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Procurefood from sour ces approved or consider ed satisfactory and store, prepare,
distribute and serve food in accordance with professional standards.

Based on observations, interviews and areview of facility policiestitled, Work Attire Guidelines, Hand Washing, and
Cleaning Dishes/Dish Machine, the facility failed to ensure: 1. staff braids were completely enclosed inside of her hair

net while at the tray line; 2. staff changed an apron (personal protective equipment) and washed her hands when going from
adirty task to another task and; 3. resident plates were not placed on wet trays and covered with wet domes. This had the
potential to affect 95 of 95 residents who received meals from the kitchen. Findings Include: 1) A review of afacility
guideline titled, Work Attire Guidelines revealed: Hair Restraints Wear a. hair restraint when in afood-prep area. This

can keep hair from falling into food and onto food-contact services . On 3/4/2020 at 11:30 am., aworker was at the tray

line asking staff to put her hair net on the back of her braids. The worker's braids were hanging down her back and not in
ahair net at the tray line. On 3/04/2020 at 1:32 p.m., an interview was conducted with (Employee Identifier) El #5,

dietary aide. El #5 was asked why was she at the tray line with her braids hanging down her back. El #5 replied, she was
waiting for someone to put her hair up for her. El #5 was asked why did she ask staff to help her put her hair in anet at
thetray line. El #5 replied, she did not know. El #5 was asked why did she come back to the tray line with her braids
hanging out of her hair net. El #5 replied, she did not know they had fallen. El #5 was asked why should she not ask staff

to help her put her braids up in a hair net at the tray line. El #5 replied because she was around food. El #5 was asked

who should have hair nets on in the kitchen. EI #5 replied, everyone. El #5 was asked should a hair net enclose all of her
hair. EI #5 replied, yes maiam. 2) A review of afacility guideline titled, Work Attire Guidelines revealed: . Remove

aprons when leaving prep area. . A review of afacility policy titled, Hand Washing revealed . Policy: Staff will wash

hands as frequently as needed throughout the day following proper hand washing . When to wash hands . After engaging in
other activities that contaminate the hands. . On 3/04/2020 at 11:02 a.m., an observation was made of El #6, the Cook. El

#6 was on the dirty side of the dish room. El #6 was putting and pushing dirty dishes into the dishwasher. El #6 was

rinsing dirty dishes off, wearing an apron, and the water was splashing on her apron. After leaving the dish room, El #6
changed gloves and washed her hands. El #6 cleaned a table with a dish cloth and left the kitchen. At 11:05 am., El #6

came back into the kitchen and did not wash her hands, nor change her apron. El #6 put on a clean pair of gloves and took
the temperature of the baked chicken. EI #6 then put rollsin apan. During this observation El #6 did not pull off the

apron that was worn while she was washing dirty dishes. On 3/04/2020 at 1:56 p.m., an interview was conducted with EI #6.
El #6 was asked what did she do when she went to the dirty side of the dish room. El #6 replied, she washed her pureed
bowl. El #6 was asked what PPE did she have on. El #6 replied, an apron. El #6 was asked did she change her apron. El #6
replied, after she was informed about her mistake. El #6 was asked did she put rollsin a pan before taking off her apron.

El #6 replied, yes. El #6 was asked why did she not change her dirty apron. El #6 replied, shewasin a hurry. El #6 was
asked when washing down the table with a dish cloth, what did she do next. El #6 replied, she put on gloves without washing her
hands. El #6 was asked when should she wash her hands in the kitchen. El #6 replied, after every task. El #6 was asked

why should she wash her hands in the kitchen. EI #6 replied, to stop the spread of food borneillness. 3) A review of a
facility policy titled, Cleaning Dishes/Dish Machine with ayear date of 2013 revealed: . Procedure: . 9. Allow the dishes
toair dry on the dish rack. . 3/04/2020 at 11:30 am., trays were brought to the tray line wet. El #6 put plates on five

wet trays and then covered them with three wet domes. On 3/04/2020 at 1:57 p.m., an interview was conducted with EI #6. EI
#6 was asked what was wet at the tray line. EI #6 replied, the trays and the domes. El #6 was asked why were the trays and
domes wet. El #6 replied, they did not have time to dry. El #6 was asked who was responsible for making sure they were dry. El #6
replied, dietary aide and everybody. El #6 was asked why should dishes be dry at the tray line. El #6 replied, to

stop food borne bacteria growth. El #6 was asked how should dishes be allowed to dry. El #6 replied, air dry. On 3/04/2020
at 2:03 p.m., an interview was conducted with EI #7, dining services. El #7 was asked what did she observe at the tray line wet. El #7
replied, a couple of trays and a couple of domes. El #7 was asked who was responsible for making sure dishes

were dry at the tray line today. El #7 replied, that would have been herself. El #7 was asked why were dishes wet. El #7
replied, there was no excuse and she was sorry. El #7 was asked why was it important that dishes were dry at the tray line. El #7
replied, because of cross contamination and bacteria can build up. El #7 continued to say the resident'simmune

system was very weak, and their job was to make sure the temperatures were good and everything was sanitized. El #7 was
asked how should dishes be allowed to dry. El #7 replied, air dry.

Safeguard resident-identifiable infor mation and/or maintain medical recor ds on each

resident that arein accordance with accepted professional standards.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record reviews, interviews and review of the facility policy titted, MEDICATION ADMINISTRATION, the facility
failed to ensure that the Licensed Nurse signed off medication given on June 14, 15, 16 and 17, 2019 on the MAR (Medication
Administration Record), for (Resident Identifier) RI #200. This affected one (1) of five (5) resident who's MAR was

reviewed for medication administration. Findings include: A review of the facility's policy titled, MEDICATION
ADMINISTRATION, with no date revealed, . Policy Explanation and Compliance Guidelines: . 17 . Sign MAR after administered .
RI #200 was admitted to the facility on [DATE] for Encounter for other specified aftercare, Unspecified [MEDICAL CONDITION]
of theliver, and Chronic [MEDICAL CONDITION] with [MEDICAL CONDITION]. A review of RI #200's Physicians orders, dated
5/24/2019 reveadled . [MEDICATION NAME] 10 mg (tab) tablet give 1 tab by mouth twice aday . [MEDICATION NAME] 10(g)
gram/15(ml) milliliter GIVE 45 ml by mouth . three times aday . [MEDICATION NAME] 20(mg) milligram give 1 tablet by mouth
daily/prn (as needed) . [MEDICATION NAME] 550 MG TAB . give 1 tab by mouth twice daily . On 03/05/2020 at 9:37 am., an
interview was conducted with El #1 (Employee Identifier) Registered Nurse ( RN). El #1was the RN assigned to RI # 200's on

the 3-11 evening shift on June 16, 2019. EI #1 was asked, was she familiar with Rl #200. El #1 replied, she remembered that name.
El #1 was asked, why was RI #200 taking the [MEDICATION NAME]. El #1 replied, Rl #200 was taking it for a beta

blocker. El #1 was asked why RI #200's [MEDICATION NAME] was not given on June 16, 2019, 4 PM dosage. El #1 replied, she
aways gave her medication. El #1 further stated she may have forgot to sign it out. El #1 was asked why would a nurse not

give aresident their medication. El #1 replied, if the doctor wanted to hold it for any reason. El #1 was asked why was

the resident taking the [MEDICATION NAME]. El #1 replied, she could not remember. El #1 was asked why was the
[MEDICATION

NAME] not given on June 16, 2019, 4 PM dosage. El #1 replied, she forgot to sign it out. EI #1 further stated she always

gave the resident's medications. On 03/05/2020 at 9:52 am., an interview was conducted with El #2 (a Licensed Practical
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Nurse) LPN. El #2 was the LPN assigned to RI #200 on the 3-11evening shift June 17, 2019. El #2 was asked why was RI #200
taking the [MEDICATION NAME]. El #2 replied, she could not remember. El #2 was asked why was the [MEDICATION NAME]
not

given on June 17, 2019, 4 PM dosage. El #2 replied, she did not remember. El #2 stated, she always tried to sign her

medications out as she gave them. El #2 was asked what would be the concern if RI # 200 did not take the [MEDICATION NAME].
El #2 replied, it could effect the resident's health. El #2 was asked why was RI #200 taking the[MEDICATION NAME]. El #2
replied, she was not sure. EI#2 was asked why was the [MEDICATION NAME] not given on June 17, 2019, 4 PM dosage. El# 2
replied, she always gave her medications, and she just forgot to sign out the medication. El #2 was asked what reason would a
resident not receive their medication. El #2 replied, if the medication was not there or the resident not available. On

03/05/2020 at 10:09 am., an interview was conducted with El #3, RN. El #3 was asked did she remember RI #200. El #3 was

the RN assigned to RI #200 on the 7-3 morning shift June 14, 2019. EI#3 replied, yes. El #3 was asked why was RI #200

taking the [MEDICATION NAME]. El #3 replied, blood pressure. EI#3 was asked why was the [MEDICATION NAME] not given
on June 14, 2019, 8 AM dosage. El # 3 replied, if RI #200 was in the facility she would have gave the medication. El #3 was asked
why was the medications not signed off. EI #3 replied, she over looked it. El #3 was asked why was RI #200 taking the
[MEDICATION NAME]. El #3 replied, she could not remember. El #3 was asked why was the [MEDICATION NAME] not given
on June

14, 2019, 8 AM dosage. El #3 replied, if it was ordered, she gave it. El #3 was asked what reason would a resident not

receive their medication. El #3 replied, only if they refused the medication. On 03/05/2020 at 10:47 am., an interview was conducted
with El #4 RN (Director of Nursing) DON. El #4 was asked how important was it for a nurse to give the medication

to aresident. El #4 replied, very important. EIl #4 was asked should the nurse sign out a medication after he/she give it

to the resident. EI#4 replied, yes they should. El #4 was asked why should the nurse sign out medications after she/lhe gaveit to a
resident. El #4 replied, to show that they gaveit. El #4 was asked why would a nurse not sign out a medication on

the MAR. El #4 replied. various reasons, El #4 further stated it could be a human error, or she forgot. El #4 was asked why would a
nurse not give aresident their medication. El #4 replied, if the doctor has written an order to not give the

medication. El #4 was asked what was the facility policy on documentation of medication. El #4 that the nurse should sign

the MAR after she gave amedication.
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