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F 000 I INITIAL COMMENTS 

The following reflects the findings of the 
! Department of Public Health during a 
: Re-certif'teation Survey and Complaint 
: I nvestlgation visit. 

I CDmplairlllntake#: CA00271867 - Substantiated i 
i 
, Representing the Department of Public Health: 

,:  RN, HFEN 
I  RN, HFEN 

 RN. HFEN 

!Totaj Resident Census: 83 
: T etal Resident Sample Slze: 17 

i Highest Scope and Severity: E 
F 176; 463.10(n) RESIDENT SELF-ADMINISTER 
85-0 i DRUGS IF DEEMED SAFE 

i i!An individual resident may self-administer dl1l9$ if: 
i the interdiscipiinary team, as defined by i 
, §483.20(d)(2)(ii). has determined that lIlis , 
1 practice i•••fe~ i 

I 
j This REQUIREMENT Is not met as evidenced i 

II by: 
Based on observation, interview, and record 

, revieW, the faClIfty failed to ensure that residents 
Imay self~administer medkiations if the 
i interdisciplinary t.am (lOT) has determined this 
1 practice is safe for 1 of 17 sample residents (2) , 

Iand one randomly seleCted resident (19). 
Resident 2 had a medication cup with all his 

,i 
F 0001 F 000 - ThiS plan of correction serves as 

I my credible allegation of compliance. 
:The facility will be in substantial 
~ compliance no later than 07!lt!2011 
, 

: Royal Oaks Su."Ve:y completed on 
, 06110/2011 

--
: SELF-ADMINISTER DRUGS l1tJ ~ 
i DEEMED SAFE :;; , 

rr, en 
I It IS the poilcy of this facility tO~5ure 
, that reside'1ts who prefer to saIf't ~ 
Iadminister meaications, is deterrmn=i 
'I by iptcr-tiisciplir,ary team (lOT) i? hae 
, the capacity to safely self admlnlst~ 

F 176\ mechcat.Of'Is, 

1 Resident 2 had a care plan 
meeting with t"le lOT and was 
referred to the primary physician. 
Physician's orders were carried out 
accordingly. Completed on 
06f17f1~. 

2. AU facility reSidents with 
preference for self-administration of 
medicatic'1 were scheduled for a 
care p:an meeting wlth the IDT, and 
were referred to their pr:mary 
prysiclan Physician's orders are 
carried out as orde:ed. Completed 
on 06/17/11 Residents capacity to 
safely self administer medications 
will be assessed by the lOT on a 

\ morning medications at bedside. Resident 19 had ~ quarterly basis and as needed_Ithree bottles of over-the-counter medkiations on i 
LABORATORY DIRECTOR'S OR'~ RlSUPf' ER REPRESENTATIVE'S SIGNATURE roLE 'l'DATE7/;1,a,J 1;< Yl. M...;II;sf,-i/f" J4/1 
Any det'lciE!ncy statement eliding wiitl an asterISk (.) Mes. a deficiency which lhe institulk»'! may be eX¢US&d from oorrectlng providing it i$ dettwmlned that 
othet safeguatds provJde sufficient p ~QJl u:. the pationts. (See instructIOns) Except for nursing homes, (he findings stated above are (fiacloQbl& 00 days 
fofIowing the date of suryeywhethef not a plan of COll'$diOn is provided. Fw nursing homes, 1he aboVe findings and pians of o:»Tedlon ate dlselOeabie 14 
days fOllOWing Iti& date these documents are made allailabie to the- facility. If deficiencies are cited,,an approved plan Qf ~ctlon is l1IqUislte to continued 
program Participetiot), 
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F 1761 COntinued From page 1 
, his bedside table. 
I This d_tpractice has !he potential for !he 
i residents to take medications in an unsafe 
i manner. 

IFindi1lgs: 

; 1. During an observation on 6111111, at 10:15 
: a,m" Resident 2 was in his room, slttingln his 
; wheelchair. There was a medication cup on the i 
, over~bed table with several medications. The ! 
! resident stated he would take the medications i, 
i later, but was not able to identify what 
: medications were in the cup. The resident \ 
I indicated he had bturred vision and could not see I 
i well. ' 
I ' 
: The treatment nurse, who entered the room at ' 
I the time of the observation, stated the cup 

!
! 

; contained the residenfs morning medications. ' 

!A review of the resident's record indicated he was i
Iadmitted on 1013108, with diagnoses including 
_hypertension (high blood pressure), diabetes 
imellitus, and glaucoma, 
!There was no documented evidence the resident i 
1had been assessed for self.·administration of 
i medicatlons. There was no physician's order for 
1the resident to seH'-administer his medications. , 

ii 
; On 6/11/11, at 10:25 a.m., during an interview, a 
IRegistered Nurse (RN) supeNisor stated 
, medications should not be left at the bedside and , 
i the medication nurse had to make sure the 
I resident swallowed his medications before 
!leaving room. The RN also stated the resident 
'I' was not able to self-administer medications due 
to his eyesight problems. 

F 176! 3. DON or designee wi!! conduct 
random OA rounds of residents tnat 
self administer medication to ensure 
safety and compliance, All findings 
will be reported to the AdmInistrator 
and IDT. The Pharmacy Consultant 
and DON in-serviced aU licensed 
staff regarding the facilities policy 00 
residents wlio self administer their 
own medication. Completed on 
06/24/2011 and to be conducted 
quarterly thereafter, 

4, Tre DON wdl repert fi:idings of 
QA rounds on self medication 
administrating residet'lts to tre QA 
committee on a quarterly basis and 
as needeo 
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F 176 iContinued From page 2 

iOn 6/11/11, at 10:30 a.m., during an interview, 
I the medication nurse stated she left the 
i medications in the resident's over-bed table
Ibecause she was busy. 

IThe facility's undated policy and pl'ocedute on 
, Self-administration of Medications indicated the 
1 lOT Will assess the safety of the resident 
i self-administering his or her own medication. 

1The facility's undated policy and procedure on ! 
IMedicatiOn AdministratiOn indicated to -ensure the ' 
'I resident has enough fluids to swallow hiS or her I 
I medication and never leave medication at the bed r 

i~~ i
I I 
f • 

\ 2. On 6/9/11, at 6:40 p.m., during the initial tour of ! 
, the faCIlity, Resident 19 was observed lying in bed , 
I watchlng TV The resident's bedside table had i 
I multiple personal Items and three bottles of ' 
i over~the..countef medications, one bottle of Iron I' 

: supplement, one bottle of Vitamin C and one 
, bottle of Calcium~Magneslum-Zinc. 
: On 6111111, at 11:00 •.01., !he same three bottle. '1' 

of over~the-oounter medications were observed 
: again on top of the resident's bedside tablEl\ The 
. resident stated he took one lablel of each I 
1 med-"n every couple days. 
: On 6/10111, a review of the medk:al record ! 

, revealed an initial admission to the facility dated ! 
·6116/04, and a readmission dated 1/13/11, with . 
i diagnoses that Included psychosiS, depression, .\ 
: and nght sided weakness. 
; The Minimum Data Set (MOS· standardized 
, assessment and care planning tool) dated 513111, : 
i indicated the resident required limited assffitance ',. , I 

! 

F 1761 

I 

I 

f 
! 
i 
; 

I 

I 
I 

I 
i 
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F 116 i Continued From page 3 F 176i F226 , 48S13(c) DEVELOPMENT 

Iwith activities of daily living activities. ; ABUSEINEGLECT, ETC POLICIES 
i Further record review revealed no physician's
Iorders for seIf-adminisiration of the above , It :5 the policy of this facility to implement 

i written po,iey and procedures and, mentioned over-the-counter medutions.
iA self~administration of me(itcation assessment 
 ! protect the resident from befng in 

, dated 2115/07, revealed the resident was not a , contact wil.h the alleged perpetrator 

: candidate for safe self·administration of idurl:1g the investigation of an alleged 

Imedications. abuse. 

IOn 6/11111, at 11:30 a.m., during the interview, a I 


1. Resident 1 condition wasI RN supervisor stated the resident was assessed 
eva,uated. and careplan was reviewed; by the lOT for seIf-administralion of medication

Iand determined he was not a candidate due to 	 by the IDT ard refer~ed to the primary 
ohysic;an. CNA #1 was reassigned to ; poor eyesight and diagnosis of psyd\oSls. The 

ensure that there wi!! Oe no contact
1RN also stated she was not aware the reSident 

with resident 1, Completed on
!had three bottles of medications on his bedside , 

06117111.
I table. i 


; The undated facility's poticies and procedure on 

2, DON conrl'Jcted a gene'al in~
i Self-Administration of Medications indicated staff I 

service on 06/22&24t20~ 1 to aU staff
, was to ensure that a resident may self~administer \ 

of the facilities poficy and procecure
!medication jf the lOT determined that this practice: 
on abuse and incidents. Any incidents! is .safe. 	 \ 
or abuse aPegatio:l we:e reviewed byF 226 .1483.13(0) DEVElOPllMPLMENT 	 ' F 2261 
the Adrninjstr'ator and the lDT to$8=0 , ABUSEINEGLECT, ETC POLICIES I 
ensu"e comp!lance. Completed en

i Oer7/11: The facility must develop and implement written ! 

: policieS and procedures that prohibit 


3. The tacilites policy on abuse and ! mistreatment. neglect, and abuse of residents 
incidents will 00 Included in residenti and misappropriation of resident property. 

,, 	 council t'I1eeting on a quarterly basis. 

All allegations of abuse will be 

reported to the Administrator or 
, This REQUIREMENT is nol met as eviden<:ed 
designee to ensure compliance. , 

I Based on interview and record review the facility I : 
, by: 

4 Aam'nlstrator will review wltn QA; failed to Implement written policy and procedures 
cOMmittee all allegatio:1s of abuse onion ~buse for one of 17 sample resi~ts P)· 
a quarterly basis. 	 iGi:2.~11 

, ReSIdent 1 was not protected from being In 

i contact with the alleged perpetrator during the 

i investigation of an al1eged abuse. This deficient 
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F 226 i Continued From page 4 

i practice caused the resident to be upset about I 
i seeing the staff member m her room the following! , ,
I day. I 

, 
! Findings; , 

, 

: On 619/11, at 7:15 p.m., during an interview with ;
IResident 1, who was alert and oriented, she I 
rstated that on 618J11, Certified Nursing Assistant , 
11 (CNA 1) roughly hendled herwhil. repositioning I 
, her in bed, The resident further stated she I 
1immediately notified a supervisor of the CNA's I 
i rough handling. I 

IResident 1 also stated that the day after the I 
, Incident, 619/11, the CNA went in her room to i
ideliver a food tray, : 
, i
IA review of the resident's clinical record revealed 
i an admisslon to the facility dated 616/11, with I 
Idiagnoses that induded acute rena! insuffictency, 
i diabetes and congestive heart failure. 
! The nursing admission assessment indlcated the 

iI resident was oriented. was able to communicate i 
~ her needs and required assistance with transfers 
: and personal hygiene. 

: Accordif'lg to the facility's ElderlDependent Adult I 
: Abuse policy and procedure revised on 5123111, 
; when conducting an abuse investigation, 
i jmm&diatelv reassign any involved employee to 
: duties that do not involve resident contact 
; Assignment will not be in a part of the facility that i 
I the resident normally frequents, 

: On 6111/11, at 8:45 s.m" during an interview, the i 
, administrator stated he was the abuse 
! coordinator for the facUlty. but the Investigation 

F2261 
! 

,i 

, and Interviews were conducted by the Director of , 
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F 2261 Continued From page 5 
, Stal! Development (DSO). i 
iDuring an interview on 6/11111, at 9:15 a.m., the : 
_lDSD stated the CNA should not have been in the : 
! reskfenfs room because that could make the ' 
iresident feel uncomfortable. 

I 

!On 6/13111. at 9:14 a.m" during an interview. 
iCNA 1 stated that on 6/8/11, he assisted 
IResident 1 to use the bed and the resident told 
him he had hurt h .... CNA 1 further stated he told 

I 
her he was sorry that it: was not his intention to 
hurt her and had not done it on purpose. When 
the resident comptaJned to a supervisor, he was i 

, removed from the assignment. The next day, 

fX2) MULTIPLE CONSTRUCTION 'X3) OA TE SURVEY 
COMPLeTEOI.A. BUILDING 

Ia. WING 
0611112011 
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F 2261 F 241 483.11510) DIGNITY AND 
: RESPECT OF INDIVIDUALITY 

lit is toe policy ofth:s facility to promote 
, care in a manner that rnairtains ana 
enhance the residert's d.gnity. 

i 
, "-. Resident 1 condItion was evaluated, 
and careplan was reviewed by the IDT

Iand referred to ~he pr1mary physician. 
leNA #1 was reassigned tre next day to 
; enst:re ;hat the,Fe will be no contact with 
i resident 1, CNA"; was couns8_ed about 
I the facilities polley to treat resident with 
, care, dignity and respect Completed 
: 06!10f11, 

I 6IW11, the DSO Instructed him to pass the food i 2, DON conducted a general lrI-service I trays, what was not to!d not: to go into Resident 
; to all staff of the facilities policy and : 1'$ room. 
\ procedure on treating residents with, iCNA 1 stated when he went inside the room with : 
: care. dignity and respect, al; sraff were I the food tray the resident yelled at him to get out ' 

inforrred Of the conseque:;ce regarding : of her room. 
F 241 \ aryone's failure to stnctly adhere to thisF 241 i483.15(0) DIGNITY AND RESPECT OF 

~ policy Any incidents or compfa'nts wal8$;D ilNDIVIDUAlITY 
, be reviewed by the DON and the lOT to 
: ersure compliance Corr:pleted on !The facility must promote care for residents in a i 06m&24/2011! manner and in an environment that maintains or 


~ enhances each resident's dignity and respect in I 

3 The faci:ities policy on treatmen: wIth: fu" recognition of his or her indivkluality. 

, 	 i care, dignity and respect as well as 
, resiae:;ts grievances, wi!! be included In 
, the reSl<lent'$ council meeting on a , This REQUIREMENT is not met as evidenced i quar:erly baSIS, All complaints and I by: 
: grievance will be reviewed by the DON : Based on observation. interview, and record 
! or designee w'th the lOT to ensure : review the facility failed to promote care In a 
: compliance, ,manner that maintaIned and enhanced the 


. r.sident'. dignity for 1 of 17 sample resid<lnts (1) ,
I	 4.I, Resident 1 complained Cert!fied Nursing 
; Assistant 1 (CNA 1) roughly handled her While 

DON will review With QA committee 
. all complaints and g·jevance on a 
: quarterly basis ard as reeded. 

http:OM"-""".09
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, I 
F 241 IContinued From page 6 ! 

I repositioning her in bect This deficient practice '\ 
I caused the resident to feel upset and sad about 
j the way CNA 1 treated her. , 

I \ 
~ Findings: I 

I 

IOn 619111, at 7:15 p,m" Resident 1was observed i

ISitting In bed, was alert. oriented. and was able to I 

Iverbalized her needs, The resident stated on ,

!616111. she was roughly handled by the CNA 1 i 

' while he moved her in bed. The reskient stated ' 

,\ CNA 1 lifted her 100 fast and pulled her body up in i 

the bed roughly, She further stated she was I 

upset sad and immediatety notified a supefVisor 


Iof the incident i 

J 


: A review of the residenfs clinical record revealed !
Ian admiSsion 10 the facility dated 6/6111. with i 
r diagnoses jnc~uding aCute renal insufficiency. 
i diabetes, and congestive heart failure. I 
: The nursing admission assessment indlcated the ' 
: residentw3$ oriented, was abie to communicate i 
Iher needs and required assistance with transfers i 
! and persona! hygiene. , 
. 
! A plan of care dated 617111. developed for the 
: residenfs aiteration in comfort/pain due to 
: oomplaints of pain all over the body, included In i 

I the approaChes to maintain good body allgnment, i 
i and gently handle affected areas and position to ' 
: comfort. ' 

: During an interview on 6111/11, at 6:45 a.m., with;
ithe administrator, he stated an investigation was I 
i conducted by the Director of staff Deve&opment 
(OSO),

i I 
: On 6111/11, at 9:15 a.m" during an interview, the 
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F 241 i Continued From page 7 F 241! F 253 483.1Ein)(2) HOUSEKEEPING & 

i ! MAINTENANCE SERVICES
1 DSO stated all CNAs are to carefully handle the ' 


i residents when assisting them with any activity of : 
 ! It is the pc.icy of this facility to providei dally rIVing. ' 
i housekeeping and maintenance 


I i services necessary to maIntain a 

; nmction:ng, sanitary, orderly, and
IOn 6/13111, at 9:14 a.m" during an interview, i :::omfortable interior.iCNA 1 stated on the morning on 6I8l11, he i 


I assisted the resident with using the bedpan and 

, F!ndings I was told by the resident he had hurt her, CNA 1 
iIstated he apologIzed aod informed tt1e resident it I 
; 1, a) The two fans of the II;u1ndry , I : was not hiS intention to hurt her. i 

room were cleaned by theF 2531 483.15(h)(2) HOUSEKEEPING & ' F253 1 
, nousekeeping staff on 06112/11. I 

SS=E: MAINTENANCE SERVICES 

b) The screen door in the I,j The facitay mU$t provide housekeeping and 
laundry room leading to the Imaintenance services necessary to maintain a !,oLtslde of the building was ,isanitary, orderly, and comfortable interior. ,repaired by the mainte1ance 

Istaff on 00/13/11. 

cj The light above the entrance I 


I This REQUIREMENT is not met as evidenced door of shower room 2 were I,Iby: replaced by the maintenanceI Based 00 observation and interviews, the facility i : 
staff on 06/12/11, IIfailed to provide housekeeping and maintenance , 
d) Rooms 5, 10 ar.d 34 cal! ,II services necessary to' maintain a functioning, light reset bulb and \ sanitary, orderly, and comfortable InterIor. Iprotective cover were , 

replaced by the ,IIFlOdings: maintenance star on I 
06/15111 ,,1, During a general environmental inspectIOn of I

[ e) Rooms 14 and 15 ithe facility on 6I9J11, from 7:40 p,m. to ap.m , in ,
bathroom t:ssue dispensers ' the presence of the housekeeping supervisor, the I i
were placed by the[ fallowing was observed: i I , maintenance staff on 

i • 06/17111. ! 
I ~ The laundry room had two fans covered with ! 

D Rooms 21 and 25, the light I 
: lint One of the fans, located above the washing , reset b~lb were repaired by the !Imachine was operating and was facing a blue bin , ma,nienance staff on 06/17/11.
i containing clean linens,

!The other fan, whieh was facing an opened clean 
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F 2531 Continued From page 8 	 F 253 1 g) Room 26 bed C call lightsI II~ linen cabinet. was next to a door that had the , was repaired by the I
Iscreen open and the air was blowing from the maintenance staff 06/17/11 i 

outside towards the opened cabinet i 
1 ! 2, The maintenance supervisor i

i-The screen door in the laundry room leading to , conducted a full facility' 
I the: outside of the building had two holes that 1 irspecbOn of aU fans, screen i,Imeasured two inches in width and one inch in I doors, cal! lights, batr,room I 
. length. The: holeS in the screen door would not tissue dispensers and lights, al! i!I protect. from dust and small animals entering the , I 	 findings wi!! be reported to the 

ii laundry room. 	 administrator and deaned. I 
repaired or replaced as needed. I 

, 

! - Shower Room .2 had a non...fiJnctioning light , ,i All facEity staff were inserviced 
: above the entrance door. The light did not 

i 
, by the ~aintenance supervlso' I, 

i function when the call lights on t~ three stalls "egarding the facilities policy to I I; were turned on. At the time of the observation, 	 provide maintenance and I: the housekeeping supervisor stated the light bulb; housekeeping services, and that 
!above the shower room door needed to be I part of the ernp1cyees ii replaced. ' 	 responsibility to report any, 	 ,i areas, utihtes or eouipment that 
i I i needs clea'll'lg or repair. The 

i12. 	 During an environmental inspection of the ! staff was also re'nlnded that a I,
ma,ntenance communication log iresktents' rooms ~ducted on 6110/1!. from 7:20! , 

p.m. to 7:50 p.m., with the housekeepmg and 	 is available at the nurse station 
I maintenance serviCes supervisors, the following , ~Q report their findings. I, 
1was observed: ! Co~p!eted en 06/22/11. i ,I 	 ! I!-In Rooms 5 and 34, the call light reset bulb dId 	 3. The maintenance supervisor wili , 

I1,not have a protective cover. , conduct random QA rounds to I , ensure compliance, 
, 	 I,

I -In Room 10. the eatlllght reset button had a , 

! missing bulb and missing protective cover. 4. T:'le Administrator or aesignee 

, 	 ! Iwill review with QA corrmittee all ' 	 . 

findings of QA "Our.ds C,., a qU2:terlyI-In Rooms 14 and 15, the tissue dispenser In the ! 	 ;lOin/II,,: bathroom had no cover. 	 1 basis and as needed I 
! 

II. In Rooms 21 and 25, the caUlight reset bulb I ,,Iwas not working. 	 I 
i 	 i , i i 

Event 1O.1X3011 . 
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F 2531 Continue<! From page 9 . 
: .In Room 26, one of the call lights (in Sed C) was :
imalfunctioning. i 
,	During an interview on 6/10111, at 7:50 p.m., the i 
maIntenance supervisor stated the !I
Imissinglmalfunctioning reset bulbs and protective I 

covers would be replaced, : 
i 

IOn 6110/11, at 7:52 p,m.• during an interview. the 
housekeeping supervisor stated the tissue 

'\ diSpensers in Rooms 14 and 15woufd be 
replaced, 

F 309 463,25 PROVIDE CARE/SERVICES FOR 

F 2531 
, F 309 453,25 PROVIDE 
; CARE/SERVICES FOR HIGHEST 
!WELL BEING 

; It is the policy of this facility to ensure 
: each reSIdent rece:ves care and 
. services ,n accordance with the 
) comprehensive assessment and plan of 
: care 

1, Resident 17 and responsible 
party were invited for a carep:a.1F 309: 

1SS>D HIGHEST WELL BEING 
, 

i meeLng with the IDT staff: 
:aroolan was reviewed and 

Each resident must receive and the facility must pnmary phYSIcian was mfofrned 
provide the necessary cafe and services to attain and Implemented accordingly. 
Of maintain the highest practicable physical, Completed on 06/15111. 
mental, and psychosocial weU..being, in 

Iaccordance with the comprehensive assessment 2 RN # 1 was in..servlced by tne 
I and plan of care. DON arid Pharmacy consultant 
, 
I, 

regardlOg the facilll!es policy to 
ensure that each residenl 
receives care and services 

IThis REQUIREMENT Is not met .. evidenced according to the comprehensive 
: by: assessment and plan of care 

'I Based on Interview and record review, the facility , 
failed to ensure each resident receives care and i 

EmphasiS was placed on the 
necessity to inform the family, 

; services in accordance with the comprehensive . ir,e Dhysician and the DON 

Iassessment and plan of care for 1 of 17 sampled I about any changes of conditio:! 
I residents (17). Resident 17, who was confused : Of the pa:ient Including refusal of 

land was admitted to the facility with a peripherally , 
, Inserted central catheter (PiCe) Une on the right ! 

a treatment or medication poor 
to change of service. 

'I arm for intravenous (IV) administration of 
antibiotics, was inserted an additional IV catheter i 

: because the resident did not extend the right arm : 3, 

Completed on 06124/11. 

A!! licensed nurses were in­
Ito allow the IV administration of antibiotic. This i servIced by the DON ana 
! failure cavsed the resident to undergo repeated, I Pharmacy consu~ant regarding 
, , the faciUies policy to ens'Jre that 

E~ID:1X3D'1 	 If cootirKlatfon sheet Page 10 of 20 
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F 309 i Continued From page 10 F 309 each resloent receives care and 
, I

! unnecessary Insertion of another IV catheter. services accordjng to the 
, 

comprehensive assessment and 
i Findings: I pian of care Emphasis was I 

Ip!aced on the necessity to ,According to a complaint, Resident 17 underwent : i Inform the family, the phYSician 
I,I unnecessary insertion of an IV catheter when the i , and the DON about any 

resIdent had a Pice line inserted in a acute changes of condition of the I,
; hospital for IV antibiotic the",py~ , patler.t including re:'usal of a 
, , 1treatment or medication prior to 
iA closed clinical record review revealed Resident 

1 
: change of service. Completed , 

i 
i 

,
: 17 was admitted on 612111, from an acute or: ~r oe:fore 06/241" 1 DONwHl 

,I hospital with diagnoses that included dementia, , conduct ra1dom QA rounds of 
!pneumonia, chronic obstructive pulmonary I , 

; 

medIcation pass and treatment i 
I 

i dlse-ase (COPO), asthma, and status post PICC to ensure cc'TIpliance. II 
I line placement on the right arm for intravenous , i 
; antibiotics. 4~ DON will review with QA 
, committee all QA rounds f!ooings oni : 

, 

,,{241 11
I The admission assessment dated 6/2/11, at a , a quarterly basis and as needed. , 
: p.m., indicated the Pice line on the right arm was I 
Iintact with no sign and symptoms of infection. i , 

, 
I 
,i ~ 

! The physician's admission orders Indicated to ; i 
IglYe IV antibiotic therapy with Zithromax 500 I, ; 1, milligrams (mg) e:very 24 hours for three days , 

I1starting on 613111, and Ceftriaxone one gram (gr) ! ,every 24 hours for five days starting on 613111. , II; The physlcian also ordered to assess the site of , 
IIthe PIce line on the right arm every eight hours 

,, and document I, ,, i 
I , IIA physician's order was obtained on 6/3111, at 8 I 

IIa,m~, for an insertion of a heplocl< (peripharally) I , i 
i on the left arm because the resident refused to , , , 

Ii extend the right arm for the IV therapy. 
,I , I 

IIAccording to a nurse'. nole dated 6I3i11, at 8 , 
, ia,m., the resident was cooperative during the I 

; 

i , I placement of the heplock. on the left hand, !, , 

Even!: !D: IX3011 FaciUtl' ID: CA94OIlOOO76 
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F 3091 Continued From page 11 

, 
I

IooFltinued to refuse having the Mght arm tOUched, 
,,

Iand tolerated the IV antibiotic infusion via the left 1\ hand heplock. , 

Ion SIll/II, at 10 a.m.. during an inte<view, I 
Registered Nurse 1 (RN 1) stated she attempted 

,, 

, three times to encourage the reSident to extend ,
Ithe right .rm Which had the PICC line for the IV I 
j antiblotic infusion. When the resident continued ;ito refuse and covered her arm with a blanket, she! 

F 309! 
'F 312 483.261.1(3) ADL CARE 
IPROVIDED FOR DEPENDENT 
\ RESIDENTS 

i :t IS the policy of this facility to ensure 
!tha~ appropriate care and services are 
Iorovided to residents who require 
1 assistance with tnelr activities of daily
!l'ving :n the areas of groc"ning and 
1persor:a1hygIene. 

I, 
I 

I 
I 

spoke with the on..-caU physician's assIstant (PA) ! 

i and obtained an order to place a peripheral IV 00 iIthe other arm. RN 1 stated she did not call the I 
family/responsible party to request for assistance , 

, in obtaining cooperatiOn from the resident. RN 1 I!did not have another staff member attempt to get 

I 

I, 
i 

1. ResiOBnt 2'5 carep;an was 
reviewed and implemented 
accord.ngly. Completed on 
06{17'~ 1, The CNA's assIgned 
to reSident 2 on 06!09i11 - 3pm 

I 

I 
I 
I 

! the resident's cooperation. RN 1 did not infomi 
i the resident's responsible party about the 
: insertion of another IV line, 
: RN 1 further stated that once a family member 
! spoke with the reskfent she allowed the use of 
Ithe Pice Hne. 

, 
I 
, 

I 

I 

I, 
, 

I , 

I 

to 11 pm, 06/10111 - 3pm to 
11pmand06l11/11- 7amtc 
3prn were in-serviced by the 
DSD on 06/22&2":12011 
regarding the faci:ities ootley :0 
ensure that appropriate care is 
orovlded to reslden:s who 

I 
I 
I 
I, 
l 
I 

,I 
: There was no documented evidence the RN 
: attempted alternative measures to gain 

I I 
I, 

require assistance with their 
actiVities of daily liVing in the 

i cooperation from the resident for the antibiotic 
i administration through the PICC line" 

F 312 i463.25(aX3) ADL CARE PROViDED FOR 
$8=0: DEPENDENT RESiDENTS 

I 

iA resident who is unable to carry out activities of 
, daily living receives the necessary services to
Imaintain good nutrition, groomIng, and personal 
; and oral hygiene. 

I, 
i 

!This REQUIREMENT is not met as evidenced 

I 

i 
I 

i, 
, 
i, 
, 

I 

, , 
F 312, ,,, 

I 

i 

I 
,, 

2. 

areas of grooming and personal 
hygiene, 

A:l CNA's were in~serv cad by 
tne DSD regarding the facil!ties 
poHcy to ensure t"la1 appropr ate 
care IS provided to residents 
wro require assistance with 
their activities of dally living in 
the areas of grooming and 
personal hygiene, Completed 
on 06124/11. 

I 

i,, 
i 
I 
I, 
I 
I 
i 
I 
! 

OMB "0. OQAA.fl391 
STATEMENT OF OERCtaIC1ES !~1i PROV~UPPUE~l~ 

CENTERS fOR MEDICARE & MEDICAID SERVICES 
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AND PLAN OF CORRECTIOH , IDENTIFICATION NUMBER OOMPlET1!O 
A BUILDING 

B. WiIiG , 555348 0611112011 
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F 3121 Continued From page 12 F 312, 3. DON and DSO wi!! cordt.;ct
1, 
, by: , random QA rounds during 
\ Based on observation. Interview, and record i prOviS10"l of care and services to ! ,
I review the facility failed to enslJre appropriate , residents, as well as conduct 
~ care and services were provided to a resident checks of reSident hygiene toi IIwho needed assistance with his activities of daily ersure compllance. 

; wing in the areas of grooming and personal I 
 I IIhygiene for 1 of 17 sampled residents (2). : 4. DON will review with QA 

, Resident 2 was wearing a pair of SOiled sweat , committee aJ QA rcunos
, 

\ pants tor three consecutive days. find,ngs on a quarterly basis and i 
, as !1eeded. ! 6/2..'11 11 

[ Anding>. 
I ,i 
·1' During observations on 619111, at 8:00 p"rn" on ! • F 328 483.25(kj TREATM IT/CARE 
, 6110111, at 4:55 p.m., and on 6/11111, at 6:30 : I "OR SPECIAL 
i s"m., Resk:tent2 was observedwearlOQ a pajrof i 
I gray sweat pant> llisibo/ soiled with food particles. ' i !t is the po!icy of thiS facility to ensure , i, that reSidents receive proper respiratory , 
!
, 
During an interview on 6/11/11, at 6:30 a,m", the 

,
i , Care treatment as ordered by the 

; reskSent stated that he was unable to see what he ; ! p'wsician I 
'I' was wearing due to his eyesight problems and he i 
, was only able to see blaCk shadows, He further ' 1. Resident 7 and 13 care p!an's 
istated he did not like wearing dirty clothes and he ! were reviewed and condition was 
i needed assistance from staff for dressing. i eva!uated by the DON and the lOT 
, and referred to the prirnarl 
I A record review revealed the resident was physician, careolan was fevised as 
!admitted to the facility on 1013106, With diagnoses ' needed and ;mplemel"'ted to ensure 
: that included high blood pressure, diabetes. that resident receives the prescribed 
i giaucoma and old cerebrovascular accident rate of oxygen Ie meet the patjents 
; The Minimum Data Set (MOS ~ standardized needs, ana humidifier bottles ard 

I: assessment and care planning tool) dated , tubi'lg's are labeled according t::; the 
, 4/29111, Indicated that the resident had range of ' facililies policy and proceaure 
: motion limitatlons and required assistance from Completed on 06/17;11, i! staff for dressing, hygiene and bathing, 
i An ActMties of Dairy living care plan dated , 2 All residenfs requinng 
, 4/29/11, indicated that the goal was for the resp'ratory care were reviewed and 
I resident to be well groomed, clean, and dry daio/. tneir co~ditions were evalvated by 
: The approaches included to assist the resident I the DON and the roT and referred io 

,i and to encourage him to stay neat and clean. their primary physician the:r . 
caroplans were revised as needed I 

Everrt 10. iX3D11 Fdty 10; CA940000016 If continuation sheet Pag. 13 of 20 
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i IF 3121 Continued From page 13 and implemented to ensure that 
I. , resident receives the prescribed rate !!On 6111/11, at 10:35 a.m" durlOQ an interview, i of oxygen and other respiratory care I 
Ithe Director 01 Staff Development (DSD) stated , services to meet the patlent$ neeos 
I the Certified Nursing Assistants (CNAs) were to , as per facilities pOlicies and I 

procedures. Completed on 
~ what k:ind of clothing they want to wear and made: : C6/~7,'11, All licensed I'urst;:S were 
i sure it was weather appropriate. She further ' j'l~serviced 6122&24/2011 by theIstated that Jf the resident's clothing was soj~d the i DON and DSD rega:di19 the policy 
j CNAs had to change the resident's clothing right : of this facility to e'1sure that 

\ encourage the residents to. make decisions on i 

residents receive proper respiratory 
care treatment as ordered by the 

,away. 	 I 

F 328 I463,25(k) TREATMENT/CARE FOR SPECIAL ' 

physlcia'l, and implement the
SS=D NEEDS i 

services accorcing to facilities 
I I 

I 	 polic'€!S and procedures. Comoleted 
on 06/24/2011 , 

, The facility must ensure that residents receive 
Iproper treatment.nO care for the following , 

: special services; , , 


13 DON or des1gnee DSD will
IInjection., 	 i , 
conduct random QA rounds durhg: Parenteral and enteral fluids; 
of res:dents receIVing respiratory ,Colostomy, ureterostomy, 'Or Ileostomy care;
I care to ensure compliance with
Tracheostomy care; 

i Tracheal suctioning; physician's orders ana facilities 
policies and procedures,!Respiratory care; 

i Foot care; and I 
'4 DON wi!! review with QA committee! Prostheses. , all QA rounds findings on a quarterly 

baSIS and as needed., 

; This REQUIREMENT is not met as evidenced 

i by: 

! Based on ObServation, interview, and record 

; review. the facllity failed to ensure residents I 

; receive proper respiratory care treatment for 2 of 

: 17 sample residents (7,13). Residents 7 and 13 

i did not receive oxygen as ordered by the 

: physician. 


: Findings: 

, 

: 1. A nw!ew of Resident 7'5 clinical record review I 
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CQWtEnOH 

, 
F 3281 Continued From page 14 

; reveaied she was admitted to the facility on 
!5/19/11, with diagnoses that inciuded acute 
i congestive heart failure and chronic obstructive i
ipulmonary disease (COPO), , 
i Th Minimum Deta Set (MDS - standardized i 
!assessment and core planning tool) dated 611111, i 
: indicated the resident was able to understand ; 
1 others and be understood, and required Umited 
Iassistance with activities of daily living activities 
r(ADLs), i
IA physician'. order dated 5119111, IndiCated i 
'\ oxygen at 2 liters per minute via nasal cannula 
continuous for Shortness. of breath. i 

j On 619111, at 7:20 p.m., during the initial tour, and: 
Ion 6110/11, at 4:30 p.rn" the resident was 
observed lying in bed with oxygen at three liters ' Iper minute via nasal cannula, The humidifier ' 

: bottle and the oxygen tubing had no label i

Iindicating the date they were changed, 

IOn 6110111, at 5:47 p.rn.. during an interview. a 
: liCensed nurse had no explanation why the 
i oxygen flow rate was not administered as the
!physician had ordered, 

; 

: 2. A review of Resident 13'8 clinIcal record 
i revealed the resident was readmitted to the 
r facility on 2115111, with diagnoses that included 
i coronary artery disease (9 narrowing of the small ~ 
i blood vessels that supply blood and oxygen to the: 
, heart), and d.labetes. I 

~ The MOO dated 612111, indicated the resident i 
I required total assistance with aU actMtles of daily
i living, 
j A physician'S order dated 2115/11, indicated
Ioxygen at two liters per minute via nasal cannula. I 

i However. on 619111. at 7.55 p.m., the resident 
I 

I 
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MID ?tAN OF CORRECTION 

(Xl) PRovtOERlSlJP?!JERfCllA (Xl} MUlTIPLE CONSTRUCTION 

IDENTIFICATION NUM6£R: COMPlETED 
A BUilOtNG 

SWING555343 06111""11 
NAME OF PROVIDER OR SUPPLIER 'STREET ADDREss, CITY, STATE, ZIP CODE 

: 3565 E.IMPERJAL HWY. ,ROYAL OAKS CARE CENTER . LYNWOOD, CA 90262 
! SlJMMARV STATEMENT OF DEFICIENCIES 	 , PROVIDER'S PLAN OF CORRECTION(X4) 10 	 '0 

PREf~ 	 ! PREFIX 1I COt.tPlfTlON(EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTiVE ACTION SOOU\.O BE ''''' 
TAG REGUlATORY OR i.SC IDENTIFYiNG INFORMATION) TAG l CROS.S·REFERENCED TO THE APPROPRIATE i bATEI 

• 	 I 1 DEFICIENCY}- , 
. , 

II I ,
F 328 i Continued From page 15 	 F 3281 F 333 483.25(m)(2) RESIDENTS FREE . 

iI was observed Iyllli/in bed with oxygen at 2.5 I i,OF SIGNIFICANT MED ERRORS 
Iiliters per minute via nasal cannula. ,• • 

I ' It is the poliCY of this facility to ensure 
! The facility's policies and procedures titled It!1a: reSidents are free from any I 

,! "Oxygen Administration" revealed humidifier 	 : signlfican: medication errors, I 	 ,, bottles and oxygen tubing should be replaced I,
i every seven days. HumKiifier bottles need to be , 1 . Residents 18 & 20 were refe;red , 

, · I dated, and oxygen flow rate should be 00 as the , to theIr primary physicians and i 
i prescribed amount 	 I 

i 
careplans we:e reviewed by t~e , 

1 DON and lOT and implemenled F 3331 483.25(m)(2) RESIDENTS FREE OF 	 F 333: , 
accordii"lg:y. Medlcatior: t!urse ISS=D. SIGNIFICANT MED ERRORS i Iassigned to residert 18 and 20I
I 	 · 
was :n-serviced by the DON 6'1di The facility must ensure that residents are free of \ , 	 IPharmacy Consultant regardingIany significant medicatIon errors. . 
the fa6lities med!catlo~ 

i , 
admmlstraban policy and I 

1 	 i procedure, Completed on ; This REQUIREMENT Is not met as evidenced 
• i 0612412011.iby: 
I 
I 	 ! ,; Based on observation, interview, and record II , 2 All residen;s on GT feeding andI review, the facility failed to ensure that residents !all diabetic patier:ts medications Iare free of any signifiCant medication error for I.wo I ; Iwere audited by the DON OfI randomly selected residents (18, 20). Residents I : 	 I 

designee for accuracy of I 18 did not receive a complete dose of the ;
j medication Dlltiazem Hydrochloride. Resident 20 ; medica:!on pass and referred to , I 
I' did not receive the hypog iycemic medication i ,, tbeir primary phys'cian as ,ineeded, AI! licensed nurses\ Metformin. This deficient practice has the 

were m-serviced by the DON !\ potential for complications from inadequate I : regarding the faci'itiestreatment of a disease, 
medicauon administration policy ,: ,: 	 I 

i and procedure and scheduled ,I, ,iFindings: 	 , witn a ~ollow~up in~sefVjce by the ! 
1 ; pnarmacy consul:a"t I 	 , 

COMpleted on 06/24r 1,~ 1. On 619111, at 8:20 p.m, during a medication ,I ·!pass observation, the medication nurse was 
I observed pourlng DlItiazem HydrochlorIde via I 3. DON Of designee will conduci I,

rardo:Yi medication pass QA! gastrostomy tube (GT). particles of the 	 • :
I , rOJnds :0 ensure compliance. : medication were left remalning in the medicatiOn IPharmacy consultant well1 

, 
cup. , : , 

: 

cOi'ld.Jct medication pass QA, 	 i 
Evant lD: IX:)011 facility 10: CA94OO(I007(1 if con!irwation sheet PSiJ8: 160f2O 
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I DEFICieNCY} !


I 
I,

F 333 !Continued From page 16 rO<Jnds on a quarterly baSIS and 
, provide in·services onIA review of the cfinlcal record revealed the medication pass as needed. 

r resident was readmitted to the facility on 5113110, ' 

Iwith diagnoses that Included diabetes, 4. DON wil, review with QA
Ihypertension, and status post gastrostomy lube, CQMm"itee all QA rounds 


findings on a quarterly basis and 
! A physician's order dated 513110, indicated the as needed 
\ administratton of Diltiazem Hydrochloride 60
Imilligram (mg) tablet via GT evel)' 8 hOUfS for 
: hypertension.
I 
: DurIng an intelView on 6/11/11, at 9:30 a,m., with ' 

!the Director of Staff Development (DSD) she

istated that when medication is gillen via GT, the 

I nurses are to make sure the medication has ! 

I completely dissolved and no residuais are left iii 


i: the medication cups. 

i The undated facJ1ity'rs policy and procedure on 

: Tube Administration {Nasogastric, Gastric, and 

j Jejunostomy) indicated to rinse the medication 

I cup and adminlster rinsing to assure complete 

!dose. 

1 

, 
i2. On 6110/11, at 5:15 p.m., during the medication i 

, observation pass for Resident 18 revealed the : 

i licensed nU($e did not administer Metformln to i 


: the resident !

IOn the same day, at 7:00 p.m., during a 

. medication reconciliation, a review of the clinICS! i

Irecord revealed the resident was readmitted to ! 


'I· the facility on 8/14/10 with diagnoses that ' 

induded depression and diabetes. ' 

!A phYSiCian's order dated 4/30/11, indicated i 

,I Metformin Hydrochloride 1, 000 mg by mouth , 

\ twice a day with meals for dIabetes. 

I 
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PREFIX i 

TAG , 

SUMMARY STATEMENT Of DEFIC1ENCIES 
(EACH DEfiCIENCY MUST BE f>RECEDEO av FULL 

REGULATORY OR lSC IOENTtFYlNG INFORMATiON! 

, 

I 

10 
PREFIX I 
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TAG 

, 
F 3331 Continued From page 17 

\ On the same day, at 9:00 p,m., during an 

Iinterview, the licensed nurse who administered 
the resident's medication acknowledged she 

~ forgot to give the tablet of Metformin to the 
j resident The licensed nurse stated she got 
: interrupted by other staff member during the 
I mediCation paSS.
!The faciUty's policies and procedure on 
'I' Medication Administration indicated staff was to : 
, assure residents receive the ordered medication I 
i in a timely manner. 

F 365 !483.35(0)(3) FOOD IN FORM TO MEET 
SS=E 1 INDIVIDUAL NEEDS 

iEach resident receives and the facility provides 
i food prepared in a form designed to meet 
I individual needs, 

!This REQUIREMENT is not met as evidenced ( 
I by: I 

: Based on Interview and record review, the facilJty 
; falled to ensure the menu had a variety of food I 
; chotces according to the residents' preferences. ' 
i Six out of nine residents 1n the group meeting ! 
I complained they had to eat sandwiches for dinner i 

I four times: a week, The dietary menu had not 
I been changed for the past three years, This I 
: deficient practice has the potential for not meetlng i 
: the residents' needs, ! 

!Findings: 

I On 611011', at 5:30 p,m" during the group 
i meeting interview, six out of nine residents in 
I attendance, complained that they were tired of 
i eating sandwiches for dinner. The residents 

! 

F 333, F 365 483,35(0)(3) FOOD IN FORM TO 
I MEET INDIVIDUAL NEEDS , 

\ It is the pol ';;,/ of thIS faci:ity to ensure 
, the menu had a variety of food choices 
\ accordir,g to the resident's food 
I preferences. 

I , The menu was referred to the 
Registered Dietitian consult~w 
for feWJW and revision to mee: 
rQsid<?'1t request and needs. 
The poliCY for menu 
replacement was also referred 
to the RD consultant for review. 
Co:npletea on 06/30/11 

1 
F 3651 

I 

1 
2 A questionnaire was developed 

by the dietary supervise; to 
rardorr.~ ,nquiro the reSidents 
aoout the food provided by tr€ 
dietary department c"! a weekly 
baSIS Completed by 07t10f11. 

3, Menu and food quaiity wiE be 
wcluded if': ire "TIOnthly 
resident's cCJndl Meeting. 
DIetary supervisor will conduct 
random QA rounds durir:g 
meals to mquire about the 
resident's comments and 
sv:ggestion about the food 
choices. 

4. Dietary suoervlsor wiP review 
With QA committee ali QA 
rounds fitldings on a quarterly 
basis and as needed. 

: stated that they have complained to the staff but 

Evoo1 10: 1X301 ~ ItCOI'Itlnuation $Met Page 13 of 20 



PRINTED: 00/2112011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

, 

I 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
STATEMENT OF DEfiCIENCIES 
NID PLAN OF CORRECTION 

NAME OF PR0\t10ER OR SUPPUER 

ROYAL OAKS CARE CENteR 

(X1) PROVIDERJ$UPPlIER/Ci,JA 
IDENTifICATION NUMBER: 

555348 

{X4} 10 
PREF~ I 

TAG I 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DiF!CIENCY MUST BE PRECEDED BY FULL 

REGULATOOY OR LSC 100NTIFYING INFORMATION) 

F 395: Continued From page 1a 
: nothing has been done about it. 

IA review of the planned menu for Spring, 

., 

ISummer, Fall, and Wlnter indicated sandwiches I 

Iwere served three to four times a week for the 
, evening meal. 

Ion 6111/11, at 1:30 p.m., afterrevlewing the 
J menu, the dietary supervisor stated the dietitian 

Ii planned the menu and the menu had not been 

I
revised for the past three years. The dietary 
supeMsor also stated the factlfty did not have 
policies regarding- how often the menu should be i 
revised. 

F 371 483.35(;) FOOD PROCURE, 
SS=O i STOREIPREPAREISERVE • SANITARY , 

IThe facility must ­
: (1) Procure food from sources approved or 
!considered satisfactory by Federal, State or local ! 
: authorities; and 
: (2) Store, prepare, distribute and serve food 
i under sanitary condItions 

i This REQUIREMENT is not met as evidenced 
! by: 
: Based on observation, interview, and record 
; review, the facility faIled to ensure food was 
,: stored and served under sanitary conditions, 
; FOOd items stored In the- refrigerators were not 
: labefed and some items were expired, ThiS 
: defICient practlce has the potentjal for serving 
: food items that are no !anger safe to be i 
: consumed by the residents placing the residents 

, (X1) MULTIFlE CONSTRUCTION 

i A- BlH!..otNG __________ 

OMB NO. 0938.{)391 
1{(3) OATE SURVEY
;\> COMPlET€.D 

ia,WING 
0611112011 

10 

STREET ADORESS, CtTY. STATE, ZIP CODE 
3m E, IMPERIAL HWY. 

lYNWOOD, CA 9OZe2 

I 
PREFIX i 

PROVIDER'S PlAN OF CORRECTlOH 
(EACH CORRECTIVE ACTION SHOULD BE 

Cf{i)S$..REfERENCED TO THE APPROPRIATE 
DEFiCIENCy) 

TAG 
I 
: 

F 3651 

F 371 

I 

1F 371 483 35(i) FOOD PROCURE. 
I STORE/PREPARE/SERVE - SANITARY 
I 
I It is the policy of this facility to ensure 
Ithat ilS food was stored and served 
I u",der sar.itary condltior:s, ard food 
: items sto;ed in the refrigerators are 
! laeeled and servec before the 
: recomrr;endea date of expiration. 

, 

1. The dietary supervisor audited 
the refrigerator and checked the 
date of opening or preparatlon 
then ~a':Je!ed and dated the food 
ite'11s All food in all s:crage 
were inventor,ed and c~ecked 
for expiration. Any expired 
items are to be disposed of 
immediately. 

2. AI' dietary personnel we~o 
mserviced ';)'/ the Oietitial" 
;egarding tre pc!icy of the 
facility to ensuro that its food 
was stored and served under 
sanitary conditions, ana food 
Items stored in the refrigerators 
are labeled and served before 
the recommendeo date of 
expiration" Completed O~ 
0613011. 

3 Dietary supervjsor wi!! conduct 
random QA rOiJnds of all food 
storage to ensure compLance. 
RD will conduct random QA 
rounds and provide mservice 

CONII'lETION 
!>AT<I 
1X', 

i 
i ,, 

Event IO:IX30H 
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F 3711 Continued From page 19 I
•!at risk of foodbome illnesses. I 

: Findings: I 

i On 619111, at 6:05 p.m. during the initial kitchen ' Dietary supervi$~r wit review 
I tour, in the presence of the cook., it was observed I wiL''! QA committee all QA 
!that food items were stored in the refrigerator and: rounds findings on a quarterly 
ifreezer with no labels indicating the opening date ' basis and as needed. 
I and their expiration date as follows: I 
• 

: - four cups of milk 

i ~ Two cups of juice 

: - One box of pasteurized cream cheese with no 

I opening date and an expiration date of 5/14111 

! - One unlabeled water bottle containing juice that i 

according to the cook belong to one of the 


! kitchen staff 

i 

i At 6:22 p.m., during an interview, the cook stated ; 

; ail food items should be labeled with the date and I 

Itime they were opened. i 

IThe facility's Infection Control for the Food ! 

, Service Department policy and procedure dated- i 

: 512006, indicated all opened food shall be labeled ! 

I and dated. I
. . 
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