct height

Pa:tion correct
Lic uids thickened appropriately
Mead % recorded

Dislies, warmer cover, and silverware
cleng
Resideris received correct diet,

| consistency, likes and diglikes adhsred to
R&idmtpodﬁonedappmpﬂate.ly

Ajdas sitting while feeding inside table
Hards and faces washed after meals ]
Clatires protectors removed after mmals :
ﬂ\:ckClmPhnminghRiﬁkRmdmh

R implementation. .
Moritor’s Initinls

7 Copyright © 1962
e/ Crandall & Associstes Conamlting Dietitans, Inc.
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Arlington Hills Care Center Annual Swrvey completed 4-10-03
Atachments to_form 2567-L ATTACHMENT #5

iBos4

TRAYLINE CHECKLIST

(|

D O

S I I I o I

Food prepared appropriately / vegetables
cooked last/ garnish available

Food on steam table gglfour prior to service
Temperature taken / correct / recorded
Scoops and ladle sizes correct |

Cold food on ice

Alternate meat and vegetable on trayline

SF / LF food available, if needed

Puree / Mechanical Soft consistency
appropriate

- Plate heated or chilled

Menu posted on both sides of trayline

Brief menu conference held

Form 529 (01707} © 2000

Crandal] & Associates Consulting T,




