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F 0656

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Develop and implement a complete care plan that meets all the resident's needs, with
 timetables and actions that can be measured.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

  Based on record review and staff interview, it has been determined that the facility failed to develop and implement a
 comprehensive person-centered care plan for 2 of 12 resident's reviewed ID #'s 8 and 16.   Findings are as follows:  1.
 Record review for ID #8 revealed the resident was admitted   to the facility in January of 2020 with [DIAGNOSES REDACTED].
 Review of an admission minimum data set (MDS) dated  [DATE] revealed the resident required extensive assist from 1 person
 for walking and was only able to stabilize with staff assistance.   The Care Area Assessment (CAA) Summary for the above
 stated MDS indicated the resident was at risk for falls, proceed with care plan.   Record review revealed the resident
 sustained [REDACTED]. There was no evidence that a care plan was in place for fall prevention prior to the resident
 sustaining a fall.   Further record review of the CAA summary for the above mentioned MDS revealed Resident ID #8 was at
 risk for pressure ulcers, proceed to care plan. There was no evidence that a care plan was in place for prevention of
 pressure ulcers.   2. Record review for ID #16 revealed the resident was admitted   to the facility in January of 2020 with
[DIAGNOSES REDACTED].   Review of an MDS dated  [DATE] revealed the resident is an extensive assist of 2 people for
 transfers. The CAA summary indicateded the resident is at risk for falls, proceed with care plan. There was no evidence of
 a care plan for fall prevention.   An interview was conducted with the MDS nurse on 3/12/2020 at 2:18 PM. She could not
 provide evidence of the care plans mentioned above.

F 0812

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

Procure food from sources approved or considered satisfactory and store, prepare,
 distribute and serve food in accordance with professional standards.

  Based on surveyor observation and staff interview, it has been determined that the facility failed to properly store food
 in accordance with professional standards for food service safety relative to 1 of 1 kitchenette.  Findings are as follows:   Surveyor
observation of the 2nd floor kitchenette on 3/11/2020 at 11:34 AM revealed the following:  1. 1 of 2 Lyons Ready Care Thickened
Cranberry Cocktail juice, 2 of 2 Lyons Ready Care Thickened Apple juice, 1 of 3 Lyons Ready Care Thickened
 Orange juice, 1 of 1 Lyons Ready Care Thickened Dairy Drink, and 1 of 2 Lyons Ready Care Thickened Water were in the
 refrigerator, open and not dated.   Instructions on the container state to use within 7 days of opening.  2. 1 of 2 Hormel
 Med Pass 2.0 Vanilla Fortified Nutritional Shake in the refrigerator, open and not dated. Instructions on the container
 state to consume product within 4 days after opening, if properly refrigerated.  3. 17 Mighty Shakes in the refrigerator,
 thawed and not dated. Instructions on the container state to use within 14 days after thawing.  During a surveyor interview on
3/11/2020 at 12:39 PM with the Food Service Director, he acknowledged that the above products should have been dated as
 per the manufacturer's instructions.
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