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000 [ INITIAL COMMENTS F Goo The Grandview Nursing and llehablillathn
Facility fo not hellova nor dens the facifity
A recortification survey was conducted on AUMIL LhnE wny dericieaties crisy, 'The
03/23-25110. Deficiencies were clted with the Grandview Nursing aad Raliabilitatian
highest Scope/Severity of an "I, rasirvas 4lt rights to contest the survey
F 281 { 483 20(k}(3)(i) SERVICES PRQVIDED MEET F 281 tinding & through informal digpute rasolutions
55=0 | PROFESSIONAL STANDARDS tugal sppeal proceedings or any
. adminlolritive or legul proceedings, This plon
The services provided or arranged by tha facility of tor'eation does nol constitute an
mus{ meet professional standards of quality, admisslon regarding uny facts or

circurnstences surrounding any alfeged
deficlencios o which It respands, neris it

This REQUIREMENT is not met rs evidenced muant to establish any standared card,
by: contracl, ubligauon or position. The
Baaed on ohservation, interview and record Grangview Nursing and Rehabitits tion
review it was determined the fachity fallad to reserves all clghis Lo raise ol possible
follow physiolan's orders for three (3) of coatantions and triminal cliim, action or
seventeen (17) sampled residents (Residents #5, proceeding. Nothing contained in the plan of
#8 and #11). Resldents #8 and #11 had orders correction should be considered Hk n waiver
related to the facility's bowel prolocol which were of any potentlally applicable pear review,
not followad. Resident #5 had an order for a quality agsurance oF sulf crivigal examInation
nNo&ay Cup which was not boing followad, priviluges which The Grandview Nurtlng snd
Rebabiiitotlon dooes noy waive, and reserves
The tindings include: tha right to assort In any adaninistrative, civil
or celminal clyim netion or procecding, The
1, Raview of the olinleal record reveaied Resident Grandvlnw Nurslng and Rehaliiltation alters
# B's diagnoses included constipation. Raview of Its responses, credible altegations of

the Quarterly Minimum Data Set (MDS)
Assessment, dated 03/05/10 revealed the facility
asseased tho residant as requiring timited to
exlensive assistance with Activities of Dally Living
including transfers, bathing and tollet use,

Reoview of Resldent #8's Physiclan's Ordors,
dated Maroh 2010 revealed ordera for Senna
L.axative 8,6 milligrams (mg). two (2) tabs at
bedtime, as needed for constipation per bowel
protacol. In addition, review of the same aorders
revealed an order for Dulcolax Suppository 10
mg, et baedtime as neaded for constipation par

maan:? zleXZ/??)?ﬁfu;z\j;;gn REPAESENTATIVE'S SIGNATURE J/ 7/66// ;im% Z"ZJK) u:!) yﬁ}%

(LIS and was on the day of survey the pollty of The
Grandview Nutking sad Mehabilitgytion 10 cnsw e thpe
services provided or arrangad by the facillty meeat
professional stendards of guallty

0

Any defiolengy siataffient anding with un oalarisk (*) conotos & daficlency which tho nslitution may he excusod from corracling providing it ls dotormifiad Whal
othar aafeguards pldvide aulficient prolection 1o the patients. (Sea inalryelinng.) Except for nuiging homes, the findings alaled above ere discloaatle GO daye
follawing the date of survay whather or not a plan of urrectlon is provided. For nurging homes, (he abovs findings and plans of correction ra digcloaables 14

days foliowing the date those doouments mme made avallable lo the fagilily, IT doficlensies are glied, en approved pian of cofrection is requialle o conlinued
program paricipation,
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SUMMARY STATEMENT OF DEFIGIENCIES

bowe! protocal,

Revlew of the facility's Program for Bowal Care
IProtocol revealed, "On tha gacond day of a
ragsident not having a bowel movement, e lexative
i8 lo be given during the B PM medication paas. If
not effective following the next night with a
suppository, If not effective than on the next am,
day shift will be responaible for giving an enema
of choica." } )
Review of the bowel movement {(BM) records,
dated 03/10 revealed Resident #8 had a modium
BM on 0371310, however the resldent did not
have another BM untll 03/17/10 (four (4) days
latgr). Raview of the Medication Administration
Records (MARs) dated March 2010, revealed no
documanted evidence of any laxative, suppository
or enema belng given 03/13/10 through 03/17/10.

Interview on 03/25/10 at 11:36 AM with the
Director of Nursing (DON) revealed Resldent #8
should have had a lexative on 03/15/10, and a
suppository on 03/16/10, then an anama the
followlng morning on 03/17/10. In addltion, she
stated "By our records, no way can [ say our
protocaol was followsd, because there are no
records that say it wag",

2. Review of the clinical racord revealed
RResldent #5 was admitted with dlagnoses which
included Parkinson's Diseass and Dysphagia.

Review of the Quarterly Minimum Data Set
(MDS), dated 02/24/10 revealed the facilily
assessad lha resident as having modified
independenca in cognitive ekille for daily decision
making. In addition, the facilily assessed the
resident as requiring limited assistance with

(X4) In g 15) PFROVIDER'S PLAN O CORREATION o)
PRUETIX - {EACH DEFICIENCY MUBT BE PREGEDED BY FULL PREFIX (GACH CORRECTIVE ACTION SHOULD BEE COMPLETION
TAS REGUIATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED 10 THE ARPFNOPRIATE DATE
DEFICIENC Y)Y
~ F 281 [ Continued From page 1 F 281

1. hnsid(enl iR and 1111 had orders related Lo
howel protocol that ware o, followed,
Rusitdent HB had 2 howel movement on
3/13/10. ror the facllivy bawsk grotacol
rusigynt 8 should have had a laxetivo on
3/15710, and 0 suppository on 3716710 and
thew an enama on tha lollewlng diy il no
results, Resident 48 hid @ BM 3/17/20. i
appears resident may of also had 3 BM on
3715710 on first shift byt thiz was ynabiy to
be vorled trom the nurse slde
dacumeantation. Nesldant did not have any
slgns or symploms of constipalion prios
having a DM on 3/17/20; ne tamperature,
no complainta of abdominol puin, Resideny
#1.2 had 2 Bowel movament on sacond shilt
on 1711710, Por facliivy protocol resldnm
should have recelvgd o laxative on 1/13/10;
IF o rasults then @ suppository on 1/14/10
and if still no results on encma a cholce
should hava buun given on 1/15/10. There
is no documaented evidence thal tha fagillty
protocol was follpwnd, Residemt 131 had
two BM“5 on 171.6710; ane on lirst shilt pnd
ofia an gatond shik. Rasldent 110 did nol
hava any slgnd or symptoms of constipation
pripr to having a 3M on 1/16/10; no
\ermperdlure, dad oo cornpinints ot
phdeminnl poln Besident #3 recelved un
arder on 12/6/07, o vse 4 nosey cup lor all
Nuids, At this Ume rasident was aating har
maals In har room. Sinca she has booa
A0Ing to the dIning Foom she dofsn’t want
to usb tha nowey qup wnd wantg to drink
from o repulyr plass, We contnued to send-
the nosey cup on residant's tray per orders.
As of 3730710 the nosay eup has Heen
disrontinued as requestcd by the resident,

FORM CMS.2507(02-)0} Frovious Verelonn Oboolotle Rvont 1D: 033011
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aaling.
v 00 Nurkliyg assiidnla/Nurdng will documant
Raviaw of the Physician's Orders dated March, evary shifLIf o resident has 3 bowal
2010 revealed an arder for use of a "Nosay" cup mavament, Thit night nutsi will chitk
for all liquids. waeh resldant’s bowel movement record
- . daily. A lawative lsy/howel elimination
Review of the Camprehensive Care Plan, revised @ will b weitien of the: residents who
on 03/10/10, revealed the laclllty pasossed need 1o have th howed pratocol
Resident #5 as having an afteration In nutrition implemented, Altresiients that have an
related to difficully ewallowing. Interventions Oraar 1o 7 Nosky Cup 10 D@ used for Lhesr
included "Nasay" cups for all liquids. liquids hava baen reviawed and caro
planned,
Observation an 03/24/10 at 11:55 AM revealed 3, Allresidants will bo dacumunied on avery
Resident #5 received water and tea in regular shift Lo nove iF thay hive had 3 owel
drinklng QIESSGS. movamank, Tha aight aursa will e
respansibie for checldng the residents’
Interview wilh CNA #7 revealad Resident #5 howel movement racord taity, Tha hurse
drank liquids from & Nosey cup. The CNA will make of list of resldents needing 10
indicatod the rasident should have recoivod the RAVE ThE BOWEI Protool Implemenied,
| Nossy cups when he/she received the liquids o Tha day shilt surse will monttor for
drink. results ang follow up with 1he next step
ol the bowel prowocol, The Dewary
3. Roeview of the clinical record raveated Mmmager will revinw, a1 18358 guaderly, if
Resident #11 was admitted to the facllity on’ e residant 5 SO0 using 3 nosey cus a5
10/13/00 with diagnoses which included orderad, IF the rasidant 15 randgmly using
Gengrallzed Weakness, Dementia and the nedey cup i will b care planned oy
Alzhelmers Disease, 50,
. ) A A Part ol ing FCinly's Yuily nasuronie
Review of the Significant Change MDS, dated progeam e Dircettr of Nursing will
12/11/09, revealed the faclllty asgessod Resident mopitor the axstive list/bowel
#11 as being usually continent of bowel and allmination log, 3t teast weekly, and wif
bladder. Review of the Plan of Care ravealed tho randomly review the residents’ bowal
resldent was care planned for baing at risk for movermant record, ol lenst wankly, The
constipation. Interventions [ncluded fallowing Dielary Manager wht ravigw, at least
bowal protocol, per facility policy and monthily, the iseol eesidents hiving an
administering medioations as ordered. B —
Revlaw of the Bowel Movamant Record, dated
01/20/10 revaalad no documentod avidence el 710
FOMM GMA-2007(02-08) Frovieus Verdiona Obaalate Evant 1033011 Fadilty 10: 100303 If continuation sheet Page 3 of 10
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‘| bedtime, and Senna {(Laxativa), as needed at

Continued From page 3

Residont #11 had a bowel movamant for four (4)
days (from 01/12/10 through 01/15/10).

Review of the Physician's Orders dated January,
2010 revesiod Residont #11 had an order for
Dulcolax (Laxative) suppository as neaded al

bedlime for constipation par bowol protocol,

Reviaw of Resident #11's Medication
Administration Raecord (MAR) dated January 2010
revealed no documented evidence the resident
was given the physician ordered medications until
01/16110,

Interview, on 03/26/10 at 2:00 PM., with the
Director of Nursing (DON) revaealed Resident #11
should have received the ordered medlcations,
Duicolax and Sanna, per facility protocol,

Review of the facility's policy titted “ Program for
Bowel Gare", undatad, ravaalad that on the
second day of a resident not having a bowe!
movement, 4 laxative would be given during the
8:00 PM madication pass. Further review of the
policy revealed If the laxative was ineftective, then
the following night & suppository would be
administered and if no bowel movement by the
next AM, day shift would administer an enema of
choics,

483.34(i) FOOD PROCURE,
STORE/FPREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Stlore, prepare, distribule and serve food
under sanitery conditlons

F 281

F 371

FA21.983.35(1} FOOD PROCURE,
STORE/PREPARE/IENVE-SANITARY

It is and was on the ddy of survey the policy of
The Grandvlew Nuraing and Rababilitation to
proture food trom sources appraved or
congidercd suusfuclory by Fedarsl, Stave or
focol puthorilivg ynd slore. prapara. distribute
and serve food under sanitary conditions,

PORM CMG-2007(02:089) Provious Vaielone QLavlote

Evant 10;833Q11
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This REQLHREMENT Is not met a8 evidencad
by o

Based on observation and Interview, it was
delermined the facliity failed t0 store distribute
and serve food under ganitary conditions.
Observations reveated steam table pans were
stored wet and siaff attempted to serve food from
the steam table when the proper temperatures
hed not besn maintained.

The findings include:

Observations, on 03/23/10 during the Initial
kitchen tour at 10:40 AM ravealed four (4) eteam
table pans stored wet, Addlitional observation on
03/2510 at 1:30 PM revesled five (5) steam table
pans stored wet. '

Interview on 03/26/10 at 1:35 PM with the Dietary
Manager revenlad, il was (he facility's pollcy to Jot
the pans alr-dry before putting lhem away to
store. She furthar sdaed, "Storing pans wat can
cause the residonts to goet elok." She further
added, "We will do an in-service tomorrow with
tl’ge: morning girls, and tonight with my evening
girls."

Obgarvation, on 03/24/10 at 11:18 AM, of the tray
line service revealed the lemperalure of the
puread beef stew was 120 degrees, and the '
temperature of the mashed potatogs was 130
degrees. Interview with the dietary aook, who
was taking the temperatures revealed. she
wanted the ternperatures to be 170 degroes, so

L

3,

It 1y the pollcy of the facllity tht Lo ciein
and sanithze polx and pans to malntaln
sanitary food preparotlon, service und
dulivary ghvironment, The pots and pans
are manuly washed ond e Lo wir dry
bufora J:Ioring. Tha dietory dopartmant
was re-nserviead of this sanliation policy
on 3/25/10, it s the pollcy of the facility
Lo malntain food-halding temperatures
and 1 seeve Yhe Food sl appropriate
Lempesalures. The dittury dapariment
wps re-ingorviced of the Toed holding
temperatures and Lhe point of service
temperatures, Yhis In-service was hetd
on A/12/10,

The Dietary Manager or Olelary Assidtant
will do a dally walk through of the kitchen
o a:‘-sur'e the sunitation end food sarvice
policies are being followed, The clooning
sthedulo is gosied bx well »x the
recommaengdod taed temperatures,

The digtary dapartment has heen rp-
mservicead on the sunitation policy and
thu Food tampuraturgs, Vha ln-servigns
ware conducilad by th Divtdry Assisthnt
and the Registerad Digtitian,

As part of the fadihily's quality aysyurance
proficam she Dicthey Manager will
pertarm a palnt of servien temprrature
audit utllizlng & tast tray at least weekly,
The Dlctary Manbgar or Dletsry Assistant
will complete 9 Jally sanitation chack 115y,
for tho noeNL thros montha, Tha

Registered Dictitian will also do routine
udits, o least monthly, 1o ensurg the
sanitation and the foad tamperature
pollcy vre being follownd.

o/ 10
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sha would reheat those items before serving
them. Continued obsarvation revesaled the foods
ware not roheated; however, the staff prepared
thrae (3) residents' plates and put them on the
food cart,

Interview with the Dietary Manager following the
observation of the three (3) plates belng placed
on the food cart revealed, the food should not go
out if the temperatures were not at least 160
degrecs. After the dietary manager reviewed the
documented food temperatures, and after
surveyor intervention, she told the staff to remove
the three (3) preparad plates from the carl, and o
_| reheat the food that did not meet the required
temperatures.

Interview on 03/26/10 at 1:35 PM with the Dietery
Manager ravealad anylime the food temperatures
on the steam table were leas than 180 degroes,
the food should be put back into the steamer and
re-tosted again. She further stated that the cook
that was serving the food knew not to gerve food
that wasn't st the proper temperature.”

Observation of a tesl tray on 03/25/10 at 1:00 PM
ravealed the Dietary Manager stated the
temperature of corn nuggets on the test tray was
100 degraeee. interview, at that time with the
Dietary Manager revealed "The corn nuggets
should have been 140-160 degrees."

OCbsearvallon on 03/24/10 at 12:16 PM during tray
lina gervice revealed the dietary cook that was
serving food on the tray lina, laft the tray line to
open the door of the refrigerator and take
something out, and returned to the tray line o
continue gerving trays, without changing gloves.
Interview on 03/24/10 at 1:05 PM with the dietary

RFORM CMS-2607(08-09) Provioua Verglons Oleololo Lvent 10: 833011 Facllity (D¢ 100304 If continuation sheat Page 6 of 10
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COMPLEYION
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F 4971 | Continued From pagoe 68

cook revealed, "l noticed | didn't change gloves
when | opaned tha rafrigarator. | ghould have
changed them."

interview on 03/25/10 at 1:35 PM with the Dietary
Manager ravealad "Staff ia taught not to touch
anything, like opening doors with gloves on
without changing gloves right after, so you don't
cross contaminate anything. Sanlors are more
susceptible to viruses, and that could get them
gick."”

F 428 | 483.80(c) DRUG REGIMEN REVIEW, REPORT
$5:0 | IRREGUILLAR, ACT ON :

The drug ragimen of sach resident must be
reviewed at least onca a month by a licensed
pharmacist.

The pharmacist must report any Irregularitias to
the attending physician, and the direstor of
nursing, and these reports must be acted upon,

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
revigw, it was determined the Gonsultant
Pharmacist failed to raport all drug therapy
irreguiarities to the Allending Physician and the
Director of Nuraing for one (1) of seventeen (17)
rasldents (Resident #16),

The findings include:

Review of the clinlcal record revealed Resident
#16 was diagnosed with Osteoarthritis and

F 371

- 428

£028.483.601c) DHUG REGIMIEN REVIEW,
REPQRT IRBEGULAR, ACT ON

101 and wars on the day of Survey The pollcy of
Lhy Tagllivy For the Noensed pharmacist wo
revigw ot beist onge ¥ myst epch resldent’s
diugp eegimen, Yhe consultont pharmclst iy to
Teport auy irvggularitieg to the atending
ohyslcinn and the director of aursing, nnd
these raporty are to be acted upon,

1o Resident 1.6 wins admitled w the tagkity
©on 2/4710, with 5 pen order for Tylenol

avory [our hours, Raglduent aldo hid »
reyting order for Lorlab qld, On 2/25/20,
order was riedived Lo ghve rgsidant
reuting Tylenol ong Wbl gid due to
restdont havlog incressed ppin. The
consultant pharmacist raviewad raxidang
medleation ragiman on 3/5/10, b alled
to find that restdent had svaltable
madlontion regimen of ncetominophen
greated than four grams daily, The
resident npver rgoeivod any excessive
dally dosype of Ui seelamingophen, Tha
routine Tylenol qraer far gig was chinged
1o bld on 3/24720,
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order for Acelaminophen 500 mg. (two tablets
every 4 hours) to be avallable for break-through
pain whioh, go far, had nol baen required,

Further review of Resident #16's clinical record
revealed that, on 02/25/10, the Physician had
augmentad the resident's pain medication
regimen with an ordar far Acetaminophan 500
mg., one tablet four times daily on a
routinely-scheduled basis which would provide
tha rasident an additional dose of two (2) Grame
of Acotaminophen per day. Thus, if adminlsterad
as ordered. the Loriab 7.8/760 and
Acelaminophen 500 mg. orders would provide the
resident with a total dally dose of & (five) Grams
of Acetaminophan per day. Further review of the
resident's clinical record, as well as the MAR
(Medication Administration Record), reveated

186042
NAME OF PIOVIDER OR SUPPLIER STRER'T ADDRIZGS, CITY, STATE, ZIP CODE
610 WATEA TOWER BYPASS, I’ O BOX 304
THE GRANDVIEW A NURSING & REHABILITATION FACILITY CAMPBELLBVILLE, KY 42710
(*9) 1D SUMMARY STATEMENT OF DEFICIGNCIEG 0 PROVIDGEA'S PLAN OF CORREGTION e
PREFIY - ARAGH DREFICIENCY MURY B PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLIITION
TAG AEGULATORY OR LEC ICENTIFYING INFORMATION) TAQ CROAE-REFERENGED TQ THE APPROPRINTE, onve
QEFICIENCY)
I 428 | Continued From page 7 F 428
Muscular Weakness, The facilily assessed the
residant as exparlancing pariodic apisodes of
Back pain of moderale intansity,
Al MAR'Y of rexidenly recpiving
On the morning of 03/24/10, vuring a medication medieatlons containing dectaminophen
pags Obselvalion. Residﬂnt #16 was observed to tave baon raviewed (o make 5ure no one
racsive a lotal of eighteen (18) 15 recalving dual madlearions or mora
regularly-scheduled medications which included than four grams of acetaminophen a day,
one tablet each of Lortab 7,5/750 and The Diredior of Nursing will randonmly
Acetaminophen 500 milfigram (mg.). review resioents mealcation 3k, ot leist
monthly, The constulinne pluyrmaisg, will

Review of Resident #16's madication orders review all resldents’ medication regimaen
rovealod thal upon edmisgsion, the resident had fvry month,
an order for Lortab 7.5/780, an analgesic Az part of the Facllity's quality dssurdnes
consisling of Hydrooodona 7.5 my. and progrsm the Direcror of Nurging will
Acsetaminophen 750 mg.. prescribed to be randomnly roview regldents’ medleation
administered four times dailyona ' fIst for dupd medication ordars, The
routinely-acheduiad basis, Through taking four Congaltant Pharnrdeisl will review ol
doses of lhe drug per day, tho resident would ESHIEATE MedICItion reginie monthiy,
racalve a total of 3 Grams of Acetaminophen per 7410
day. The resident also had a "PRN" (as needed) -1
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both ordere had baen in effect and avallable for
the resldent from at leasl 02/26/10 through
03/23/10, a poriod of twenty-six (28) consecutive
days. '

Hacause of the potentlal for causging llvar toxicity,
manufacturers of the various formulations of
Acataminophen spacified thal dosing of the drug
far individuals should be limited to under four (4)
Grame per day. Howaever, review of Residant
#18's Drug Regimen Review conducted on
02/05110 revealed no documented evidence the
Consuitant Pharmacist had addrossed the
resldents current dosage of the Loertab 7.5/750
(i.e.. 3 Grams of Acetaminophan par day) and tha
tisk posed by the possible use of the PRN
Acslaminophen order. Likewise, during the
subsaquant Drug Regimen Review on 03/05/10
(after the routine Acetaminophen order had been
initlated), there was no evidance the Pharmacist
had addressed the excessive dally dosage of the
Acetaminophen, or that the coupling of the Lorab
| and Aceteminophen 500 mg. dosages had
exceeded the maxirmum daily limit for
Acetamingphen.

On 03/24/10 at 10:15 AM, the issue involving
Resident #18's daily intake of Asetaminophan
was discussad with the Director of Nuraing
{DON). The DON explained she was aware that
dosing of Acetaminophen should not exceed 4
Grams daily. VWhan asked if the Consullant
Pharmacist had identifled or commented
rogarding the issue, she explained she would
re-check her records for a pharmagy comment,
However, no documented evidence was provided
to show the Consultant Pharmacisl had identified
a problam regerding ihe dosing of Rasidant #18's
Acetaminophen.

FOAM CMD:2007(02-90) Provious Varelena Obrpiae Evant I a3 Eaclity i3, 100383 I{ continuation sheet Page 8ol 10
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188042 03/24/2010
NAME OF PROVIOER OR SUPPLIER BTREET AOORESS, CITY, $TATE, 2IP CODE
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DEFICIENCY)
K 000 | INITIAL COMMENTS : K 000

A Life Safaty Code survey was Inltlated and
concluded on March 24, 2010 for compliance with
Title 42, Code of Federal Regulations 483.70.
The facility was found to be in compliance with
NFPA™101 Life Safety Code, 2000 Edition,

No deficlencles were Idenlfied during this survey,

MBOMT‘Zi‘ 'Dliﬁfﬂcgﬂ? ;yl?ﬁ?ﬁwaun@.mn REPRESENTATIVE'S BIGNATURE . i /rn.&' ; #g) OAYE

" YA s Lok 1ty A7 a0 ‘//f
A O LN i i e 170
Any doeficionoy stale tonding with an asterisk (*) denotes o dofilency which tha Inelulion may be exXcueeo from carreoting proviaing Ik e dat{armin‘éd that
other safaguards provide sufficiant protaction to the patlents, (See Instruations.) Excebt for nureing homes. the Hndings stated abova are disclosable 80 daye
foljowing the date of survay whethar or not a plan of corraction e provided. For nursing homas, tho above findinge and plane of corraclion nre disciosable 14
days wilowtnp thé date there deoumants are made availabloe ta the facilily.  delislangles are chad, an approvad plan of cermoction is ragulsite 1o continuea

pragram porticipation.

4 BT

FORM CMG-ZGUT(0Z-08) Provioun Vaistons Oboololo Evont 10; 633021 Facilly 10: 100303 If continuation shael Page 1 of 1



A1/ 31/ 2@

13;12 BAGEYILE 7Y

:
|
-
. ]
!
l

TH ACHABEE MOMI’NJ 8

Dutes '2/%!\0 _'

f
i
I
|
|
-I
'1'

Subject |
fato (»‘YOQ.) r\\()m« tV‘\fJC\s\OH

Mattor;_

SUMERSET NURSTNG

ECEIVE
APR 16 2010

. 2 IR T
- Py Y PRI i
[ ——

......

AN DN, O\\\J\rﬁ,..k

3(‘ f‘c\rﬂ( TU[\(( R m\r)-?c{mt <

: l'

——

Employeey instructed:

e s

Ingtructed by: m&} \M

Comments: G ,1 .

\\e—t\/\)e Y\Aﬁw (l £ .)ro{&u

(a\“iwl

W \@“b’g‘gé_h > Qi Olrt,, L:Lrﬂ\vx_

R BN AN VD R YRS W A S e S, Qe

S e

e e 0onS W pot bclm‘h

Qu\

G ENTLAL . )%n..

WMiveis ok B

rl%g

A ¢ l»m\a_\sm ENCY g A ViR
Af\

Nedo, o (\Q(»\r\. DI%JL.L_;;.

Ve

s dpnecl S - (_uw_ieﬁ_ .

(}“C»V\k gy Tyokon N (A
L npL AT AT AT
N \QEWAf
R VnA

& TAale - —\t,\mg)cx.\m"wm a«(}\,\

T

L L

\

FAGE

\T'\"‘( r’\\‘\.\'f(- :.:"‘"
} & oV S \q»}‘m)

oR/a7



Food Holding Temperatures on Dietary Line

POLICY

It s the policy of this facility to maintain food-holding temperatures on dietary line 1o
mect quality standards and federal, state spd Jocal sanitary codes. All foods will be
served at appropriate temperaturcs Lo ensure resident acceptance while reducing the risk

of foodborne ilincss.
PROCEDURE

1. Maintain {ood-holding temperaturcs on dietary Jine with the following standards:
8. Broth, soups and hot beverages: 180°-190° ¥
b. Meat, pordoned for service: 140° )7 or above
c. Casscrole dishes and creamed jtems: 140° F¥ or above
d. Polato and vegetables: 140°-190° I/
c. Chilled foods and beverages: less than 41° ¥

2. Food holding lemperatures are recommended temperaturcs, above the minimum
temperature of 140° ¥, required to prevent rapld bacterial growth that will hielp
ensurc that foods as served to the resident arc at appropriate cating temperatures,

3. Chilled foods should be held below 41° T* to insure appropriate service
temperatures,

“NOTE: It is recommended that cold food be held under refrigeration and for service
at 41° T, however, individual states may vary in temperature required,

4. Ongce food is on the steam table, the temperatures will be taken prior o each meal
service,

5. A sanitized metal stem-type dictary thermometer calibrated 0 an accuracy of +/- 3°
will be utilized.

6. ‘Tempceratures will be recorded on the “Food Temperatures By Meal™ form in the
Dietary Policy and PProcedure Manual.

7. Temperature sheets will be revicwed by the Diciary Manager.
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8. Toemporature lops will be kept on filc per state regulations.

9. Woukly, the Dietary Manager will perform a point-of-service emperature audit
utilizing a (est Uray.

10. The test tray will be placed on a cart as it loaves the dietary department. Afler all
trays have been passed, then the test tray temperatures will be checked.

11. A plan of comection must be developed when unaceeptable temperatures have been
“identified.
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Minimum Temperature at ’oint of Service to Resident

POLICY
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-

It is the pobioy of this {asility 10 have the minimum temperature at point of delivery to the

resident be of appropriaic temperature.

PROCEDURKE

The minimum temperature of the food at point of service to the resident should be:

ROOD ITEM **MINIMUM
TEMPERATURE AT
DELIVERY
CREAMID SOUP - >130°
BROTH SOUP >150°

POTATOES (MASHED,

>115-125°

CREAMED)

GRAVY >}¥15-125°
VEGETABLES , >115-125°
PUREED VEGETABLES >115-125°
CASSEROLE DISHES >115-125°
MEAT, PORTIONED FOR >115-125°
SERVICR

*PUREED MEAT >115-125°
JUICE, CHILLED FOODS <55°
MILK <45°
*COIIFRRE, TREA, BROTH, >150°
HOT BLEVERAGE

1CE CREAM <} 8°
SITERBET <\§°

*HAS A FAST TEMPEZRATURE DROY

“*CHECK STATR REGULATIONS #20OR MINIMUM TEMPERATURE AT DLELIVERY

Wwear Ve s
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Manager’s Daily Walk Through Date Initials R —

Answer questions with a “Y” or “N” in the blank
Food Storage

1. Refrigerator shelves and floor are clean.

[

.2. Foods are covered, labeled and dated.

(USRI

3. No outdated food on shelves, food stored on proper shelf,
______4. Temperature 41 or below

______5. Freezer shelves and fioor are clean.

___ B, Fpods are covered, labeled and dated.

7. Temperature 0.or below

8. Dry storage is is neat, ciean and food is in sealed contalners. No evidence of insects.

food Preparation

9. rFoods are thawed properly

e -

10. Sanitizing solutlan is avallable, and at proper concentration, rags stored in bucket.

11. Tables and shelves ara clean, equipment handles are clean.

Food Service/Sanitation

12, Trayline temperatures sre recorded and appropriate for hot and cold food.

13. Trays, dishes, glasses, utensils are clean and air dried.

——ramaynen

14. Employees are washing hands before and after handling food, utensils are used.

15. Equipment is clean-refer to ¢leaning schedule.

AT
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16, Dishwasher it working properly-soap, rinse agent, tamperaturas.

el 7 Hands are washed when moving from dirty side to clean side of dishwasher.
e 18 POt and Pan sink has proper water temperature, and sanitizer concentration.
— 19, Pans are air dried and free from greagy film

— 20 Proper consistency of food.

e 1. Proper portion size is vsed.

22, Food has goad flavor, meat is tender, laoks appetizing. |

Comments

Plan of Correction

L
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A Life Safety Code survey wasg initiated and
concluded on March 24, 2010 for compliance with
Title 42, Code of Fedoral Regulations 463,70.
The facilily was found to be In compliance with
NFPA*101 Life Safoty Code, 2000 Edition.

No deficiencles were Idantifled during this survay,

IECEIVER
APR 18 oot 1 |
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Ky
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Any doficivncy stalurrl?lll ending with an asterisk (") denotes o deficlency which 1ho INsULLLON may be sxcuaed from correcung praviding it e delérmlrﬁ;d that
othor safaguards provide sufflicient protaction to the patlents, (See inalructions.) Except for mnurging homes. tha lintlinpe etated above aro dincloasble B0 daye
following tha date of survey whothar or not a plan of correction Is provtded. For nursing homaes, the abova findings and plans of corraclion are diaclogable 14

day» followin)y the date these dooumants are made available to the focilily. If doficloncios are clled, an approved plan of correclion is regulsite to continusd
program podicipation.
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