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DEFICIENCY) |
! A. Address how corrective action will be
F 371 | 483.35(i) FOOD PROCURE, F 371 | accomplished for those residents found to have
$5=E | STORE/PREPARE/SERVE - SANITARY been affected by the deficient practice, Address
' how corrective action will be accomplished for
The facility must - those residents having potential to he affected by '
{1) Procure food from sources approved or the same deficient practice. i
:3;?;?;:5 :it;sfactory by Federal, State or focal 1. The food/cereal was disposed of immediately
(2) Store, prepare, distribute and serve food : and staff was made aware (.)f deficient practice.
under sanitary conditions On 8/30/2011 a Certifted Dietary Manager was
instalfed to replace the Chef. On 8/31/2011 the
two open bags of cereal found on top of other
containers, tled loosely in a knot, not labeled or
dated were disposed of. The employees
ible wer imanded immediately and
This REQUIREMENT s not met as evidenced responsivle were reprimande i eyf
by: the staff was educated, full on-spot, in-service ‘
Based on observation and staff interviews the was done on 8/31/2011 regarding proper storage |
facility failed to (1) label, date and properly store dating and labeling of food. On 8/31/2011 2
opened bags of cereal, (2) failed to serve food formal staff in-service with all dietary staff was
undfar sanitary condi-tions by picking up and held to reiterate proper storage, dating and
p{)atmg fc;od ltgm§ with g[loveddhasndfs ‘]fo(rj 2t of 3 labeling of food.
observations during meals an (3) falled to serve 2/3. A spot In-service was done 8/31/2011 with
ice In a sanitary manner, » :
dietary aldes presented by Certified Dietary |
1. Aninitial tour of the facility was conducted with Manager. Full in-service was completed with i
the Chef on 08/29/11 at 11:30 AM. There was an kitchen staff concerning safe food handling/cross
opened bag of cereal with the top of the bag tied contamination on 9/1/2011. Full dietary in-
foosely in a knot and sitting on top of other food service on food safety, infection control, cross
containers on a rack in the dry storage area. The contamination, hand-washing and the proper
bag of cereal was not Jabeled or dated.
procedure for when to change gloves was done
An observation of dry food storage was made on 9/6, 9/10 and _9/ 11/2011, -and s o.ngoing.
with the Dietary Manager on 8/31/11 at 12:20 PM, Tongs were supplied to the dietary aides at the
Two opened bags of cereal were observed with next meal service time. Gloves are stocked at i
the top of the bag tied loosely in a knot and fying each mini kitchen for frequent changing, Random
on top of other containers of food items. The two daily checks will be done weekly by Certified
b?gs of cereal were not labeled or dated. The Dietary Manager or designee times three months ‘
Dietary Manager stated that the bags of cereal five d ; d ) h h ‘
should have been dated and stored in a sealed ve days out of seven days times three months to |
include all four communities’ mini kitchens. '
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6} DATE
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Any deficiency statement ending with an asterisk (*} denotes a deficlency which the institution may be excused from corracling 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 80 days
following the date of survey whather or not a plan of correcticn is provided. For nursing homas, the abova findings and plans of correction are disclosable 14
days following the dale 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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container.

2. On 08/31/11 at 8:00 AM an observation was
made during meal service in the satellite kitchen
on the 500/600 hall. Dietary Aide #1 was
observed to put on gloves and remove covers
from food and place them under the steam table,
pick up trays and pick up plates to put in insulated
bottoms and open the refrigerator door multiple
fimes to remove cartons of milk and pre-poured
glasses of beverages and place on the serving
trays. The Dietary Aide was observed to pick up
bacon, sausage patties and toast with the same
gloved hand and place on the plates to be served
to the residents.

Dietary Aide #1 stated in an interview on 08/31/11
at 3:00 PM that she usually used tongs to place
meat on the plates but forgot to bring tongs from
the kitchen. The Dietary Aide stated that it was
her usual praciice to serve the toast with her
gloved hand. When asked if she could have
requested staff bring her tongs from the kitchen,
the Dietary Aide stated that she did not think of it.

On 09/01/11 at 9:27 AM the Dietary Manager
stated in an interview that handling food items
with gloved hands that have touched other
objects in the Kitchen was not sanitary, The
Dietary Manager stated that the staff should have
used tongs to serve the meat and toast.

3. On 08/31/11 at 12:30 PM an observation was
made during meal service in the satellite kitchen
on the 100/200 hall. Dietary Aide #2 was
observed wearing gloves to pick up trays and pick
up plates to put in insulated bottoms and open
the refrigerator door multiple times to remove

(X4} 1D SUMMARY STATEMENT OF GEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION (x5}
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A, O &/ 297 20T, narstny - assistart placedan e
: scoop flatly inte the ice after filling water pitcher,
F 371 | Continued From page 1 F 371 pHaty & P )

without gloves. Our first course of action was o
empty the ice cooler and have it thoroughly
cleaned by housekeeping, before having it
returnad to service. We removed water pitchers
from affected residents’ rooms and replaced it
with a clean pitcher and ice. We reeducated and
disciplined certified nursing assistant in on spot
in-service. We began full in-service process on
days and evening shift on 8/29/2011 for :
education for infection control and education on
use of the scoop holders for the ice chests. On ‘
8/30/2011, third shift nursing assistants and
nurses were in-serviced on infection control, the
correct way to dispense ice and the correct use of
the ice scoop holder. On 8/31/2011, another
nursing assistant placed ice scoop flatly in the kce
without gloves, We removed water pitchers from
affected residents’ rooms and replaced it with a
clean pitcher and ice. Ice chest was emptied and
thoroughly cleaned before having returned it into !

service. Nursing assistants were reeducated and
disciplined in on spot in-service. On 9/1/2011,
another in-service was offered to 11-7 shift
regarding passing ice, infection control and the
use of the ice scoop hofder. On 8/1/2011, day
shift and 3-11 shift combination of dietary and
nursing assistants were in-serviced on infection |
control, passing of lce and the use of the fce i
scoop holder, safe food handling, hand washing,
food safety and dry storage, cross contamination,
This In-service was repeated on 9/6, 9/10, and
9/11/2011, and is ongoing.
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cartons of milk and pre-poured glasses of
beverages and place on the serving trays. The
Dietary Aide was observed to pick up baked
potatces and rofls with the same gloved hand and
place on the plates to be served o the residents.

On 09/61/11 at 9:27 AM the Dietary Manager
stated in an interview that handling food items
with gloved hands that have touched other
objects in the kitchen was not sanitary. The
Dietary Manager stated that the staff should have
used tongs to serve the baked potatoes and the
rolls.

Dietary Alde #2 stated in an interview on 09/01/11
at 9:38 AM that she should not have handled the
baked potatoes and rolls with her gloved hands,
The Distary Aide stated that she forgot to bring
tongs to the satellite kitchen.,

4. On 8/29/11 at 12:08, NA #1 was observed
filling 4 water pitchers with ice for room 303 and
307. NA#i took the ice scoop and placed it lying
flat into the ice after filling each water pitcher. NA
#1 was not wearing any gloves. The ice cooler
had a plastic ice scoop holder on the side of the
ice cooler.

During an interview, on 8/29/11 at 12:15 PM, NA
#1 stated "did | do something wrong?". NA #1
indicated she had been instructed to place the ice
scoop into the holder and not feave on the ice in
the cooler.

On 8/31/11 at 6:15 am, NA #2 was observed
filing 2 water pitchers for room for room 305. NA
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Brrddresswhatessores witt tepotimtoplace—
F 371| Continued From page 2 Fa74|°" systemic changes made to ensure that the

deficient practice will not occur.

1. Full dietary staff in-services are to be done
monthly times three months and every six
months thereafter in the Dietary Department by
Ceitified Dietary Manager on proper food
storage, dating and labheling of food and upon
new employee orientation by Staff Development
Coordinator. Daily audit sheets are to be
completed by CDM or designee daily for one
month and then weekly times two months for
assurance of proper storage, dating and [abeling
of food in the main kitchen.

2/3. Tongs and other utensils will be utilized by
dietary staff in mini kitchens at each meal to
serve as appropriate. Cook Supervisor will be
responsible for assuring appropriate utensils go
out on gach cart by visual check for each mini :
kitchen for each meal, Back up tongs are properlyj
stored above the stean line tables in each mini
kitchen. A box of gloves will be stored in each
mini kitchen. Random daily checks for tongs will
be done weekly by Certified Dietary Manager or
designee five days out of seven days times three
months to include all four communities” mini
kitchens. Daily mini kitchen sanitation rounds are
in place. We have alsc added to our new
employee orientation an infection control in- \
service concerning cross contarnination called
“Sanitation 101”7, The Certified Dietary Manager
will in-service dietary staff on the use of proper
utensils and sanitation 101 each month for
three months and every six months thereafter.

rl. 0On 9/1/2011, day shift and 3-11 shift
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F 371 | Continued From page 3 E 271 ssistants were in-serviced on infection

#2 placed the ice scoop flat in the ice after filling
each pitcher. NA #2 was not wearing any gloves.
NA #2 then filled two water pitchers for room 402,
NA #2 placed the ice scoop flatly in the ice
between each water pitcher. NA #2 was not
wearing any gloves. The ice cooler had a plastic
ice scaop holder on the side of the ice cooler,

At 6:18 am, NA #2 filled one water pitcher with
ice. NA #2 laid ice scoop flat into ice cooler. NA
#2 was not wearing any gloves.

During an interview, on 8/31/11 at 7:00 am, NA
#2 stated she had been instructed to place the ice
scoop in the holder on cooler after obtaining ice
from the cooler.

During an interview, on 8/31/11 at 10:30 am, the
Director of Nursing stated that ice scoop holders
had bean purchased and placed on all ice
coolers. The ice coolers were filled in the kitchen,
Direct care staff had been provided inservice
fraining to place ice scoop into the holder after
obfaining ice from the cooler,

control, passing of ice and the use of the ice
scoop holder, safe food handling, hand
ashing, food safety and dry storage, cross
nntamination. This in-service was
apeated on 9/6, 9/10, and 9/11/2011, and is
ongoing. We have also added to our new
employee orientation conducted by the staff
development coordinator an infection
control in-service concerning cross
contarnination called “Passing fce 101", The
staff Development Coordinator will in-
service nursing staff once per month for
three months and every six months
khereafter. Staff Development
!Coordinator/lnfection Control Nurse or
Besignee is to audit the ice carts randomly
‘three times per week, thmes three months.

C. Indicate how the faclility plans to monitor its
performance to make sure that solutions are
sustained. The facility must devetop a plan for
ensuring that correction is achieved and
sustained. The plan musts be implemented and
the corrective action evaluated for its
effectiveness. The POC is integrated into the
quality assurance system of the facility.

1. Audit sheets for labeling, dating and proper

i storage of food {daily and weekly) will be taken to
Quality Assurance meetings monthly for review
by the Quality Assurance team to review for
effectiveness and increased monitoring, times
three months,

|
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2/3. Audit sheets for back up tongs, tongs in use,
gloves, safe food handling and sanitation will be
taken to Quality Assurance meetings monthly for
review by the Quality Assurance team to review
for effectiveness and increased monitoring times
three months.
4. Audit sheets for proper infection control with
ice passing and scoop storage will be taken to
Quality Assurance meetings monthly for review
by the quality assurance team to review for .
effectiveness and increased monitoring times
three months.
D. Include dates when corrective action will be
completed. The corrective action dates must be
acceptable to the State,
1. Date of alteged compliance is
5/6/2011.
2/3. Date of alleged compliance is
9/6/2011.
4. Date of alleged compliance is
9/6/2011.
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. The tape covering th
K 028 ] NFPA 101 LIFE SAFETY CODE STANDARD i 029 P g the strtke plate was removed 10/6/2011
88-D Immediately in front of the surveyor, Roger Fortman.
= . Staff members were Informed t
Hazardous areas are protected in accordance must be free of obstrucﬁ:,’fa,,;'::: ?ns ke pl,a te |
with 8.4, The areas are enclosed with a one hour at all thnos, ain operationa
fire-rated barrier, with a 3/4 hour fire-rated door, All corridor and sterage room doors were Inspected i
without windows {in accordance with 8.4). Doors out the facilty. spected througi- 10/7/2011
g;iosggggSQEho; 52“-":0313“(; glgszmg n The Maintenance Birector and/or his assistant will make 10/28/11
L0, Dl monthfy rounds to examine all corridor doors and thelr
strike plates throughout the faclllby to ensure alf doors
ciose, latch and seal tightly, and that no ebstructions oxist,
. . . Daily less detailed rounds will be done as wall, |
This STANDARD is not met as evidenced by: outine to d viell, s our
E Thursday 10/6/2014 at utine to do camplete rounds of the facility each work
Based on obseryat on on Thursday 10/6/2011 a day during the work week.
approximately 10:00 AM onward the following The Malntenance Director will utilize the “2011 Life Safety 10/28/11
was noted. dor door o the S Chart ol Plan of Correction Audit Tool” that has been developed to lbg
1) The corrd or door fo the tora.ge art closet allfindings and corrective actlons if necessary. This report
on 400 Hall did not_latci;. 'I;fhe stfrlke pl)late ’WaS will be reviewed in the quarterly Quality Assurance {QA)
taped over preventing the door from latching. meetings thraugh the end of the current calendar year.
42-CFR 483.70 _ ptaffinservice will be held, which will include this issue as
K 045 NFPA 101 LIFE SAFETY CODE STANDARD K 045 lbart of the agenda.
88=D o ) .
Hiumination of means of egress, including exit The cantster light, the exlsting safety light bulb, was seplaced  10/13/11
discharge, is arrangad so that failure of any single 0 aflow it to remaln on at all times in order for individual to
lighting fixture {bulb} will not leave the area in bxit the room in both the walk-In freezer and refrigerator.
darkness. {This does nof refer to emergency Al other Interfor Hghts in both the walk-In freezer and the 10/11/11
tighting in accordance with section 7.8.)  18.2.8 Refrigerator were Inspected and no problems found.
fhe Malntenance Director and/or his assistant will make 19/28/11
nonthly raunds to examina all interlor lights In the walk-in
colers to ensure they beth have suitable Ights to atlow an
This STANDARD is not met as evidenced by; ndlvidual to exit the coaler
Based on observation on Thursday 10/6/2011 at {he Matntenance Director will utillze the 2011 Life Safety 10/28/11
approximately 10:00 AM onward the following fan of Carrection Audit Tool developed to log afl findings
was nofed. dnd eorrective actions, If necessary. This repost will be
1} The walk-in refrigeration units in the Kitchen Heviewed In the quartarty Quallty Assurance {AQ) Meeting
did not have illumination provided on the inside at through the end of the current calendar year,
all time in order for an individual to exit the room. dietary staff inservice wiil be held including this issue as 11/8/11,
42 CFR 483.70 fart of the agenda. 12/11/11
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
SS=F ‘
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
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Any deficlency statoment ending with an asterisk (*) donotes a deficlency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient prolection to the patients. (Ses instructions.} Except for nursing homes, lhe findings stated above are disclosable 99 days
following the date of survey whelher or not a plan of correclion [s provided. For nursing homes, the above findings and plans of corraction are disclesable 14
days following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of correction Is requisite to continued
program padicipation. . 4.
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' . All ltems stored on over the bed lights were removed, 10/6/2011
K 147 | Continued From page 1 K 1471 stat members were informed that no items may be
Electrical wirlng and equipment is in accordance Stored on over the bed lights,
with NFPA 70, National Electrical Code, 9.1.2 All over the bed llghts were Inspected throughout the 10/7/2011
Facility and alf items were removed, Only six
Lacations were found with improper storage, but al
items were removed,
This STANDARD is not met as evidenced by: The Malntenance Dlrector will utllze the *2011 Life 11/8,12/2

Based on observation on Thursday 10/6/2011 at
approximately 10:00 AM onward the foliowing
was noted.

1} In resident rooms 505, 308, 311, 211, 112 and
111 it was observed that items were found to be
stored on the overhead bed light.

42 CFR 483.70

Safety Plan of Correction Audit Tool developed to log
All findings and corrective actlons if necessary, This
Report will be reviewed in the quarterly Quallty
Assurance (QA) Meating through the end of the current
Calendar year 2012,

P11,
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