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This report is the result of an unannounced,
Staggered Quality Indicator Survey conducted at i
San Juan Rehab and Care Center on 04/28/13, :
. 04/29/13, 04/30/13, 05/01/13, 05/02/13 and
05/03/13. The survey included data collection RECEIVED
from 10:00 a.m. to 4:00 p.m. on Sunday, :

04/28/13. A sample of 27 residents was selected . MAY 28 zmg
from a census of 50. The sample included 24 ‘ ADSA/RCS
current residents, the records of three former : Smokey Point
and/or discharged residents, and eight
supplemental residents.

Survey team members included:
S————, 1SV
assiassny, RN, MN
isummsimmaimd. RN, BSN, MSEd

The survey team is from: 1 ‘
Department of Social and Health Services ‘ ;
Aging and Long Term Support Administration
Residential Care Services District 2, Unit B
3906 172nd Street NE, Suite 100

Arlington, Washington 98223-4740

Telephone: (360) 651-6850
Fax: (360) 651-6940

O

713

F(es?ential Care Services / ) Date | |
| | 3

LABORATOR )

'S owum REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Q/Q/m[ 0498 Aowe e S-CHI

Any deﬁcnency tatement ending with an asterisk (*) denotes a deficiency which the mstltutl may be excused from correcting prowdlng}{;t 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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The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice (if any) of the State developed under |
: §1919(e)(6) of the Act. Such notification must be |
+ made prior to or upon admission and during the |

resident's stay. Receipt of such information, and '
any amendments to it, must be acknowledged in
s writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the

| items and services that are included in nursing

| facility services under the State plan and for

| which the resident may not be charged; those

]1 other items and services that the facility offers

i and for which the resident may be charged, and
' the amount of charges for those services; and
_inform each resident when changes are made to
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.

\

The facility must inform each resident before, or
| at the time of admission, and periodically during |

the resident's stay, of services available in the |
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.
|
The facility must furnish a written description of
| legal rights which includes:
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A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures !

for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which

! cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
| numbers of all pertinent State client advocacy ’
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control i
unit; and a statement that the resident may file a |
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
: directives requirements.

The facility must inform each resident of the
| name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to E
' receive refunds for previous payments covered byi
|
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such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to provide required liability notices for two
(#s 71 and 12) of four residents reviewed for
liability notices. In addition, the facility provided an

inaccurate notice of appeal rights to Resident ‘ }
~#82. These failures placed the residents at risk \ \N\\\ e“&}‘*e S\\S\\:}
| for not being fully informed of and/or _V\f\e %Q(\ \*ﬁ ‘F "N
understanding their Medicare benefits. L‘é«\a‘r ‘(Qg\ '\ / Q \{
R ‘ s \nave S\@Y\@O‘
' Findings include: IR NS = ‘
| ¢ Wedwcare |
Nokee O |
RESIDENT #71 ecaoe & e
Record review revealed Resident #71 received | l\\\O‘(\ QO GC\
Medicare part A services. The services ended on . kﬁe ~ p( ON \dec\ A |

11/14/12. in an interview on 05/01/13 at 2:10

p.m., Staff F said the resident remained in the WY \ \\e o ('OP\\
facility after the Medicare services ended. The i j
Notice of Medicare Non-Coverage was ‘ i
appropriately provided and signed. 1 \

The facciili;y failed to provlge an a:jddi’;iﬁnzll%/h o T\(\e gam\\\\ mermoer OF
required form to ensure the resident had the ‘ |
option to continue services that would not be Q\es,\d\ec\t* (PR \Na\S t
covered by Medicare (CMS form 10055 SNF \-\ne AT\ 1

| ABN). In an interview on 05/01/13 at 2:15p.m., | \$(\* % ‘Q z\g ‘

. Staff F stated she was not aware of the form and | reQe \\;ed 5\8‘(\ed\ 9\4
had not provided it to any residents who required ‘ c Q— #‘(\Q NO*‘\(-Q Q |
it. j

| lMed\care WNON CONRIE.
| RESIDENT #12 *

' Record review revealed Resident #12 received
Medicare part A services. The skilled services “ |
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ended on 04/11/13. In an interview on 05/01/13 at | | AN CATSES \N\\ere |
2:20 p.m., Staff F said the resident remained in ol wces ave 0% |
| the facility after the Medicare services ended. A i ) ‘
| Social Service progress note, dated 04/10/13, ! \D\\ vaai\ ‘o VQSVD‘S\\}Y.&C
indicated the resident's family member had been | | \(_\_\‘ . 1.@ nN\oO ‘
contacted the previous day to inform her of the | . \
- end of coverage. The note further revealed the 1‘\’-@ €A 9 © of S 3
. family member would sign the Notice of Medicare i SKS
| e W L WS )
Non-Coverage when she was at the facility, "in KlO\'D\) ) \\ (&
the next week or two.” There was no further ‘l'\'\(\e _(;ac\\\-‘q\l WL |
indication the notice had been signed or that | \ce 3
additional steps had been taken to ensure the Len C\ +\\e NOF
family member was provided with a written copy ' *\ 'Q‘\E d \»Q%Qr
of the notice. F)%V cex \\ \ @_
ele
In addition, the facility failed to provide CMS form an A avkac QQ
10055 SNF ABN. In an interview on 05/01/13 at O M e O |
2:17 p.m., Staff F acknowledged form 10055 was | | "T Q\‘ !
: not provided to Resident #12. She further stated ‘*\ﬁe ‘(\Q*\ ce.
she had mailed the Notice of Medicare 1
Non-Coverage to the resident's family but had not | d\e(\-’( e
received a signed copy back. She failed to send ! | ; \\e \(es\ AN ‘(Q(_*D‘(
 the notice via certified mail to ensure proof of : ‘C_Qgrd\r\a“(b‘(' % \
| delivery. t Q \\J\A(S\‘(\S Eﬁ*(\/\(les
| RESIDENT #82 | WU aude WS ees
| Staff F provided a Notice of Medicare Provider | i CONCAOES
Non-Coverage to Resident #82 whose skilled ; D; w\on 0\ :
' benefits were exhausted on 11/29/12, as the A \‘(\\N\\/\M QQ— |
| resident used all 100 benefit days. Staff F stated | Q o assuve
she was unaware that form should not be ! i\q\Q\(\'\'\(\\\\
provided as it included appeal rights Resident #82 | \anee, ‘
did not have. \ (‘_O(V\p\ S C l
F176 -.483 10(n) RESIDENT SELF-ADMINISTER 76‘ € O ('kb( ¥ S ‘(\)\\;\
A0(n - NN e
ss=p | DRUGS IF DEEMED SAFE NSNS =0 \\vav ce
asoure T oMy 1
An individual resident may self-administer drugs if | &K ‘

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 359011

A

Facility ID: WA02100 If continuation sheet Page 5 of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/09/2013
FORM APPROVED
OMB NO. 0938-0391

the interdisciplinary team, as defined by
§483.20(d)(2)(ii), has determined that this
practice is safe.

by:
Based on observation, interview and record

assessed for safety of medications at bedside,
including self-administration, storage, and

This failure placed residents at risk of adverse
+ effects from medication interactions, overdose
- and exacerbation of medical conditions.

Findings include:

The undated facility
Self-Administration/Medication in Room policy
indicated if a resident expressed desire to

medications in his/her room, staff were to

physician's orders (PO) for "medication at
bedside AND self-administration”, ensure the
medication was clearly labeled, including
instructions, assess the resident's ability to

medication.

RESIDENT #139

container of cough drops at the resident's
bedside. In an interview at that time, Resident

This REQUIREMENT is not met as evidenced
review the facility failed to ensure residents were

monitoring for five (#s 139, 25, 51, 71 and 74) of
five residents noted with medications at bedside.

administer his/her own medications and or store

complete the Self-Administration/Medication in
Room form, which included directions to obtain

self-administer and provide locked storage for the

Observation on 04/28/13 at 2:09 p.m. revealed-a

- #139 said, "once in a while | take one if | have a
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sore throat, it's usually from keeping my mouth
open." When questioned about his NPO (nothing

by mouth) status, the resident replied, "the cough

drops themselves are not going down my throat,
a lot of times | have to spit it out 'cus it (saliva)

gets all clogged up in my throat."

Record review revealed no PO for the cough

- drops themselves, nor a PO to keep the cough
drops at the bedside. Record review did reveal a

04/04/13 PO to keep sisnn®, an inhaled
medication, at bedside. There was no

. assessment through which staff determined the
resident was safely able to self administer either

the Simmssm®® or the cough drops.

Additionally, review of the resident's record

“revealed a 04/04/13 signed Notice of Medication
. Policy that read, "It could be detrimental to my

health to take medications other than those

ordered by my physician and dispensed by the

nursing staff, | understand it is against facility

policy to keep medication in my room UNLESS

the physician has directly advised the nursing

staff that | may keep some medication in a locked |

' box at my bedside."

| Similar findings were identified for Resident #25
| who was observed on 04/28/13 at 11:05 a.m. with |
a bag of cough drops at the bedside. Resident
, #25 said "They heip me if | really get to coughing, |
' but | don't do it much.” Additionally, Resident #51
' was observed on 04/28/13 at 1:38 p.m. with a !
- bag of cough drops at the bedside and said "I

chew them once in a while." Record review

' revealed neither resident had a PO for the cough
i drops, nor a PO to keep the cough drops at the
| bedside, nor an assessment which indicated the

|
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RESIDENT #71 | for PRN use. She W&Sl’f
. Observations on 04/28/13 revealed two bottles at | ; I
the resident's bedside. Neither bottle had open ;QS 5esse d -’CGC{I / ‘h$
dates and the expiration dates were illegible. One Adm[m S-]’ra‘h on / M?dl ¢ mj
of the botties was for W EGE—_G———ND nasal : r
spray, which the resident said she used "About N feoom : 'H'C &ﬁ ‘ﬁu@ :
once a week." Review of POs revealed a ‘-f—&_;;rs qare ’{C pt )N
10/17/12 order for a different nasal spray, \M@d IC@h oY) Ca(f ,
NS (SR . (O be used ! ‘
PRN (as needed) for simuyimmisimiis. 7he record 3 v p (@kd
contained a 03/11/13 fax to the physician which A” NUVSES WET® rP_Cduo_F |
stated "Not demonstrating good/reliable 40 ! merm onh admrt
' judgement with handling PRN meds when goes I~ y r
to dialysis." In response, the physician wrote an M@dl Caﬁm” Pol 'C\/) M%ﬁg S |
order "Do not send medications with res(ident) to | ;bedSngS for '[hlhgs rS |
| dialysis or outings. Must have responsible | QSS‘CSS eS|
- party/dialysis handle any med needs." Record ‘ lbr‘ N n ‘H’\e |
review revealed no PO for the nasal spray, no PO ! fOor dicgh on \
to keep medications at bedside, nor an | il’OOM W hQ n -Hqu Vi UQSt g
assessment through which staff determined the 4 in Ph SICAN O\ I | -P-Hr(y
resident was safely able to self-administer the 10bta Y sShent !
medication. | ;Pa '55 AS8se —'_O a" -f‘@Mlin 5/2’/1.
| | s sent |
Similar findings were identified for Resident #74 | A PQH'CV WC_E t’éSlC’L@ nts I"lﬁ)m'“@
who was observed on 04/28/13 with a bottle of of cuvren Policy. |
liquid tears at the bedside, without benefit of POs | WMOF vie C’\CCH"UY\ 1y, for
or an assessment to self-administer. ‘ )4(“ 5M'FF Zdu Ca‘(fd Mo ’ds
‘ r Meas:.
In an interview on 05/01/13 Staff B said if a ! ;reSIdﬁﬂt bed&“ldé . Ch? i
resident had medications at the bedside the | ~The DNS wll POT ’
resident should have been assessed to be able to ! CLS MON- i ‘
: i whi on roun
use them and provided a lock box in which to UanCP
. store them. ‘ wul assure camp ‘
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Findings include:

DAY OF ENTRY

From 10:15 a.m. through 4:00 p.m. on Sunday, AN V\‘h(

04/28/13, no activities were observed to occur in
| the facility. At 2:51 p.m., Resident #5 was

| observed propelling her wheelchair past the
nurse's station. She spoke to an unidentified
nurse who responded there was "no bingo today
because it's Sunday. The church people come

. every other Sunday. Not this Sunday.” The nurse
- commented that the resident was "looking for
something to do." The resident was observed to

develop
2&35 care 10 Meet thewr |

| |
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propel herself towards her room. No staff,

resident a suggestion or assistance with an
. activity.

A dry-erase white board in the Dining Room was
observed on Sunday, 04/28/13, to be labeled
"Saturday, April 27." There was nothing eise
written on the board. On 04/30/13 at 7:50 a.m.,
Staff E stated the white board was where the

- Activity schedule for each day was posted.

|
. STAGE 1 INTERVIEWS

' Twenty of 23 residents interviewed during Stage 1|

\ identified concerns with a lack of activities

. available in the evenings and/or weekends. For
example on 04/29/13 at 10:42 a.m., Resident

#10 stated she was not aware of actlvmes that

tell her about them. On 04/29/13 at 1:55 p.m.
Resident #16 stated she could not think of
anything that occurred on the weekends. On
04/29/13 at 3:19 p.m., Resident #2 stated the
previous day, Sunday, the only thing she had
done was watch television. She stated it was a
"slow day." Her roommate, Resident #71,

' very siow."

RESIDENT #142

Resident #142 was observed in her bed
throughout the survey. In an interview on
04/29/13 at 3:01 p.m., Resident #142's family
member stated she was at the facility to receive
therapy. The family member stated staff had not

i

interjected at that point the weekends were "slow,

including the nurse who spoke to her, offered the

|
I
f
i
|
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offered the resident any activities that they were !

aware of, nor were they aware of any assessment ,
conducted to determine the resident's interests.

. Record review revealed the resident admitted to |
' the facility on 04/22/13. There was no Activity

| Assessment located in the resident's chart as of

! 05/02/13. The Initial Care Plan (CP) included only |
- the interventions, "introduce to activities offered.

| Interview to interests."

|

‘ On 05/02/13 at 10:36 a.m., Resident #142 was

*‘ observed lying in bed with her eyes open. There ‘
- was no television or radio on and the room was |
, quiet. When asked, she stated she was "Just
'lying here. No, not sleeping. Just, nothing.” She

‘ was unable to state if there was anything she

- would like to do or needed. On 05/02/13 at 3:25
- p.m., the resident was again observed in bed, her |
eyes open, with no television, music, or other i

stimulation or activity. |

|
In an interview on 05/02/13 at 1:21 p.m., StaffH |
acknowledged an activity assessment had not
been conducted to determine the resident's i
interests. He stated he had asked the resident if
she needed anything, but he did not know if she
enjoyed television or music. He stated she had
not participated in any activities since her i
admission. |

RESIDENT #23 |
Resident #23 was observed on 04/29/13 at 8:58 |
a.m. in bed. She was awake and interacted with |
. staff who entered her room. Neither the television !
or radio were on at that time. On 05/01/13 at 1:29
p.m., eight residents were observed in Bingo, |
however Resident #23 was not among them.
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On 05/02/13 at 9:14 a.m., the resident was \
observed in her bed, fully dressed. Neither the
! television or radio were on. At 10:46 a.m. four i
. residents made a coffee cake in the dining room.
Resident #23 was observed in her bed, awake

. and fidgeting. There was no television, radio or

other stimulation present, nor was she observed
to be invited to the activity. At 3:28 p.m. Resident -
' #23 was again observed in bed with no television, |
| radio or other stimulation. 3
- The resident's Activity CP identified she enjoyed |
| watching television and playing bingo. ‘

"In an interview on 05/02/13 at 1:50 p.m., Staff H |

. stated Resident #23 attended an outing a few }
months previously. He stated she enjoyed music,

television and visiting with people. He explained

he visited with her almost every weekday

morning. He stated she no longer enjoyed bingo

- however if given an activity such as washcloths to ;

| fold, she enjoyed that. He acknowledged that

information was not included in her care plan nor

was he aware if she had been provided with the

; opportunity during the previous week. \

RESIDENT #13 i
in an interview on 04/28/13 at 2:41 p.m. Resident |
{ #13 stated the organized activities met his |
- interest and he enjoyed participating in them [
- when "he feels better." He further stated activities |
; were available on some, but not every, weekend. |
\

" In an additional interview on 05/02/13 at 9:19
| a.m., Resident #13 stated he particularly enjoyed |
- playing cards and had helped get the poker group !
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An activity assessment was not located in the
. resident's chart. The care plan identified he
enjoyed playing cards.

Resident #13 was not observed to attend any
activity out of his room throughout the survey.

in an interview on 05/02/13 at 1:50 p.m., Staff H,

stated Resident #19 had not been able to attend

_activities recently due to his physical heaith.

. When asked if staff had considered the change in
the resident's routine specifically related to his

. activity participation, Staff H stated he brought in

residents made coffee cake today with Resident

' #13 in mind. Staff H further explained he tried to

stop in and visit with the resident throughout the

day, however there was no record of the visits so
he was unable to assess the resident's response
to the change in his activity programming.

RESIDENT #19
Record review revealed Resident #19 admitted to
the facility in @¥2012 with diagnoses that
included e and W According to
the 04/17/13 Minimum Data Set (MDS)
assessment, Resident #19 required extensive
assistance with all activities of daily living
| including transfers and locomotion. This MDS
also assessed the resident did not exhibit any

physical behaviors, and had severe cognitive
loss.

1

; During Stage 1 of the survey, on 04/28/13 and
|

snacks "from home to connect to him" and some |

I

' behaviors, including rejection of care or verbal or
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. |
his health over the past few months and had not ‘ !
been involved in many activities in that time. | “
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04/29/13, the resident was not observed involved
in any activity. ‘

According to the 04/19/13 Activity CP, the :
; resident "loves live music". | 1 ‘
| ‘ |
. On 05/01/13 at 10:00 a.m., Resident #19 was

observed in the dining room. She was talking |

aloud to no one in particular. According to Staff C, i
the resident "is not usually that talkative". The : !
resident then asked to go to the bathroom. An |
| aide propelled her to her room where she was |
assisted with toileting. She was then placed in
bed. At 10:35 a.m., the planned activity of live

' music occurred in the dining room. Resident #19
was observed in her bed, with her eyes open, still
talking, although no one was present. According
“to an unidentified CNA, the resident was placed in
her bed as she usually took a nap around that !
time.

ACTIVITY PROGRAM 9 :
In an interview on 04/30/13 at 7:50 a.m., Staff E
explained the facility did not develop a monthly |
| activity calendar. She stated in order to meet the
' changing needs and desires of the residents,

Staff H asked residents each morning what they |
wanted to do that day. She stated that was when
the activities were planned for the day. |

The Activity calendar for the week of survey
contained the following schedule:
Monday (04/29/13) Poker group, Mother's Day
craft, Bingo @ 12:45, Price is Right; Tuesday
(04/30/13) Poker group, Mother's Day Craft,
| Make Cookies, Bingo @ 12:45. Yoga at 10:30 in
" Activities room; Wednesday (05/01/13) Waffie
i breakfast, Music with Steve @ 10:15 in Act.
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room, Poker at 10:30, Bingo at 1; Thursday
(05/02/13) Make coffee cake @ 10:30, Poker
Group, Bingo @ 11:00; Friday (05/04/13) Cinco
De Mayo Craft, Bingo 12:45, Movie. No times or
. locations were noted for many of the activities.

On 04/30/13 several residents were observed to
ask multiple staff where Bingo would be held. A
nurse told Resident #5 it would be in the Activity
room while a CNA stated it would be next to the
nurse's station. Both staff stated the location was
not listed on the white board and it sometimes
changed depending on what else was happening.

|
' At 1:09 p.m,, six residents were observed playing 1
Bingo next to the nurse's station. Resident #5 ‘
was not among them. At 1:24 p.m., Resident #5
entered the area and approached the table where

: Bingo was being played. At that point there were
seven residents and Staff G at the table. There ‘
was not enough room at the table for Resident

#5. Resident #5, who was seated directly behind |
~ Staff G, was given a Bingo card, by Staff G. Staff
G continued to call out numbers. At 1:31 p.m, i
another resident left the table and Resident #5
was moved into the vacant spot. Staff G stated,
"There, that's better."

Review of every activity CP, exciuding the newly
admitted residents who only had an initial care
plan, revealed the goal was the same for each |
resident. The goal stated, "l will participate in one |
. activity of choice each week." In an interview on
| 05/02/13 at 1:45 p.m., Staff H stated the MDS |
Coordinator developed the activity care plans. He
acknowledged that the goal was not appropriate |
for all residents and should have been 1
individualized based on each resident's needs
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In an interview on 05/02/13 at 1:01 p.m., Staff H
explained the Activity assistant had been ‘ |
promoted to another department approximately ‘ ‘i
two months earlier. He stated she was still i ‘ !
responsible for conducting activity assessments,
' despite being the manager of another

. department. He acknowledged the assessments
- for new admissions were not as timely as desired. ‘ i

| Staff H further explained the Activity Assessment

. reflected the MDS questions regarding how . |
important daily and activity preferences wereto |
residents while in the facility. The form had ' 1
“minimal direction to staff to assess specific ‘ ?
activities the resident might enjoy or equipment : L
the resident might need in order to direct 3 ‘ !
independent activities. Staff H stated the

assessment, which was conducted on admission |

and quarterly, allowed staff to write a narrative of

| the resident's activity involvement, however as 1

the facility did not monitor the resident's activity |

participation, it was typically a generalization of ‘ !
what the resident enjoyed. 3

Staff H stated all staff were responsible for ‘ |
notifying residents of formal activities, as well as ; |
assisting residents with getting to the proper | :

location. He said if the location was not listed on i
. the White Board, he would usually mention to | : |
staff where the activity would be held when he :
decided or he would try and go room to room to
notify residents. He also stated all staff should

- ask residents if they would like to watch television |
or listen to the radio if a resident was in their

. room. He stated all staff interacted and i

|

communicated with residents throughout the day
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and that was a part of the activity program.

offer a magazine or ask if there was anything
needed. He stated the visits might only last a

5:30 a.m. until 2:00 p.m. and that he was
i the facility previously tried to have an evening

said there was no record of what activity was
| attempted, residents response to it or

constantly evolving. He explained the facility
expectation was that evening or weekend
activities be provided by the staff who were
present at those times.

planned daily in order to meet the needs of

eight residents attended those activities daily.

designed to meet the needs of all residents,
| including on weekends and evenings, placed

Additionally, Staff H stated he tried to visit with
- residents who did not attend group activities up to
- three times each weekday. He stated he would

minute or two, but sometimes as many as five.

currently the only official activity staff. He stated

. activity but residents "were not interested”. He

| Staff H stated he discussed activities at monthly
Resident Council meetings and gathered ideas of |
what residents wanted. He stated activities were

residents who were interested in group activities.
He acknowledged the activity calendar looked ‘
- similar each day and stated some residents really |
" enjoyed Bingo and Poker so he felt they should
be offered daily. He stated approximately six to

Failure to assess resident's activity preferences,
abilities and desires; develop individualized care
. plans; and provide an ongoing activity program

Staff H acknowledged he worked weekdays from

consideration that residents and their needs were

| é
\ T
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F 248 | Continued From page 17 | F 248, |

residents at risk for unmet activity needs, h

: boredom and a diminished quality of iife. “ ‘

F 332! 483.25(m)(1) FREE OF MEDICATION ERROR | F 332, SKfFC is dQMOhSMhV\g 6/,5/‘ 3
=D ! RATES OF 5% O E ‘ f ‘

S8=D | RATES OF 9% ORMOR correct adMinistraton OF |

The facility must ensure that it is free of IQO mbiadn 836 drOPS gog |

: medication error rates of five percent or greater. ‘ deMlmS‘&ermg cor reC+ e |
0§ acetanmifiopher

e : . ‘ ; _ |
-t[;;]:ls REQUIREMENT is not met as evidenced | P\\\ ﬂU(S?S ha\je \fef\ e %;

. Based on observation, interview and record ‘ ;edu(d*fd on PY r ‘ﬁhmqﬂ
review, the facility failed to ensure a medication +FO e dro Mine ShoN.
error rate of less than 5%. Two of five Licensed | r 9\4 !

. Nurses (Staff C & D) failed to follow physician's )A‘“ nurses have QCess
orders and/or manufacturer's recommendations | ,.Hﬁe !
for three of 25 medications observed, which f % AQre ddV&d TO use ‘5

- resulted in a medication error rate of 12% with | tu rre nt \l?drs Nurgeg
two (#s 142 & 137) of eight residents reviewed ! ' ;
experiencing medication errors. These failures | Dy ug 1DooK. i

. placed residents at risk to experience adverse |

. side effects or less than the intended therapeutic A“ “U r§e 5 € dUCdk d on
effects of medications. ; ‘|pr€\1€’m1 on O‘F M€d| Ca'h()f’\ ‘
Findings include: ervoy S‘ in d Ud| n Qz&érm

ose. rees -

- RESIDENT #142 | ECO rrect d‘tO d ble checK |
During observation of medication pass on Edu Cd{fdb c:-:j’h 3 :
05/01/13 at 10:00 a.m., Staff C prepared el s. £ (2\ : *'

. medications for Resident #142. Staff C was } b‘aogtf(Y? | Y-\l ‘aﬁal—rah) on O 7
observed to administer two tablets of | SFF D IS COYY?(:HY |
RN 500 milligrams (mg) for a total rin é Cueln / |
dose of 1,000 mg. Staff C verified she ; ddmmlStC 48 (OV 4 o
administered two 500 mg tablets. Review of ! TffaChm residen ‘ﬁ |
Physician's Orders (POs) revealed an 04/22/13 ‘ N ha|€ use -~ 5}:’20( FI @ Y ;
order directing staff to administer daminSan® | tCLl€|h9 ahead 1o " WAt 2. ‘
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F 332 Continued From page 18 F 332 i (nU{fS bet'Wf’en lﬂh&‘@‘hm ‘
|

650 mg. In an interview on 05/01/13 at 8:07 a.m. : ' . bE’e -
Staff B confirmed Staff C did not follow Y A“ NUYrSES h&‘(e nre

physician’s orders. This constituted one ; }edu(&{—cd_ on wvrect |
medication error. ‘ ilnha "er dd Mlms—trgh On/{(
tesident cueing [eaching.

During observation of medication pass on 1
05/01/13 at 10:00 a.m., Staff C was observed to |

| administer @IS 0.2% eye drops to Resident . ‘ |

' #142, one drop in each eye. Staff C failed to | EJ ch nurse wul have d |6/15 } 13
apply pressure to the lacrimal gland after ‘ '
administration and instead cued the resident to ‘ Medidtion P&SS Aud L—

blink and patted the wet area surrounding the 1
resident's eyes. The Nursing 2013 Drug |

Handbook lists Gummisigm 2s a combination drug or PharMGC\ Sh#
of brimonidine tartrate and timolol maleate and !

listed administration instructions which included, | Bnd Wl’” have’ A MININUN
. "Apply light finger pressure on lacrimal sac for 1 p-F @ uar+€r1\/ &,{d(‘ts_

minute after instilling drug to minimize systemic r |
absorption." The 2006 facility Eye Drop | there afte 1

The D |
Services

by Director of NUESING

Administration policy instructed the the nurse to
"instruct the resident to close the eye slowly and ‘
. keep it closed for one or two minutes." This
constituted one medication error. i

irector of NuUrsSIy |
vl assure compliend,

i RESIDENT #137

' During observation of medication pass on

- 04/30/13 at 11:17 a.m. Staff D was observed to ‘ ‘

| administer G two puffs via a meter dose | ‘

i inhaler to Resident #137. The resident was ‘ ! ‘
observed to inhale two quick puffs and Staff D ‘

 failed to cue the resident to wait between

| inhalations. The Nursing 2013 Drug Handbook :

Administration Inhalation instructions included, "If ‘ ‘

more than 1 inhalation is ordered, wait at least 2

| minutes between inhalations.” The Patient ‘
teaching instructions included, "...inhale deeply as |

you release a dose from inhaler, hold breath for

several seconds, remove mouthpiece, and exhale | ‘
. |

| i
i i I
] .

i
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: 1
F 332 | Continued From page 19 ‘ F 332,
slowly, if prescriber orders more than 1 inhalation, -
tell patient to wait at least 2 minutes before | |
repeating procedure." This constituted one | } :
- medication error. = ; b l ) .
: Res\dent WEMS\S)T, 53
F 360 | 483.35 PROVIDED DIET MEETS NEEDS OF F 360 \W, Loy 1 NO \ONORC |
ss=g | EACH RESIDENT AU, z
Resvdent 7232151 42,18,
The facility must provide each resident with a | \.929 Q-
i nourishing, palatable, well-balanced diet that ‘ 1;—\\‘ 2 ’(L e e |
meets the daily nutritional and special dietary RN \dec\ OOUY \S\(\\\’\Q) E
needs of each resident. ;Qa\a-\-ab\e \ \Ne\\~\DB\SY\ (G(fﬁ
: . AW |
Arer Anak eSS o X
This REQUIREMENT i ; evid d iﬁu-\-rv\'\O\’\a\ % S%Qjcc 660'\
by:ts is not met as evidence 6\9\’6‘(\6 nee ‘
Based on observation, interview and record 'ﬁ\'e\\ ace Yece W ‘\\)?(@
: review, the facility failed to provide 16 (#s 146, . A QQY\%\%\C\“\ Qs i
145, 23, 2, 12, 5, 42, 19, 25, 15, 71, 17, 24, 144, !\\Q\U\ O ‘_\&;e‘
66 & 7) of 50 residents with a nourishing, AS Ox dece a ) QAPPYOP |
well-balanced diet that met the daily nutritional | " MO0 S\Z.eS and Qe |
» and special dietary needs of each resident. ‘PO *\\ |
i Failure by the facility to ensure liquids were e\ Q as
- thickened to the ordered consistency, adackwe 60\9\?( RSN |
mechanically altered diets were served as ‘ 1
ordered, residents received the appropriate ocQe ed : }
portion sizes and/or adaptive equipment as ] ‘
- ordered placed the residents at risk of aspiration A\ res\dents Wl \Df_ Wood
' and/or weight loss. %e(\/.ed e QO(\’ec-‘é \Q) 6\ !
LEQ.
MU . conaSienty S O |
- Findings include: A\ SAREE WO ?Yigé\‘e O\”"
RESIDENT #146 cerve \\0\\5\(\g W\,? oe-?éd“*\{
' During lunch on 04/28/13 at 12:23 p.m., Resident )‘(e._edUQa\'ed \D\\ |
. #146 was observed in the main dining room. He 5?eed\ "\\\@(@P St (ST
‘ had_been served a bowl of soup apd drank most ; a\’d\ N *QQ\\O\NW\ (Q\f\req,\—
of his beverage. Staff J had not thickened his ‘ mgd S8 corvectly |
QR |
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o Preparing tWChened
F 360 Continued From page 20 |  FB80 0 ids. T WNew Stase will
soup. Staff J offered the resident a sandwich and Q\ \N
served him 1/4 egg salad sandwich on white edutated Uupon \ve. i
bread. According to the listed diet the resident . { spe ;
was ordered a Dysphagia Mechanical with Nectar 5‘\'&99 W {:D\\O\N I
~Thick Liquids (NTL). in an interview on 05/02/13 ic(\ﬁ\ C\(e’(\e(5> ma(\UQGC\’\AYe\’S:
- at 9:57 a.m. Staff N said Resident #146 should ' ‘@QY -\\(\\CKEN
have been served the equivalent of a whole } NS uch ons . i
- sandwich with no bread. ‘\"\o\\\(c\S and +nea \le(\g\l |
On 05/01/13 Staff O was observed to serve trays ANnak Ane oryeck CO“S\S";Q[‘\J
i for residents who ate in the Assisted Activity | P d\\e\led SQuE)S ‘
- Room which included trays for four Residents (#s QS 4 ) @ !
145, 146, 23 & 2) with orders for Dysphagia i wly oe Anc¥ened o @
' Mechanical diets. Staff O served regular ! | as -\\(\\QK S Q\’ée( .
i unthickened soup to three residents (#s 145, 146 ;\eaSk .
: & 23) with orders for NTL and Resident #2 who —‘-“\e ST R \%‘Q\’ed B\€’€\*\a ! (RD)
had orders for Honey Thick Liquids (HTL). & &_D) N ‘(S\YBSQX“CE)
| r Dwector O
RESIDENT #12 | D\(e nad (o ()\;er&\'lOf\S
On 04/30/13 at 12:11 p.m. Staff M was observed t&DNs) aQ ( \ o=
to pour a bow! of beef barley soup and put a | lmg\?( kDM) Wk\
- couple of non measured spoonfuls of thickener in | | "QO \-‘\ 66\4\(3)‘\00
" the bowl and stir it before serving it to Resident | 848\\6\0\6 X
#12. According to the diet list, Resident #12 was d Wi 3?0“( ~-nedK
ordered HTL. ; XX ~n an a
\ A~ ?(Q \£S ‘D‘(\
Similar findings were observed on 04/28/13 ‘ QQ XW\(&g
during lunch when Staff J poured soup into bowls | ﬁ(\l\“g A Lé-q-‘\e,("
| then added thickener from a plastic cup into the @ \eask WNEC \{
bowls and stirred without measuring before ; aC,\‘\\-e\IED\) o
i ; QM ACH
serving to two residents. 3 e c ? xe
| SWu
On 05/01/13 at 10:48 a.m. Staff O was observed g\gg\\(me?d & res\dents
to add thickener to a pureed | ! W10 \\c)\\)\c\
watermelon/cantaloupe/peach juice mixture. Staff ' ce cece )y O\ \"(,\e(‘?d
. O said the ratio should be one tablespoon | ;QQ(\S\%\C\\ Qs O :
" thickener per one cup of fluids, or eight g \’O.A\d exs = f\Q‘\@d,
tabiespoons per two quarts of liquid. Staff O was %\\‘( \ GC\UQB\‘\O(\ Wk\\ e
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. observed to add six tablespoons and ;
\ commented, "l know eight is preferable, but | \
‘ ' don't want it to get too thick, everything thickens

differently.” |

| RESIDENT #5

| On 04/30/13 at 11:57 a.m. Staff T, NAC,

' commented Resident #5 needed NTL with a

straw and was observed to pour thickener from a
small bow! into a glass estimating the amount
required. At 12:14 p.m. Staff T added 1.5 heaping
soup spoons of thickener in a bowl of soup for

- Resident #5. Staff K served Resident #5 1/2

' grilled cheese sandwich and provided no adaptive
equipment. According to the diet list, Resident #5
was ordered a Mechanical Soft diet, NTL, a plate
guard and foam handles for silverware. in an
interview on 05/02/13 at 9:57 a.m. Staff N said
according to the diet ordered, the resident should |
have been served a whole sandwich and adaptive
equipment.

The facility policy on thickened liquids was

' reviewed and administrative staff stated all staff

' were to follow the policy guidelines for thickening
liquids. |

RESIDENT #42

- On 04/30/13 at 12:43 p.m. Resident #42 was
observed to have been served lunch on a plate,
without a plate guard. A regular spoon was
observed in a bow! of cantaloupe. On 05/02/13 at
lunch the resident was observed without a plate

. guard or a foam handled spoon with which to eat
the soup that was served. Review of the
resident's record revealed a 03/07/13 Nutrition

- guard and foam handled silverware.
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| |
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| WO ConEnrated Sweetsh
F 360 : Continued From page 22 : :
| Pag F 360 WNo added Savy, upon
|
| gﬁr?rlmglEuﬁz:(Zm 05/01/13 Resident #2 was ; adM\%W)‘{\\ \*.\(\e \“Uri\e"% :
‘ observed to have been served milk and juice in ‘S\'a;@ WAL C\QYC F\( |
' regular glasses without lids. Review of the ! ovc\e S {0 ensuye |
resident's record revealed a 02/15/13 Nutrition ; e
- CP instructing staff to "Please serve all liquids in QAets Qrdegee% S !
lidded cups..." to prevent aspiration. In an “\O=e Q‘PO\I\ ™~ m
| interview Staff G said she thought the lids had ; e -Q&C\\\*\\ . JL\\\ S\Q |
i been discontinued and noted that only hot fluids ‘ 3
| were served in lidded cups. Staff G was unaware Who SReve OF RYTRNT
' the CP still included lids for all liquids. eSS wll be te- |
| RESIDENT #19 educated on sadn *\;\\\x:
On 05/01/13 Staff O was observed to set up oS dvex . The ONS
» Resident #19's tray which consisted of two four : e RO W\ \
- ounce beverages served in standard glasses. ‘ ID\\/\ \ h) ] o !
' According to the diet list, Resident #19 was to @ -C,Y\G'CK \N€e\<\\_l 1
receive her beverages in Nosey cups. S?dé“ aure COof e !
in an interview on 05/02/13 at 9:57 a.m. Staff N ;O < Qe Ser\led- 1
indicated kitchen staff should send out adaptive \ \\ assure
equipment as ordered. In an interview on : _Yhe OM AAN |
05/02/13 at 10:34 a.m. Staff G noted the adaptive | 3; e nce,
: equipment was in a plastic tub/box on the prep : CGY\P \
cart in the kitchen and said the kitchen was not ,
sending them out because, "They're (servers) YC\Q(S &)V 6\\ QT
supposed to come in and get them." ! D\e"T 0 \(\g\fe i
es AR \
RESIDENT #25 & 15 ; \ a\g‘e\j\eﬁ@@d g SRR
On 05/01/13 Staff O said he had made ! ed T\ND §
mechanical soft sandwich wraps by chopping up m&d@ \Q . \Ode
the ingredients before rolling in a wrap, which had It b\(\de(s % a RO )( |
then been placed on a separate sandwich tray. d\e :LY\'FQ\’MG\“QA(\
During tray distribution on 05/01/13 Staff Qwas weee Se‘r UP )
- observed to plate the food and Staff R was A G&Ch \‘(\C‘,\\,LC\_QS'. e
1 observed to offer and distribute residents their | Texture \'\q\)(d
| lunches. According to the diet list, Resident #25 TIHCC) < ) :
| : cons\Sency }adﬁP’“\Te |
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was ordered a Mechanical Soft diet and was
served 1/2 a regular texture turkey wrap rather |

than a whole mechanical soft turkey wrap. !

Similar findings were observed for Resident #15
who was served a regular turkey wrap rather than

' the mechanical soft wrap as ordered. i
RESIDENT #s 71, 17,24 & 144 ;
Additional residents were served portion sizes 1
" less than their ordered diet irrespective of ‘
resident choice. Resident #s 71 and 17 both had |
diet orders for No Concentrated Sweets (NCS)
Regular and were served 1/2 a wrap rather than a ;
' whole wrap as indicated. Similar findings were !
observed for Resident #s 24 and 144 who were

: served 1/2 a wrap when both of their respective

. diet orders indicated they shouid have been
offered and/or served a whole wrap.

In an interview on 05/01/13 at 1:54 p.m. Staff P |
said a lot of the residents choose to have small
portions. She then stated staff should offer the
portions according to the breakdown menu and a |
whole sandwich would have been two wraps. 1‘

' Additional observations of inaccurate portion i
' sizes served to residents occurred during lunch in |
the main dining room on 04/28/13 when Staff K
served residents cantaloupe from a targe bowl ‘
using a slotted spoon. The number of cantaloupe !
cubes per resident varied as Staff K did not use ‘
an approved size scoop. In an interview on
04/30/13 at 2:04 p.m. Staff P said staff shouid

use the appropriate scoop as directed by the |
"menu. in an interview 05/02/13 at 9:57 a.m. Staff
N said she expected staff to "foliow according to

the menu." 1‘
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F 360 | Continued From page 24 \ F 360j\‘\(\ \N\“& P\Q\—\\j\ Toom |
. ¢ the A DY
On 04/28/13 during the lunch meal in the main ‘ OO —%“ﬁ
dining room Staff J was observed to offer NQWY 6“““@ o |
- residents "Tea or Lemonade”. According to the 1ro\0c\€‘/~ WA oe \(QP"? on.
menu the residents were to be offered milk. | . ce
Observation of Room Tray distribution on F‘%(L "ﬁ\e oom SecN\C |
- 05/01/13 revealed Staff Q and Staff R offer and 'Q@‘(’\" —v\e Yiérdnen
distribute Peach juice to all the residents. They | 1 \ "W t
i did not offer milk as indicated on the menu. In an i N\j\\\ a\SO AS) “t& *
: interview on 05/01/13 at 1:54 p.m. when informed i U to- d&-\-e d\e*arﬂ
- the menu indicated each resident was to receive | | ?- ) 0N each
eight ounces of milk for lunch which not observed g ?@(W\é‘\'\ on
| to be on the trays, Staff P said "they have | | A LS\ |
' choice... that's what they get... have to ask." Inan ;Y‘?S\d@l\ N YO uéda-\e
"interview on 05/02/13 at 9:57 a.m. Staff N said A COY\‘hY'\U/e e
the calculations for the provisions of the dayto ‘ o S
meet the calories, calcium, protein, etc. needs of e Kitchen
the residents included two cups of milk a day. 1‘(:“@(\ s,
"They should be offering milk." 3 F“-\_e O.M \N\\\ QSSure
On 05/01/13 in kitchen prep for lunch, Staff P was | ‘ e
' observed to make Lemonade and Ice tea. "That's . | Cgmp\\aﬁc '
their favorite at lunch.” The lemonade was not |
sugar free and had 80 cal/8 oz. Review of the diet | J)b\\\ ‘(QS\deY\\'S W\\\ e -
lists revealed 11 residents with orders for NCS ; N S\zZe |
diets (#42, 18, 134, 133, 26, 110, 143, 17, 33, 71 | offered %Dr\‘r‘ms é) detdry
& 50). | per gquiac .
‘ | n. Proper
 RESIDENT #66 | Dreaaown P pebe\ |
During observations of medication pass on i Syze S(OOPS AT '7:8 ;
04/30/13 at 11:19 a.m. Staff D was observed to uSed 1o ‘turther ef\SU\’e;
check Resident #66's blood sugar before lunch, i rhon S\Ze.
| the results of which were high at 354 mg/d!. Staff 1COVY€C+' PO F‘C l
' D inquired as to what the resident had eaten for The Kvchen S Q |
breakfast. Resident #66 replied her "regular s <tafrf who :
breakfast”, toast with jelly. Review of the ;\nFO(W\C\ ‘ COOMS 5_17 :
resident's record revealed a 03/28/13 physician's <SerN<T \N £ rHon
order for NCS Dysphagia Mechanical Soft diet }room “T‘G\[S PO \ |
| Blzes for eadh Mvedl. |
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F 360 | Continued From page 25

with HTL. A subsequent 04/03/13 order was for a |
diet clarification to advance the diet texture to
regular textures and thin liquids per waiver

signed. In an interview on 05/02/13 at 9:57 a.m.

+ Staff N said the NCS aspects of the diet "should

y’ have been carried through, or discussed with
Uher.”

|

RESIDENT #7

On 05/01/13 the kitchen staff prepared and

served only a broccoli and cheddar soup to

. Resident #7. Review of the diet list revealed
Resident #7 was ordered a 2 Gram NA Heart
Healthy diet and should have been offered low
sodium soup which he was not. When asked ‘
- Staff P said "we don't do low salt soup, if we have °
a diet that requires it then we use a low salt
canned soup."

F 371, 483.35(i) FOOD PROCURE,
$S=E | STORE/PREPARE/SERVE - SANITARY

. The facility must -
' (1) Procure food from sources approved or

authorities; and
 (2) Store, prepare, distribute and serve food
i under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview the facility
failed to store, prepare and serve food under
sanitary conditions. Failure to cover and/or date

considered satisfactory by Federal, State or local :
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: —The OWl Wi i |
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£ serve food Under Saniary |
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F 371 Continued From page 26 - Fant, AW \\em? T ed and /&pgzﬁgdv
foods stored in the refrigerator, to ensure staff ‘ 'S*OK < d) 3 ) ‘
properly handied food served to residents, and to - were o [I-{eNlg d@‘d ;
ensure doors were closed during food preparation over-ry f'cods wwill o= !
to provide a sanitary environment placed ! | om . So) \ed
residents at risk for food borne illnesses. : d\sc&rded Pr P\— (\' !

| Kitchen Linens wd be .

Findings include: sent o pw\d\y Pro/u P{K\:‘l\
FOOD STORAGE The Krtdhen Manager o)
During the initial kitchen walk through on | oY Person (N AdMrge (. |
04/28/13 at 10:18 a.m. eight blackened bananas - N 1o ‘

. were stored with two cloth hot pads in a bin , W U1 pont o 'da‘ l e |

' underneath the Cleviand Steamcraft. in an ; QASSUre COYY\P\BI’)CG. { h |

interview on 04/30/13 at 8:09 a.m. Staff G i R@S{ered pieHtan (RO)

| indicated the bananas should have been thrown | ‘

“outand the cloths sent to the the laundry to be - wutl| SPO“"C\'\GCK -{—%\e Kitthen

cleaned. on Wee\{\\' VISt 5 . -(*b/e_

: | | W Spot Check e

. Observations in the Alcove on 04/28/13 at 10:30 | oM W @ASE erKN

: a.m. revealed three bins/tubs of cereal; raisin ' KHCV\QG St

i bran dated 3/20, rice crispies dated 3/18 and corn . 8hd W\\\ AQASSUre cOM p\\a e,

- flakes dated 3/10. There were no scoops

. observed in the area, just a four ounce glass. In- nsS @
 an interview on 04/30/13 at 8:28 a.m. Staff G said perea‘% kept (N br‘_ S\aced
the cereal "should be refreshed”. When asked | the Jlcove were ep
“how staff served the cereal, Staff G replied they | ceredls i bwns @ Qoke
"have a cup that they dip it out with." The facility : ad % -‘bm
failed to ensure sanitary serving utensils and M Ll be ared
 practices were in place. un- used ‘x)r‘h onhs wul (
| ~ protocol,
Observation of the Supply Room on 04/28/13 at ‘be d\SCQrdedVeCl:“ k‘\DaNe [
1 10:44 a.m. revealed the following: a bag of !E&\f\ cereal :
| potatoes, a one fourth filled box of potatoes which | a S0P ¢ sStoraqe CO'Y\'@\(’\?(‘
felt warm to the touch and a box of red potatoes ‘ contaimners
: which were soft to the touch. The ambient : The Sgo‘ifsv&gshéd /S&N‘tl??d
temperature in the area of the potatoes was 75.8 | ML { e
degrees Fahrenheit (F). When informed on ‘ cail Ny &Y Kiteren sta |
04/30/13 Staff G said "We got rid of those." The OM will aSSure |
‘ _COYN pl BN 1
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i cantaloupes, five of which contained indents and |

The supply room also contained seven boxes of
beverage concentrate which were stored under a ‘
vent of heat coming from the freezer. The label i
on the boxes noted the ideal storage temperature |
range was 50-75 F. At 10:57 a.m. a thermometer |
laid on top of the boxes measured 96.7 F.

Across the supply room was located two boxes of
i

- were soft to the touch. In addition a whole
{ watermelon was present. The ambient room

temperature was measured at 87.3 F. A fan was

. observed in a window which allowed air to
- circulate from outside. The air temperature by the -

- REFRIGERATORS

fan was measured at 86.6 F.

. During the initial tour of the facility on 04/28/13 at

10:45 a.m., the following were observed in the
Activity room refrigerator: Ten cartons of Health
Shake with no thaw date; two large tubs of butter ‘
heavily coated with a layer of what appeared to

be dark brown crumbs; a can of biscuits witha
use by date of 03/03/13; and a large container of
yogurt with no open date. A box of frozen bacon
that was not sealed or dated was noted in the
freezer. i

Observations of the Activity room refrigerator on
05/01/13 at 11:04 a.m. revealed three Health
Shakes in the fridge with no thaw date and four

. partially used containers of yogurt, none of which
{ were dated when opened. In an interview at that

time, Staff G stated the yogurt and Health Shakes |
were used quickly, before their manufacturer's |
expiration dates, so they did not need to be dated |

- when opened. She acknowledged that directions

@

Wl e Kep-\-

L
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1 04/28/13 at 10:18 a.m. revealed the following:

days of thawing".

Observation of the kitchen refrigerator on
Two 32 ounce containers of raspberry yogurt
of cottage cheese without open dates; a five

pound container of sour cream without an open
date; one open bag of salad mix which was dark

without an open date; two, five pound containers

ooy, —the KM Or.

Yl
Prc will check refricedions
¢ freczprs c\ad\/. The |

weeKiy
will spot-check on ;
\/lSH—SP?(-"'W‘Te OM it
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F 371 | Continued From page 28 N | F 371 Nnformshon.  Meats will
- on each Health Shake carton read, "Use within 14 nat be Stored. doove

black and wet at the bottom of the bag which was
t dated 4/19; five hard boiled eggs dated 4/23; and

Acsure complence

JzAn addioral reFr\Szx&for |

| one galion of sweet and sour sauce dated 1/23.
| In an interview on 04/30/13 at 8:09 a.m. Staff G
; said "everything has to be dated when opened"
- and anything after three days shouid be

- discarded. In review of the above items, Staff G »

- confirmed the items should have been dated
| and/or discarded.

Observation of the Supreen Refrigerator on
04/28/13 at 10:44 a.m. revealed the following: a
. 12 ounce bottle of horseradish sauce with an
i open date of 10/18 and a manufacture's
| enchilada sauce dated as opened 01/25. In
! review of the above items on 04/30/13, Staff G
| confirmed the items should have been dated
li and/or discarded.

| Observation of the Supply Room Freezer on

. 04/28/13 revealed one open bag of what looked

 like sausage patties which had no date when
I opened, no expiration date and no identifying

: expiration date of 03/05/13, and eight pounds of

label as they were no longer in the receiving box.

| In addition, the meats were stored in tubs above

} the vegetables.

1

i
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' Observation of the Alcove Refrigerator on
1 04/28/13 at 12:40 p.m. revealed Resident #33

sitting in front of the refrigerator with the door
open. Resident #33 pointed inside the refrigerator
and said, "There's my yogurt, 1 can't reach it." In

. an interview on 05/01/13 at 2:22 p.m. Staff G said
' the refrigerator was used by residents, family

members and the facility. The facility kitchen
stocked the refrigerator with breakfast items,
milk, juice, sausage and hard boiled eggs for the
weekend breakfasts. In addition, applesauce
used by the nursing staff was stored there.

GENERAL KITCHEN OBSERVATIONS

On 04/28/13 at 10:18 a.m., during the initial
kitchen walk through, the back door to the outside
and the screen were both observed to be open. In

_addition, the door to the hallway was propped

open. Staff U was observed without a hairnet,
while the doors were open, to pour two containers
of liquid eggs into a large pan and placed the pan
in the oven for cooking. ’

On 04/29/13 at 11:34 a.m. a man was observed

. to walk freely through the kitchen, without a
hairnet, and stopped to talk to the dishwasher. In '
¢ an interview on 05/01/13 at 2:18 p.m. Staff G said

based on the description it had been one of the
dishwashers who was off duty at the time. The
kitchen door to the hallway was propped open,
the door to the foyer was open and the back door

to the outside was open. A kitchen staff member
. was observed to be making what appeared to be

sandwiches at the time.

Observation on 05/01/13 revealed the kitchen
door to the foyer open. In the foyer was an bird
cage with the cage door open. Staff O pureed
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- the kitchen, took a part off the sink, and eft the
- door and screen door open while the soup was
" being made when he left. At 10:55 a.m. the

; maintenance staff returned and again left the

1 doors open while he fixed the sink. When the
maintenance staff left the room although he
closed the screen door, it was observed to not

: a.m. an insect was observed flying around the
kitchen.

On 05/01/13 at 11:35 a.m., as Staff O began

- door was open, the screen door ajar, and the

with a wedge. Simitarly at noon while Staff O
checked the temperatures of the foods before
serving all the doors were wide open, including
the screen door.

“In an interview on 05/01/13 at 2:18 p.m. Staff G
. said she was unaware the doors needed to be

' be replaced.
'The facility failed to ensure effective partitioning

which contained pets from food preparation
areas.

! FOOD SERVICE
On 04/28/13 at 10:30 a.m. in the Alcove, Staff L
and J were observed preparing and serving

back door toward the halliway was propped open

closed during food preparation. Staff G indicated
: a request had been made for the screen door to

 completely close as the frame was bent. At 11:02

making pureed sandwiches, the door to the foyer |
| with the open bird cage was still open. The back

and closing doors to separate the commaon areas

breakfast to residents. Neither staff wore hairnets
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or aprons. Staff J was observed to retrieve from lW‘f’C ((N b\I DNS, RD OM |
the refrigerator and place a serving of bacon, | ! /
sausage, and a hard boiled egg on a plate and ’ oM\ (( Qssure |
| microwave the foods before serving. Staff J did | The }
not check the temperature of the food prior to ‘ - COM p\\&l’\Cf ’ f
serving. ‘ ! .
Observation of the lunch service on 04/28/13in |
] the main dining room revealed the following: Staff | 1
J retrieved ice, barehanded, out of a clear bucket
with a small glass rather than a scoop. At 12:08 | }
p.m. Staff K was observed to move clean plates ! i
with bare hands/thumbs placed on top of the .
| plates where the food would be served. In | ;
* addition, Staff K picked up bowls by the edge w1th ‘ ‘
a bare thumb Inside the bowl. Staff | was ‘ : |
observed to serve two bowls of soup with bare i |
thumbs over the tip and inside the bowls. ! ‘
! Similar observations were noted on 04/30/13 '
during lunch service by Staff M and Staff K.
|
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