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E 000 Initial Comments E 000

 An unannounced Recertification survey was 

conducted on 2/25/2020 through 2/28/2020. The 

facility is in compliance with the requirements of 

CFR. 483.73, Emergency Preparedness. Event 

ID# K1ZS11.

 

F 732

SS=C

Posted Nurse Staffing Information

CFR(s): 483.35(g)(1)-(4)

§483.35(g) Nurse Staffing Information.

§483.35(g)(1) Data requirements.  The facility 

must post the following information on a daily 

basis:

(i) Facility name.

(ii) The current date.

(iii) The total number and the actual hours worked 

by the following categories of licensed and 

unlicensed nursing staff directly responsible for 

resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed 

vocational nurses (as defined under State law).

(C) Certified nurse aides.

(iv) Resident census.

§483.35(g)(2) Posting requirements.

(i) The facility must post the nurse staffing data 

specified in paragraph (g)(1) of this section on a 

daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to 

residents and visitors.

§483.35(g)(3) Public access to posted nurse 

staffing data.  The facility must, upon oral or 

written request, make nurse staffing data 

available to the public for review at a cost not to 

F 732
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F 732 Continued From page 1 F 732

exceed the community standard.

§483.35(g)(4) Facility data retention 

requirements.  The facility must maintain the 

posted daily nurse staffing data for a minimum of 

18 months, or as required by State law, whichever 

is greater.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, record review, and staff 

interview, the facility failed to include the resident 

census information on the posted nurse staffing 

sheets for 26 of 26 days reviewed. 

Findings included:

Review of the posted nurse staffing sheets from 

2/1/2020 through 2/24/2020 revealed there was 

no documentation of the resident census 

information.

An observation was completed on 2/25/2020 at 

9:45 AM upon entry to the facility which revealed 

the posted nurse staffing sheet was dated for 

2/25/2020 and contained no listed resident 

census information.  A follow up observation was 

completed on 2/25/2020 at 3:21 PM of the posted 

nurse staffing sheet.  No documentation of 

resident census information was observed.

An additional observation was completed on 

2/26/2020 at 8:26 AM and 2:27 PM of the posted 

nurse staffing sheet.  The posted nurse staffing 

sheet reflected a date of 2/26/2020 inclusive of 

staffing information.  No documentation of 

resident census information was observed.

An interview on 2/27/2020 at 10:44 AM with the 

Scheduler revealed she completed the posted 
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F 732 Continued From page 2 F 732

nurse staffing sheets Monday through Friday, as 

well as, the weekends.  The Scheduler was not 

certain who would be responsible for completing 

the census portion on the posted nurse staffing 

sheet, as she had not been completing this 

section.  

An interview was completed on 2/27/2020 at 

10:55 AM with the Director of Nursing (DON). The 

DON verbalized her resident census was fluid 

with admissions and discharges throughout the 

day.  She stated the staffing pattern did not 

change unless there were a drastic drop in total 

census.  The DON communicated the scheduler 

should include the resident census information on 

the posted nurse staffing information sheet for 

staff, residents, and visitors to view.   

An interview was completed on 2/27/2020 at 2:29 

PM with the Administrator who revealed the 

scheduler should get the census for each shift 

and update the posted nurse staffing throughout 

the day if there were changes.

F 803

SS=E

Menus Meet Resident Nds/Prep in Adv/Followed

CFR(s): 483.60(c)(1)-(7)

§483.60(c) Menus and nutritional adequacy.

Menus must-

§483.60(c)(1) Meet the nutritional needs of 

residents in accordance with established national 

guidelines.;

§483.60(c)(2) Be prepared in advance; 

§483.60(c)(3) Be followed;

§483.60(c)(4) Reflect, based on a facility's 

F 803
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F 803 Continued From page 3 F 803

reasonable efforts, the religious, cultural and 

ethnic needs of the resident population, as well as 

input received from residents and resident 

groups;

§483.60(c)(5) Be updated periodically;

§483.60(c)(6) Be reviewed by the facility's 

dietitian or other clinically qualified nutrition 

professional for nutritional adequacy; and

§483.60(c)(7) Nothing in this paragraph should be 

construed to limit the resident's right to make 

personal dietary choices.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observations of a lunch meal tray line, 

staff interviews, and review of menus, the facility 

failed to serve food portions as planned to 

residents who were to receive pureed, diced and 

bite-sized menus. This occurred for 4 of 4 

residents observed during the lunch tray line 

(Residents #54, #37, #132 and #133).

The findings included:

The facility's  planned pureed, diced and 

bite-sized menus for the lunch meal on 02/26/20 

included the following foods and portions:

· Rice, 4 ounces

· Diced carrots, 4 ounces

· Pureed rice, 4 ounces

· Bite-sized turkey, 3 ounces

· Diced turkey, 3 ounces

A continuous observation of the lunch meal tray 

line on the 200 unit occurred on 02/26/20 from 

11:59 AM until 1:00 PM. During this observation 

Dietary Aide #1 (DA #1) was observed to use the 
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F 803 Continued From page 4 F 803

following utensils, which were not the portions per 

the planned menu, to plate foods for pureed, 

diced, and bite-sized menus:

· Rice, white handled scoop, 3 ¾ ounces 

instead of 4 ounces

· Diced carrots, blue handled scoop, 2 

ounces instead of 4 ounces

· Pureed rice, green handled scoop, 2.3 

ounces instead of 4 ounces

· Bite-sized turkey, blue handled scoop, 2 

ounces instead of 3 ounces

· Diced turkey, yellow handled scoop, 1 5/8 

ounces instead of 3 ounces

A utensil guide was posted on the refrigerator and 

recorded the portion sizes according to the color 

of the handle for each scoop utensil. 

An interview with DA #1 occurred on 02/26/20 at 

12:24 PM. DA #1 stated that it was her second 

week serving independently since she was 

trained on the tray line. DA #1 stated she did not 

reference the utensil guide that was posted, but 

was trained to use smaller serving utensils when 

plating foods for puree, diced, bite-sized and 

minced diets. DA #1 confirmed she used the 

wrong sized utensils and did not serve portions of 

foods for pureed, diced and bite-sized menus as 

planned.

An interview with the Registered Dietitian and 

review of the 02/26/20 therapeutic lunch menu 

spreadsheet occurred on 02/26/20 at 12:20 PM. 

The interview verified residents with diet orders 

for puree, diced, and bite-sized foods should 

receive food portions according to the menu. 

An interview with the Dietetic Technician (DT) 

occurred on 02/26/20 at 12:34 PM. The DT stated 
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F 803 Continued From page 5 F 803

that she trained DA #1 to plate 2 servings of 

vegetables and meats for residents with diet 

orders for puree, diced, and bite-sized foods 

when using 2 ounces, 2.3 ounces, and 1 5/8 

ounces scoop utensils to ensure these residents 

received the correct portions.  The DT also stated 

that dietary managers rounded during meals daily 

and observed the tray line to identify any 

concerns, but that she had not noted any 

concerns with portions when rounding. DT stated 

she was not sure how many residents had the 

potential to receive the wrong portions, but 

provided the surveyor with a list of residents and 

their diets for the 200 unit for review. 

The facility's 200 hall diet listing specified; 

Resident #54 was to receive pureed foods, 

Resident #37 was to receive bite-sized and diced 

foods, Resident #132 was to receive  pureed 

foods and Resident #133 was to receive 

bite-sized and diced foods.

The Administrator stated in an interview on 

02/28/20 at 3:01 PM that new dietary employees 

should be properly trained and that the training 

process should reiterate serving correct portion 

sizes.

F 812

SS=E

Food Procurement,Store/Prepare/Serve-Sanitary

CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources 

approved or considered satisfactory by federal, 

state or local authorities.

(i) This may include food items obtained directly 

from local producers, subject to applicable State 

F 812
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and local laws or regulations.

(ii) This provision does not prohibit or prevent 

facilities from using produce grown in facility 

gardens, subject to compliance with applicable 

safe growing and food-handling practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 

serve food in accordance with professional 

standards for food service safety.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observations and staff interviews, the 

facility failed to monitor produce (medium sized 

red tomatoes) with signs of spoilage in 1 of 1 

walk-in refrigerators and failed to label and date 1 

bag of vegetables (mini corn on the cob) in 1 of 1 

walk-in freezers.

Findings included:

An initial tour of the kitchen was completed on 

2/25/2020 at 10:00 AM with the Food Service 

Manager (FSM).  The initial tour revealed the 

following problems:

An observation of the walk-in refrigerator 

revealed 5 out of 20 medium sized red tomatoes 

observed with signs of spoilage (white/ bluish 

fuzzy matter, dark red mushy spots).

An observation of the walk-in-freezer revealed 1 

blue see through bag observed with 

approximately 15 mini ears of corn on the cob not 

labeled or dated.

An interview was completed on 2/25/2020 at 

10:25 AM with the Food Service Manager (FSM).  
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He revealed he checked the walk-in refrigerator 

and walk-in freezer every 2 to 3 days for signs of 

spoilage, proper labeling and dating, and to 

complete his food order.  The FSM stated he last 

checked the walk-in refrigerator on 2/24/2020 and 

did not see any signs of spoilage with the 

tomatoes.  He further expressed the facility had 

corn on the cob on 2/24/2020 at lunch or dinner 

and the cook forgot to properly label the bag of 

corn on the cob when it was stored in the freezer.  

The FSM verbalized he had not completed his 

walk through of the refrigerator or freezer this 

morning.  He communicated the items would be 

discarded.  He also indicated he would be 

performing more frequent checks of the walk-in 

refrigerator and freezer for signs of spoilage and 

proper labeling and dating of food items.  

An interview was completed on 2/28/2020 at 

11:02 AM with the Dietetic Technician.  She 

explained the process should have been for the 

cook to properly label and date the corn on the 

cob after use on Monday night (2/24/2020).  She 

further explained leftover food items were good 

for 7 days after initial use.  She verbalized 

tomatoes were used daily for salads and should 

be checked daily for signs of spoilage.  These 

items should have been caught during the 

morning and evening rounds completed by the 

FSM.  The FSM was new and would continue to 

be mentored to ensure things like this were 

checked on a daily basis.
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