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A sliandard health survey was conducted on
09/01-0315. Deficient praclice was idantified
with the highest scope and saverity at "F* leval,
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The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of lhe community bolh
inside and outside tha facilily; and make choices
about aspects of his or her life in the facility that
are significant 1o the resident.

This REQUIREMENT is not met as evidencad
by:

Basad on observation, interview, record review,
and review of the facility's policy and procedure it
was delermined the facllity faited to honor
residen choices regarding food likes and dislikes
for one (1) of fiteen (15) sampled residents
(Resident #9). Observations during meal sarvice
revealed Resident #9 received items on his/her
meal tray that were listed as foods the resident
disliked duting two {2) meals.

The findings include;

Raview of the facility policy, "Food Preparation,”
not dated, rovealed it was the policy io sarve i
attractive, salisfying, and nutritious meals with
consideration given to 8 resident's food

prefarenca. 5

Record review revealad the facility admitted
Resident #9 on 07/08/15 with diagnoses that ]
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included Chrenic Airway Obstruction, Anxiety,
Depression, and Esophageal Refiux. Review of
an initfal Minimum Data Set (MDS) assessment
daled 07/15/15, revealed the facility assessed
Resident #9's cognition as sevarely impaired with
a Brief Interview for Mental Status (BIMS) score
of 1, indicating the resident was not interviewable.
Review of a "General Diet Tray Card,” not dated,
revesled Resident #9 disliked pizza, spaghetti,
noadles, pasta, green beans, most meats, and
beats,

Observalion on 09/01/15 at 4:45 PM revealed
Resident #9 received green beans on his/mer
dinner tray. Further observation revealed
Resident #8 did not eat tha green beans.
Resident #9 staled during the observation hefshs
did not like green baans.

Observation on 09/02/15 at 11;30 AM revesled
Resident #9 received beets on his her lunch Iray.
Further observation revealed Resident #8 did not
eatthe beets. Resident #9 stated during the
observation hefshe did not like beets.

Intarview with State Registered Nursing Assistant
{SRNA) #1 on 09/01/15 at 5:04 PM and SRNA #2
on 090215 at 11:55 AM revealed they assist with
passing the meal trays fo residents. SRNA #1
and SRNA #2 furthar slatad when passing meal
trays the SRNAs are supposed to observe the
Resident's General Diat Tray Card to ensure lkes
and dislikes were honored,

Interview wilh the Dietary Manager on 08/03/15 at
11:20 AM revealed it was the Dielary Aldes' as
well as the SRNAs' responsibility to ensure the
resldents’ likes and distikes wera honored. The
Dietary Manager stated honoring the residents’
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likes and dislikes had been an issue in the past
but she fthought it had improved. The Dietary
Manager stated the facility had na "system to
ensure accountability” and ensure resident food
choices were honored.

Interview with the Dietitian on 09/03/15 at 10:06
AM revealed it was her expattation for tha facility
to serve residents with food that was atiractive
and satisfying and the facliity should honor the
residents’ likes and dislikes. The Dietitian stated
this was important to avoid potential weight loss
and lo maintain the resident's nutritional statys,

Interview with the Direcior of Nursing on 09/03/15
at 3:59 PM revesled it was her expactation for the
Dietary Aldes and SRNAs to observe and hanor
the residents' likes and dislikes. The DON stated
she was not aware it was a problem. The DON
stated it was important to honor residents' food
preferances and sialed that the nutritionsl statys
affected the residents’ overall well-being.
483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The facility must ensure that residents receive
praoper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, uraterostomy, or leastomy care:
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.
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This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, record raview,
and review of the facility’s policy and procadure, it
was determinad the facility failed 1o ensure
podiatry care (foot care) was provided for three
(3) of fiftaen (15) sampled residents {Residanls
#3, #6, and #13). Residents #3, #8, and #13
were observed 1o have long toenails and record
review and interviews with the facility staff
revealed the facility falled to ensure the residents
received the nacessary foot care by staff or a
podiatrist.

The findings include:

Review of the faclity's policy ttied *Podiatry,”
dated 08/06/14, revealed the facility would
contract with an outside Podiatrist to provide care
for residents requesting thelr services.

Review of the facility's policy and procedure titled
"Nail,” not dated, revealed il was the policy of the
facility to maintain residents' nails in a clean
gppropriate manner, Further review revaaled
tosnails were Lo be rimmed as needed by the
State Ragistered Nursing Assigtants (SRNAs)
except for diabelic residents. Furthsr review
revealed Podlatry would check residents’ nails as
indicated.

1. Record review revealed the facility admittad
Resident #3 on 02/25/15 with diagnoses that
include Diabetes Mellitus, Hypertension, and
Anamia. Review of the 09/15/15 monthly
Physiclan's Orders revealed an order for Podiatry
Services as nesded. Review of a quarterly
Minimum Data Set (MDS) assessmant dated
07/23/15, revealed the facility assessed Residant
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#3's cognitive status as severely impaired with a
Brief Interview for Mental Stalus (BIMS) score of
4, indicating the resident was not Interviewable.

Observation on 09/03/15 at 11:41 AM revesled
Resident #3 had long toenalls, which extended
past histher toes.

Review of the Podiatry Prograss Notes dated
08/20/14 and 04/15/15 revealed the Podialrist
trimmed Resident #3's toenails on 08/20/14 and
04115135, Further review revealed the physician
noted, "Follow-up in nine (9) waeks,*

2. Record review revealed the facility admitted
Resident #6 on 03/19/09 with diagnoses that
included Carebral Palsy, Anxioty, and Anemia,
Review of the Monthly Physician's Orders dated
September 2015 revealed orders for Podiatry
Services. Review of a quarterly Minimum Data
Set (MDS) assessmenl dated 08/18/15, reveslad
the facility assessed Resident #8's cognitive
status as severely mpaired with a Brief Interview
for Mental Status (BIMS) score of 0, indlcating the
resident was not interviewable,

Reviaw of the Podiatry Progress Notes dated
08/20/14 and 04/15/15 revealed the Podiatrist
trimmed Resident #3's toenails on 08/20/14 and
04/15/15. Further review revealed the physician
noted, "Follow-up in nine (9) weeks."

Observation on 09/02/15 at 2:17 PM revesled
Resident #8's 1oenails wera yellow, thick, and
extended beyond the toe.

Interview with the Medical Records Director on
09/03/15 at 9:45 AM revealed it was her
responsibility to schedule all appointments with
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the Podiatrist. Further Interview revealed sha
was not sure why the appointments were not
scheduled as the physiclan ardered.

Intarview with the Podiatrist on 09/03/15 at 9:56
AM, revealed the standard of cara for Podiatry
was 1o be avaluated avery nine (9) weeks. The
Podialrist staled it was important especialiy for
Resident #8 becausa hisher nails were
dystrophic, thick, and difficull to cut. Further
interview revealed the Podiatrist stated he would
axpect the follow-up appointments would be
made according to his recommendations.

Interview with the Director of Nursing on
08/03/15, revealed she was not aware tha
Podialry visils were not completed as ordered.
Futther interview revealed she expacted all
Physician's Orders to be followed,

3. Observation on 09/03/15 at 8:10 AM revealad
Resident #13 was lying in bed, covered with he
sheet. The resident's toenails on both fest were
observed to ba long and hanging over the taes,

Review of the medical record for Resident #13
ravealed the facility admitted the resident on
03/26115 with diagnoses that included Digbetes
and Cardiovascular Accident with Hemipsaresis.
Review of the most recent Quarterly Minimum
Data Set (MDS) Assessment daled 08/24/15
revesled the facility assessed the resident's
cognition using the Brief Interview for Mental
Status (BIMS). The facllity assessed the resident
to have a score of 14, indicating that Resident
#13 was cognitively intact and interviewable,

Review of the most recent Podiatry visit for
Resldent #13 ravealed the podiatrist I2st saw the

F 328
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resident on 04/15/15.

Interview with Resident #13 on 09/03/15 at 9:10
AM revealed the residant stated histher loenails
gel caught on the sheets sometimes.
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Each resident receives and the facility provides
substitutes offered of similar nutritive value 1o
residents who refuse food served.

This REQUIREMENT is not met as avidenced
by:

Based on observation, interview, and record
review, it was determinad the facility failed o
provide food substilules of similar nutritive value
for ona (1) of fiteen (15) sampled residents
{Resident #9), The menu specified cheesa ravioll
as the main enlres for the evening meal on
09/02/15; however, Resident #6 was served
mashed potatoes as a substituta for the entree.

The findings Include:

Review of the facllity pollcy, "Food Substitutions
al meals," revised on 03/09/04, ravialed one
meal and two vegetables would be served as a
substitute for meals.

Recond mview revaaled the facliily admitted
Resldenl #9 on 07/08/15 with diagnoses that
included Chronle Alrway Obstruction, Anxiety,
Depression, and Esophageal Reflux, Review of
an initial Minimum Data Set (MDS) assessment
dated 07/15/15 revealed the facility assessed
Resident #3's cognition as savarsly impaired wilh

FORM CMS-2587{02.99) Provioua Versions Obsolela Event 10 XRPJT1 Facility ID: 100485 If conlinualion sheet Paga 7 of 16
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a Brief Inferview for Mental Status (BIMS) score
of 1, indicating the resident was not interviewable,
Review of a “General Dlet Tray Card,* not dated,
revesled Resident #8 disliked pizza, spaghstti,
noodles, pasta, green beans, most maats, and
bests.

Observation of the facllity's menu for the evening
meal on 09/02/15 revealed cheese ravioli was the
main course. Further cbservation on 09/02/15 at
5:20 PM revealed Resident #9 was served
Brussels sprouts, mashed potaloes, breadstick,
and fruit cockiail but was not served a protein
food item.

Interview with Dietary Aide #3 on 08/22/15 at 5:22
PM revealed the mashad potatoes ware served to
Resident #8 as a substitute for tha main course of
ravioli since Resident #9 did not like pasia.
Further Interview revealed Dietary Aide #3 stated
the Brussels sprouts were the protein and the
ravioli was a starch. Additional intarview revealad
the Diatary Alde stated shs was not aware
Bruasels sprouts did not have protein.

Interview with the Diatary Manager on (9/03/15 at
11:20 AM revealed she was not aware Resident
#9 was served mashed potatoes as a substitute
for the ravioll, She stated an aliemate protein
such as a chicken patty should have been
prepared as a substituie for the main course,

Interview with the Dietitian on 09/03/15 at 10:06
AM revealed the Dielary Manager was
responsible for ensuring all residents were servad
a protein and two sides.

F 371 ] 483.35(i) FOOD PROCURE,

s5=F | STORE/PREPARE/SERVE - SANITARY
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The facility must -

{1) Procure food from saurces approved or
conslderad satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve faod
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, review of staff
training, and review of facility policy. it was
determined the faclity failed to store, prepare,
and serve food under sanltary conditions.
Observations in the kitchen on 008/01/15 and
08/G2/16 revesled the following: slaffl was not
wearing hair nets while in the kitchen, fioor mats
In the kitchen wera sticky, raw meat was thawing
in 8 pan of water in the sink, and dish washing
temperatures did nct reach an adequate
temperature according to policy to prevent
focdboma fliness. In addition, stalf was observed
to touch the lid of the garbage can with clean
hands to dispose of paper towels.

The findings Include:

1. Review of the facility policy regarding Food
Preparation, undated, revealed all distary
employees must wear a hair net whan invalved in
food preparation in the kitchen.

Observation on 08/01/15 at 4:16 PM revealed the
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Distary Manager siiling at & desk in the kilchen
araa without a hair net. Further observations on
09/02/15 al 10:50 AM revealed the Diatary
Manager gol up from the desk and proceeded
across the kilchen lo retrieve a tray from the tray
line without a hair net. Further observations
revealed the floor mats were sticky, and bahind
the food prep table tha floor mat had food debris
in two of the holes on the mat.

Observation on 08/02/15 at 11:00 AM revealed
Diatary Alde #1 welked through the kitchen to the
sink area without a halr net to retriave a hair net.
She proceeded o wash her hands and then
touch the garbage can lid with her clean hands to
dispose of the paper towels used to dry her
hands.

Observation on 09/02/15 at 11:20 AM ravealad
dietary staff working the tray line tracked a black
wal substance from the Noer mat to the floor.

Interview with Dietary Alde #2 on 09/02/15 a1 1:30
P'M revealed Maintenance was responsible to
clean the mats every week on Thursday.

Interview with Maintenance staff on 09/02/15 at
2:00 PM reveeled he tried to clean the mats every
week by taking them autside and using
degreaser. He stated kilchen staff was to remove
the mats every night and mop the flcors,

Interview with the Dietary Manager on 09/02/16 al
2:30 PM ravealed she had nol been instructed to
wear a halr net in the kitchen. She stated she
usually just sat at the desk in the kitchen but
acknowledged there was a polential for hair to get
in the food if she had io walk ihrough the kitchen
to retrieve ilams for other staff. She stated there

F 371
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was a potential for contamination of clean hands
when staff touched the garbage can lid to open
the garbage can. The Dietary Manager stated
the Dietitian also had concerns with the garbage
can because staff had to touch the lid to open the
can.

2. Review of the facility policy titled *Dishwasher
Policy,” undaled, revealed when mechanical
dishwashers were used the rinse cycle should
reach a sanilizing femperature of 180 degrees.
Observatlon on 098/02/15 at 2:15 PM revealad
Dietary Aide #3 was operating the mechanical
dishwasher. Observations revealed the wash
temperaturas reached 168 degrees; however, the
rinse cycle anly raached 170 degrees.

Interview with Dietary Alde #3 on 09/02/15 at 2:15
PM revealed she was not awsare of the
requirement for dishwashing/rinsing
temperatures.

3. Review of the facility policy regarding Thawing
Meat, undated, revealed maat would be kept in
the freezer unlit ime of uss. The policy stated
that meat would be thawed by either placing it in
the sink under running water until thawed or
placed in the refrigerator until thawed.

Observation on 09/02/15 at 440 PM revealed a

roast in plastic wrap sitting in a pan of water in the
sink wilthout the water running.

Interview on 08/02/15 at 4:42 PM with Dietary
Alde #1 revealed she did not know who had
placed the roast in the sink. She stated she was
not aware of the proper thawing process for
meal. She proceeded lo turn the water on to run
over the meat.

F 371
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Interview on 09/03/15 at 10:05 AM with the
Dietitian revealed she was a consuliant and her
responsibilities were lo complsta initial, annual,
and significant change assessments as required.,
She staled she had completed audits monthly
and had completed an audit on 08/31/15, but did
not find any of the concems identified. She
stated tha Dietary Manager had wom a hair net in
Ihe past, but had stopped and she was unsure
why. She stated the Director of Nursing and
Administrator were responsible lo overses the
Dietary Manager. She statad she had informed
the Dietary Manager she did not like the garbage
can, but did not follow up about it and did not put
it in writing. She stated there was a risk for
contamination when staff had to push the Iid 1o
dispose of trash. She stated staff should know
the proper thawing and dishwashing policy and
procedure and attributed their lack of knowisdge
to being nervous,

Interview with the Dietary Manager on 0%/03/15 at
11:19 AM reveasled staff had been trained on
sanitation and thawing of food. She stated she
did random audits and "toss up quastions* and
siaff knew the answers. She slated she had not
documented any training or audits she had
completed. She did provide staff training records
for Dietary Aides #1, #2, and #3 that indicated
staff had been trained upon hire regarding the
dishwasher lemperatures, sanitation, and policies
and procedures.

Interview with the Director of Nursing on 08/03/15
at 3:59 PM revealed sha was unaware of any
concemns in the kitchen. She stated she
dependad on the Distary Manager and Disfitian to
oversee the kilchen,

F 371
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483.80(b), (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who estabiishes a system
of records of receipt and dispasition of all
controlled drugs in sufficient delall {o enable an
accurste reconciliation; and determines thal drug
records are in order and that an account of all
controlled drugs is maintained and perladically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professicnal principles, and Include the
appropriate accessory and cautionary
instructions, and the expiration dale whan
applicable.

In accordance with State and Faderal laws, the
facitity must store all drugs and biologicals in
locked compariments under proper lemperature
controls, and permit only authorized persannel to
have access to the keys.

The facility must provide separalely locked,
permanently afflxed compariments for storage of
controtled drugs listed In Schedule I of the
Comprehansive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unil
package drug distribution systems in which the
quantity stored is minimal and 8 missing dose can
be readily detected.

This REQUIREMENT s not met as evidenced

el Ploas Sox Atk
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by:

Based on observation, interview, and facility
policy review, it was determined the facility falled
to store ali drugs snd bialogicals in locked
compartments on two (2) of four (4) medication
carta. Observations on 09/02/15 and 08/03/15
revealed boltles of insulin wera not locked in two
{2) medication carts when staff was not present.

The findings include:

Reviaw of facility policy titled "Madication
Storage,” dated 03/15/15, revealed residents’
medications would be slored In locked medication
carts.

Obsarvations of medication cart A, left
unattended next to room 21 on 09/02/15 from
11:00 AM until 11:12 AM, revealed 20 botiles of
insulin that were labeled for residents and lying
on fop of the medication card.

Interview with Licensed Practical Nurse {LPN} #1
on 08/02/15 at 11:12 AM, revealed she always left
the insulln botties on top of the medication cart
because there was no place on the cart to lock
them.

Obsarvations of medication cart B, loft
unatiended next to nurses' siatlon B on 09/03/15
from 11:55 AM until 12:10 PM, revealed 14
bottles containing insulin labeled for residenls
and not locked but on top of the medication cart,

Interview with LPN #2 on 09/03/15 at 12:10 PM,
revealed Insulin or any medication should never
be left unatiended on top of the medication cart.

Interview with tha Assistant Director of Nursing

F 431
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PRINTED: 10/09/2015

The nurses’ station must be equipped to receive
resident calls through & communication system
from resldent rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy and procedures it was
determined the facility failed to ensure two {2) of
two (2) restrooms that were available for resident
use were equipped to raceive calls through a
communication system. Qbservations revealed
restrooms in the lobby area of the facility were
unlocked and avallable for residant use, but were
not equipped with an emergency cammunication
system,

The findings include;

Review of the facility’s policy and procedure titted
"Call Light Policy,” nol dated, revealed it was the
policy of tha facility to malntain a call light system
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(ADON) on 09/03/15 at 3:00 PM, reveated she
would expect all medications to be locked in the
medication cart, including insuiin, when staff was
not present at the medication cart.
Interview with the Director of Nursing {DON) on
08/03/15 at 3:45 PM, revealed she would expect
insulin and all medications to ba locked In the
medicalion cart when slaff was nol at the
fmedicalion cart.
F 463 | 483.70(f) RESIDENT CALL SYSTEM - F 463
55=D | ROOMS/TOILET/BATH
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for sach resident's use. Additional review
revealsd call lights would be maintained in each
bathraom that was accessible for resident use.

Obsevvations during the environmental tour on
08/03/15 at 2:15 PM revealed two (2) restrooms
in the front lobby that ware unlocked and
avallable for resident use, Furiher observation
revealod the restrooms wers not equipped with
an emargency communication system. Further
observatlon revealed both bathrooms were
unlacked and aveilable for resident usa,

Interview with the Maintenance Direclor on
09/03/15 at 2:30 PM rovealed hoth restrooms
were accessible to residents. Further interview
revealed he was not aware that the restrooms
neaded an emergency communication system.
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F242
Please accept our credible allegation of compliance:

Resident # 9 food preferences have been reviewed & the meal tray card updated to
include resident # 9 food dislikes. Dietary staff has been in serviced on reading
resident # 9 diet card & substituting foods as indicated. (Sce attachment # 1)
SRNA’s will be in serviced on monitoring resident # 9 meal tray with each meal to
ensure resident # 9 is not served foods fisted on resident # 9 dislike list. SRNA'’s will be

in serviced on refurning resident 8 9 meal tray to dietary if foods have been placed on
the meal tray that is lisied on resident # 9 dislike list for substitutions, :

Chart audits will be completed by the Dictary Supervisor on all residents to
determinc that all current residents have a current food preferences form on their
medical record and these food preferences are reflected on the residents’ tray cards.
{See attachment # 2),

The Dietary Staff has been in serviced on reading diet cards correctly and honoring
requests,(See attachment #1 and #2).

SRNA’s will be in serviced on comparing residents meal cards with the food served as

they pass meal trays to ensure residents are not served foods they dislike, SRNA'’s will
be in serviced on_returning meal trays to dietary for replacement of foods found on

residents trayys that are listed as disiiked foods. —~

Admission & quarterly dietary profile have been reviewed & revised to inclade
resident’s food likes & dislikes. (See attachments # 13 & 14) Policies & procedures
relating to resident’s food preferences have been reviewed & updated as indicated.
(Sec attachment #15)

'The dictary supervisor will be in-serviced on the new agsessment forms. Dictary
staff will be in-scrviced on the revised foed preference policy & procedure, (See
attachment # 3)

Dietary will utilize the COI tool monthly to ensure residents are not served foods listed
on their dislike list. The COI tool utilized for tray accuracy has been revised fo include
maonitoring for residents being served foods that are listed on their dislike list. (See
attachment ¥ 16 )

The CQI indicator for the monitoring of resideat tray aceuracy, including the
provision of meals honoring resident identified likes/disliked, will be utilized
monthly under the supervision of the DM/RD. Results of the completed tool will be
reviewed monthly in the facility CQT mectings. (Sce aitachment # 4)

Ouality Assurance will monitor ten (10} meal travs montily to ensure residents are not
served foods that are fisted on their meal cards as fowds that are disliked.(Sce
attachment 8 |7 )

10-19-2015
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Pleasc sceept our credible allegation of compliance:

Appointments have been made for residents # 3, 6, & 13 to be provided with
podiatry services. Nursing siaff will trim resident # 3, 6 & 13 toe nails as indicated
prior to the podiatry appoinatment.

An audit has been completed to determine residents in need of podiatry services.
All residents toe nails will be checked by staff and trimmcd a9 indicated.

Policy & procedurc on nail carc has been reviewed & revised as indicated. (See
attachment # 8)

The podiatrist office has been contacted in regards to our residents and
arrangements are in progress for the podiatrist &/or his assistant to visit the facility
on a routine basis or as indicated to provide proper podiatric treatment and care,
The Medical Records Director has received in-service cducation on the need to
monitor the visits by the Podiatrist quarterly, and to notify him 30 days in advance
of when residents must be seen. (See attachment # 7 & # 12)

The Quality Assurance nurse will review the Podiatry visit monitoring with the

Medical Records Dircetor quarterly to determine compliance is maintained with
these services. (Sce attachment # 9)

10-3-2015
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Dietary staff will be in-serviced on providing rcsident # 9 with appropriate meal
substitutes which will meet his dietary requircments as requested.
(See attachment # 1)

All residents are provided approprinte meat substitutes which meet their dictary
requirements, as requested, as determined by mecal service observations performed
quarterly by the RD.

Policies on appropriate mcal substitutes have been reviewed & revised. (See
attachment # 3).

Dietary staffl will be in-serviccd on appropriate meal substitutes by the RD on 9-23-
2015, (See attachment # 1)

In-services will be held monthly x’s 12 months on providing appropriate substitutes
to residents at meals.

The dictary supervisor will perform meal service observations weekly x's two (2)
months then monthly to determine that meal substitutes are provided in sccordance
with dietary requirements. (Scc attachment # 4). Results of these obscrvations will
be reported to the Administrator & Dircctor of Nursing. Any dietary staff found to
not be serving meal substitutes according to policy will be retrained in this arca.
Quality Assurance will monitor megls monthly to ensure food substitutions served at
meals are of the same nutrient value as the food they are being substituted for.

(See attachment & [& )

10-16-2015
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Please accept our credible allegation of complisnce:

Floor mats in the kitchen has been replaced with solid mats that can be swept &
mopped daily.

Meat is now being thawed according to acceptable stundards.

The dish washer has been fixcd to maintain appropriate temperatures.

Hair ncts are located in a area accessible to dietary staff so they can be applied prior
to entering the kitchen area.

The trash can in question has been replaced with a type that is foot operated to
prevent dietary staff from having to touch the lid.

An audit will be completed of the kitchen und meal service by the Dictary
Supervisor to identify any dietary sanitation issues. All identified issues will be
addresscd as indicated.

In-services were held with the dietary staff on 9-23-2015 on preparing, distributing
and serving food under sanitary conditions. (See attachment # 1)

Provide monthly in-service cducation to dietary staff en preparing & serving
residents food in a safe sanitary manner and environment x’s 12 months then
quarterly.

In-service all new dietary employees at the time of hire on the preparing,
distributing and serving of food under sanitary conditions.

The CQI indicator for the moniloring of dietary sanitation, including but not
limited to dish rinse water temperatures, thawing of meat, floor mat cleanliness, and
hund washing/glove use, will be utitized monthly by the dictary supervisor. (See
attachment # 5)

The Quality Assurance nurse will monitor dietary sanitation monthly & report her
findings to the QA Committee, Pircetor of Nursing & Administrator. (Scc
attachment # 6)

All deficient practice noted with dietary sanitation will be handled by the QA
Committee.

10-3-2015
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Please accept our eredible allegation of compliance:

All bottles of insulin are now kept locked in medication carts at all times unless being
accessed (o pive residenty inyulin,

Licensed Practical Nurses (LPN's) will be in-serviced on keeping insulin bottles
locked in the medication cart when they are not in direct linc of sight.

All medications have been checked to ensure they are kept locked in medication carts
at all times,

Licensed staff that deals with resident’s medications will be in-serviced (o keep all
medications locked in the medication cart when the eart is not in direct view of the
individual passing medications. Dates of in service were

(See attachment # )

Medication earts will be checked to ensure there is space for insulin bottles and all
other medications to be safely locked when not in direct line of sight of the
individual passing medications, Room lras been made in afl medication carts for the
lacked storage of insulin and all other medications that may have been affected by this
deficient practice.

The CQI indicator for the monitoring of medication storage in compliance with the
regulationts will be utilized monthly x 2 months and then quarterly thereafter. This
form will be completed by the QA nurse or her designee. [nformation from the CQl
indicator will be reported to the Director of Nursing, Administrator and Quality
Assurance Committee with any deficient practice being dealt with by
administration. (Sce attuchment # 10)

Quuality Assurance will monitor monthiy the storage of insulin to ensure it is kept
locked in medication carts. (See attachment # )]

10-16-2015
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Please accept our credible allegation of compliance.

The two (2) public restrooms which did not have emergency call systems have had
their locks replaced and arce now accessible by key only. Keys to these restrooms arc
available by request from the front office & A-sidc nurses’ station.

All restroums aceessible for resident use have been inspucted to ensure cich
restroom has access to an emergency call system.

Instructions on keeping the two (2) public accessible restrooms with no emergency
call system locked at all times and the locations of the keys to these restrooms have
been posted for all employees & visitors.

The public accessible restrooms with no emergency call system will be monitored by
maintenance weekly to determine thut they are kept locked.

10-3-2015
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1992
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type Il
(200)

SMOKE COMPARTMENTS: 5

FIRE ALARM: Complete automatic fire alarm
system.

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system.

GENERATOR: Type Il propane generator.

A life safety code survey was initiated and
concluded on 09/01/15, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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