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Honor theresident'sright to a dignified existence, self-deter mination, communication,

and to exercise hisor her rights.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interviews and review of the facility's FEEDING THE RESIDENT policy, the facility failed to ensure a
resident that required staff assistance during meals was treated with respect and dignity for 1 of 3 sampled residents

reviewed for nutrition. Resident #25 was observed with pureed meal dripping/running from both sides of his’her mouth while
facility staff was observed standing while feeding the resident. The findings included: The facility admitted Resident

#25 on 1/30/16 with [DIAGNOSES REDACTED)]. On 9/02/20 at approximately 12:54 PM Certified Nursing Aide (CNA) #1 was
observed standing by Resident #25 bedside while feeding the resident who was in bed. Resident #25 was observed with his/her pureed
meal dripping/running down from both sides of his’/her mouth. CNA #1 acknowledged he/she was standing while feeding the
resident. CNA #1 walked out the room and returned with a chair, sat down and continued to feed Resident #25. On 9/03/20 at
approximately 9:50 AM the facility Administrator provided a copy of the facility FEEDING THE RESIDENT policy. Review of the
policy revealed under #6 Position a chair where it will be convenient for you to assist the resident or it may require you

stand to feed them. Prefer sitting if possible. An interview on 9/03/20 at approximately 10:12 AM with Registered Nurse

(RN) #1 who reviewed the electronic medical record, revealed there was nothing on the electronic care plan to indicate

staff should stand while feeding Resident #25. On 9/03/20 at approximately 10:28 AM obtained awritten copy of the

resident's care . There was no documentation/care instruction for staff should stand while feeding the resident.

Dispose of garbage and refuse properly.

Based on observation and interviews, the facility failed to ensure that a garbage container/dumpster was free of foul

odors, leakage and erosion for 1 or 2 garbage containers observed. The findings included: An observation and interview of
the facility's garbage containers/dumpster area on 9/02/20 at 12:10 PM with the Dietary Supervisor revealed the garbage
container/dumpster had been recently emptied. One dumpster was observed to have afoul odor. There was a discolored liquid
substance spilled on the paved area near along and wide eroded area near the bottom left side of the dumpster facing the
door. There was a piece of debris hanging on ajagged edge of long and wide eroded area on the dumpster. Looking inside the
dumpster there was sunlight observed from agolf ball size hole near bottom right side of the dumpster. The Dietary
Supervisor confirmed the observation of the rusted and eroded dumpster. An interview on 9/02/20 at approximately 12:20 PM
with the Corporate Manager revealed he/she would take alook at the dumpster. On 9/02/20 at approximately 12:30 PM, the

Maintenance Manager informed the surveyor that the company that was responsible for replacing the dumpster have been
contacted.
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