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The following deficiencies are the result of the son i Exccution of this response |
i i And plan of comection docs not constitutean
recertification survey completed November 1st Admission of ¢ by the provider of
--5th, 2004. See Code of Federal Regulations The truth of the facts allcged or conclusions
(42CFR) Part 483, Subpart B-C. \’?),( Set forth in the statement ofdeﬁcimﬁ-
) Jen T The plan of correction is prepared and/or
Correction Date_ 2 ¢ 2004 4/ % "’\ﬂ\ E‘mmymu“mwg
N Provisions of Federai and .Smtfi;:“f;cl;fgy,
' purposes of amry allegation that is
/ \ : nu:vtinsul:s::n:m‘alcumplizmce":I'Lt:lf'ﬂd‘m‘j
1 : N Of . s '011. = mponse
Fsgég 483.35(d}(3) DIETARY SERVICES F 365 and pian of P”.mcm“imqw
o . . - . i ility’s allegation of compliance in
Each resident receives and the facility provides mﬁmﬁmms of the state !
food prepared in a form designed to meet : operations manual. j
individual needs. ' :
This REQUIREMENT is not met as evidenced
by:
Based on observation, record review, and staff
. interview, the facility failed to prepare and serve
two (2) of two (2) pureed food products in a form : _ o ded
to meet the need of the residents. Concerns ; Food Service Supervisor immediately provi i
j ' training for staff A concerning the appropriate .
noted for Resident , f way to prepare, heat and serve pureed food items.
#15 and Resident #16. The facility census | Completion date — 11/5/04
"included thirty-eight (38) residents. i o
Consultant Dietitian provided training for all ;
s . di f through in-service education on i
Findings included: ﬂ::;yp:ompﬁatc wag;]t:)n prepa::, heatandserve |
: pureed food iterns, Staff will be instructed to
' 1. The facility identified two residents who ptep;!re hot pureed items immediately before '
i i ) meal service. :
required pureed diets. o Jate — 12/16/04
- Review of a Dietary Note dated 9/21/04 Dietary staff will monitor pureed food items
' documented Resident #15 required a pureed diet .l ?" wnm:k,tw:,h texture, mgmw&wgfngang !
. ; ' for ONE W en weekly i
‘dueto a history of chewing problems and thent maontiy for two monts and then quarterly
 swallowing problems. thereafier for one year, Results will be forwarded |
to QA Committee for follow-up. ;
: Review of a Dietary Note dated 8/24/04 Steff responsible ~ QA Committee i
{5\, documented Resident #16 required a pureed diet Completion date —ob-going - !
i?/\?“ .- due to a history of chewing problems. L
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_serve food under sanitary conditions.

by
Based on observation and review of inservice
“information, the facility failed to prepare and setve

483.35(h)(2) DIETARY SERVICES

The facility must store, prepare, distribute, and

This REQUIREMENT is not met as evidenced

a meal under sanitary conditions. The facility
census included thirty-eight {38) residents.

Findings included:

1. On 11/4/04 at 12;07 pm, observation showed
Staff A initiated the service of the noon meal.
Observation showed Staff A wore rubber gloves.
Staff A opened a package of hamburger buns
and used the last two buns. Staff A then opened
a second bag of buns and removed two buns,
Staff A placed one bun on top of the remaining

L. Food Service Supervisor immediately provided
training for Staff A on an individual basis
conceming the proper use of gloves and hand
washing during food preparation and service.

Completion date — 11/5/04

2. C'onsultant Dietitian will provide training for alt
dietary staff through inservice education on the
proper use of gloves and hand washing during

food preparation and service.
Completion date — 12/16/04

3. Monitor use of gloves and handwashing during
meal service daily for one week, then weekly
for the next month, and then monthly for the next
two moaths and quarterly thereafter for one vear.
Results will be forwarded to QA committee for

follow up.

Staff responsible - QA Committee 4

Completion date — on-going
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|
Observation on 11/4/04 at 12:16 pm showed Staff |
A heated two separate bowls of pureed meat f
products in the microwave. Afterthe meathad |
been heated, observation showed the meat with a'
thick dark-colored crusty fayer around the edges. i
Chbservation showed the meat product served to
Resident #15 and Resident #16 at the noon meal .
on 11/4/04. Observation showed the nursing staff
fed the product to Resident #15 and Resident i
#16. _
Service of the meat product with the thick
dark-colored crusted layer around the edges i
placed the residents, who had chewing or
swallowing problem, at risk for choking.
/ F 371 F 371
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i Documentation showed the facility provided an

, inservice 9/25/03 which included the policy and

' procedures for surface sanitation, hand washing,
| usage of gloves, and proper service of food. The

F 371 Continued From page 2

- bags of buns. With the same gloved hands, Staff
' A then opened a paper package of cookies and !
served the cookies. At 1215 pm Staff A opened

_a third package of hamburger buns and served
. the buns. At 12:16 pm Staff A opened the
, refrigerator door, with the same gloved hands,
and obtained a bowl of pureed meat product.
Staff A then opened the microwave door, with the
. same gloved hands, and heated the bowl of
' meat. Staff A proceeded to pick up a plastic diet i
. card from the diet card caddy and laid the diet !
: card onto the service counter. At 12:17 pm Staff .
A obtained a bowl of pureed meat product and a
! cup of soup from the refrigerator. Staff Awore |
i the same gloves. Staff A then opened the
! microwave and obtained the temperature of a
t meat product. Staff A then placed the second |
: bowl of meat product in the microwave. Staff A [
- proceeded to the service area and continued to |
: serve the meal. At 12:20 pm Staff A opened the
: cupboard deor and obtained a bag of potato !
i chips. Observation showed Staff A reached into
the bag, removed potato chips, and placed them !
! onto a plate and served them. Staff A then 5
| opened another package of cookies and served
i them. Staff A opened the microwave door and
+ obtained a temperature of the second bowl of |
| pureed meat product and served it. i
|

| Observation showed Staff A wore the same pair

: of rubber gloves throughout the entire service of :

i the meal. Staff A had touched numerous food !

products and contaminated objects during the !

semce which potentiaily placed all residents at |

nsk for consumption of contaminated food. J
F
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. inservice included a ServSafe Employee Guide (
which included instruction on proper glove use. _!
The instructions stated to change gloves before l |
- starting a different task.. Documentation showed |' |
Staff A had atftended the inservice. '
|
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