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F 000 § INITIAL COMMENTS | F oog| Good Samaritan Society Newell
Correction Date | 9»‘ D4 k Oq Preparation and execution of this response
and plan of correction does not constitute
The following deficiencies relate fo the facility's an admission or agreement by the provider
annual health survey peformed November 10 & h th of the facts alleged or _
12-13, 2009. {See Code of Federal Regulations of the T_t'u Ol the lacls alicg
{42CFR) Part 483, Subpart B -C) conclusions set forth in the statement of
(_ F 241 483.15(a) DIGNITY F241} deficiencies. The plan of correction is

The facility must prormaote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as avidanced
by:

Based on observation, interviaw and facility
resident rights the facility failed to maintain dignity
for one {1) of thiteen sampled residents
{Resident #13). The faciiity reported a current
census of forty-five (45).

Findings included:

Revizw of Resident #13's Comprehensive Care
Pian documented diagnoses which included after
care of bimaHleolar fracture, hypartension, and

lower leg edema.
9&? The Minimum Data Set (MDS), dated 10/27/08,
/5/ assessed Resident #13 with no memory
g /) impairment and independent decision making,
/ and reguired extensive staff assistance for
7' | activities of daily living (ADLs) such as
mobility/transfer, dressing, personal hygiene and
bathing. '

Review of Resident #13's Comprehensive Care

prepared and/or executed solely because it
is required by the provisions of Federal and.
State Law. For the purposes of any
allegation that the facility is not in
substantial compliance with federal
requiremerits of participation, this response
and plan of correction constitutes the
facility’s allegation of compliance in
accordance with section 7305 of the state
operations manual.

F241 :

1. Staff B and D were re-educated
regarding resident dignity on 11-13-
09 by the DNS.

2. All residents could be affected.

LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Coathi Seadin Qo s

TITLE (X5) DATE

g L\‘iC:C;

Any deficiency statement en‘:ling with ap asterisk (*) denotes a defisiency which the institution miay be excused from correcting providing it is determined that

other safeguarde provide sufficient prolection o the patients. {See instructions.) Exzept for nursing homes, the findings stated above are discipsable 00 days
following the date of survey whether or not 2 plan of correciion is provided. For nursing homes, the above findings and plans of sorrection are disclosable 14
days following the date these documents are made available ta the facifity. If defisisncias ars cited, 2n apgroved pian of correction is requisite ta confinued

program participation,
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F 241 | Continued From page 1 F 241 3. Shower ponchos were ordered by
Plan, dated 11/4/08, identified a problem of self the DNS on 11-13-09 and arrived at
care deficit and directed staff to assist with the center on 11-19-09 to be used
mac}r:anlca! standing Iift, and shower twice per on those residents being transferred
week,

to the shower room by staff. All
Observation 11/12/09 at B:06 a.m. showed Staff staff in-service on dignity issues
B, Certified Nursing Assistant (CNA) propellad was performed on 11-18-09 and 11-
Resident #13 ﬁ.'om the shower room to hisfher 23-09 by Staff Development. An
roam. The resldents buttocks wers fully exposed, .. . .. heduled
with the bath towe! draped over the resident's _ additional in- service is S_c © lf €
front side. A male housekeeper was in the same for 12-10-09 to cover resident’s
haliway in and out of reoms. rights.
iti g ponchos

Observation 11/13/09 at 8:04 a.m. showed Staff 4. Auditing of the use of the p -
D, housekeeper, with Resident #13 in his/her and residents privacy in rooms to be
room. The door was open and Resident #13 was completed weekly x3 weeks, then
sitling up at the side of hister bad with the lower mcnthly x3 by the DNS or DNS
half of his/her body exposed. A male resident . :
was observed wheeling himself down the hallway. des.lgn e¢, and then taken to QA for

] review. :
An interview was conducted with Resident #13 on
11/13/0% at 8:06 a.m. Resident#13 siated
he/she had not observed residents in the haltways
exposed, and wouid not want to be exposed in
the hallway.
Review of the facility resident rights documenied,
the resident has the right ta personal privacy and
confidentiality, and personal prvacy inciudes
personal cares. The facility resident rights
continued to document the facility must promote
care for residents in a manner and in an
environment that maintains or enhances each
resident's dignity and respect in full recognition of
his or her individuslity,

9 | 483.20(d), 483.20(k)(1) COMPREHENSIVE F 279

s5=D | CARE PLANS

A facility must use the results of the assassment
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F 279 | Continued From page 2 F 279
to develop revie\r; agnd revise the resident's 1279
comprehensive plan of care. 1. On 11-13-09 call was placed to the
Renal Center by the DNS
The facility must develop a comprehensive care requesting emergency information
pia_n ft?r each re:'s.!dent that includes megsuralbla on resident #9. Resident’s care P] an
objectives and timetables to mest a resident's dated at that i
medical, nursing, and mental and psychosocial was up _ate at aTE hme.’-
needs that are identified in the comprehensive 2. Any residents on dialysis can be
assessment, affected. On 11-13-09 DNS
The care plan must describe the services that are ?GVIBTWCC[ all P h}’SlClaI‘l orders to
to be furnished to attain or maintain the resident's identify any other residents on
highest practicable physical, mental, and dialysis and there are no others at
psychosocial well-being as required under this tirme.
§483.25; and any services that would otherwise 3. Residents will be reviewed at time
be required under §483.25 but are not provided . .
due to the resident's exercise of rights under of admit and any current residents
§483.10, including the right to refuse treatment with order changes by the DNS or ;
under §483.10{b)(4). DNS designee for dialysis treatment:
and care plans will include :
This REQUIREMENT is not met as evidenced approaches specific for dialysis
by: emergencies. Staff education on
Ba§?d on record review a'r_'1d sta'ff interview the emergency procedures and
facility failed to follow facility pelicy In planning develoi di e plans for.
care for one resident receiving renal dialysis ?’Ve C?ng( amending cars p oré
treatments (Resident #8). The facility reported a dialysis residents was performed on’
census of forty five residents). 11-13-09 by the DNS. Additional
o education by the dialysis center 1s
Findings included:
scheduled for 12-15-2009. _a
The Cumulative Diagnosis List documented 4, Audits of new admits with dialysis
Resident #9 had diagnoses including but not orders or current residents with
lirnited to End Stage' Renlal Dlsgasg. The record order changes will occur monthly
documented the resident's admission dats June
16 2009, x3 months by the DNS or DNS
designee then taken to QA for
During initial tour of the facility on November 10, review.
2008 at 9:35 a.m., the Socia! Worker stated the ‘
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resident received renal dialysis freatments weeldy
on Monday, Wednesday and Friday. The dialysis
treatments had been initiated prior fo admission
to the facility.

A facility policy/protocol sheet titled "Dialysis
Services" directed staff as follows: "Ata
minimum, the plan of care, protocols and
procedures as they relate tc the
patient(s)/resident{s) dialysis, shail include:

1. Procedures for medical and non-rmedical
emergencies, including, but not limited to
complications, equipment failure, etc.

2. Foilow-up care, observation, and monitoring;

3. Medications; -

4. Nutritional needs and fluid restrictions;

5. Patient(s)/resident({s) education/instruction;
and _

6. Emotional and social well-being. *

The resident’s care plan, initiated July 17, 2009,
dosurnented under alteration in bowel/bladder
elimination the residant received dialysis thrae’
times weekly and restrict fluids fo 1500 cubic
centmeters daily; under self care deficit directed
staff to keep the dialysis cath site covered during -
whirlpaol or shower; under irmpaired skin, to keep
the dialysis cath site dry and under potential for
fluid volume deficit and menitor the resident for
ederna or ascites; ¢ monitor the site for
increased redness, warmith, drainage or foul odor; -
under alteration in health {o monilor for fever,
nausea and vomiting .” The care plan lacked any
direction to staif in relation to possible N
emergencies associated with rena! dialysis and
the resident’s dialysis catheter site.

During interview on November 12, 2009 at 3:38
p.m. the Director of Mursing {DON) confirmed the
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census of forty-five (45).
Findings Included:

Review of a History and Physical, daied 10/26/09,
dosumented diagnoses which included
congestive heart failure (CHF), chronic
obstructive pulmonary disease (COPD),
transischemic attacks (TiAs}, and impaired
fasting glucose.

The Minirmum Data Set (MDS), dated 10/14/09,
assessed Resident #1 with impaired long and
short memory, moderately impaired in decision
making and required extensive staff assistance
for activities of daily living {ADLS) such as
mobility/transfer, dressing and personal hygiene.
The MDS documented Resident #1 had no skin

| impaiment.

Observation during initial tour on 11/10/09

A. BUILDING
B. WING
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F 278 | Continued From page 4 F 279
care ptan lacked any guidance related to
emergency procedures and did not fully address
follow-up care, medications, or resident
education. She stated a plan to revise the care
plan.
- 281 | 483.20(k}(3){i) COMPREHENSIVE CARE PLANS F 281 F281
ss=Oi
The services provided or arranged by the facifity L. Staffc was re-educated on
must meet professianal standards of quality. infection control measures
regarding dressing changes on 11-
14-09 by the Staff Development
This REQUIREMENT is not met as evidenced RN Y P
by: ' .. .
Based on observation, staff interview and facifity 2. All residents requiring dressing
policy and procedure the facility failed to use changes could be affected. DNS
professional standards ft:{r a dressing cha.nge for reviewed all treatment sheets on 12-
ane {1) of twelve {12) aclive samplad residents :dentify tl idents.
{Resident #1). The facility reported 2 current 15-2009 tq 1 entlfy _IDSB Ies -
3. Re-education regarding proper

4. Audits to be completed on 2

dressing change technique will be
reviewed at a professional nurses
meeting on 12-15-2009 by the
DNS.

random number of residents _
requiring dressing changes weekly -
x3 weeks, then monthly x3 by the
DNS or DNS designee then taken to.
QA for review.
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showed Resident #1 in hisfher wheeichair in the
med room near the nurse's station with Staff G,
Licensed Practical Nurse (LPN). The resident
had no socks or shoes on, and an open area to
his/her left hes! which was resting directly upon
the padded foot resi of the wheeichair, StaffC
appeared to be gathering supplies for a drassing
change. '

Observation 11/12/00 at 10:23 showed Staif C,
LPN, gathered supplies for a dressing changs to
the residents Ieft heel ulcer, and donned gloves,
Staff C then opened a foam dressing, clased the
package znd |zid the foam dressing directly upen
the top of the package (label side), and placed a
piece of Mefix tape io one side. StaffC
removed the dressing, and changed gloves. She
then cleansed the wound with nomz! saline and
a 4x4. She measured the open heel wound with
a paper tape measure by placing the paper tape
measure directly upon the wound and measured
"4 in length x 5 in width". Tha LPN then placed
the foam dressing directly upon the open wound,
and secured with Mefix tape.

During an interview with the Director of Nursing

I Bervices on 11/12/08 at 10:42, the DNS stated

the foam dressing should not rest on the cuter
aspest of the packages if it would come into
eantact with the resident's skin.

The facility policy and procedure titied Wound
Dressing Change directed staff to: create field
with equiprnent/dressing wrappers (use sterile
technigue if required). Open ali supplies and pour
solutions if ordered. Put on gloves. Assess wound
gnd surrounding area o ensure the selection of
the appropriate sized dressing. Cieanse the skin
and wound thoroughly with normal satine using

' B. WING
_ 195248 111352008
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
415 WEST HIGHWAY
GOOD SAMARITAN SOCIETY - NEWELL
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£ 281 | Continued From page B F 281
guaze wipes, wound cleanser or ordered
aniiseptic solution. Aliow the skin to dry _
completely before applying the dressing.
Remave dressing from inner wrapper: avoid F318
. j‘;gezr 5°°"t:dR‘::‘ége; e::gﬁbN F a1 1. Staff involved with the functional
25(e . . .
% (e)2) maintenance programs on residents
i Based on the comprehensive assessment of a #4, 5, and 8 were re-educated
| resident, the facility must ensure that & resident regarding completeness and
with a "'f‘"tte‘: range “tf m‘:;"’” racelves documentation of programs on 11-
appropriate treatment and services to increase
PProp 13-09 by the DNS.

i range of motion and/or to prevent further

dacrease in range of mofion. 2. A_ll I‘ESidCI]tS care plan.ned to

receive functional maintenance
programs could be affected. The
DNS reviewed all care plans to

This REQUIREMENT is not met s evidenced . ] .
identify these residents on 11-13-

by:

Based on record review and staff interview, the 09.

facility failad to record/! perform the functional 3. Staff re-education regarding the

maintenance programs as planned for 3 of 12 R

active sampled residents (Resident #4, #5, and comp. leteness .and documentation of

#8). The facility reporied a census of 45. functional maintenance programs
o completed on 11-16-09 by the

Findings include: DNS. The Rehab Nurse and DNS to

1. According te the Minimum Data Set (MDS} attend seminar on Restorative

assessment, dated 08/25/08, Resident #4 Nursing on 12-10-09, Charge
required extensive assistance with bed mobility, nurses were informed by the DNS
transfer, locomotion and dressing. The MDS to check for compl eteness of

documentad Resident #4 did not ambulate. The . i .
MDS also documented Resident £4 programs prior to staff leaving shift

demonstrated fimitation in rangs of motion (ROM} on 11-16-09.
to one hand with partial loss of valuntary 4. Audits of functional maintepance

movement, and bilateral legs with with partial loss
of valuntary movement, programs to be done weekly %3 _
weeks, and then monthly x3 by the

The Interdisciplinary Assessments and Summary DNS or DNS designee then brought
i Reviews, dated 06/15/09, documented Resident i t0 Q A for review.
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Continued From page 7

#4 demonstrated for the quarterly assessment no
changes in functional ROM or voluntary
movement, Resident #4 was on a functicnal
maintenance program {FMP) 6 times a week for
passive range of motion (PROM) and the
program was appropriate for the resident at the
time.

The Interdisciplinary Assessments and and
Summary Reviews, dated 08/02/03, documented
for the gquarterly assessment Resident #4 had
cantracturas of the right hand and bilateral legs.
The review also documented Resident #4 was on
a functional maintenance program for ROM and
the program was approptiate.

An Addendum to Resident #4's Care Plan, with a
date ordered of 02/02/08, direcled FMP 51iimes a
week for PROM to all extremities for 5 repetitions,
take to the farthest point and hald ankle, knee,
hip, elbow, shoulder, hand and wrist. The FMP
was to be done on the 2-10 p.m. shifi.

The Resiorative Plans/Approaches, with a date
ordered 02/02/05, recorded Resident #4 received
PROM:

a. 1 time the week of 02/01/02 {o 02/07/09.

b. 3 times the week of 02/08/09 o 02/14/09,
and refused 1 time.

c. 4 times the week of 02/22/09 to 02/28/09,
and refused 1 time.

d. 4 fimes the week of 03/01/09 to 03/07/03,
and refused 1 time.

e, 4 fimes the week of 03/08/09 to 03/14/09.

f. 5 times the week of 03/15/009 to 03/21/08.

g. 4 times the week of 03/22/09 to 03/28/09,
and refused 1 time.

h. 3 times the week of 43/29/09 to 04/04/09,
z2nd refused 1 time.

F 318
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i. 3 times the week of 04/05/00 to 04/11/09.

j. 3 times the week of 04/12/09 to D4/18/09.

k. 4 times the week of 04/19/09 to 04/25/08.

1. 3 times the week of 04/25/03 to 05/02/09,

m. 3 times the weesk of 05/03/08 to 03/09/08.

n. 2 times the week of 05/10/09 to 05/16/08.

0. 1 time the week of 05/17/0% ta 05/23/08, and
refused 1 time.

p. 5 times the week of G6/07/08 1o 06/13/08.

g. 5 times the week of 06/14/09 to 06/20/08.

r. 3 times the week of 06/28/09 to 07/04/09.

5. 1 time the week of 07/05/09 to 07/11/08.

t. 4 times the week of 07/12/09 to 07/18/09.

u. 1 time the week of 07/19/09 to 07 25/09, and
refused 2 times.

v. 4 times the week of 07/26/09 {0 08/01/09,
and refused 1 time.

w. 4 times the week of 0B/09/08 to 08/15/09.

X. 1 fime the week of 08/16/08 o BB/22/00.

y. 3 times the week of 08/23/CG8 to 0B/29/09.

z. 5 times the week of 0%/13/C9 to 08/18/08.

aa. 3 times the wesek of 10/04/09 to 10/10/09,
and refused 2 times. :

bb. 4 times the week of 10/11/08 to 10/17/08,
and refused 1 time,

cc. 3 fimas the week of 10/18/09 to 10/24/09,
and refused 2 times.

dd. 4 times the week of 10/25/09 to 10/31/09.

ee. 4 fimes the week of 11/01/09 to 11/07/09,

2. According to the Minimum Data Set (MDS),
assessment dated 10/20/03, Resident #5
required extensive assistance with bed mobility,
dressing and eating. The MDS documented
Resident #5 was dependent on staff for transfer,
toilet use and personal hygiene. The MDS
daocumented Resident #5 demonstrated a
limitation of ROM ta ene side of hisfher nack with
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partial loss of voluntary movement, bilateral arms
with partial loss of voiuntary movement, and
parifal loss of voluntary movement of hisfher lags.

The Interdisciplinary Assessments and Summary
Reviews, dated 10/27/08, documented for the
quarterly assessment Resident #5 demonsirated
limitation with partial loss to neck, shoulders and
elbow, and inability to lift l=gs. Resident #5 was
on a FMP & times a week for lower extremity
strengthening, PROM to left shoulder and AROM
left elbow.

An Occupational Therapy Rehab Sereening,
dated 09/30/08, documented Resident #5's upper
extremity ROM was limited in hilateral shoulders,
left greater than right.

A Physical Therapy Rebab Screening, daied
03/22/03, documented Resident #5's right ankle
was fused, and he/she demonstrated limited
strength in his/her bilateral lower exiremities.

The Comprehensive Care Plan, dated 10/30/09,
directed siaff to provide a FMP for Resident #5, &
times a week for strengthening.

The Restorative Plans/Approachas with a dates
ordered 06/29/09, 09/28/08, 11/23/07, 01/03/08,
and 02/02/09 recorded Resident #4 received
his/her FMP:
a. 2 times the waek of 02/01/09 to 02/07/09.
h. 5 times the waek of 02f15/09 to 02/21/09.
¢. 4 times the week of 03/01/09 to 03/07/09.
d. 3 times the wesk of 03/15/09 to 03/21/08.
e. 3 timas the week of 03/22/09 to 03/28/08.
f. 1 ime the week of 03/29/09 to 04/04/09, and
refused 2 times.
g. 4 tirmes the week ¢f 04/12/09 to 04/18/09.
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h. 5 times the week of 04/19 to 04/25/09.
I. 3 times the week of 04/26/08 {0 05/02/09, and
held 1 time.
i- 4 times the week of 05/83/09 to 05/09/38.
k. 4 times the week of 05/10/09 to 05/16/09.
I. 4 mes the week of 05/24/03 to D5/30/09.
m. 4 times the week of 06/21/09 to 06/27/09.
n. 4 tirnes the week of 06/28/09 ic 07/04/00.
o. 5 times the week of 07/12/09 to 07/18/08.
p. 4 times the week of 07/26/09 {0 08/01/09.
q. 3 times the wesk of 08/02/09 to 08/08/09.
r. 4 times the week of 0B/30/09 to 09/05/089.
5. 3 {imes the week of 09/06/09 to 09/12/09.
t. 5 times the week of 09/13/09 to £09/19/0S.
u. 5 times the week of 09/20/09 to £8/26/083.
v. 5 times the week of 09/27/08 to 10/03/09.
w, 4 times the week of 10/04/09 ta 10/10/09.
X. 4 times the week of 1011 1/08 to 10/17/09,
refused 1 time.
y. 3 times the week of 10/18/09 to 10/24/09,
refused 2 times.
z. 3 times the week of 10/25/00 to 10/31/09,
refused 1 time.

3. According to the Minimum Data Sat (MD5)
assessment, dated 10/05/09, Resident #8 was
rarely or never understood and required extensive
to total assistance from staff for locomotion,
eating and personal hygiene.

The Medication Records sheet, dated 11/01/09,
documented Resident #8's diagnoses included,
but were not limited to a history of bilateral
bimalleolar ankle fractures, pulmonary atelectasis
and history of seizures.

The Interdisciplinary Assessments and and

F 318
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Summary Reviews, dated 10/08/08, documented
Resident #8 was on an FMP for PROM 6 times a
wesak,

The Restorative Plans/Approachas, with the date
ordered 04/08/08, recorded Resident #8 received
his/her FMP:

a, 2 times the week of 02/01/09 to 02/07/08.

b. 4 times the week of 03/08/09 ia 03/14/08.

;. 4 times the week of 03/15/09 to 03/21/09,

d. 5 times the week of 03/22/03 to 03/28/09.

. 4 times the week of 03/29/08 to 04/04/09.

i 4 times the week of 04/05/08 o 04/11/09.

g. 3 times the week of 04/12/09 to 04/18/09.

k. 5 times the weelk of 04/19/08 to 04/25/08.

i. 1 time the week of 07/05/09 to 07/11/08.

j- 4 times the week of 07/12/09 to 07/18/09.

k. 5 times the week of 07/19/09 to 07/25/08.

|. 5 times the week of 09/13/09 to 08/19/09.

m. 4 times the weak of 09/27/09 to 10/03/08.

n. 4 times the week of 10/04/09 to 10/10/08.

o. 5 times the week of 10/11/09 to 10/17/08.

p. 5 times the wesk of 10/18/09 to 10/24/08.

During Cencerns and Findings on 11/13/09, Staff
E stated she had been zuditing the restorative
program and she thought they were doing pretty
well. She aiso siated there had been staff
tumover and it didn't always get charted when it
was done, The Director of Nursing stated they
usualty had the 2-10 shift do the ROM exarcises.
3 | 483.25(h) ACCIDENTS AND SUPERVISION
58=E
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recaives
adequate supervision and assistance devices io
prevent accidents.

F 318

F 323
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1. Disinfectant was no longer in the
activity restroom on 11-12-09 when
This REQUIREMENT is not met as evidenced the environmental walk through
by: was performed by the surveyor.
Based on obsarvation, staff interview and review This is when the center staff was
of Minimum Safety Data Sheets (MSDS) the : _
facility failed 1o assure hazardous chemicals kept first notified of the 11-10-09
secured from confused residents. The facility discovery. T.he 2 cans of .
reported a census of forty five residents. disinfectant in the clean utility room
Findinas included were immediately removed upon
ngs inc : . .
nuings inciuce discovery by the Director of
©On November 10, 2009 at 9:16 a.m. the door 1o Environmental Services who
the Activity Restroom stood opan. An unlocked accompa_njcd the surveyor on the
cabinet held a can of &nd Bac 1l Spray environmental walk through.
isinf .
Disinfectant 2. All residents could be affected by
On November 12, 2008 at 1:37 p.m. the door to improper storage of chemicals.
Clean Utility Room in the 100 hall stood unlocked. 3. An all staff in-service regarding
A basin on the counter in th.elutihty room hald two proper storage of chemicals will be
cans of End Bac 1l Spray Disinfectant. The cans f d 12 ‘10 09 by the Staff
had labels directing to Keep Out of the Reach of pertormea on 12-1u- y e
Children. Development RN.
B 4, Audits of rest rooms and utility
The MSFJS she?t fof End Bac l!‘Dlsm'fectant rooms will be performed week_ly %3
Spray directed "Avoid contact with skin and eyes. th thlv x3 by the DNS
Wash thoroughly after handling. Aveid breathing weeks, en moninly x5 by the
vapors or mists, Keep away from open flames, or DNS designee and then taken to
hot surfaces and sources of ignition. CONTENTS QA for review.
UNDER PRESSURE. Do not punctura or
incinerate. FOR COMMERCIAL AND
INDUSTRIAL USE ONLY. "
The Director of Nursing identified a list of thirty
residents who had cognitive impairment and
remained independent in mobility efther by means
\9\ of ambulation or in a wheel chair.
F3 F 329
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$5=D 1. Resident’s physician was updated

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adeguate monitoring; or without adeguate
indications for its use; or in the presence of
adverse conseguences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facllity must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary {o treat a spaeific condition
as diagnosed and documented in the clinicat
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
tacility falled to monitor therapeutic labs for the
admirnstration of anticoagulant therapy for 1 of 3
sampled residents on Coumadin (Resident #8).
The {acility reported a census of 45.

Findings include:

According fo the Minimum Data Sat (MDS)
assessment, dated 10/06/08, Resident #8 was

concems.

of resident #8 not receiving labs on
11-13-09 by the DNS. New orders
received and lab drawn. Results
from lab and physician orders
obtained on 11-13-09.

2. All residents on Coumadin could be
affected. Resident’s physician
orders were reviewed by the DNS
on 11-18-09 to identify these
residents for appropriate lab orders
and their physicians notified of any

3. Professional nurses will be re-
educated regarding appropriate labs
for new admits and current
residents receiving new orders by

the DNS on 12-15-2009.

4. Audits of random physician orders
checking for appropriate labs to be
performed monthly x3 months by
the DNS or DNS designee then
taken to QA for review.
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rarely or never understoad and required extensive
to total assistance from staff for locomotion,
eating and personal hygiena.

The Medication Records sheet, dated 11/01/09,
documented Resident #8's diagnoses Included,
but wera not limited to history of bilateral
bimalleolar ankle fractures, pulmonary ateiectasis
and history of seizures,

The Comprehensive Gare Plan, dated 10/16/09,
identified the preblem potential for adverse
consequences related to Resident #8's current
medication regime. The approaches included to
monitor for adverse consequences of all
medications, medications per physicians's order,
and labs per physician's orders.

The Medication Records sheets, dated 01/01/09
to 11/01/08, for Resident #8 documented hel/she
was on the medication Coumadin, an
anticoagulant {blood thinner).

The Medication Records sheets for Resident #8
docurented the following:

a. 01/20/08 Increased Coumadin to 2.5
milligrams (mg) 4 days a week and Coumadin 2
mg 3 days a week,

b. 02/18/09 Increased Coumadin 2.5 mg daily.

c. 031 3/09 Increased Coumadin to 5 mg daily.

d. 04/01/09 Continued Coumadin 5 mg daily.

e. 05/01/08 Continued Coumadin 5 mg daily.

f. 06/01/0% Continued Coumadin 5 mg daily.

g. 07/01/09 Continued Coumadin 5 mg daily.

h. CB/01/09 Continued Coumadin 5 mg daily.

i. 09/01/09 Centinued Coumnadin 5 mg daily.

j- 10/01/89 Continued Cournadin 5 mg daily,

k. 11/01/09 Continued Cotmadin 5 mg daity.
The Medication Record for Coumadin
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documented side effects: bleeding/bruising,
petechiae.

A laboratory report, dated 01/20/09, included the
resulis for Resident #8's profime {(PT)Y
intemational normalized ratio (INR) (tests usad to
manitor the efectiveness of blood thinning drugs
such as Coumadin). The results were 12.6 and
1.2. The report showed a reference range for the
PT 9.2to 12.2 and the INR 2.0 to 3.0.

A lab report dated ¢2/17/09 showed Resident #8's
PT 12.8 and hisfher INR 1.2,

A lah report dated 03/11/08 showed Resident #8's
PT 14.3 and his/her INR 1.2.

A lzb report dated 03/24/09 showed Resident #8's
PT 22.5 and INR 2.0. The report directed no
change, recheck 1t month.

The ciinical record lacked a lab report after
03/24/08.

The Interdisciplinary Progress Notes dated
04/21/08 at 1:45 p.m. documented ".....Iab tech
here this a.m." The clinical record lacked any
indication of what was done or follow up.

Dring an interview on 11/13/09 at 7:55 a.m. Staff
E stated Resident #8 did not have an order for a
PT/NR. Staff E stated she would check on the
Jast PT/INR done on Resident #8. Staff E
refurned with 2 PT/INR for 04/21/05. Staff E
statad she had the lab fax it to her, Staff E stated
she would find the facility copy to show they
followed up.

The lab report, dated $4/21/09, showed Resident
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#B's PT 28.8 and INR 2.6,

office on 11/13/09 at $:03

that occasionally if a resid

to 6 weeks, but that is the
physician will go.

88=F wFF

provide nursing and relate
individuat plans of care,
The facility must provide s

numbers of each of the fol

care pians:

Except when walved unde

A cail was placed to Rasident #8's physician's

&.m. The physician's

nurse returned the call and stated Resident #8
should have had a PT/INR monthly. She stated a
manthly FT/ANR is pretty standard. She added

ent is en Coumadin for

a long time the physician will extend the PT/INR

longest time the

During concemns and findings on 11/13/09 at 9:10
a.m. the Director of Nursing stated the April
PT/ANR was the last one done on Resident #8.
She stated they had cailed the physicians's office
and received an order for a monthly PT/INR and
ihey would draw ope today.

At the time of the exit conference on 11/43/09 the
facility had not produced a copy of the 04/21/09

PT/ANR results showing th
F 483.30{a) NURSING SERVICES - SUFFICIENT

ey had followed up.

The facility must have sufficient nursing staff to

d services to attain or

mainiain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assesaments and

ervices by sufficient
lowing types of

persennel on a 24-hour basis to provide nursing
care o ail residents in accordance with resident

F paragraph (c) of this

F 329

F 353
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section, licensed nurses and other nursing
persennel.

Except when waived under paragraph (c) of this
seclion, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of

duty.

fhis REQUIREMENT is not met as evidenced
by:

Based on a group interview the facifity failed to
answer call lights in a timely manner for 5 of 6

residents. The facility reported a census of 45,

Findings include:

During group interview on 11/12/02 at 1:00 p.m.
5 of 6 residents identified by the facility as
inferviewable (able to give reliable information)
stated call fights had not been answered in 3
timely manner.

Two residents stated they had a clock on the wall
and they timed the response to answering the
lights. One resident stafed he/she had a watch o
ime the response. They all stated # takes up to
1/2 hour {o answer the lights. They all agreed
night time was tha worst and after supper was
awful. Two other residents agreed.

One resident stated he/she was unable to get to

the bathroom on time due to the slow response.

The same resident stated hefshe went out in the
hall in histher wheelchair and yellad for help, znd
that got them there.

Anocther resident staied he/she got tired of waiting
and put him/hersalf ts bed and then goi chewed

I. Al staff were immediately re-
educated in writing regarding
timeliness of answering call lights
posted by the DNS on 11-13-09.

2. Al residents could be affected.

3. Staff re-education regarding
timeliness of answering call lights
will be performed on 12-10-2009
by Staff Development. This issue
had been self identified on 7-2-09.
Nursing schedules were reviewed
by the DNS, audits were being done
by the charge nurses and staff re-
educated. Resident council minutes -
were monitored by the Social
Services designee monthly.

4. Auditing of random call lights will
be done weekly x3 weeks, then
monthly x3 by the DNS or DNS
designee the taken to QA for
review.,
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Menus must meet the nutriticnal needs of
residents in acoordance with the recommended
dietary allowances of the Food and Nutrition
Board of the National Research Council, National
Academy of Sciences; be prepared in advance;
and be followed. ’

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and review of
facility menus the facility failed to serve the
appropriate serving for three {3) residents who
received a pureed diet. The facility reparted a
current census of forty-five (45).

Findings included:

Review of the therapeutic menu for the noon
rea! on Tuesday showad residents who received
a pureed diet would receive: #8 scoop of
breaded fish, #8 scoop of french fries, #15 scoop
of green beans, a half slice of pureed bread with
margarine and a piece of pureed orange caramel
cake.

Obsearvation of the noon meal on Tuesday
11/10/09 at 11:07 a.m. showed the following:

a. Staff A placed four - four ounce scoups of
green beans in the robotcoupe, added 10
tablespoons of chicken brath plus 8 teaspoons of
chicken broth and four {ablespoans of purze
appeal into a robetcoupe and pureed until desired
consistency. She then poured the puresd beans
inta a metal container, covered with aluminum foil

Addendum to Pureed Diet Policy
and Procedures has been wnitten
and added to the Dietary Policy
and Procedure Manual. DDS has
re-trained each cook on the
revised procedure. An in-service
will be held on Wednesday,
December 16 to review tlus
procedure. Each cook will
demonstrate the ability to puree
food according to the revised
procedure.

Andits of the preparation and
service of pureed foods will be
completed one time per week for
2 months. After that time, audits
will be completed one time per
month for the remainder of a
year.
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263 | 483.35(c) MENUS AND NUTRITIONAL ras3| F363 Menus and Nutritional
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and placed in the aven

b. Staff A placed four servings of fish into the
robotcoupe fo puree. She then added 16 ounces
of chicken broth, four tablespoons and four
teaspoons of puree appeal and pureed to desired
consistency. The pureed fish was then poured
nto a metal container, coverad with aluminum foil
and placed in the oven.

c. Staff A placed three - four ounce servings
of french fries into the robotcoupe to grind. She
then added 1 1/2 cups of chicken broth and
pureed to desired consistency. The pureed
french fries were then poured into a metal
container, coverad with alurminum foil and placed
into the oven.

After Staff A served the three (3) pureed meals as
directed an the therapeutic menu, the following
pureed food remainad:

a. Two of the #8 scoop of pureed fish
remained in the pan.

b. One and one half of a #16 scoep of
pureed beans remained in the pan.
The remaining portions were measured and
confirmed by the Dietary Supervisor,

Review of the noon meal for Thursday showed
residents who received a pureed diet would
receive a #8 scoop serving of pureed baked
chicken, a #B scoop of mashed potatoas with 2
sunces of gravy, four ounces of creamed com, a
half slice of bread and margarine, and four
ouncas of diced pears.

Observation of the noon meal on Thursday
11/12/00 at 11:00 a.m. showed the following:

a. Staf F placed three (3) one haif scoops of
corn into the robotcoupe with 3 teaspoons of
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masgarine, three (3) tablespoons plus three (3)
teaspoons of com juice and onz (1) tablespoon of
puree appeal and pureed io desired texture,

Staff F then stated she had already pureed the
chicken and pears and piacad the chicken into
the oven, and pears were already on the tables.

After Staff F served the three {3} pureed meals as
directed on the therapeautic menus, the following
pureed food approximaiely ore and one guarier
cup (1 1/4 cup) of pureed chicken remainad.
Staff F then stated oh | used exira chicken, and |
pureed 12 ounces insiead because | usually
pureg an exira serving just In case. She than
added [ didn't think about that whan | puresed the
com and enly did three (3).

The facility Dietary Supervisor stated the facility
didn't have a policy and procadure on pureed
diets, but dietary staff were to use the recipes
which direct portions.

The facility Dietitian was interviewed on 11/12/05
at 12:18 p.m. and confired they should be using
the recipes, and when used should be close to
the same portion on the menu (for example usz a
#8 scoop). She then stated if they aren't using
the recipes and using different amounts to add tc
pureed food, staff should measure the total
velume and dish into equal portions.

During the dietary chservations, neither Staff A or
Staff F used the recipas for the pureed meals.
F 384 { 483.35(d}1)-{2) FOOD

S5=D \

Each resident receives and the facility provides
food prepared by methods that conserve nutritive

value, flavor, and appearance; and food that is

F 363

F 364

FCORM CMS5-2567(02-89) Previous Versians Obsolete Event ID; FRRD11

Facilty 1D 1A0418

If continuation sheet Page 21 of 28




PRINTED: 11/24/2008

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NEMBER: COMPLETED
: A, BUILDING .
165249 Fe 11/3/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
415 WEST HIGHWAY
o ARITAN - L
GOOD SAMARIT, SOC!ETY. NEWEL NEWELL, IA 50568
X4 D SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY fMUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DatE
. DEFICIENCY}
F 384 | Continued From page 21 F 364
palatable, attractive, and at the proper F364
temperature. Food
Addendum to Pureed Diet Policy
This REQUIREMENT is not met as evidencad and Procedures has been written
by: and added to the Dietary Policy
Based on observation and interview the facility and Procedure Manual. Puree
failed to serve pureed bread ina patatal?le Appeal will be added and used as
manner for three (3} residents who received . . ti tities
pureed diet. The facility reported a current a thwken}ng ageit 1 quantl
census of forty-five (45). that provide the nutritional
o equivalent to the planned bread :
Findings incuded: serving. DDS has re-trained each
Review of the therapeutic menu for Tuesday 0001'{ on ﬂl.e TEW_Sed procedure.
11/10/09 showed residents wha received pureed An in-service will be held on
diet would receive a haif slice of pureed braad. Wednesday, December 16 t0
i i e. Each cook
Observation of the pureed ment on 11/10/09 at re}rlew this procedur bE':l'
11:07 a.m. showed Staff A, dietary staff, mix 1/4 will demonstrate the ability to
cup bread crumbs with 1 1/2 eups of hot water in puree food according to the
a measuring oup for the pureed bread, She then revised procedure.
poured the bread crumb mixture into three bowls . .
of equal portions and added a dollop of margarine Audits of the preparation and
on top. Two (2) ounces of the bread crumb service of pureed foods will be
mxiure remained in the measuring cup. completed one time per week for
When asked about the pureed bread, Staff A 2 Fncmth& After that Ume, audits
stated they used the bread crumbs with additional will be completed one time per
water for a bread serving. She stated she had month for the remainder of 2
not tasted the bread crumb mixtura before. The year

surveyor and Staff A tasted the remaining bread
erumb mixture, and both agreed it was horrible.
Staff A then stated, "whew." The bread crumb
mixture was then served to the residents who
received pureed bread.

During the noon meal observation on 11/12/09,
Staff F, dietary staff stated sha used the bread
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crumbs with 3/4 cups of hot water and a dollop of
margarine on top and had already been placed on
the table. She stated she had nat tasted the
bread crumb mixture before.
The Dietary Supervisor stated the facility did not
have a policy and procedure for pureed foods, but
did have menus the staff ware to follow for proper
pureed food. F371
- Sanitary Conditions
Review of the manu for pureed bread directed
staff to use a slice of white bread or soft rofi -
mixed with milk and commerdial thickener. Staffha.s been re-trained on
71 | 483.35(i) SANITARY CONDITIONS F 371 appropriate hand washing
§5=F “Th i t : procedures. An in-service will be
e facility must - held
{1} Procure food from sources approved or 16 on Wedne‘sday » December
considered satisfactory by Federal, State or iocal tor eview this procedure. All
authorities: and staff will demonstrate the ability
{2) Store, prepare, distribute and serve food to properly wash their hands
under sanitary conditions )
Procedure for preparation of
santtizer bucket has been revised.
DSS has trained staff on the
This REQUIREMENT s not met as evidenced procedure. An in-service will be
by: keld on Wednesday, December
Based on observation and interview the facifity 16 to review this procedure.
failed io serve meals in a sanitary manner. The
facility reported a current census of forty-five (45). .
ty rep y-ive (45) Staff has been re-trained on
Findings included: handling of food contact and
non-food contact surfaces during
Observation of the noon meal preparation on food preparati .
1011
11/10/09 at 11:07 .m. showed Staff A, distary i pIep b a}?d service. An
staff prepare the various therapeutic diets. service will be held on
Observation showed the foliowing: Wednesday, December 16 for
2. During the observation, Staff A washed additional training.
i !
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cleaning schedule.
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F 371 | Continued From page 23 Fa71; Audits of hand washing, serving,
her hands, pulled out paper towals and began to and use of sanitizer bucket will
dry her hands, turned off the faucet with the sams be completed one titme per week
paper tc?vei, and then compieted drying her for 2 months. After that time,
hands with the same paper towel used to turn off . . d
the faucet. Staff A repeated the same hand audits will be complete one
washing technique four imes over the course of time per month for the remainder
the observation. of a year.

b. Sta_ﬁ’A ciosed the oven doer with her right F465 Envirommental Conditions
foot three timas, —_
c. Staff A used a wet rag from the sanitizer
bucket to cleanse the counter surfaces. Snack cart has been
Observation of the sanitizer bucket showed cleaned/replaced. Staff has been
grayish, slimey water, The Dietary Supervisor teni . jate food
stated the water should be changed before used, re-trained on 2pprop nat_ .
and proceeded to change the water. : storage procedures. An in-service
d. Staff A placed her right thumb and/or right will be held on Wednesday,
forefinger, middle finger and ring finger on tha December 16 to review this
upper surface of each plate prior to serving. procedure. Audits of food storage
The facility Dietary Supervisor was notified of the will be completed one time per
hand washing and dietary serving and confirmed week for 2 months. After that
the observations. time, audits will be completed
During an interview with the facility Dietitian, the one t‘lme per month for the
Dietitian stated dietary staff should not use their rernainder of a year.
. foot to close the oven doors,
\F‘%\ 483.60(c) DRUG REGIMEN REVIEW F428) Manufacturer of cupboards and

58=| o
The drug regimen of each resident must be drawers hag been contacted by
reviawed at least once a month by a licensed Housekgepmg staff to detmlpe
pharmacist. appropriate procedure for sealing
The of st must report any imeeulari wood surfaces that have become

& phanmacist must report any iregularities to
the attending physician, and the diractor of scratched.
nursing, and these reports must be acted upon.
Oven hood has been cleaned by
maintenance staff and will be
! included on the monthly
maintenance schedule. Fire
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This REQUIREMENT is not met as evidenced
by:

Based on record and drug regimen review the
phammacist fafled to identify a resident on
anticoagulant therapy without the monitoring of
therapeutic levels for 1 of 3 sampled residents on
Coumadin (Resident #8). The facility reported a
census of 45.

Findings include:;

According to the Minimum Data Set (MDS)
assessment, dated 10/08/09, Resident #8 was
rarely or never understead and was dependent on
staff for locomotion, eating and personal hygiene.

The Medication Records sheets, dated 01/01/09
to 11/01/08, for Resident #8 documentad hefshe
was on the medicationr Coumadin, an
anticoagulant {alood thinner).

The clinical record contained labaratory results of
Resident #s profime (PT) internaticnal
normalized ratio (INR), (tests used to monitor ihe
effectiveness of blaad thinning drugs such as
Coumadin). Results were documentad for:

a, 01/20/009.

b. 02/17/089.

e. 03/11/08.

d. 03/24/00.

The clinical record lacked a lab report zfter
03/24/09.

The Interdisciplinary Progress Notes, dated
04/21/08 at 1:45 p.m., documented ".....lab tech
here this a.m.” The clinical record lacked any
L indication of what was done or follow up.
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1. Resident’s physician was updated
of resident #8 not receiving labs on
11-13-09 by the DNS. New orders
received and lab drawn. Results
from lab and physician orders
obtained on 11-13-09,

2. All residents on Coumadin could be
affected. Resident’s physician
orders were reviewed by the DNS
on 11-18-09 to identify these
residents for appropriate lab orders
and their physicians notified of any
concerns. '

3. DNS talked with the pharmacist on
11-17-09 regarding monthly
medication review process.
Pharmacist will review all charts for
appropriateness of labs for all meds.

(4. Audits of random charts regarding

pharmacist review will be
performed monthly x3 by the DNS
or DNS designee then brought to
QA for review.

FORM CMS-2567{02-95) Previous Versions Obsolate

Even! ID:FPRDT1

Facility D 140498

If continuation sheet Page 25 of 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 14/24/2009
FORM APEROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED
A BUIEDING
B. WING
165249 : 11/13/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
415 WEST HIGHWAY
GOOD SAMARITAN SOCIETY - NEWELL
NEWELL, IA 50568
o) 10 SUMMARY STATEMENT OF DEFICIENCIES ) ’ FROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULE BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 428 Continued From page 25 _ F 428

During an Interview on 11/13/09 at 7:55 a.m. Staff
E stated Resident #8 did not have an order for a
PTINR. Staff E siated she would check on the
last PTANR done on Resident #8. Staff E
returned with a PT/INR for 04/241/09. StaffE
stated she had the ab fax it to her.

A call was placed to Resident #8's physician's
office on 11/13/09 at 9:03 a.m. The physician's
nurse returned the call and sizted Resident #3
should have had a PT/INR monthly. She stated a
monthly PT/INR Is pretty standard. She added
that occasionally if a resident is on Coumadin for
a long time the physician will extend the PT/ANR
ta 6 weeks, but that is the longest tima the
physician wilf go.

During eoncerns and findings on 11/13/09 at 9:10
a.m. the Director of Nursing stated the Aprii
PT/INR was the last one done on Resident #8 (6
plus months). She stated they had called the
physicians's office and recsived an order for a
monthly PT/INR and they wotid draw one today.

A review of the drug regimen review for Resident
#8 showed the pharmacist dated and signed the
form 03/07/09, 04/14/08, 05/12/08, 06/17/09,
07/21/39, 08/1B/08, 09/30/08, and 10/28/09. In
June (2 months from last chack, 3 manths from
the last iab report in the clinical record) and
September {5 months from last check, 8 months
from the last lab report i the clinical record) all
the boxes weare checked including #17,
Anticoagulant without Blood clot test monthly.
The pharmacist did not identify the irregularity.

During an interview on 11A13/08 at 10:37 a.m. the
Director of Nursing acknowledged the pharmacist
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did not identify the lack of a PTANR for Rasident

#8.
}465\ 483.70{h} OTHER ENVIRONMENTAL F 465
85=F | CONDITIONS

The facility must provide a safe, functional,
sanitary, and comfortable enviranment for
residents, staff and the puhlic.

This REQUIREMENT is not met as evidence

by: :
Based on observation and staff interview the
facility failed to maintain sanitary conditions in the
kitchen area. The fadility reported a cumrent
census of forty-five (45).

Findings included:

During the initial kitchen tour on 11/10/08 at 8:07
a.m. the following was observed:

a. A snack cart stored in the dry storage area
had a targe brownish stain on the lower shelf of
the cart. Two (2) plastic baggies of cookies
unzipped and opened were stored on the cart.

b. Four {4) of four {4) drawers of the south
side cupboards had exposed wood. Three (3) of
the four (4) drawers had utensils used for cooking
resident meaals which rested directly upon the
exposed wooden areas. Exposed wood would be
unsantiziable. )

¢. Cupboards above the microwave of the
south side cupboards had exposed woed, The
cupboard contained measuring cups and metal
containers used for resident meal preparation.
The ouvter aspect of the cupboards had tacky
debris along the edges which was able o be
- peeled off by surveyor fingar.

d. The cupboards under the microwave on
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the south side cupboards had dusty debris on the
shelves.

e. The north side cupboards which contained
plastic containers had exposed wood along the
edges of the shelves.

f. The east side eupboards which contained
cooking pans and baking pains had exposed
wood. The pans were stored upside down
directly upon expesed wood. One cooking pan
had water under it, which the dietary supervisor
immediately dried upon surveyer observation.

G. The upper cupboard on the north side
cupboards which contained peanut buiter had
exposed wood on the edge of the shelf.

h. The oven hood directly above the cooking
stove and oven had excessive dusty/grimey
debris. Dusty debris was noted to be hanging off
fire extinguishers and also from the edge of the
oven hood. The Dietary Supervisor stated she
had last cleaned it during her training which was
approximately a month and a half ago.

The above observations were confirmed by the
Dietary Supervisor.

Review of the "Cook's Cleaning Schedule”
documented the east side cupboards wer last
cleaned on 10/19/08. The north side cupboards
wera last cleaned on 11/2/38, and the south side
cuphoards were last cleaned on 11/2/09,
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