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Tpe following reflects tr,e findings of the 
Department of Public Health during a 
Recertificat!on survey, 

Representing the Department of Public Health: 

 RN. HFEN 
 RN. HFEN 

 RN. HFEN 
. 

Total Papu!aH\ofF'B9 '--­ -

Sample Size: 1 a 
483.13(0) DEVELOpnMPLMENT 
ABUSEINEGLECT, ETC POLICIES 

The facility must develop and implement written 
poflCles and procedures that prohibit 
mistreatment, neglect. and abuse of residents 
and misappropriation of resident property. 

- .-. 

This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the facility 

faile<! to implement its polfcy procedures related 
to Abuse Prevention and Prohibition by not 
conducting background screening checks before 
employees were hired and/or start working in the 
facility for five newly hired certffied nursing 
attendants out of five epmployee records 
reviewed. 

Findings: , 

On November 11, 2011 at 12:05 P.m., during the 
survey, a review of five direct care employee files! 
for CNAs revealed that the facllfty did not 

F226 

I,, , 

I 
The signing of this plan of correction j 

not an admission or agreement by the 
facility of the truth of the facts alleged in 
this statement of deficiency and plan (1 

correction. In fact, this plan is submitted 
exclusively to eompJy with state ano:: 
federal law , This plan ofcorrection 
as the allegation of compliance. . ... ---~, 
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SCIRATORY rnRu;rOR'$ !f.ROV1PERJSlJPPUER REPRc:S6NTAiNE'$ SIGNAlURE' TIRe; (XG)OArE 

~l .~::.;.,. Ad~>,~ 1'1-1,1 II 
'f defICIency statemenl ending with an aste.isk (") denotes a deflC1ency ~lch the instittJlion ~y be- excus~ from oorreclihg Joviding it is determlned that 
er saf1:\gusrds provide sufficient protection to the patients, (See inst:ucoons.) Except for ntltslng homes, Ine findings stated above are disclosa:blo 90 days 
owing the dalB of survey whether or not a plan of t:orreCllon Is provided For nursing horMs, the above findings and plans of correction ate dist:loo.able 14 
'S foliow:ng the date: lhese dccumlmfs are made aVailable to the faclllly, Jf defICiencies are d:ted, an sppr;;ved plan Qf correction Is requlsJOO to continued 
gram part!Qpation. 
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F 226 DEVELOPiIMPLEMEl'.'T implement the Abuse Prevention and Prohibition 
ABDSEINEGLET, ETC POLIClES policy and procedures. For example' 

All C.N_~'s Backgr01mdscreening was 1. CNA 1 was hired on June 8, 2011, The I\P~g, background screening date was June 21, 2011, completed and tiled On 11115111 

2. CNA 2 \I!as hired NoveMber 4, 2011" There D.S.D was given access to program to d 
was not doctJmented screening ir: the employee screen of employees before hire on 
file. 1lI1Oil L 

3. CNA 3 was hired June S, 2011, The 
ff _.L»llSultant will do random file audits tobackground screening date was June 17, 2011, 

4. CNA4 was hired November 4, 2 011, There 

was no documented background screening in the 

employee fife. 


S. CNA 6 was hired Octoik.""f 12, 201'L There was 

no documented screening in the employee file. 


A review of the facility's abuse policy and 

procedure indicated that prior to hiring of any 

employee, the faCility shall ensure provisions 

covering employment screenings for potential 

history of abuse, neglect or mistreatment of 

residents, this includes, but not limited to, 

disclosure of information via application forms, 

obtaining inrorma"Jon from previous and current 

employers, making appropriate inquiries to 

applicable Dcensing boards and registries. 


During an intelView with the Director of Staff 
Development (DSO) on November 11,2011 at 
1:50 p,m" she stated that it is part of the facility's 


, procedure to do background screening before 

: hiring CNAs. The DSD stated that because she 

was .a fB.irly new empfoyee to the facl!lty, she did 

not yet have access to the facility's computer I 


Fdly 10;- CA920000077 If cl'.mllnuatiOl'l sheet P$ge 2 of 30 

. mOnitor for complfance. 

Overall compliance "\\rill be monitored 
quarterly by QA Committee. 
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program to do the pre-hire background checks 

and had t::: depend or. outside sources to do the 
1, background checks. The DSD's hire date was

IApril 16, 2011, 
F 250,483_15(9)(1) PROVISION OF MEDICALLY 

RELATED SOCIAL SERVICE 

The facility must provide medically-relatod social ! 
services to attain or maintain the highest 
practicabfe physical, mental, and psychosocial 
woll-being of each resident. 

_.-" ­

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and record 


review, the facility tailed to ensure that a resident 

assessed as a possible candidate for diSCharge 

to the community nad a discharge plan in place 

andlor reassessed by the interdisciplinary team 

(lOT) to evaluate the feasibirtty for discharge for 

one out of 18 sample resIdents (i3). 


Findings: 

On November 2, 2011, at 3 p,m., the resident 

was observed sitting in the wheelchair watching 

the television in the activity room. He was alert, 

awake, and oriented, 


According to the admission record, the resident 

was readmitted to the facility on Apr.11, 2011, 

with diagnoses that Included derulity, symbolic 

dysfuncfion, and contact dermatitis. 


The quar!erly review Minimum Data Set (MDB) 

: assessment dated O'erober 8, 2b11, indicated the 


EV$lItID.9G7711 Fdly 10: CA9200()()()11 If continuation sheet Page 3 of30 
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F 250 Continued From page 3 F250 
resident had a severe impaIrment for cognitive 

patterns, needed supervIsion from staff IT!embers 

for bed mobility, transfer, walking in room and 


F 250 PROVISION OF MEDICAilYcorrJdor, /oC'.omotion on and off the unit, eating, 
and toilet use, needed extensive assistance from RELATED SOCIAL SERVICE 
staff members for personal hygiene and bathing, 
The resident was always continent of bowel and Discharge Plan was reviewed by IDT and 
bladder. The discharge plan indicated discharge I resident was assessed ror discharge on 
to community was determined to be not feasible. , 11I14l11. 

The Admission Assessment dated Ap1i11, 2011, _Medical waiver program was caned by
indicated in the section of the discharge 

Social Services for evaluation on evaluation that long term care with discharge 
1l!22111.possible was marked with a check. 

AU residents appropriate for discharge to 
that the facility attempted to assist the resident to 
A review of the dinica! records did not indicate 

ALF's were evaluated for Medical waive; 
be placed on a lower level of care as part of the program on 1lI14/11. 

discharge plan. There was no documented 

evJdence that a discharge planning VIas done. 
 IDT will assess residents on an ongoing 

basis fOr appropriate discharge tO'lower 
level ofcare.

On November 2, 2011, at 3:15p.m.• duling an 
interview with the Director of Social Service 

Overall Compliance will be morritored b}(DSS), he stated the resident was appropriate to 

QA Conmrlttee on a qua.rterly basis.
be placed for an assistive living. However, there 


was not documented eVIdence that indicated 

social service staff members in coordination with 

the IDT made an assessment to determine 

whether the resident can be discharged to to the 

communliy was indicated on the MOB 

assessment 


The facllity's undated pollcy and procedure titred 
"Sociaf Services" ! indicated the services of the 
social staff shall be incorporated in the 
deve!op!Jl€nt ,?lnd implementafion of the 
discharge plan for each resident admitted to the 

EverllID;907711 FaC11ily IV: CAil2tlC00077 If continuation shoot Page 4 of 30 
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facility, The social services designee participates 

in the development of the resident care plan and 

discharge plan and shares the information with 

the resident and/or person acting on his/her 

behalt The resident's response to t'le information· 

is recorded in hislher medical record and is 


,considered In the implementation of the plan. 
F 278 483.20(g) - u) ASSESSMENT F 278 

ACCURACY/COORDINAllON/CERTIFIED 

The assessment must a.9cLJ~tely reflect the 
resident's status. 

A registered nurse must conduct or coordinate 

each assessment with the appropriate 

participation of health professionals, 


A registered nurse must slgo and certify that the 
assessment [s completed. 

Each individual Who completes a portion of the 

assessment must sign and certify the accuracy of 

that portion of the assessment 


Under Medicare and Medicaid, an individt.:al who 

vlfllfuJly and knowingly certifies a material and 

false statement in a resident assessment is 

subject to a civil money penalty of not more than 

$1,000 for each assessment; or an individual who 

w!llfully and knowingly causes another IndividuaJ 

to certify a material and false statement in a 

resident assessment is subject to a civil money 

penalty of not more than $5,000 for each 

assessment. 


Clinical disagreement does not constitute a 

, material and false statement. 


,
,,I I 
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F 278 ASSESSMENT ACCURACY! 
This REQUIREMENT is not met as evidenced 

COORDJKATIONICERTIFIED 
I by: 

Based on interview and record review, the facility 

failed to ensure that the resident's hefght was 

assessed accurately recorded on the on the 

Minimal Data Set {MDS} to reflect the actual 
 Residents height was reviewed. MDS was 

I height of tr;s resident for one cut of 16 sample in-serviced by DON to accmately Iil!~ fJ 
residents (18). document on 11112111 

Flndjl1gs: Heigflts "'ill also be reviewed by IDT 
members during meetings for accuracy. According to the admission record, the resident 

was admitted to the facility on November 29, 
Monthly heights will be recorded and2010, with <f:agnoses that included
reviewed by DON fur accuracy,and abnormality of gail 

A review of the MDS (Minimum Data Set) Overall compliance wiU be monitored 
assessment dated December 3, 2010, indicated quarterly by QA Committee. 
the resident's height was 62 inches and the MDS 

assessment dated August 26, 2011 3, indk:ated 

the resident's height was 58 inches. 


A review of the resldent's admission height dated 

November 29, 2010, indicated the resident's 

height was 58 inches. 


On November 12, 2011, at 3:10 p,m" during an 

interview with Registered Nurse 4 (RN 4), she 

stare<! that the MDS dated December 3,2010, 

was not documented correctfy and should have 

been documented as 58 Inches. 


F 279 483.20(d), 483.20(k)(1) D~\lELOP F 279 
COMPREHENSIVE CARE PLANS 

A facility must use the results of the assessment 
to develop, review and revlse the resident's 
comprehensive plan of care. 

E~: 10: 9Gn~1 Facil;ty If); Cfo..mCCC077 If continuation sh(ffil Page () of 30 
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F 279 F 2791 Continue~ From pago 6 

i The facility miJst develop a comprehensive care 

Iplan for each resident that ;nc.!udes measurabie 

, objectives and timetahles to meet a resident's 

; medical, nursing, and mantal and psychosocial 

needs that are identified in the comprehensive 
assessment 

The care plan must describe the services that are 

to be furnished to attain or maIntain the resident's 

hlghest practicable physical, rrnffital, and 

psychosocial well-being as required under 

§483.25; and any services that would otherwise 

be required under §4B3.25 but are not provided 

due to the resident's exercise of rights under 

§483,10, including the right to refuse treatment 

under §483.10(b)(4). 


This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record revieW, the faC!lity 


failed to ensure an integrated care plan was 

deveroped with the facUlty and the hospice 

provider to indIcate designated responsibilities fOf 

p~ovldlng care and services to the resident for two 

out of 18 sample residents (2,9). 


Findings: 

a. According to the admission record, Resident 9 

, was originally admitted to the facility on

iSeptember 8, 2010, and readmitted on August 1, 

, 2011, with diagnoses that Incrudad breast 

I malignancy and secondary Uver malignancy. 

i 
The Minlmum Data set (MDS) assessment dated, 


, August 19, 2011 Indicated the resident was i
I 
RM CMS-2557(Q2-99) Previo~l'i Versi<:mG Obsolete EvanIIO,9G7711 If contt"luation sheet Page- 7 of 30 
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F279 Continued From page '1 
for daily 

decision making a?1d needed extensive 
assistance in activities of daily livmg. 

The resident had a physician's order dated 
August 9, 2011, to admit to the hospice under 
routine level of care for breast cancer with liver 
metastasis. 

There was a plan of care developed on August 9, 
2011, .for admission to hospice program due to 

! tenrlinal i!!ness of breast cancer metastasis to 
liver, and dementia. One of the approaches was 
to provide. level of routine care and to see hospice-
calendar for detailed hospice duty, responsibility, 
and its frequent.'Y. 

A review of the resident's calendar from August 
2Q11, to November 2011, indicated there were 
schedules when the skilled nurse or certified 
home health aid were going to visit the patient 
On the calendar of November 2011, It Was 
indIcated that the case manager will do 
supervised visits once Of twice a month and the 
patient will have one to two skilled nursing visits 
per week and as needed for any changes. 
However, U'.ere was no other documented 
Information related to detailed hospice duty and 
responsibility as Indicated in the facility's care 
plan dated August 9,2011. 

A review of the resident's clinical record indicated 
there was no individua!ized and integrated care 
plan developed fur the resident by the facility and 
the hosp;ce provider to indicate designated ,
responsibilities for providing care and services to' ,, 
the resident. 

,,, 

F279 
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F 279 Continued From page 8 F 279 
On November 11, 2011, at 5:35 p.m. during an 

interview with RN 1, she was not able to provide 

the ~ocumented evidence that integrated plan of 

care was developed with the hospice agency 

personnel indicating who was responsible for 

providing what kind of care and services to the 

resident, and RN 1 agreed the integrated care 

plan should have been developed with the 

hospice provider for the resident. 


A review of the Contract Agreement between the .facility and the hospice provider dated August 8, 

2011, indicated both the plan of care and nursing 

care plan developed by the agency will be part of 

the patienfs record in the facility. Both these will 

be developed in collaboration with the agency and 

facility staff. 
 n79 DEVELOP COMPREHENSNE 
b. On November 11, 2011, at 4;40 p.m., Resident CARE PLANS 
2 was observed sitting in the wheelchair in the 
activity room and was able to converse with a tab DON and MDS met with hospice to 

alarm attached to the wheelchair. 
 --'-" -

,./

develop an integrated care plan for 12{2-( I)resident on 11/23/11 and 1212111
According to the admission record, the resident 
was admitted on September 27, 2010, wi~ 

Tn-service was given to licensed nurses ~Ydiagnoses that included  
hospice on developing an integrated careparalysis, and  

plan on 11123111 


The significant change Minimum Data Set (MDS) 

assessment dated October 1, 2011, indicated the 
 Medical Records will audit monthly for 
residenfs compliance 


 needed extensive assistance from staff 
 . 

members for transfer, locomotion on and off the 
 Overall Compliance win be monitored by
unit, dressing, eating, hygiene, and bathing. The QA Committee on a quarterly basis. 
resident was always incontinent of bowel and 

bladder. 


The Physician's Orders dated Septemb_er 19, 

2011, indicated admit to hospice on routine level 


.
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F 279 \ Continued From page 9 

" of nursing home care. 

: 

i A review of the care plan revealed that the 

resident had two care plans, ooe from the facflity 

and the other one was from the hospice provider. 

Howevor, the facility's care plan was not 

integrated to the hospice's care plan and both 

plan 'of cares dJd not indicate deSIgnated 

responsib!!1ties for providing care and services to 

the resident, 


On November 11,' 2011;'at6:S5 p.m., during an 

Interview with Registered Nurse 1 (RN 1). she 

stated the hospice care plan should have been 

integrated. On September 2, 2011, the resident 

had a poor oral intake and appetite. 


The facility's undated policy and procedure titled 

"Hospice~, indicated the plan of care shall 

address the needs of the resident and all services 

provided to the resident and will be updated as 

needed. However, it did not indicate that the care 

plan needs to be integrated, 


F 314 463,25(c) TREATMENTISVCS TO F 314 
, PREVENTIHEAl PRESSURE SORES 

I 

i Based on the comprehensive assessment of a 

, reskienL the facility must ensure that a resident 

who enters the facility without pressure sores 

does not develop pressure sores untess the 

individual's clinical condition demonstrates that 

they were unavoiclable; and a resident having 

pressure sores recelves necessary treatment and 

services 10 promote healing, prevent infection and 

prevent new sores from developing" 


j ThIs REQUIREMENT is not met as evidenced I i 
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F 314 Continued From page 10 F 314 
I by: 

: Based on observation, interview and record 

review, the facifity faiJed to ensure a resident was 

provided heel protectors (pressure relieving 

devices) to the heels as directed by the the 

physicia-''l in order to prevent the potentia! for the 

deve!opment of pressure ulcers to the heels for 

one O:Jt of 18 sample residents (9), 


Findings: 

..Aocording to tile admission record, Resklent 9 

was originally admitted to the faclJ[ty on 

September 8,2010, and readmitted on August 7, 

2011, with diagnoses that included breast 

malignancy and secondary liver malignancy, 


The Minimum Data Set (MDS) assessment dated 

August 19,2011 indicated the resident was 


for darl;, 

decision making and needed extensive 

assista,,":.':e In activities of daily living, 


The resident had a physician's order dated 

August 7, 2011, to check both heels forredness 

at every shift and to apply heel protectors. 


On November 11, 2011, at 3:45 p.m., the resjdent 

was observed lying tn her bed without wearing 

heel protectors In the presence of Registered 

Nurse 2 (RN 2). As RN 2 assessed both of the 

fesidenfs heels, there was redness noted on the 

resident's right heeL RN 2 stated the size of the 

redness seemed approximately one inch by ono 

inch and stated the heel protectors should have 
been applied to the resident when the resident 
was in her bed. , 

, 
I 1 

, 

i 
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F 314 Continued From page 11 
A review of the treatment sheet from August 7, 
2011, to November 12, 2011, there were licensed 
nurses' initials documented indicating both heels 
were checked for redness at every shiff. 
However, there was no result documented 
whether the resident had redness on her heels or 
not. 

On November 12, 2011, at3:1Q p.m, dunng an 
interview with RN :2 again, she stated she was not 
able to say tf the resident had redness on her 
heels from August 7, 2011, to Ndvember 11, 
2011, by reviewing the residenfs clinical record 
and stated the licensed nurse shouid have 
documented in the treatment sheet whether the 
resident had redness on her heels. 

F 323 483.25(h) FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEViCES 

The facility must ensure that the resident 
environment remaIns as free of accident hazards 
as is posslble; and each resident receives 
adequate supervision and assistance devices to 
prevent accidents. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and 1ntervlew, the faciJlty 

falied to maintain the residents' environment free 
of accident hazards by not securing televisio.'1s 
sets that could cause tfle potential for accidents 
in four resident's rooms, failed to keep a bottle of 
peri-wash out of reach the resldents to prevent 
from being swallowed by accident, and faHed to 

!place floor mats -on both sides of the bed for a 
I 

F314 

F 314 TREA1MENTISVCS TO 
PREVThTIlEAL PRESSURE SORES 

Heel protectors were applied :i:nunediately 
to resident. 

All hcensed nurses were in~serviced by 
DON on Ilfl4111 and on <:Me and 
documentation of skin treatments. 

Treatment order sheet modified to 
indicate presence of redness or not 

AU department heads. licensed nurses v.ri. 
monitor for compliance on daily rounds 
for application of the heel protectors 

DON will monitor for compliance weekJy 

Overall Compliance will be monitoreil by 
QA Committee on a quarterly basis. 

F 323 

I 
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F 323 Continued From page 12 
resident who was at risk fof fall as' per physician's 
order for one out of 18 sample residents (9}, 

Findings. 

a. On November 10,2011, from 6:20 PJ7'l, to 7:05 : 
p.m. durir:g a tour of the facility in the presence of : 
Registered Nurse 3 (RN 3}, four television sets in 
Rooms 16 Bed~C, 17 Bed-A, 22 Bed-A, 22 8ed-B 
were observed not secured to prevent potentia! 

, accidents. 
: During an interview, RN 3 who was present 

.: during the observation stated stated the teJevision 
, sets should have been secured to prevent 
possible accidents. 

b. On November 10. 2011, at 6:35 p.m. during an 
initiar tour with RN 3, a perl-fresh contained in a 
boHle was obseiVed unattended in the resident's 
bathroom without cap. During an fnterview with 
RN 3 present during the observation he stated 
there was more than 100 cubic centimeters {cc} 
of peri-fresh solutIon left in the bottte.·He also· 
stated tho bottle should have been kept in the 
Nu(sing Station because the resirrents could drink 
it On November 11, 2011, at 9:10 a.m. during an 
interview with RN 1, she stated there were 
approXimately 68 ambulatory residents in the 
facility. 

A review of the guideline of the peri-fresh solution 
provkled by the facility, indicated it wot:ld be 

I
,Irritating if the solution was placed In eyes or jf 
ingested. If the solution was ingested, the 

, guidoline directed to drink large amounts of water 
; and call the physiclan and to Keep In closed 
I container, 
, 

F323 

The television sets were secured 
immediately by Maintenance Supervisor II \ II \ \I 
11111111 

Social Services will alert Maintenance 
Supervisor to secLrre when iamily brings 
in televlsion, 

Maintenance Supervisor "'till monitor for 
compliance on daily rounds 

Department heads "'ill monitor for 
compliance on dally rounds. 

Overall Compliance "Win be monitored b,1 
QA Committee on a quarterly basis. 

I 
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Peri~wash removed immediately from the F 323 Continued From page 13 F 323 
resident's bathroom 

c, According to the admission record, Resident 9 
was originally admitted to the facllity on 

The assigned C.N.A was in-serviced September 8, 2010, and readmitted en August 7, 
2011, with diagnoses that Included immemately by DSD 11110111 

and  
All C.N.A's were in-serviced by DSD on 

The Minimum Data Set {MDS) assessment dated proper storage and risk of leaving peri~ \ 
August 19, 2011 indicated the resident was washunattendcdon 1l!ll!1l \\\" II 

for daily 
decisIon making and needed extensive Compliance will be morritored daily byassistance in activities of daily living. A review of 

DSD, licensed nurse and departmentthe Care Area Assessment {CAA) dated ~ 
heads on roundsSeptember 2, 2011, Indicated fall was triggered. 

Ovenill Compliance win be monitored by A review of the Fall rlsk assessrnent dated 
August 8, 2011, Indicated the risk of fall was QA Committee on a quarterly basis. 
scored 16, and the total score above 10 
represents me tesident was In high risk of fall. 

The resident had a physician's order dated F 323 
August 7. 201'1, fot a low bed and the floor pad at 
bedside for fall and injury precautions. 

Extra floor mat was provided and put on 
both sides on 11113/11There was a plan of care developed on 


September 14, 2010, for the potential offaJl and 

injury related to unsafe ambulatlotl, poor eyes!gh~ 
 All C.N.A's and housekeeping staffwere 
forgetfu!.lconfused related to  in serviced to put back floor IUHts after 
One of the approaches was to put a tab a!a~m on cleaning ofroom by DSD on 11114/11 \ '\'\-\ Ii 
a lower bed and to put non skid floor mattress at and 1l/16!1I 

bed side, 


Compliance vviII be monitored by DSD~
On Noverr.ber 1 0, 2011, at 7 p.m., November 11, licensed nurse and department heads on2011, at 12:30 p.m, and 3:45 p.m., the resident 

the daily rounds. was obsorved Iylog In her low bed. There was 

one floor mat on the resIdent's left side of the 


!bed, but there was no finor mat on her right side 
 Overall Compliance wiU be nIDnitored by 
i oHhe bed. QA Committee on a quarterly basis, 

==,,:1=:::-:--c:-:--::~----:c-:::c:=:-:-L-_--LI,-",-~---c:~---,,---_-l;__~1 
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F 323 

F 329 


On November 11, 2011, at 3:45 p,m, during an 
interview with RN 2, she stated the floor pads 
should have been placed on both right and left 
side of the bed. 
483,25(1) DRUG REGIMEN IS FREE FROM 
UNNECESSARY DRUGS 

Each resIdent's drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any 
drug when used in excessive dose (including 
dup!icate therapy); or for excessive duration; or 
without adequate monltoting; or without adequate 
indications for its use; or in the presence of 
adverse consequences 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 facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and dqcumented 1n the clinica! 
record; and resfdents who use antipsychotic 
drugs receive gradual dos~ reductions, and 
behavioral interventions, unless clinically 
contraindicated, 10 an effort to discontinue these 
drugs. 

Th!s REQUIREMENT is not met as evidenced 
by: 
Based on Interview and record review, the facl/lty 

Ilailed to monitor for the resident for baseline 
serum iron or ferritin level and periodic laboratory 

I,, 

F329 

.' 

, 

, 

I 
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F 329 Connnue<! From page 15 F 329 
tests such as complete bloo<1 count (CSC) or 
hematocrit! hemogiobi.'1 when Ferrous sulfate 
was ordered for a long-term use to prevent the 
potentia! of accumulation of iron in the tissue if 
used for a fong duration For two months for two 

: out of 18 sample residents (1,3). 
!FindIngs:. 
a. According to the admission record, Resident 1 
was readmltted on July 26, 2011, with diagnoses 
that Included acute upper respiratory infection 
and debility. 

The quarter1y reVICW Minimum Data Set (MOO} 
assessment dated August 26, 2011, indicated 
the resident was 

The physk:lan's orders dated July 28, 2011, 
indicafed :an order for ferrous sutfate 330 
milligrams (eng) equals seven and a half cubic 
centimeters {cc} liquid by gastrostomy tube (GT) 
twice a day for severe anemia. 

The Medication Rocord dated November 2011, 
lndicated the resident had been receiving ferrous 
sulfate f:\vice a day as ordered by the physician 
for approximately four and one-half months. 

A review of the clinical record revealed there was 
no documented evldence that Indicated the 
clinica! rationale for the long~term use of ferrous 
sulfate for more than two months. 

On November 11, 2011, at 3:50 p.m., during an 

interview wUh the Director of Nursing (DON), she 

stated tile physician should have written a 


( justmcation and -s!le was unabre to find I 

F 329 DRUG REGIMEN IS FREE 
FROM ill<"?lECnSSARYDRUGS 

Resident #1 Ferritin level was checked 01 
11117111. Physician discontinued use of 
Ferrous Sulf.te. 1I/30JlI 1I\1P\I\ 

I i 
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F 329 Continued From page 16 
documentation by the physician on why the 
ferrous sulfafe should be used for more than two 
months, 

b. According to the admiSSion record, Resident 3 
was admitted on March 3, 2004, with diagnoses 
that included , osteoarthritis, and 
chronic kidney disease. 
The quarterty review Minimum Data Set (MDS) 
assessment dated August 5, 2011, indicated the 
resident was  

 

The physician's orders dated May 15, 2011, 
indicated an order fro ferrous sulfate 325 rng by 
mouth daily for severe anemia, 

The Medicatian Record dated November 2011, 
indicated the resident received ferrous sulfate 
every day for approximately six months as 
ordered by the physician" 

A review of the clinical record revealed there was 
no documented evidence that indicated the 
clinical rationale for the long-term use of ferrous 
sulfate for more than two months. 

According to the State Operation Manual (SOM), 
clinical rationale should be documented if iron is 
ordered for a longMterm use (greater than two 
months), or if administered more than once daily 
(dally iorgreater than a week), because of side 
effects and the risk of accumulation of iron in the 
tissues. ~Aonjtoring of the baseline serum Iron or 
ferritin level and periodic complete blood count 
(eSC) or hematocrltlhemoglobin is needed. 
Adverse consequences [ncludes constipation, 
dyspepsia, accumu!a!ion of iron in stores that 

,,,, 

F 329 

Resident #3 Iron level results were 
reviewed v.rith physician, Ferrous Sulfate 
was discontinued on 11121111­

In-service given by Pharmacist cOIlSUltan 
regarding Anemia, use ofFerrous Sulfate 

\1 ~'-,-\\\and Laboratory tests needed on 11/22/11 

DON wi1l monitorJ.lll residents on Ferrous 
Sulfate as needed, 

Overall Compliance will be monitored by 
QA Committee on a quarterly basis. 

, 

[ 
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cat.:se multiple complications If 91von chronically 


; despite r.orma! or high fron stores (SOM, October 

, 2010, page 390). 


F 371 
 483.35(1) FOOD PROCURE, F 371 
F37! FOOD PROCEDURE, STOREIPREPAREISERVE - SANITARY 
STOREIpREPARElSERVE­
SANITARY 


1(1) Pro.....":.1re food from sources approved or 

The facility must ­

, 

considered satisfactory by Federa~ State or local 
authorities; and 
(2) Store, prepare, distlibute and serve food 
under sanitary conditions 

This REQUIREMENT is hot met as evidenced 
by; 
Based on observation, interview and record 

review, the facility failed to ensure: opened food 
items were labeled with opened dates, prepared 
foods were labeled with prepared dates. 

Findings: 

On November 10, 2011, at 5:45 p.m., the 
fo!lowing was observed in the kltchen: 

i. One box (20 dozen) of frozen roll bread dough 
was opened from the packages, and a box of 
'Garden burger patties' was opened witho'Jf date 
labeled. 

According to the policy of sanita!lon and food 
handling, aU unused food must be securely 
covered with fresh piece of plastic film or 
aluminum foU.-AU items are to be dated and i 

AU items were dated and labeled 
immediately, 

. . .. 

Dietary Staffwas in-serviced by Dietary 
Supervisor regarding dating and labeling 
offDod on 1lI1l111 

In- service was also given by Dietary 
Supeni.sor to Dietary Staff regarding, 

accurate datIDg offood served lor 
breakfut on 11111/11 

Compliance wiU be monitored daily by 
DSS 

0ver0I1 Compliance will be monitored by 
QA Committee on a quarterly basis. 
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labeled as to their content. 


2. There were 60 cups of 4~ounce milk and 30 

cups of 8-ounce mill< in the walk-in refrigerator 

covered with plastic film and dated 11/11/11, 


During an inteNiew With the dietary assistant who 
I prepared the milk, stated be had prepared the 

I milk on November 10, 2011, at5 p.m" but he had 


F 425 

labefed those cups of milk as November i 1, 
2011, because that milk would be served on 
November 11, 2011. He stated he had boon 
labeling the date when the m;!k were supposed to 
bescrved. 

On November 11, 2011, at 12 p.m. during an 
interview with dleta:y supervisor. she stated the 
dietary personnel should have labeled the same 
that he had prepared the mll<. 
4B3.BD(a),(b) PHARMACEUTICAL SVC ­
ACCURATE PROCEDURES, RPH 

The facility must provIde routine a.nd emergency 
drugs and biologicals toJts residents, or obtain 
them under an agreement described in 
§4B3.75(h) of this part. The facility may parmlt 
unlicensed personnel to administer drugs If State 
Jaw permits, but onty under the general 
supervision of a licensed nurse, 

A facility must provide pharmaceutical services 
(including procedures that assure the accurate 
acquiring, receiving, dispensIng, and 
administering of all drugs and biologicals) to meet 
the needs of each resident. ,,, 

The facUlty must employ or obta:n the services of 
a licensed pharmacist who provides consultation 

.. 

F 425 

- -
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on all aspects of the provision of pharmacy 
services in the facUlty 

This REQUIREMENT is not met as evidenced 
by, 
Based on observation, interview and record 

review, the facility talied to ensure a resident's 
mouth was rinsed aUt with water after lnhafaiion 

, of corticosteroid medicaUon (Symbicort) 10 

i minImize dry mouth and local infection for one out 

I of18 sample residents (17). 


Findings: 

According to the admlssion record, the resident 

was originally admitted to the facility on 

September 15, 2000, and readmitted on August 

31,2009, with dlagnose s that Included pulmonary 

embolism, chronic o' ostructlve pulmonary dIsease 

(COPD) with exacerbatkm, and congestive heart 

faUura, "' 


The resident had a physician's order dated 

November 13. 2009, for Symbicort 160 mcg/4.5 

one pufftwo times a day for COPD. 


i (Symbicort inhalatron is corticostefCtd
!medication), I 

i On November 11, 20j 1, at 8:35 a.m. during a I,: medication pass cbservation fur the resident. .
; Licensed Vocational Nurse 2 (LVN 2) 
, administered one puff of Symblcort inhalation to . i ,the resident and gave her half cup of cranberry ,
juice The resident dra nk the- cranberry juice I,instead of rinsing her mouth out with water, and , 

, I 

F425 PHAR.'1ACEO'TICAL SVC­
ACCURATE PROCEDURES, RPH 

Licensed nurse was in-serviced 
immediately by DO},!. 

Medication order shecl: was modified to 
add "rinse mouth after each use" 

Licensed nurses were in-serviced on 
1 I114111medication pass by DON and on 
11116111 ­

Pharmacy consultant in-serviced licensed 11\").."1-\11
nurses on administration ofSymbicort 
inhalation on 11/22111 

DON will monitor for compliance 
randomly at medication pass. 

Overall Compliance win be monitoredby 

QACommittceonaquarterlybasis. " ', ­

. 
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l VN 2 stepped out of the reskient's room. 

During an interviewwlth Registered Nurse 1, on 
the same day at 9:10 a,m., she stated the 
resident should have been instructed to rinse out 
her mouth wlth water instead of drinking juice 
after admInistration of Symbioort Inhalation. 

A review of the facilily's Administration 
information of Symbicort indicated to Instruct the 
felildent to nnse mouth with water to minimize dry 
mouth and local infection after administration of 
Symbicrnt 

A revieW ofthe product jnformatiofi- "Spacing and 
Proper Sequence of inhaled Medicatioris" 
indicated to rinse the mouth out folfowing use and 
do not swallow the water after administration of 
corticosteroids to help preventing oropharyngeal 
fungal infections. 

F 441 483.65 INFECTION CONTROL, PREVENT F 441 
SPREAD, LINENS 

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infectiorL 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it· 
(1} investigates, controls, and prevents infections 
in 1I1e facility; 
(2) Decides what procedures, such as isolation, 
should be applied to an indivldual resIdent; and 
(3) Maintains a record of Incidents and corrective 

! actions related to infections. 
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(b) Prevennng Spread of Infection 
(1) Vilhen fl1e Infection Cor.tm! Program 

determir.es that a resident needs isolation to 
 F441lNFECTION CONTROL,
prevent the spread of infection, the facility must, PREVENT SPREAD, LINENSrsolate the residenti 
(2) The facility must prohibit employees with a 

communIcable disease or infected skin lesions 

from direct contact with residents or their food! if 
 Oxygen tubing arul humidifier bottles 
dlrE",.ct contact will transmit the disease. were changed and placed in a bag on 
(3) The facility must require staff to wash their 11111111 
hands after each direct resident contact for which 

hand washing is Indicated by accepted 
 Treatment order sheets were modified to 
professional practice. add instruction "Care ofOxygen Tubing I 

Humidifier ... 
(0) Linens 
Personnel must handle, store, process and 

In-service given to licensed nu.rses ontransport linens so as to prevent the spread of 
dating and care of02 tubing and infection. 
humidifier bottles by DON on 11114111 IIl1'1 \11 

Licensed nurses. DSD, Department heads 
This REQUIREMENT !s not met as evidenced and team leaders will check for 
by: compliance during daily rounds 
Based on observation, interview and record 

review, the facifify failed to ensure the respiratory Overall CompIiance will be monitored by 
care equipment such as an oxygen tube, and QA Committee 00 a quarterly basis. 
humidifier bottle used for a .residents were 
properly labeled wifl1 cates changed and not 
touch the fionr (9) and falfed to have an infection 
control program designed to disinfect Clostridium 
ciff1Cile (C. dlffidle) by not mtxing cleaning 
disinfect and water mix were in proper 
proportions accordance with the manufacturer's 
specifications and failed to observe infection 
precautions as ordered by the physician (11) for 
two out of 18 sample resIdents (9,11). 

, 
., , I i 

, 

'R'" CM$-2561(02-SII) f'IlMOOSVerskms Obso1e!O Focilt¥ 10; CA92CQOV0'17 If contlnustl'vn sheet Page 22 of 3Q 

http:dlrE",.ct
http:determir.es


C=NTERS FOR MEDICARE & MEDIC,~ID SERVICES 
STATEt.l£!!JT Of DEFIC1ENC1ES 
AND PL4.N Qf CORREC,!ON 

(Xi) PR0\10ERlSUPPL!ER/Cl.!p. 
jO:O.~TjFiCAT.O.'l NG'MBER: 

5B5590 

NAME OF PROViDER OR SUf'FUER 

ALAMEDA CARE CENTER 

(X4) IP SUMMARY STATEMENT OF DEFICIENCIES 

(X2) MULTP~a CONSTRt:;:;TION 

,A 8U1LDING 

(X3) DATE sURVEY 
Cot,l;:;'ETED 

, 
iB. VJlNG 

1111212011 
STREET ADDRESS, CITY, STATE, ZIP COO€. 

S25 W, ALAMEDA AVE 

BURBANK, CA 915<>5 

PROVIDER'S PLAN OF CORRECTION 
PREFIX 

TAG 
(EACH DEFICIENCY MUST Dt:: PRECEDED ay FULL 

REGULATORY OR lSC IDENTIFYING INFPRMATION) 
(EACH CORRECTIVE ACTION SHOULD.BE 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCy) 

F 441 Continued From page 22 
Findings: 

a. According to the admission record, Resident 9 
was originally admired to the facility on 
September 6, 2010, and readmltted on August 7, 
2011, with diagnoses that tncluded acute 
respiratory failure and congestlve heart failure. 

The Minimum Data Set (MDS) assessment dated 
August 19, 20~1 indjca~d the resident was 

far daUy 
decision making and needed extensive 
assistance In activities of daily IMng, 

Or, November 10, 2011, at 7 pJ'T1, during an initial 
tour of the facility jn the presence of Registered 
Nurse :3 (RN 3), the resident was observed lying 
in her bed. There was oxygen machine 
connected to a tubing next to the resident's bed, 
The oxygen tubing was obseNed coiled around 
the oxygen machine and a portion of the tubing 
was was observed on the ffoor. Thero was a 
humidifier bottle connected to the oxygen 
machine. There tube and the humidifier bottle 
were not labeled with dates 10 help defllrminethe 
dale(s) the humidifier and me tubing has to be 
changed, 

Dur!ng an interview with RN 3 present at the time 
of the observation when asked was not abfe to 
tell or provide evidence when the oxygen tube 
and the humidifier bottle would be change or 
replaced. RN 3 stated the oxygen tube should 
have been stored in a plastic bag, oot touch t'1e 
floor. 

A review of the faCility's porlC}' a.nd procedure of 
, oxygen administration ind!cated the date, orne 

F441 

The dolls clotl:es were 'washed and body 
disinfected on llil2ill 

In-service Was given to nursing staffby 
, DON on 11114/1 L To disinfect doll will 

use of alcohol wipes hand wipes or Sani~ 
cloths, 

Individual dons will be provided to 
residents as needed to avoid sharing of 
dolls, 

All staff "''ill monitor for compliance 

Overall Compliance will be monitoredb) 
QA Cotnntittee on a quarterly basis. 

\ \ 
1 \ ty Ii 
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and initial should be noted on oxygen equjpment 

when it was lnltia!!y used and when changed. 

'When not in use, the oxygen tubing should be 

s:ored Ir: a clean bag. 

b. According to the admission record, Resident 
1: 1 was readmitted to the facillty on November 27, 

2008, with diagnoses that Included 


 and  


The Minmum Data Set dated October 31, 2011, 

indicated the resident was 


 for dally declsron-making, oniy 

needed supervision with mobility ,an~ some 

activities of daily living, and needed extensive 

assistance vlfth dressing, hygiene, and bathing. 


The resident had a physician' 5 order dated 

November 1, 2 011 to apply Elim1te Cream 5% 

times one dose from head to toe, in between 

fingers, to leave for 8-12 hours then shower in the 


. morning a!1d to follow infection precautions for 

prophylaxis of rashes. The resident had a second 

physician's order dated November 8, 2011 for a 
 . 

second treatment with Elimlte Cream 5% for 

prophylaxis treatment for rashes. 


On November 11, 2011 at 10 8.m" the resident 

was observed in the Large Dining Room seated 

at a table. The resident was cuddling and kissing 

a doll. 


On Nowmber 11, 2011 at 12;30 p.m., duling a 

meal observation, the resident was in the Family 

Dining Room seated at a table w·rth two other 

female residents one of these female residents 

was Resident 19. Resident 11 was observed 


, during the lunch meal ho!ding the same doll that ,she had in her arms earlier in the day. I I 
ii 
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After finishing with her lunch the resIdent was 
observed talking to the doll, putting the doll's 
hands in her O1Ollth and kiSSing the dolL Resklent 
19 stated t1at the dol! was 1ers and that she 
(Resident 11) had taken the dol! but that they 
fake turns sharing it. 

The plan of care dated November 11 t 2011 with a 
target date of December 1,2011, for Resident 11, 
indicated the resident was symptomatic and was 
on prophylaxis refated to possible exposure to 
scabies, The goal in the care plan stated the 
resident would have no rash Of itching daily for 
idght weeks. -However the interventions in the 
care plan did not address how the fadlty would 
take infection precautions with items ttlat 
resident's share such as the doll. 

On November 11, 2011 at6;10 p,m" Resident 19 
was observed going by Nursing Station 1 holding 
a doll in her arms and stated that she got her doll 
back. It looked like the same dol! that Resident 11 
had earlier in the day, At the same time Socia! 
Services staff stated that Resident 19 had taken 
the doH from Resident 11. Registered Nurse 2 
{RN 2} who was also at Nursing Station 1 stated 
that the two residents share the doll but that 
Resident 19 doesn't kiss the doll she just hold it 

During an Interview with RN 2 on November 11, 

2011 at 6:25 p.m., she stated that sharing a doll 

between residents does become an !nfection 

control issue and added that the dol! should be 

wiped down with a disl:ifectant wipe. 


According to the facility's policy reated to Scabies 

Prevention and Control, non-washable personal 


!clothes and Items should be placed in a plastic 
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bag and keep sealed for seven days. 

c. On November 11, 2011 at 5 p,m., during an 

interview, the HOllsekeeping Supervisor (HKS) 

statsd mat his staff uses gowns, gloves and 

masks to clean "isolafion rooms", He also slated 
 All Housekeeping! Laundry employees 

have been in-serviced with dernOrlstratio 
the daily stand-up meetings when to use bleach 
the Director of Nursing (DON) lnfonns him during 

provided on 11/12/11 by senior manager 
to clean "infec:ion roOJT;S", \.I\Ihen asked about on accurate mixing ar.d solution for rooII' 
cleaning a room that had been in contact isolation cleaning.
precautions for Clostridium djfficile, he stated he 
doesn't know when to Use bleach because he is In-service for isolation room and regular 
not familfar with the different types of infections. room cleaning has been pIOltided on 12-( I II{He only knows that bleach IS to be used with . 

1211iIl."scabies infection." When aSKed how he used the 
bleach he stated he uses eight ounces of bleach 

Cleaning procedures will be monitoredto a gallon of water (eight ounces equals one cup 
and there are 16 cups In a gallon, therefore eight and detl:1OS provided on a routine basis b) 
ouncas of bleach in a gallon of water would be a senior manager 
1:16 ratio). The HKS demo:1strated how he mixes 

the bleach and water solution by filling an eight 
 Overall Compliance will be monitored b 
ounce measuring cup \'Vit1 bleach and measure QA Committee on a quarterly basis. 
the water in a one gallon container and once 

mixed he fills a sprayer bottle with the solution. 

He stated he saves any solution that is left over to 

use the torlowing days. 


On November 11, 2011 at 5:20 p.m, during an 

lnterview with Housekeeping Staff 1 she indicated 

that to clean a room in contact isolation she uses 

gloves only and a disInfectant caned 3m U-1 Plus. 

To mop !tie fioors she uses either 3m U-1 Plus or 

Citrus Solvent, and states they are both the 

same. She demonstrated WIth a measuring cup 

how she mixes ha!f-a-cup of 3M U-1 Plus Of 


Citrus Solvenf and two gallons of water in the 

mop bucket to mop the ftoors. She also stated 


_trrat she uses the same process to do routineI 
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F 441 Continued From page 26 F 441 
cleaning of a room and a room in contact 
isolation. 

According to a U-1 Plus Efficacy Data sheet 

provided by the Housekeeping Supervisor C. 

difficile is not included in the fist of organisms it is 

effective against. 


According to a Housekeeping In-Service on 

Chemicals: Use and Dilution U-1 is a germicide it 

is to be diluted with two ounces to one gallon of 

water and if used properly, it will ensure all 

surfaces are cleaned and disinfected, and Citrus 

Solvent is'a heavy duty cleaner and degreaser, it 

does not indicate if it is to be used straight from 

the container or if it is to be diluted. 


According to Transmittal 55 dated December 2, 

2009, sent by The Center for Medicaid and 

Medicare Services (CMS), C. difficile can survive 

in the environment (on floors, bed rails or around 

toilet seats) in its spore form for up to six months. 

Rigorously cleaning the environment removes C. 

difficile spores, and can help prevent 

transmission of the organism. Once mixed, the 

solution is effective fur 24 hours. 


According to the Housekeeping policy on 

procedures for deep cleaning C. difficiJe infected 

rooms a bleach sanitizing solution of 1:10 bleach 

water ration in a spray bottle is to be used and a 

yellow apron, face mask and gloves are to be 

worn. 


F 465 483.70(h) F 465 
SAFElFUNCTIONALlSANITARY/COMFORTABL 
EENVIRON 

The facility must provide a safe, functional, 
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SAFEIFUNC"TIONAIlSANITARYICO~

, sanitary, and comfortable environment for FORTABLE ENVlROJ\'MENT; residents. staff and the pub!ic_ I , 

Linen closet was cleaned and debrisThIs REQUIREMENT is not met as evidenced 
removed from comer onl2fllllby: '~"\!I 

Based on observation and interview t.'lC facility 

failed to provide a sanitary envlrollme~t for 
 Door ofshower room was sanded down 
residents and staff. and repaired and painted 1211111 ''"1'1 11 

Findings: Wallpaper was replaced outside room 18 
l1illlll 11\1\1"On November 11, 2011 at 3; 15 p.m., during a 

general observation tour of the facility in the 
Dirt and -debris cleaned around enfly waypresence of the Maintenance Supervisor and 


Housekeeping Supervisor the following was 
 in emergency food storage 12/1111 !-.jlll! 
observed: 


Screen door was put back on track on 

0fJ Station 1 
 lilli/IIroom 15. l1il1/11 
1. Clean linen closet across from Room 4 had dirt 

and debris accumulated in the comers of the 

tIoor~ 

2. In the Male Shower the door had water 

damage on the side towards the inside; the palnt 

was chipped off in an area coverlng 

approxJmately 3 feet by 3 feet. 


,3. Outside the door of Room 1B the wallpaper , 
was missing In an area approximately 3 feet by 
10 feet ' 

4. In the Emergency Food storage room there 

was an accumulation of bulld...up dirt on the floor 

around t!ie entry way. 


, 5, Room 15 the screen to the sliding glass door 


,i was off Its track. 
 I, 
~ ~ -cvcntID.~3T!11 If continuat!On sheet Page 28 of 30 
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On Station 2 
1" Room 24 the screen to the sh"di:1g glass door 
was off its traok, 

2, The Storage Room next to room 24 had the 
door threshold with the paint peeling off and had 
dirt stains; the door had water damage on the 
side towards the inside, paint chipped off and 
bare wood visible, 

3" Clean linen closet across from the employee 
lounge had accumulated dirt.and del:tris and the 
shelves had old stains with build-up dirt. 

4, The Female Shower emitted a severely strong 
feces..type malodor, although, the only item In the 
shower room was a shower chair. The 
Maintenance Supervisor stated that it might be 
tlo shower floor that had the malodor. 

5, The wall paper was peeling off the wall by the 
time clock in an area approximately 2 feet by 2 
feet. 

6. In the Housekeeping Storage Room by the 
Laundry Room there was a spray bottle labeled 
3M Quart Disinfectant. however, the 
Housekeeping Supervisor Identified the contents 
of this bollie to be 3M u-1 Plus dIsinfectant 

In laundry Room 
1. The was~ing machines had build-up detergent 
stains and accumulated detergent scum around 
the area \'lfhere the detergent and washIng 
solutions pour into the machine. 

2. There was accumulated lint and dust behind 

event 10: \101711 

1(X;;M~·LTIPL!; ;;:ONSTRVGnON 

A GU1LDfNG 

PRE.9X (EACH CORRECTIVe ACTION SHOULD BE '""""'~"" '" 
TAG CROSS·REFERENCED TO THE APPROPRIATE MTE 

OEFIC1ENCy) 

F 465 Screeu door \\'as put back on track in 
room 24. lI/llill 111"1 !I 
Storage room door was repaired and 
paUlted 1211111 pit III 
Linen closet was cleaned ofstains and 
debris and painted on 12fl}ll 

The shower room was cleaned 
immediately and housekeeping,wilJ 
continue to clean and monitor, 
11111111 

The Vitallpaper 'Wa.~ glued on near time 
clock. 11/14/11 

Housekeeping Supervisor was in-scrvi 
to insure all chemical spray bottles hay 
corresponding chemicals to labels on 
1l!12l11. 

Washing machines were cleaned and 
scrubbed on 12l11l1 

Lint and dirt was cleaned behind the 
washing machines on 1211/11 

Housekeeping Supervisor, Maintenanc 
Supervisor and Department heads will 
monitor for compliance on daily round . 

Overall Compliance will be monitored 
QA Committee on a quarterly basis. 
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the washfng machInes. 
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