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!5 | This Plan of Correction constitutes our | 5/23/@3
written allegation of compliance for the
deficiencies cited. However, submission of

The facility must provide each resident with sufficient
fluid intake to maintain proper hydration and health,

This REQUIREMENT is not met as evidenced by: ﬂﬂ?ast :lggﬁgti‘eggyn:;?g c:f t1111(:t :2:222?5:3
Based on record review and interview, it was correctly. This Plan of Correction is
determined that the facility did not ensure that 1 of 29 submitted to meet requirements established
sample residents received sufficient fluid intake to by state and federal law.

maintain proper hydration. (Resident 169)
Note: Resident 169 is no longer a patient at

Findings include: CHRISTUS St. Joseph Villa.

Resident 169 was admitted to the facility on 2/22/03 Goal:

with diagnoses of cervical spine fracture, aortic valve Prevent  residents  from becqmiqg

replacement, hypertension, hypothyroidism, dehydrated. Provide for and maintain

hypercholesterolemia, reflux, right total knee z_ldequa_te hydration of residents. P_rov.lde for

arthroplasty, abdominal aneurysm, incontinence and immediate and long-term monitoring of

depressive disorder. resident care outcomes.

Review of resident 169's medical record was Objective: o

completed on 3/27/03. Adopt an assessment tool to identify and
prevent residents at increased risk of

A patient care plan for resident 169 dated 2/22/03, and dehydration. Develop a set of ‘“‘e?’e“‘.‘;"“ /

updated on 2/25/03 and 3/3/03, completed by facility protocols to improve hydfa“‘;_ﬂdO residents

staff, revealed that the facility nursing staff had at risk. Develop a means of documeniing

and monitoring  the  cffectiveness

identified as a problem, that resident 169 was at risk ‘ .
mnterveniions.

for dehydration due to decreased intake. The goal was
that resident 169 would be free from signs and
symptoms of dehydration. The approaches were that
staff would monitor the resident daily for signs and
symptoms of dehydration, encourage fluids and
monitor intake and output to assure adequate intake.

Measures:

A dchydration risk assessment will be
adopted. Each resident upon admission will
be assessed and assigned a level of risk. A
set interventions / protocols will be
developed and implemented according to
each resident’s risk assessment. The risk
assessment will be completed quarterly and
for any significant change of resident

Review of the nurses documentation revealed that
facility mursing staff were documenting that resident
169's fluid intake and output was "gs", quantity

sufficient, on a daily basis. No other documentation condition. For high-risk residents/patients,
could be found in resident 169's medical record that the ADL record will be revised to include an
facility nurses were?}ess}:{ for signs and symptoms estimate of millimeters for fluid intake.

6) PATE

Any deficiency statement ending with aj{ asterisk (*) denotes a deficiency which may be excuséd from correction providing it is determined that other saféguards 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 14 days aft
such information is made available to the facility. If deficiencies are cited, an approved plan of correction s requisite to continued prograrh participation.
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F 327 | Continued From page 1 F 327 Nursing staff will be presented in-service
of dehydration. education to include recognition of risk
factors and symptoms of dehydration. In-
A nurses' note dated 3/8/03 at 5:30 AM, documented service education will be held during the
that resident 169 was, "Very unresponsive to verbal first three weeks of May and the use of the
[and ] tactile stimli....[physician ] on call. OK to send hydration risk asscssment procedure will
pt. [patient] to [hospital] ER [emergency room]} per begin by May 23, 2003. In addition, a
ambulance...”. random selection of five charts per month
for a period of three months will be
Resident 169 was sent to the hospital emergency room reviewed for compliance with proper
at 6:45 AM on 3/8/03. documentation. Following this period, five
charts will be reviewed on a quarterly basis
Review of the hospital emergency room report dated and the results reported to the Quality
3/8/03, completed by a physician, revealed that Improvement Council.
resident 169's famnily informed the emergency room o ! ..
physician that "(resident 169) had a history of poor Rgsponsﬁnhty f_°‘ implementation is  the
p-o. [by mouth) intake recently.... (resident 169) had Director of Nursing.
not been taking any significant amount of fluids
orally.”
The physician documented that during the physical
examination of resident 169, he noted that resident
169's oral mucosa was very dry.
The physician also documented that resident 169's
laboratory work revealed that resident 169 had a BUN
(Blood urea nitrogen) of "98 mg %" and a creatinine
level of "2.2 mg %". He also documented that resident
169 had been a patient in the hospital on 2/20/03, and
at that time her BUN was 13 and creatinine was 0.9. A
BUN level is obtained to determine if there are renal
disorders or dehydration,
In the publication, Laboratory and Diagnostic Tests
with Nursing implications, Sixth Edition, 2002, by
Joyce LeFever Kee, page 83 documents a normal
BUN level ranges from 5 to 25 mg. Page 760
documents a normal creatinine level ranges from 0.5 to
1.5 mg. Page 83 further documents that, "An elevated
blood urea nitrogen [BUN] level could be an indiction
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of dehydration...With dehydration, the serum
creatinine level would most likely be normal or high
normal.”
The emergency reom physician documented that
resident 169 was given 2.5 liters of fluid infravenously.
The physician also documented that his impression
was that resident 169 was dehydrated "with significant
volume depletion.”"
On the physician disposition on the emergency depart
report, the physician documented,”...I think, that her
entire difficulty is related to dehydration (and) poor
p.o. intake . . ."
A telephone interview was held on 3/27/03, with a
physician who had treated resident 169 during her stay
at the facility.  The physician stated that resident 169
had been "terribly dehydrated...and it should have
been caught sooner."”
F 371 483.35(h)(2) DIETARY SERVICES F37 F371
SS=E o503
The facility must store, prepare, distribute, and serve ‘J ! 1{a) An in-service was provided to Food 4/28/03
food under sanitary conditions. Service workers March 26 and 27, 2003
. : : regarding sanitation. Apnl 10, scoop
This REQUIREMENT is not met as evidenced by: holders were mounted above the food
Based on observations and interview, it was storage binds.
determined that the facility did not store and serve
food under sanitary conditions. Specifically, there The Food Service Director is respons-
were scoops in multiple storage bins containing bulk ible for monitoring compliance.
dry ingredients, a refrigerator used during tray line
service was not at the proper temperature, and there The Registered Dietitians will complete
were multiple food items in various refrigerators that o . .
were not labeled and /or dated a monthly sanitation imspection 4_11d
. submit results to the Quality
Finding include: Improvement Council quarterly.
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Observations on 3/24/03 from 9:07 AM to 9:54 AM l(b) April - 10, 2003, the Dietary 4/28/03
during the initial kitchen tour revealed the following: Supervisors received an in-service from
: . the department manager on what to do if
1. In the kitchen: the temperatures of the refrigerators are
a. There were scoops in the bins containing oatmeal, beyond the desired range. In addition,
rice, flour, powdered sugar, cornstarch, powdered the ) procedure . for uFlllzmg the
milk, pancake mix, mashed potatoes, brownie mix, refrigerators  while _operating _the‘ tray
sugar, dry milk and another bin of powdered milk. line have been modified to maintain the
The scoop handles are considered contaminated food at the proper level.
because staff handles them.
The Registered Dictitians will monitor
b. The refrigerator used on tray line on the west side food temperatures and the refrigerator
was not at proper temperature. The external use during monthly sanitation
thermometer read 58 degrees Fahrenheit and the inspections and report results quarterly
internal thermometer read 60 degrees Fahrenheit. to the Quality Improvement Council.
Inside this refrigerator there were 3 trays of pudding in
bowls, 1 gallon of milk, 3 individual pudding cups and
3 cups of yogurt, plus juices, applesauce and sodas.
i 5/2/03
Attached to this refrigerator was a "Refrigerator Log" 2, 4, 5 GM The F%OdRSTt;f:;
for March 2003. The documented temperature Departmel:lt anag_er an. gl .
standard from internal thermometers for the Dictitians held an in-service April 22,
refrigerator was 36-40 degrees Fahrenheit. This form 2003 on the correct use and procedure
was reviewed on 3/25/03. The following dates had for using labels to date food items.
temperatures recorded, which were greater than the
documented temperature standard: A check sheet will be developed by the
Manager for use by Kitchen Supervisors
3/1/03: 44 degrees Fahrenheit to note discrepancies during daily
3/2/03: 50 degrees Fahrenheit inspections.
3/4/03: 50 degrees Fahrenheit
3/5/03: 45 degrees Fahrenheit The Registered Dietitians will include
3/6/03: 45 degrees Fahrenheit labeling/dating on  their  monthly
gﬁi)%g, 32 gegrees Iﬁaﬁeﬁefi sanitation  inspection and  report
: egrees Fahrenhei .
3/13/03: 44 degees Fahrenheit quarterly to the Quality Improvement
3/14/03: 45 degrees Fahrenheit Council
3/15/03: 58 degrees Fahrenheit
3/17/03: 45 degrees Fahrenheit
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F 371 | Continued From page 4 F 371 )
3/18/03: 50 degrees Fahrenheit 3. The Food Services Department | 5/2/03
3/20/03: 54 degrees Fahrenheit Manager provided an in-service April
3/22/03: 50 degrees Fahrenheit 22, 2003 to workers receiving and
3/23/03: 58 degrees Fahrenheit stocking canned food goods regarding
what to do with dented cans.
Documented at the bottom of the "Refrigerator Log"
was the following, "Notify maintenance that The Registered Dietitians will include
temperature is out of acceptable range”. There was no the monitoring of dented cans during
go?;nented f:f\.fic(lien;ttal] that thefmaintenance department monthly sanitation inspections and
ad been notified of the out of range temperatures. report quarterly to the Quality
2. Inthe large walk-in refrigerator: Improvement Council.
a. There was a piece of ham that was not dated. :
b. There were 9 pans of gelatin on a rack that were not 7. Ice scoop holders were added to the | 5/2/03

covered or dated. At approximately 9:15 AM, a
dietary aide was asked if the gelatin was for lunch that
day, she stated that she was unsure.

c. There was a gallon of Catalina dressing and a
gallon of creamy Caesar dressing that were not dated
when they were opened.
¢. There were two open 11 pound containers of
vanilla icing that were not dated.

e. There was a box of light sausage patties and a box
containing 4 raw regular sausage patties, which were
opened but not dated.

f. There was a pan labeled orange frosting, which was
dated 10/24/02, 5 months old.

g. There was a pan of chicken breasts that was not
dated.

h. There were 2 boxes of blueberry muffins dated
3/15/03, 9 days old.

3. In the dry storage room:

a. There were #10 cans of applesauce, crushed
pineapple and tropical fruit, which were dented by the
top seam. There was one #10 can of applesauce that
had 2 large dents on both sides and was dented by the

ice chests used by the CNAs to fill water
pitchers.  The CNA Educator will
conduct monthly quality checks to
monitor usage of the holders.
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bottom seam.

4, In the salad prep area refrigerator:

a. There were pans containing honeydew and
cantaloupe, strawberries, grapes, ham slices, grated
cheese and tomato that were not dated. There were
slices of white cheese, which were not dated.

5. In the reach in refrigerator by the oven:

a. There were 12 cups of pudding and a container of
grapefruit sections, which were not covered or dated, 3
pieces of chocolate cake, 4 pieces of cheesecake and a
second container of grapefruit sections, which were
not dated.

6. In the small walk-in refrigerator:

a. There was a 32-ounce container of soymitk that was
not dated when opened.

b. There were cartons of buttermilk marked sell by
3/22/03. One had been opened and one had not.

7. On the 2nd East Hall:

a. On 3/24/03 at 10:30 AM and 3:30 PM, it was
observed that the CNAs (Certified Nurses Aides) wore
gloves while getting ice for the resident’s water, but
inbetween going into each resident’s room to get the
pitchers, the aides left the ice scoop handle in the ice
which created an avenue for possible cross
contamination.

Observations in the kitchen on 3/25/03 from 1:45 PM
to 2:15 PM revealed the following:

1. In the kitchen:
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a. At 1:45 PM, the refrigerator used on tray line on the
west side was not at proper temperature. The external
thermometer read 58 degrees Fahrenheit and the
internal thermometer read 52 degrees Fahrenheit.
Inside this refrigerator there were 6 glasses of
supplement, 1 glass of milk and 2 glasses of juice.

At 2:15 PM, a facility dietitian was present while the
temperature of the tray line refrigerator was checked.
The external temperature was 58 degrees Fahrenheit
and the internal temperature was 64 degrees
Fahrenheit. The dietitian agreed that the temperature
was out of the acceptable range and stated that the
"Refrigerator Log" documented that the maintenance
department was to be called when temperature was too
warm.

b. There were scoops in the bins containing oatmeal,
tice, flour, powdered sugar, cornstarch, powdered
milk, pancake mix, mashed potatoes, brownie mix,
sugar, dry milk and another bin of powdered milk.
The scoop handles are considered contaminated
because staff handles them.

2. In the dry storeroom:

a. There was a #10 can of applesauce, which was
dented by the top seam.

483.40(c)(1)&(2) PHYSICIAN SERVICES

The resident must be seen by a physician at least once
every 30 days for the first 90 days after admission,
and at least once every 60 days thereafter.

A physician visit is considered timely if it occurs not
later than 10 days after the date the visit was required.

F 371

F 387
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This REQUIREMENT is not met as evidenced by:

Based on record review and interview, it was
determined that the facility did not ensure each
resident was seen by a physician at least once every 30
days for the first 90 days after admission, and at least
once every 60 days thereafter for 17o0f 29 sample
residents reviewed. Resident identifiers: 15, 37, 47,
53, 58, 62, 65, 66, 72, 102, 104, 111, 112, 116,119,
146, 147.

Findings include:

1. Resident 15 was admitted to the facility on
12/16/02 with diagnoses that included subdural
hematoma, sleep apnea, benign prostatic hypertrophy,
dementia,and transurethral resection of the prostate.

A review of resident 15's medical record was
completed on 3/25/03. The medical record
documented that resident 15 was seen by a physician
on 12/23/02, 2/13/03, and 3/13/03. There was no
further documentation in resident 15's medical record
to support that a physician had seen the resident in
January of 2003 as required.

The staff nurse, for the special needs unit was
interviewed on 3/25/03 at 10:15 AM. The staff nurse
for the special ndementia unit stated that she could not
find any more documentation indicating that the
physician had been into see resident 15 in the month of
January.

2. Resident 37 was admitted to the facility on 8/30/02
with diagnoses that included dementia with depressive
features, degenerative joint disease, diabetes, coronary
artery disease, hypertension, gastroesophageal reflux
disease, prostate cancer, cerebrovascular accident and
weight loss.

5|8

62, 66, 72, 102, 104, 11, 112, 116, 119,
146, 147) will be seen by a physician
prior to May 15, 2003 as long as the
resident is still in the facility.

In order to address the on-going need for
physician visits, the Ward Clerks will
check each resident’s chart the first few
days of each month and produce a list of
the residents due within the month for a
physician visit or past due for the visit.
The names of those due or past due will
be sent to the primary care physician’s
office and, when applicable, a second
notice will be placed in the mailbox of
those physicians with facility mail
boxes.

Other copies of the list will be provided
to the Nurse Manager and the Director
of Nursing.

At the first of the next month, the Ward
Clerks will provide a report to the
Director of Nursing of the number of
physician visits completed and the
number past due. The Director of
Nursing will report the findings to the
Quality Improvement Council.

The first report shall be made to the
Quality Improvement Committee May
15, 2003.

The Director of Nursing is responsible
for implementation.
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A review of resident 37's medical record was
completed on 3/25/03. The medical record
documented that resident 37 had been seen by a
physician on 10/24/02, 1/24/03, and 2/24/03. There
was no further documentation in resident 37's medical
record to support that a physician had seen the resident
in December of 2002 as required.

3. Resident 47 was admitted to the facility on 2/02/00
with diagnoses that included benign pancreatic
neoplasms, hypertension, and coronary artery disease.

A review of resident 47's medical record was
completed on 3/26/03. The medical record had
documentation that resident 47 was seen by the facility
physician on 6/03/02, 10/02/02, 1/02/03, and 1/23/03.
There was no further documentation in resident 47's
medical record to support that a physician had seen
resident 47 in Angust 2002, December 2002, and
March 2003, as required.

4. Resident 119 was admitted to the facility on
9/07/01 with diagnoses that included macular
degeneration, osteoporosis, degenerative joint disease,
pain, insomnia, hypertension, arthritis, and senile
dementia.

A review of resident 119's medical record was
completed on 3/2/503. The medical record had
documentation that resident 119 was seen by the
facility physician on 6/05/02, 8/29/02, 11/14/02, and a
nurses note which shows documentation that the
resident was seen on 3/14/03. There was no further
documentation in resident 119's medical record to
support that a physician had seen restdent 119 in
October 2002, and Janunary 2003, as required.

5. Resident 102 was readmitted to the facility on

F 387
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1/17/02 with the diagnoses of senile depression, aortic
valve disorder, congestive heart failure, and
constipation.

On 3/25/03 a review of resident 102's medical record
was conducted. Resident 102 had documentation of
physician visits on 6/04/02, 8/26/02, 11/12/02 and
3/03/03. Resident 102 had the following number of
days between physician's visits:

83 days between 6/04/02 to 8/26/02
78 days between 8/26/02 to 11/12/02
111 days between 11/12/02 to 3/03/03.

6. Resident 146 was admitted to the facility on
12/21/00 with the diagnoses of Emphyserma, gastritis,
arthritis, osteoporosis, and failure to thrive.

On 3/25/03 a review of resident 146's medical record
was conducted. Resident 146 had documentation of
physician visits on 5/29/02, 8/01/02, 10/21/02, and
1/08/03. Resident 146 had the following number of
days between physician's visits:

81 days between 8/01/02 to 10/21/02
79 days between 10/21/02 to 1/08/03
76 days between 1/08/03 to 3/25/03.

7. Resident 147 was admitted to the facility on
8/13/02 with the diagnoses of hypertension, arthritis,
anemia, senile depression, knee and hip replacements,
cataracts and constipation.

On 3/25/03 a review of resident 147's medical record
was conducted. Resident 147 had documentation of
physician visits on 8/20/02, 10/21/02, and 1/09/03.
Resident 147 had the following number of days
between physician's visits:
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62 days between 8/20/02 (admit visit) and 10/21/02
80 days between 10/21/03 and 1/09/03
75 days between 1/09/03 and 3/25/03.

8. Resident 58 was re-admitted to the facility on
6/10/02 with diagnoses which included dementia,
hypertension, macular degeneration, status post partial
gastrectomy and glaucoma.

Resident 58's medical record was reviewed on 3/24/03.

Resident 58 was seen by her physician on 6/15/02,
10/9/02 and 1/2/03. Resident 58 should have been
seen by a physician on or around 7/15/02, 8/15/02,
9/15/02, 12/9/02 and 3/2/03. There was no
documented evidence that a physician examined
resident 58 in July 2002, August 2002, September
2002, December 2002 and March 2003 as required.

9. Resident 53 was admitted to the facility on 3/28/02
with diagnoses which included Alzheimer's type
dementia, osteoarthritis, gastroesophageal reflux and
hypertension.

Resident 53's medical record was reviewed on 3/26/03.

Resident 53 was seen by her physician on 5/11/02,
10/2/02 and 1/2/03. Resident 53 should have been
seen by a physician on or around 7/11/02, 9/11/02,
12/2/02 and 3/2/03. There was no documented
evidence that a physician examined resident 53 in July
2002, September 2002, December 2002 and March
2003 as required.

10. Resident 62 was admitted to the facility on 9/7/01
with diagnoses which included osteoporosis, uterine
prolapse, vitamin B12 deficiencies, failure to thrive
and peripheral edema.
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Resident 62's medical record was reviewed on 3/25/03.

Resident 62 was seen by her physician on 10/9/02 and
1/2/03. Resident 62 should have been secn by a
physician on or around 12/9/02 and 3/2/03. There was
no documented evidence that a physician examined
resident 62 in December 2002 and March 2003 as
required.

11. Resident 65 was admitted to the facility on
11/3/01 with diagnoses which included non-insulin
dependent diabetes mellitus, non-psychotic organic
brain syndrome and hypothyroidism.

Resident 65's medical record was reviewed on 3/24/03.

Resident 65 was seen by her physician on 5/15/02,
10/9/02 and 1/2/03. Resident 65 should have been
seen by a physician on or around 7/15/02, 9/15/02,
12/9/02 and 3/2/03. There was no documented
evidence that a physician examined resident 65 in July
200, September 2002, December 2002 and March
2003 as required.

12. Resident 66 was admitted to the facility on 4/29/01
with diagnoses of type 11 diabetes, congestive heart
failure, osteoarthritis, aortic valve disorder and status
post craniotomy hematoma Iate effect.

Resident 66's medical record was reviewed on 3/25/03,

Resident 66 was secen by her physician on 4/10/02,
7/31/02, 10/2/02 and 2/24/03. Resident 66 should have
been seen by a physician on or around 6/10/02,
9/31/02 and 12/2/02. There was no documented
evidence that a physician examined resident 66 for
June 2002, September 2002 and December 2002 as
required.

13. Resident 72 was admitted to the facility on

F387
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10/23/02 with diagnoses of cellulitis, insulin
dependent diabetes, hypertension, dementia, left above
the knee amputation, venous stasis and dyslipidemia.

Resident 72's medical record was reviewed on 3/24/03.

Resident 72 was seen by her physician on 10/30/02
and 2/6/03. Resident 72 should have been seen on or
around 11/30/02, 12/30/02 and 1/30/03. There was no
documented evidence that a physician examined
resident 72 for November 2002, December 2002 and
January 2003 as required.

14. Resident 11 was admitted to the facility on 3/9/01
with diagnoses of depressive disorder, psychosis,
osteoporosis, diabetes, anemia and glaucoma.

A review of resident 11's medical record on 3/26/03,
revealed that resident 11 was seen by a physician on
3/27/02, 6/4/02, 8/26/02, 11/14/02 and 3/14/03.
Resident 11 should have been seen by a physician on
or about 8/4/02, 10/26/02, and 1/14/03.

15. Resident 104 was admitted on 12/13/02 with
diagnosis of atrial fibrillation, hypothyroid, arthritis,
osteoporosis congestive heart failure and esophageal
reflux.

A review of resident 104's medical record on 3/24/03,
revealed that resident 104 was seen by a physician on
3/5/03. Resident 104 should have been seen by a
physician on or about 1/13/03 and 2/13/03.

16. Resident 112 was admutted to the facility on
4/18/95 with diagnoses of anemia, chronic obstructive
pulmonary disease, duodenal ulcer, ostecarthritis and
anemia.

A review of resident 112's medical record on 3/25/03
revealed that resident 112 was seen by a physician on
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6/5/02, 8/28/02 and 11/14/02. Resident 112 should
have been seen by a physician on or about 8/15/02,
10/15/02, 1/15/03 and 3/15/03.

17. Resident 116 was admitted to the facility on
10/10/01 with diagnoses of hypertension, vitamin B
deficiency, and prostate neoplasm.

A review of resident 116's medical record on 3/26/03
revealed that resident 116 was seen by a physician on
3/4/02, 6/4/02, 8/26/02, and 11/14/02. Resident 116
should have been seen by a physician on or about
5/4/02, 8/4/02, 10/4/03 1/14/03 and 3/14/03.
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