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(X4} 1D SUMMARY STATEMENT O DEFICIENCIES D PROVIDER'S PLAN OF CORRE ‘
PREFIX (EACH DEFIGIENCY MUST BE PRECEDGED BY FULL FREEIX (EACH C—ORRECT&@E ACTIOM Sﬂg;rlli_%NBE CDMIE‘E%)TM
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
. DEFICIENGY)
F 000 | INITIAL COMMENTS | FO00!  Preparation and/or execution

’ of this Plan of Correction |

The following reflects the findings of the does not constitute admission

—QQ
e
Galifornia Department of Public Health during a | oragreement by the providér ,§
Federal Recertification survey. ‘ + of the truth of the facts ! =]
_ alleged or conclusions set | 0N
Representing the Department of Public Heaith: forth on the Statement of | Q
HFEN, 32096 : Deficiencies. This Plan of |
HFEN, 38841 Correction is prepared and/or o
HFEN, 39489 executed solely because it |
~ required by the provisions of E
The facillty census was 80. The sample size was Health and Safety Code n <
18, Section 1280 and 42 CFR | N
F 659 | Choose/Be Notifled of Room/Roommate Change Fesg;  403.1907.
35-E | CFR(s): 483.10(e)(4)-(6) - ; C%’
“This Plan of Correction |
§483.10(e)(4) The right to share a room with his constitues my written =~ |
or her spouse when married residents five in the ~ oredible allegation of J
same facllity and both spouses consent to the compliance for the C
arrangement. deficiencies noted”
$483.10(e)(5) The right to share a room with his ' i —
or her roommate of choice when practicable, F 559 5/25/19
when both residents live in the same facility and i
hoth resldents consent to the arrangement. : A: Resident1and 8arein
process of being assessed for
§483.10(e)(8) The right to racalve written notics, discharge to lower level of |
inctuding the reason for the change, before the , care. At this time there is no
regident's room or roommate in the facility is room open that would ailow
changed. ; them to be together due to they
This REQUIREMENT is not met as evidenced are currently occupied by other
by: : residents
Based on observation, Interview, and record
raview, the facillty failed to promote married B: There are no other
residents’ rights {Resident 1 and Resident 8)to _ couples inthe facility at
share a room in the same facllity for a census of this time.

80 in a 67-bad facitity. _ |

| This failure resulted in feefing discontent and

o ) | |
LAW lHEOWWf PPLIER REPRESENTATIVE'S SIGNATURE _ TLE (X8) DATE
4 . ﬁSd W]Wlf‘? h(qf“("{/ ; “Su,/; o //?

Any fefliegdey statement ending with an esterisk {*) denotes a defictency which the institulion may be excused from corrasting praviding It s determined that
uthengafagiands provide sufficient profection to the patients. {See inglructions.) Except for nurging homes, the findings stated above are disclosable 90 daye
followdnd the date of survey whather or rot & plan of cormoction s provided. For nurelng homes, the shove findings and plans of corraction are disclosable 44
days followlng the date these dosumants are made svailable to the facllity. 1 deficiensles are clied, an approved plan of corestion is redtiisite to conllnued
prograrm participation. '
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OAK RIDGE HEALTHCARE CENTER

0 OAK RIDGE DRIVE
ROSEVILLE, GA 95061

. EQRM APRROVEL
~ CENTERS FOR MEDICARE & MEDICAID SERVICES | OMB NO, (938030
STATEMENT OF DEFICENCIES (X1) PROVIDER/SUPPLIERIGLIA X2) MULTIPLE CONSTRUGTIO VEY
-| AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: fk ;U,mlﬂa RuCtion DR e LY
R :
‘ ‘ 055401 B, WiNG ‘ 04/252049. |
NAME GF PROVIDER OR SUPPLIER ‘ STREET ADNDRESS, Oy, BTATE, 21 GORE |

‘whiy they did not share a room together when his

unlinformed for Resident 1 and Resident 8.
Findings: '

in & concurtent observation and interview on
A22119 at 11:16 a.m., Resldent & was ohsarved
sitting in her room. The resident stated har
husband was i the same facllity and expressed
her dasire to shiare 2 rom with him, Upan her
admission in 10118, Resident 8 stated she spoke
with [Name] about sharing a reom with her
hushand, who was - a resident at the faci ity since
1118, but it did not happen. The resident stated no
one explained ko her the reason why they could
not share & room togather or inform her whethar
or nof they could share a room in the future, The
resident stated it would be nice to share a room
witl her husband.

rt an interview on 4/24/19 at 810 a.m., Resident
1, the spouse of Resident 8, stated, "We would
fike to share a raom very much.. My wife
requatted when she admitted to the facllity bigt
ditt not happen, Maybe if's aexpansive... don't
kinow." Residgent 1 statad the nurses asked him

wife was admlited. Resident 1 stated he told the
nurses that he woudd like to share & room with his
wifid very much. Resident 1 steted they had been
msrried for "80 great years” and shared & roon
together during that time. '

Review of the faclity's #/17 poficy and procedlure,
Admigslons-Reom Assignments, stipulatad, " &
restdent ig admitted to a faciity where Ivis of her
spousa is already = resident, and both spouses
consent to live In the same room, they will be
placed together ag soon as it i feasible. . Room

assigniments are made without regard

married couple Social Services

will do a facility a [ocatiofi

assesment to make sure thisir

wishes are dogumented %m d
followed as needed. If |

available they will beipladed

together. I no sutiable |

accomidations upon aﬂimvﬁsion
they will be placed to’ge‘!h ot ity
the first available room, [Bhcial

Services will continue 1o

monitor the living arrangmenis

quarterty with each care;
conference, 1

D: Sovial Services will feport the «
findings fo the Continuing Guality
Improvement Team for beliew

and reconmmendation. The

Administrator will monitor on

1/41y Basis wntil cumplim'f: '

%) 1D SUNMMARY STATEMENT OF DEFICIENGIZS I PROVIDERS PLAN OF CORREGTION o
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY BULL ° PREFIY {EACH CORRECTIVE AGTION SHIULD BE COMPLETION
TAL REGULATORY OR LEC IDENTIEYING INFORMATION TAR (ROSS-REFERENCED TX THE AFFROPRIGTE DATE .
: DEFICIENCY) - '
F 5 - '; . v ..‘---..: " P u‘ PRI —
F 839 Continued From page 1 F 858 C: Upox Admission of g

A

R
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FORM APPROVET:
OME NO, 0938-0504

STATEMENT OF DERICIENGIES X1} PROVIDER/SUPELIERICLIA :
AND PLAN OF CORREGTION v IDENTIFICATION NuMﬂgﬁa; ﬁﬂﬁ;’g"ﬁ CONSTRUCHION "“’23{5?&‘5;’5"
. 055491 B, WING 041252010
NAME OF PROVIIER UR SUPPLIER , STREET ADDRESS, CITY, BTATE, 2/P GODE
Y ' 10 OAK RIBEE DRIVE
DQAK RIDGE HEALTHCARE CENTER :
KR H C  GENTE ROSEVILLE, GA 95081 -
XA - ELIMMARY STATEMENT OF DEFICIENGIES . PROVIDER'S PLAN OF GORRECTION x|
PRERIX (EAGH LEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE barE
BEFICIENCY) ;
F 552 | Continued From page 2 'F 659
to...payment source...”
In an interview on 4/23/19 et Z:56 p.m., the Social E
Service Director (530 stated she was not aware ;
of Resident 1 and Residant 8% dasive to share & i
rantrt. The 8B indicatad she started her position i
1119 and sfated had she knawn the resldents §
preferenge, she would have advacated it The i
B850 acknowladged there was no asgossmant to
verify whether the residents consented to live in :
the same roon. The S8D stated the daily census :
was 59 on4f2319, f
In an interview on 4/24/19 ut 8:55 a,m., the |
Admission Diractar (AD) recalled the :
Ghnversation with Resident 8 about her recuest to
share a room with her husbarnd. The AD
acknowledged the request should have been
followed up and statad, “Thay have been marrled
tor g long time:*
[M'an irterview on 4/24/19 at 12:45 p.m., the - .
Director of Nursing (DON) acknowledgad the . - ‘
residents preferance for sharing a room with their F 602 | 5hs 4
ﬁgggfgdﬂhauld have been followsd up and A~ On473/19 the Direéu:!“ of
F 682 Nutrition/Mydration Status Mainfenance F 697 Nutaes et with the RD.
58=n | CFR(s): 463.25(g)TM(3) - The resident had Med Pass
) edded to her orders sgn on
§483.26(g) Assisted riutrition and hydration. #24/19 she was added to
{Includes naso-gastric and gagtrostomy tubes, weakiy rates and was |
hoth parcutaneous endoscopic gastrosiomy and given a house supplement
pereutaneous erdnscoplc jajunostomy, and shake was ordered. Sitce
anteral fluids). Based on a reskient's then she has gained bight
camprehensive assessment, the facllity must and is preparing o b;“'T
ensure that a resident- discharged to a lawer level
a ! - 1‘ L
§483.25(g)1) Maintains accoptable parameters o 6o

FORM CMB-2587(02-0) Previous Versong Dbsolerta

Evant [t E00x11

Facillty 10 £AQ30000530
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

GENTERS FOR MEDICARE & MEDICAID SERVICES

PEIN TELE UM Fravr s
FORM APPROVED

status and infaction.

| Review of Resident 30's admisslots Winimum

weight and experlencad significant weight lossas

Resident 30 was admitted to the facility 1172618
with disgnoses that included aliered marial

Data Set (MDS, an assessment fool) indicated
her height was 80 inches. '

Review of the clinical record's Wefghfs and Vitals
Summary indicated Rasident 30 continuously lost

since admiesion as follaws:

r»__.Bﬁ,_ ( ‘ QMB NO. 0938 0391
STATEMENT OF DEFICIENGIZE | (1) PROVIDER/1PPLIER/GLIA (X2 EY
AND FLAN OF CORREGTION ENTIFICATION NUMBER ; | ; ljﬂ;é.;;!;LE CONBTRUCTION (xa) é’é‘&% Eé}%vngv ‘ g
D5dot B Wik L1 eaizbigoty |
NAME OF PROVIDER OR SUPPLIEIR STREET ADDRESS, OV, STATE, #F CODE -
OAK RIDGE HEALTHCARE GENTER 310 OAK RIDGE DRIVE
' . . ROSEVILLE, CA 95661 ‘
{d} D BULMARY STATEMENT OF DEFICIENCIES I FROVIDER'S PLAN OF CORRECTION {5)
PREFX {RACH BEFICIENCY MUST BE PRECEDED RY FULL REF EACH CORRECTIVE ACGTIO t E COMPLE ;
TAG REGLLATORY ORLSG IDENTIFYING INFORMATIOH) v GROSS.REFERENCED 10 T, prbhie SN R
: ‘ - DEFICENCY) =~ 5:
F 692 | Continued From pEge 3 . F a2 : N :
of hutritional status, Buch as usual bedy weight or B- No other residents weve found
tesirable hody weight range and electrolyte _ by the Director of Nutsgs to
balance, uniess the resident's elinfeal condltion have had o weight loss ot
demonstrates that this is nat possible or resident properly addressed: |
 preferencas indicata otherwise; ' o
C~ The Dictary wilf alert the RD i i
§488.25(g)(2) Is affered sufficient fluld intake to of any weight ch:mge{s. The g
taintain proper hydration and heath; RD will make any |
: recotnmedations needed and
§483.25(9)(3) Is offered a therapeutic diet when will follow up wikithe
thare is & nutritional problem and the health care resident during her wiegkly
| Provider erders a tharapeutia dict, visit. Medical Records;will
This REQUIREMENT is nof met as evidenced andit residents with dn
byy: ' ‘ weight loss to make sure
Based on Interview and recard review, the faollity appropriate steps arebeing -
Talled fo ensure weight loss assessiment and recommend and chart to
preventive measures were implémentod timely address any welglit ariances.
when one of 18 sampled residents (Resident 30) The Director of Nurses will
had unintended significant welght losses for 4 meet with the RD duripg her
carsus of 60. facility visit to ensure iny
o ‘ weigh vatiances are .
Thie failure had the potential fo contributs to addressed to ensure !
Resident 30's Insidious and signifivant weight lnse comphaneo. :
of 13% In 4 months. ' : ; ‘
Findlngs: ' D- The Dizéctor of Mutses will

report her findings to the
Continuing Quality |
Improvetnent Teant dor
review and recommendation,
The Adminisirator will
motitor on 1/4ly basis until
compliant

FORM CMB-2567(02-48) Previoys. Verslons Dhaolate

| Even ID:EOBKA1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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T1/27/18: 120 Iba (pounds)

12/1/18: 118 Ipa

12/318: 118 Ipg h
12431716 112 b (-8 ibs, 7% Wolght loss in 1 -
monil; & significant weight lose) .
1/1119: 112 lbs

22198 108 Ihs -

/MM 109 Ibg (- Ibe, 8% weight lass in 3
months (12/1/18-3/1/18), a severs weight loss)
419: 104 ths (-16 lbs, 13% walght loss in 4
months since the admission)

Review of the facllity's revised 11/14 podicy and
procadure, [Compary Narne] Waight Charige
Protocol, stipulatad, *Early ldentification of o
welght problem and possible Zausels) can ‘
minimize complications, Assessment of residents
experiencing weight changes should be
completed in a thialy

manner...Intewentionsu.weekly walghts, or more
often.., Tha care plan must be revised 5s the
goals and Interventions changes. The goals, _
interventions In the vare ptan should match the
latest assessment,.. The Cara Plan is updated in
all areas,.."

Review of Resldent 30's clinical record, Progress
Notes, Included Reglatered Diatitian {RD} notas
as follows:

12/4/18: Admission Nutrition Assessment
indicated plans to provide & fortifiad dist with a 60
milliter {mi) of mutritional supplemert twice & day
and waekly waight monitoring,

1710119: Weight Varlance Notes indicated plans
to increase the nutritionat supplement three times
& day with "waekily weights in place.” However,

FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB, NO. 0038-0a9°
STATEMENT OF DEFICIEMCIES (X1} PROVIDER/SURPLIERIGLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY |
AN PLAN OF GORRECTION . IDENTIFIGATION NLMBER: & BULDING COMPLETED
: 0554491 | B wme .04/25/2019
MAME OF PROVIDER OR BUPRLIER BYREET ADDREES, CITY, $TATE, 2 COLE g
: ‘ : . 310 OAK RIDGE DRIVE
- E LTH
OAK RIDGE HEALTHCARE CENTER ROSEVILLE, (A 95661 f
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES C D PROVIDERS PLAN OF CORRECTION . | ey}
PREF (EAGH DEFICIENCY MUST BE BRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE _ COMFLETIGN |
TAG FQULATORY OR LSC IDENTIFVING INFORMATION) TAG CROFS-REFERENUED TO THE APPROPFATE bATE
o _ DEFICIENGY) | ; :
! .
F 692 | Continued Erom page 4 F 692 :

FORM 524
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_CENTERS FOR MEDICARE & MEDRIGAID) SERVICES OME NO. 0938-0301

- STATEMENT OF DEEIGIENRIES {X1) PROVIDER/SUPPLIERIC]JA (X2) MULTIPLE CONSTRUCTION (X9 DATE GURVEY |

AN} PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING COMPLETED - |
05541 B. WiNG - DA/25[2019

NAME OF PROVIDER OR S(iPRLIER

DAK RIDGE HEALTHCARE CENTER

STREHT ADDREES, GITY, STATE, ZIP coqé
310 DAK RIDGE DRIVE
ROBEVILLE, GA 23661

{Xdio

BUMMARY STATEMENT OF DEEICIENGIES

i
PROVIDER'S Rl AN OF CORRECHON

| any vitamin supplements, lab testing, or referral

| rasident could have lost more weight In 20 days

waakly waight monitoring was discontinued as of
1119 The RD) agsessmont did not recommiend

for & psychologist or psychiatriet evaltiation to
Identiy the underlying cause of the 7% of ‘
significant weight oss in a month.

Thare were no RD notes, dated Fabruary or
March 2019, for Residant 30's welght variances
to evaluaie the effectivenass of the Interventions
in place ur overall welght statuy of Resident 30
during which the resident comtinuously
experiencad waight loss that resultad In af b
sevara weitht logs in 3 rionths,

423118 Welght Variance Netes inciuded a plan
to increage the nutritional supplamert to 80 mil
thres imes.a day. - '

Rewview of the care plan for "At risk for weight
lose™ initiated or 2/25119, 3 months after the
resident admittad to the facllity, ncluded a walght
lose Intarvention of "monthly weight" which was
inconsistent with the RD's 1/10/19 notes of
weakly welght monitoring. This care plan had
been updatad once o 4/23/19. -

i an interview on 4/24/19 at 1:56 p.m., the
Regislerad Dietitian Consultant (RDC) verifled the
above RD's notes and Resldant 30's waight
vanante log since the admission, The RDC
acknowledged Residant 30 weight should have
beer assossed more frequently and was not able
to mxpiain the discontinuation of waskly weight
monitoring in January, 2010 when the rasident
neaded closer monitoring. The RDC agread that
RD's 4/23/19 assessmant was late since the

and acknowledged interventions including distary

. 13] {51
PRUEFC (EAGH DEFICIENGY MUST BE PRECEREL RY £L); PREF[X {FACH CORRECTIVE ACTION SHOULD BE GOMFLETION
TAG REGULATORY QR L3¢ IDENTIEYING INFORMATION) TAG © GROBS-REFERENCED O THE APPROPRIATE BATE
‘ . DEFIGIENGY) ’
F &892 Comtinued From page 5
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DEPARTMENT OF HEALTH AND HUMAN SERYICES
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FIRIN Hel; e 2o
FORM AFPROVE
~ OMB NO, 0838038 -

8483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facllity tust be
lubeled in sccordance with curtently acceptar
professional principles, and includs the
#ppropriate aceassory and cautionary
instructions, and the expiration date when
applicabls.

§483.45(h) Stnr_aga of Drugs and Bialaiaal&
§483.45(h)(1) In acoordance with State and

| Fedaral laws, the faclity must store alf drugs and

biciogleals In focked compartments under proper
temperature controls, and permit anly authorized
peraonnef 4o have access to the keys.

§483.45(h)(2) The faciiity must provide separately
lockerd; parmanaently affixed compartments for
storage of confrolled drugs listed In Schedule Il of

N}

At OnAf23/19 the Dirbcl)tor of

STATEMENT OF DEFICIENCIES {X1) PROVIDERAUSPLIERIGLIA (X2} MULFIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN QF GORRECTION IDENTIFICATION NUMBER; A BUILDING ‘ COMPLETED
P! i .
, 055491 B. WING ‘ . 0412612015
NAME GF PROVIDER QR SURPLIER STREET ADDRESS, BHTY, STATE, ZIP CODE -
: 310 OAK RIDGE DRIVE
OAK RIDGE HEALTHGARE CENTER . ROSEVILLE, CA 95861
(41D BUMMARY STATEMENT OF DEFICIENCIES b PROVIDERS PLAN (F CORREQTION Xo)
PREFI " (EAGH DEFICIENGY UST BE PRECEDED BY FULY, FREFX (RACH CORRECTIVE ACTION SHOULD BE CEIMPLETICn-
TAG REGULATORY OR LS0 IDENTIFYING INPORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATS
. DEEICIENGY) '
F 8921 Continued From page 6 - F 692; .
supplements snould have been implemented
-earlier in an attempt to prevent further weight |
loss.
It an interview on 4/25/19 at B:16 a.m., the
Dirsctor of Nursing (DON) stated the RD vished
the faclity weelly or at feast 3 times @ month,
Tha DON indicaied the facility axpectations for
the RD ware to assess.and update the care plan
as su0h as possible or at least on her 1st vielt
.| after residents had significant weight loss, The
DON acknowledged Resldent 30's weight lose
| was identifled 4119 and fhe care plan, updated
onh 4/23/19, was not tmely due to during the 22
days the resident could have lost even more
waight . :
F 761 ' Laboel/Store Drugs and Biclogicals F 761
. 85=D | CFR(s}. 483.45(c)(h){1X2)

- Bles]
F 76l _

Nurses disposed of the wund
dressings, swabsticks. | |

B: On 4/23/19 the Directdr
of Nurses checked for other
expired supplies and none
were found. '

FORM CAS-2657(02-99) Previous Vorgons Obselels |

Evart I EQBA1Y
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TAG REGULATORY OR LEC IDENTIFYING IMFORMATION; TAG WHUBS Moy 14§ nd Jl’“rr\wr R
: DEFICIENCY)

F 761 Continued Erom page 7 ' - F761

the Compreheansive Dnig Abuse Prevention and
Gontrol Act of 1976 and other drugs subject to
abuse, except when the facility uses sivgle unit
packags drug distribution syatems in which the
quandity stored is minimal and a missing dose can

C: All supplies are ordered

weekly. At the time of delivery
the old stock will be pulled
forward and newet suppl;l
will be placed behind. Aty

un

fies found 1o be out dE ted
be readily detectad. : supp
i ' : will be disposed off. Thm i
“tl;;us RECANREMENT is not met as evidenced | ‘ome by the ceaal supply

: ‘ ‘,‘.1
Based on nhservation and stalf Interview, the ermployee. The purses wi

faclilty falled to remove expired wound care also check for expried supplies

with the stock their treatiment
ggppliaa from {he treatment cart for a census of carts. An n-service Wwas done

on 3715/1% by the Director of
" Nurses. The DON will follow

up each menth and perﬁi» :

random checks of the su;:g;ies

This failure resulted In expired wound care
supplies available for residents use.

ridings: I The Director of Nur&ei will
he findings o thf:

Ruring an obseryetion of the Nurse's Station report &

treatment cart on 4/2319 at 10:17 aum, with Comm;tmg Ql:ahty ;rﬂPIﬂvemEHti

Livensed Nurse (LN 1}, the following were , Team for review and :

ohservod: recomumendation. The i

' ' - Administrator will monitot on

1. Twanty seven light to heavy wound drainage 1/4ly basis until compliant

dressings expired on 6/18. . , ‘

2. Fiftean swabsticks expirad on 7/31M8.

3. One disinfegtant wound swebetick expirad on
THS.

i an intetview on 4/23/29 at 10:25 a.m., LN 'f
acknowledged the above findings were axpired .
F 312} Faod Procurement, Htore/Prepare/Sarve-Saritary F 812
g8eF | CFR(z): 483. Sﬂ(l}('i)(z} :

§483.60(1) Food safety mqm"ﬂm&.‘nts :
The facllity must - .

£433 80()(1) - Procure food frotn solircas

FORM CMS-QBG?‘(UE—QS} Franicls Vembors Ohaolata Evant II3: EOBX 11 Faslity I: SAMHIGH0S3) PEv——— pr—— Faga o .
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FORM APPROVER
CENTERS FOR MEDICARE & MEDICAID SERVICES . ‘ OME NO. 0058.0301
STATEMENT OF DEFICIENCIES {X1) PROVINER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY :
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER; A, BULDING COMELETED
. 0a5451 B. WiNG CHASI2019
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 210 OAK RIDGE DRIVE
ARE
CAK RIDGE HEALTHGARE CENTER | ROSEVILLE, CA 86061
a4 101 SUMPAARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i
FREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FLULL PREFIX {EACH CORRECTIVE ACTION SHCULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFCRMATION) TAG . - CROBHREFERENCED TQ THE APPROPRIATE DAY
. DEFICIENCY)
F 812 | Canbinued From page 8 Fe12l wgz 7 T -

approved or considered safisfactory by federal, ©
state or local authorities. :

() This fay irclude food Items obtaina directly
frar losal producers, subject to applicable State
and locaf laws or requiations. _
(i€} This provisian toes not prohibit or prevent
facilities fron using prodiude grown in facility
gardens, subject to compliance with applicable
safe growing and food-hardjing practices,

{iil) Thig provision does not praciuchs residents
from consuming foods not procured by tha facility.

§483.60()2) - Store, prapare, distribute and
serva food in sccordance with profassional
standards for food servics safety. .
This REQUIREMENT is not met as avidencad

Based on observation, interview, and faciilty
poiicy review, the facility failed to ensure:

1. Openad food tems storad in the walleIn
refrlgerator were tabeled and datad:

2. Abowl of chopped mix fruit zind 2 bag of cubed
yallow chesse were fresh; .
4. Food proparation areas, stove, shelves, sk
and drawbts were tlean
4. The toester was clean and free of dark
brown/black crambs: and
5. Awali mounted air ¢onditioner above a food
preparation area was clean and fres of
acoumulabed dirt and dust.
These failyres had the potantial fo cause fond
horne Iinesses for g census of 50,

Findings:

During the Inltial Kitohen Tour on 4/22019 ot 812
a.m. with the Dietary Cook {DC), 10 undated food
ltems were absarved n the kitchen's walin
refrigerator: :

*. dogs 2-date the mrkey ‘_me‘aaf:

. & [zs i
A~ Op4/22/19 the Dietary | ‘

Manager performed the |
following: 1- dated me"llc?ti

* 3-date the sliced salami 4+ |

- Threw away the nine hot dogs :
5~ Dated the diced chicked6- ‘ o
Date the sausage patties 7- ;

. Digposed of fruit 8-Dispdsed

- of tuna salad 9- Dated cottage
cheese 10-Disposed of cubed
cheese. The maintenance
supervisor cleaned tha-will -
moupted AC unit-He dispose
of the pan of pork and clf‘:alned
the toaster. The dietary |
managet cleaned the sotve
and aven as well as the s}
used ofy food preparation.

’ 1

B- The dietary manager!
checked the freezars and ofher
jterns in the fridge and no |
other itans wete found to not
be dated.

FORM CRMS-2567(02-88) Pravlous Yarsione Obsolate
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DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVEL) -
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OME NG, 0938-0301
STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIBLE CONSTRUCTION {48 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:  © A, BULDING COMPLETED .
. . 0535491 B, WING ‘ G4/25/2019
NANE OF PROVIDER OR SUPPLIER " STREET ADDRESS, CITY, QTATE, 21 GODE :

LAK RIDGE HEALTHCARE CENTER

310 OAK RIDQE DRIVE
ROSEVILLE, CA 85661

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN QF CORREGTION

.should have been dated and labisled whwn it was

1. Half.of a & paund package of hot dagﬁ

2. One package of slicad turkey dell mest.

3. One 2-pound pacleage of sliced saalaml deli
mest. :

4, Nine hot dogs i & stymfoam hox.

8, Half of & & pound beg of sooked, dicad
chicken. .

6. One bag of 8 acooked sausege patlies.

7. Alarge steinless steel bowl half full of chopped,
mixed fruit covered with a dark fuz.?y,
green/brown regldue,

8. A large plastic contalner half full of praparecl
tuna salad.

8. Half of & 1 pound plastio-mnialner of coitage
chatie,

10, Half of 8 & pound bag of cubed yellow cheese
coverad with & dark green/brown residua.

Raview of the faciliy's polii:y and procadure tifled, '

"Food Receiving and Storage,” revized 12408,
indicated, “All foods must be stored in the”
refrigeratar or freezer will be covered, tabaldd and
dated {"use hy" date).”

In an intarview on 4/22/18 at 8:30 a.m,, the DG
stated, "...it all has to be thrown out., Everything

opere,”

During & kitchen observation on 4/22/19 af 8:12
a.m. aconmpanied by the DG, a wall mounted air
conditioner was observad above 3 food
preparatiar area, The front surface of the alr
condifioner was covered with aceumidated dirt
and dust particles. Aroasting pan full of cacked,
sliced poric was placed on the counter divactly
beneath the air condltlonst. The toaster had g
large amount of dark browrvblack crumbs

overfiowing onto the counter top and the flcor.

on 4/22/19, The topics | |
included following the !
cleaning schedule, Jable and
dating food items, reporting
to maintenance ftems that be
reeds to address. The RD
will check during her weekly
visit to ensure compliance,
The maintenance supsrvisor
and Administraror will

kitcher to make sure of
compliance. |

- The RD will report LhL:
findings to the Continuing
Quality Inprovement Team
for review and
recommendation. The

1741y basis until compliant

perform random checks of the

Administrator will menitor on

) [ (1] (A}
F('RE)F}}( (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX . (EAGH CORREGTIVE ACTICON SHOULD BE COMPLETION
T REGULATORY DR LSS IDENTIEYING INFORMATION) A CRD22-REFERENCED TO THE APPROPRIATE DATE.

_ DEFICIENGY) ‘
F 812} Continued From page 9 Fal — - - ERE
. C- The RD did an in-service

FORM GME-2667(02-99) Pravious Varglone Dheolote -
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DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS EOR MEDIGARE & MEDICAID SERVICES

STATENENT OF DEFIDENCIES (X1} PROVIDERASUPPLIERIGLIA
AND FLAN OF CORRECTION | IDENTIFIGATION NUMBER:

PRIMIEL: GRO201Y
o FORM APPROVED
OMB NO. 0938-030

05354

(X2) MULTIPLE CONSTRUCTION
A BUILDIMG

B WG

[¥3) DATE BURVEY
| COMPLETER

04/26/2018

NAME O PROVIBER OR SUP#’LIER
OAK RIDGE HEALTHCARE CENTER

210 OAK RIDGE DRIVE
ROSEVILLE, GA B5géd

STREET ADDRESS, GITY, STATE, 20P CODE

1

(X I
PREFIX,
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DRFIGENGY MUST BE PRECEDED BY FULL
REGULATORY OR L4G ITENTIFYING INFORMATION)

F812

| 1o, One of 2 sinks used for food preparation had

| Dletary Suparvisor (DS) stated, “The kitchew is
"1y responsibiity..it's my job lo make sure the

PROVIDERS PLAN OF CORRECTION

B

o LK !
PREFIX | (EACH CORRECTVE ACTION SHOULD B COMPLETION |
CTAG CROBS-REFERENCED TO THE APPROPRIATE EANE ‘

. DEFICIENCY)

Continued From page 10

Large amounts of thick residus were observed on
the shelves, flonrs walls and on the entire stove

& large amount of dark greendblack, fuzzy residue
buiid up on the gides and the cormers. The DG
wae able o scrape off some of the dark
gresn/black residue with 2 spoan,

Raview of the facility's polloy and procedurs tled,
"Sanitizing,” revised 2008, indicatexd, Al klichan,
kitehen arseas and dining areas shal be kept
clean... All equipmant, food contaet surfaces shall
be washid to remove or completely loozen soils
by using the manugl or mechanion! maans
nacezeary and sanillze using hot water andfor
chemlcal sanitizing solutions, I 4 sink Is used for
washing utensils, cooking equipment or dishes,
and aleo used to wash produce of thaw food, it
will he claaned between uses with an approved
tlaaning and sanitizing agent.”

Irn an Interview on 4/2219 at 8:45 a.m., the D
stated, "Yes, the gink looks pretty moidy and girty,
1ot santiany.” ‘

[0 an Interview on 4/22/19 at .60 am., the
Registerad Diatician (RD) stated, "The kitahen
taoks prefiy dirty, That roasting pan of pork nesds
to be moved sway from under that air
conditioner.” '

in an interviev on 4/22/19 at 11:30 a.m., the

itahen is cleansd and all food is labeled and
dated.. we get behind and stuff doesn't get dene.”

Fai2
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