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tions in the facility kitchen on 11/05/19 at
, 12:00pm and 12:22pm revealed: :
$ @ 4.32-pound package of ground beef |
iginal package was sitting in the kitchen i

und beef was not in a separate container
i@not have running water over it.

with the cook on 11/05/19 at 12:22pm

the ground beef out at 11:30am today.
going to use it for the evening meal,
ally sits meat out to thaw in the sink but
t set it in water or run water over it,

ally sits the meat back in the bottom of !
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{1) Thelitchen, dining and food storage areas " W X U \OG’_ \ A S "(
shall bd clean, orderly and protected frem

le is not met as evidenced by; i
n observations and interviews, the facitity |
ensure food being thawed for resident |
as protacted from contamination related :
d beef thawing In the kitchen sink.
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D282 Contpged From page 1 . D2e2
~Upop puching the meat in the sink with his '
glovgdihand he stated, "it's still frozen." N
i
Revigvllof the facility Kitchen Training check off !
list inftifled, dated and signad on 03/16/13 by the i
cook frgrealed the following statement; "Meats
thawing must be laid out in pan in bottom of fridge !
with grfole time to thaw for next day. If not i
comyldely thawed, they may be thawed in i
contdirger in sink with water running on them. 1
Water fwst remain running until thawed." i
Interyigv with the Supervisor on 11/05/19 at !
3:25gngrevealed she was unaware the ground i
beef s being thawed in the sink in the original ;
contdirfer without running water. ]
Interyidv with the Administrator on 11/05/19 at I
3:55pnf revealed: 2
-The ok had just taken the meat out of the {
freezpgoefore it was seen in the sink, :
~The ffok was going to put it in the refrigerator to 5
thaw i
-He Usflatly does this right. '
D358 10A C 13F .1004(a) Medication i D358
Adming@tration ;
10A NGAC 13F 1004 Medication Administration :
(a) Anfedult care home shall assure that the :
prepgration and administration of madications, i
presqriftion and non-prescriplion, and treatments
by stpiRare in accordance with;
(1) orgers by a licensed preseribing practitioner i
which §re maintained in the resident's record; and ]
{2) rhigs in this Seclion and the facility's palicies
and yrecedures
i
This Rffle is not met as evidenced by: |
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D358 Contpiffed From page 2 D 358 : . ; .
Baseyd bn observations, interviews and racord ‘ N\ed \ QOS\ ol ‘Ridﬁ. S\lp’.}f ST
jons, eco ; "
reviefy facility failed to assure the | WAll MoRE Sy e w 0"“ -qu—
admipiftration of medications were in accordance i D¢devs oxe. correcke.d DN MIMS
o Pl e e Pt | Cefore Pudting tnee out
sa idents (Reside a t
to a maication used to treat movement J ‘SM W \ \\ V\O‘“ RS :\C' o
disorfids. | duda 4o deubic C&\&c&glj&?ru.
The finflings are: Wi -3‘/\,,\9‘ MM\(\ ‘O\fbr - Vi%—\\g‘
! Ckﬂ\él-¥V\x:é>vd\\\ owhol ‘
. o ¥ i A 3
A, || TS Al e Pt
disorfidk and depression, { , VWA Oud, 'T\’:“S okt i
| Frod VD VediCadion ex (s
Revigwlof Resident #1's medication order dated : ‘.'"‘d A\ (\0:} e
09/04/1p revealed Cogentin was to be ‘ J‘NLL (D\O.CJL o ~\'* (ll %
discapfues, Medi codion ‘W‘Oi\‘! 'SD ¢ |
Revigvllof Resident #1's Medication \N\ \\ V\(}'\' gl 5- i
L. : \ edicadon
Adminijtration Record (MAR) for September r Jm Aoy ‘(’Q&‘\de\f\:\'- NN\ ”
2019)rgvealed: : i d ; AR A=
~The s an entry for benztropine (generic for : de XNVVSDR. Y\i_\
Cogefrf) 1 milligram (mg) at 8:00am and | IuNL Pk Y ﬂ'-‘:‘""c
8:00 i re.ceiv Dle odeV
-Beniigppine was documented as administered | % v Qve Sﬁ C\*\\f\\ d_ﬁ(: iye e
twice|cily from 09/01/19 through 09/3049. i VAN %\ N )
. | P Teaidenk T
Revigwof Resident #1's Medication : . L Cnaeie
Admififltration Record (VAR) for October 2019 | DICector Wil ‘
reved| ) | QYL O\.\(\KO\"\*\‘\"\ . tc, .
~Thefelvas an entry for benztropine 1ma at i S AN d et Adaie (&
8:004rfand &:00pm. 1 -l TR Ry Yok
-Bengt@pine was documented as administered i \QQ_\ M\ dw_ o
twicef dily from 10/01/19 through 10/31/18. : AN e\ RN
Revidwlof Resident #1's Medication Covnoplhiay
Adminiftration Record (MAR) for Novembar 2018 2 / l 9
reved|d: i V413 )
~Thene fvas an entry for benziropine 1mg at .@
8:004mliand 8:00pm i
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0358 Contpfed From page 3 i D358
-BenttPpine was documnented as administered ;
twi ily from 11/01/19 through 11/04/19. ’
-ngt ine was documented as administered at :
8 on 11/08/19, i
Interyiy with Resident #1 on 11/05/19 at 8:59am |
reved|d:
-She [ not know the names of medication she :
was ¢ :
-The 5 gave her medications every day. :
-Sheufually got her medications on time, but not !
alwa E
InterYidgv with the pharmacy manager on 11/05/19
at 2.208m revealed: i
-They gackaged Resident #1's medications for :
the fcllity. I
-They Jere responsible for printing the )
infordtion given to them by the facility for the |
MAR |
-They spense medications to the facility two i
weeks ki a time, 5
-The jripst recent two weeks packaging for |
Residelt #1's benztropine was sent on 10/24/19. ;
-Respignt #1's next medication delivery is ;
sche for 11107119,
-The: not received an order from the facility
to digcgntinue the benztropine for Resident #1,
Interdigev with the Medication Aide Supervisor on i
11/0: at 3:20pm revealed: .
-She ked the MAR for accuracy.
-The banztropine should have been discontinued
09/04/ .
-She ofan got interrupted by residents and must 5
have|bfen distracted which caused her to miss g
the dlsfontinue order for the benztropine. i
-The pgntinuation of the administration of E
benz{r@ine by facility staff was a mistake. |
)
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nlled From page 4

of the medication cart on 11/05/19 at
ravealed benztropine 1mg tab was

in a 14-day dosing package for 8:00am
m daily.

conger needed to take the benztropine.
re no adverse side effects from
t #1 continuing this dose of benztropine.
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