
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:05/04/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

105951

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

11/22/2019

NAME OF PROVIDER OF SUPPLIER

BRANDON HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP

1465 OAKFIELD DR
BRANDON, FL 33511

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0640

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Encode each resident's assessment data and transmit these data to the State within 7 days
 of assessment.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on record review and interviews, the facility failed to complete and transmit the Discharge Assessment for one (#2) of two
sampled residents.
Findings included:
A review of the medical record for Resident #2 revealed the resident was admitted on [DATE] and was discharged from the
 facility on 6/18/19. The Minimum Data Set (MDS) tab of the facility's electronic record for Resident #2 indicated the
 Discharge Assessment was 142 days overdue. The MDS identified the Discharge - Return Not Anticipated Assessment was in
 progress.
On 11/20/19 at 12:51 p.m., an interview was conducted Staff H, MDS Licensed Practical Nurse, and the MDS Coordinator
 (Coordinator). The Coordinator stated in the facility's morning meeting, every day, the staff discuss residents wanting or
 getting ready to go home. The Coordinator stated the Discharge Assessments are to be exported to federal government
 contractor within two weeks. The MDS staff members were asked to review Resident #2's MDS record. The Coordinator stated
 all residents have a Discharge Assessment and did not know why Resident #2's was not completed and transmitted. She
 identified the purpose of the Discharge Assessment was to notify federal government contractor that the resident was no
 longer in the building.
The policy titled, MDS, effective 11/30/14 and revised on 9/25/17, indicated the facility conducted initial and periodic
 standardized, comprehensive, and reproducible assessments no less than every three months for each resident including, but
 not limited to, the collection of data regarding functional status, strengths, weaknesses, and preferences using the
 federal and/or state required Resident Assessment Instrument (RAI). The procedure portion of the policy identified the
 facility was to maintain all resident assessments completed within the previous 15 months in the resident's active clinical record or in
a centralized location that is easily and readily accessible.

F 0692

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide enough food/fluids to maintain a resident's health.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record reviews, and interviews the facility failed to offer sufficient fluid intake consistent with
 the resident's assessment for one (#263) out of one resident sampled for fluid restrictions.
Findings included:
A review of the Admission Record showed that Resident #263 was admitted on [DATE]. The Admission Record included
[DIAGNOSES
 REDACTED].
An observation and initial interview, on 11/19/19 at 2:08 p.m., was conducted with Resident #263, who was alert and oriented to
person, time, and place. The resident revealed a recent cardiac surgery, which was evident by the observation of a
 horizontal surgical incision at mid-chest area, the observation revealed two large Styrofoam cups on the bedside table
 within reach of the resident. One of the Styrofoam cups was labeled 11/19 and 7-3 shift. Resident #263 was unaware of the
 reasoning of being on a fluid restriction.
On 11/20/19 at 3:23 p.m., the resident was very upset and reported not receiving any water for 4 hours, and had not received any since
lunchtime, and was so dry the resident took out dentures. At 3:25 p.m. on 11/20/19, Staff E, Certified Nursing
 Assistant (CNA), provided a four-ounce plastic cup of water to the resident.
An observation of Resident #263's room, on 11/21/19 at 11:26 a.m., revealed no cups of fluid in the room. The resident was
 observed, on 11/21/19 at 11:29 a.m., ambulating with therapy staff.
Resident #263 was observed at 11:07 a.m. on 11/22/19, sitting in a wheelchair. watching television, with a small plastic cup of water
on the over-the-bed table in front of him. The resident stated he was getting fluids now, restricted of course.
A review of physician orders [REDACTED]. The order indicated Dietary would provide 1080 cc and Nursing 920 cc - 400 cc per
 day shift, 400 cc per evening shift, and 120 cc per night shift. The Dietary History and Food Preference, effective
 11/19/19 at 8:42 a.m., indicated Resident #263 was to receive 2000 cc/day per the fluid restriction. The Medication
 Administration Record [REDACTED].
On 11/19/19 at 2:21 p.m., Staff T, Licensed Practical Nurse (LPN) stated Resident #263 came from the hospital with the fluid
restriction orders and nursing was to give 400 cc during my shift (7 a.m.- 3 p.m.). The LPN stated one large Styrofoam cup
 holds 12 ounces, so one of the cups would hold 354 ml (milliliters). An observation, at 2:27 p.m., with Staff T revealed
 one 12-ounce Styrofoam cup on the over-the-bed table of Resident #263, and the LPN stated she had been in the room at lunch time
and did not notice a second cup.
On 11/21/19 at 10:57 a.m., Staff B, RN, stated she was to provide the resident with 120 cubic centimeters (cc) of hydration
 during her shift, 7 a.m. to 3 p.m.
On 11/21/19 at 3:12 p.m., Staff B, RN stated Resident #263 was on a fluid restriction and she gave the resident 120 ccs of
 fluid with medications this morning but had reviewed the chart and she was supposed to give the resident 400 ccs. Staff B
 confirmed Resident #263 had been asking for fluids.
On 11/21/19 at 3:20 p.m., Staff I, LPN Unit Manager confirmed Resident #263 had only received 120 mL's of fluid during the
 day shifts on 11/20 and 11/21/19.
The Certified Dietary Manager (CDM) stated, on 11/22/19 at 10:46 a.m., the facility had a chart that was followed, regarding how
much fluids dietary gives and how much nursing was allowed to give. The CDM identified that usually residents come from the
hospital with a physician order [REDACTED]. The DON stated the nurse should have followed physician orders [REDACTED]. The
baseline Care Plan, initiated 11/18/19, indicated, as part of the Dietary orders/instructions, Resident #263 was on a
 fluid restriction of 2000 mL/day. The care plan for the psychosocial well-being of Resident #263 indicated the resident
 would adjust to current living situation and was non-compliant with fluid restriction.
 A policy titled, Fluid Restrictions, effective 11/30/14 and revised 8/28/17, identified residents should receive adequate
 fluid intake within the limitations determined by the attending physician. The procedure indicated the resident would have
 fluid restrictions calculated so that he/she can have intake on each shift based on resident preferences and in calculating intake per
shift, keep in mind fluid required for resident to take medications and desired at mealtimes. The procedure
 identified resident education would be provided on established limits and importance of adherence to the restrictions.

F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 105951 If continuation sheet
Page 1 of 4



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:05/04/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

105951

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

11/22/2019

NAME OF PROVIDER OF SUPPLIER

BRANDON HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP

1465 OAKFIELD DR
BRANDON, FL 33511

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 1)
Based on observation, interview and record review, the facility failed to ensure one Resident #37 of two residents sampled
 received [MEDICAL CONDITION] care consistent with professional standards related to humidified oxygen.
Findings included:
Observation of Resident #37 on 11/19/19 at 9:37 a.m. revealed she was non-verbal due to a [MEDICAL CONDITION] but used a
 white board to communicate. Resident #37 wrote that she used humidified water or her throat gets irritated, and she gets
 congested. Her humidified bottle was observed with approximately a quarter inch of water in the undated bottle. The
 resident mouthed that her husband comes in at night and will get her bottle changed and perform [MEDICAL CONDITION] since
 he had done that for the last ten years. Resident #37 wrote, the respiratory person comes several times a week and changes
 her equipment also.
On 11/19/19 at 11:55 a.m., the humidified water was observed to be set at 28% with the oxygen at 5 liters. The water bottle
 was observed with less than a quarter inch of water after the resident received her medication.
On 11/19/19 at 12:19 p.m., Resident #37's humidified water was set at 28% with scants amount of water remaining in the
 bottle.
On 11/19/19 at 1:30 p.m., the humidified water bottle contained scants amount of water on the right side of the bottle.
Interview and observation of Resident #37's humidified bottle on 11/19/19 at 1:45 p.m. with Staff Member A, Licensed
 Practical Nurse (LPN) revealed that he checked the humidified water bottle every shift and that it was due to be changed
 soon. He stated the bottle was supposed to be checked every shift. Staff Member A stated, Resident #37 liked the humidity
 and that the bottle was not empty yet.
During an interview on 11/19/19 at 2:56 p.m. with the Director of Nursing (DON), he confirmed Resident #37 did not have a
 physician order [REDACTED]. The DON stated he would obtain orders for the humidified water.
During observation of the humidified water on 11/22/19 at 1:05 p.m., the bottle was observed to be undated with less than a
 quarter inch of water remaining.
On 11/22/19 at 1:10 p.m., the Regional Nurse Consultant confirmed that the humidified bottle should be dated and changed
 before reaching less than an inch of water in the bottle.
Review of the physician order [REDACTED]. Review of the physician order [REDACTED].
Review of the physician summary orders dated 11/19/19 reflected to keep [MEDICAL CONDITION] at bedside.
Review of the physician order [REDACTED].
Review of the physician order [REDACTED].
Review of the physician order [REDACTED].
Review of the physician order [REDACTED]. [MEDICAL CONDITION], assess skin around stoma site and under ties [MEDICAL
 CONDITION].
Review of the care plan reflected a focus for Activities of Daily Living (ADL) self care performance related to [MEDICAL
 CONDITION] status initiated on 9/17/19. Interventions [MEDICAL CONDITION] per physician orders [REDACTED]. Focus area
 related to chronic [MEDICAL CONDITION] initiated on 9/17/19. Interventions included [MEDICAL CONDITION] are secured at
all
 times initiated on 9/17/19. Interventions for oxygen settings per physician orders [REDACTED]. Interventions include oxygen
settings per physician orders, initiated on 9/17/19.
Review of the policy and procedures effective date 11/30/14 revision dated of 8/28/17 with document name RT-510, one page,
 reflected: An equipment change schedule provides a schedule for changing disposable equipment at regular intervals as
 determined by manufacturer's recommendation and standards of practice. Aerosol tubing and aerosol nebulizer, change every 7 days.
Review of the [MEDICAL CONDITION] care skills competency checklist page one of one without a revision date reflected 7.
 Check placement of oxygen and humidification per physician order [REDACTED]. If possible, based on the resident's
 condition, position resident in semi-fowlers position to facilitate comfort. 12. Re-check placement of oxygen and
 humidification per physician order.

F 0759

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record reviews, and interviews the facility failed to ensure that the medication error rate was less
 than 5.00%. Twenty-nine medication administration opportunities were observed and eleven errors were identified for one
 (#72) of four residents observed. These errors constituted a 37.93% medication error rate.
Findings included:
On 11/21/19 at 10:02 a.m., an observation of medication administration with Staff A, LPN (Licensed Practical Nurse, was
 conducted with Resident #72. The residents' electronic medication profile was colored red. Staff A, LPN was observed
 administering the following medications: [REDACTED]
- [MEDICATION NAME] 5 milligram (mg) tablet
- Vitamin D3 1000 iu (international units)
- [MEDICATION NAME] 20 mg tablet
- [MEDICATION NAME] 50 mg tablet
- [MEDICATION NAME] 20 mg tablet
- Memantine HCl 5 mg
- [MEDICATION NAME] 25 mg tablet
- [MEDICATION NAME] ER (extended release) 30 mg
- Poly-iron 150 capsule
- Aspirin 81 mg chewable - 2 tablets
A review of the Medication Administration Record [REDACTED]. At 10:20 a.m., the administration of Resident #72 medications
 was completed, at which time Staff A stayed with the resident to ensure hydration, then obtained the resident's oxygen
 saturation level, using a pulse oximeter.
A review of the physician's orders [REDACTED].
- [MEDICATION NAME] Delayed Release 5 milligram (mg) tablet daily.
- [MEDICATION NAME] (Vitamin D3) 1000 units daily.
- [MEDICATION NAME] 20 mg daily.
- [MEDICATION NAME] 50 mg three times a day.
- [MEDICATION NAME] 20 mg daily.
- Memantine HCl 5 mg two times a day.
- [MEDICATION NAME] 25 mg every 12 hours.
- [MEDICATION NAME] ER (extended release) 30 mg every 12 hours.
- Poly-iron 150 two times a day.
- Aspirin 81 mg chewable - 2 tablets a day.
- [MEDICATION NAME] HCl 200 mg daily.
Prior to dispensing Resident #72's medications, Staff A stated the medications for Resident #72 were late, due to a long med
(medication) pass. At 10:24 a.m., Staff A stated there were three more residents whose medications still had to be
 administered and were late. On 11/22/19 at 11:36 a.m., the Regional Director of Clinical Services (RDCS) stated the policy
 was to call the physician prior to the administration of late medications, receive an order, follow the order, and if
 necessary, write an one-time order. The RDCS stated the Director of Nursing and herself were aware of the observation and
 education was completed. When asked what the nursing staff should do if medications were late due to circumstances on the
 unit, she stated the nurse should have asked for assistance, if something was going on on the unit, someone else could have assisted
with the happenings. On 11/22/19 at 12:43 p.m., the Consulting Pharmacist stated the expectation for
 administration of medications, was that they be administered within one hour before or one hour after the scheduled time.
The policy titled, Medication Administration Times, effective 12/1/07 and revised on 5/1/10, identified the facility should
 commence medication administration within sixty (60) minutes before the designated times of administration and should be
 completed by sixty (60) minutes after the designated times of administration.

F 0761

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with
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F 0761

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 2)
 currently accepted professional principles; and all drugs and biologicals must be stored
 in locked compartments, separately locked, compartments for controlled drugs.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, review, and interviews the facility failed to ensure the proper storage of medications in two out of
 four reviewed medication/treatment carts.
Findings included:
On 11/21/19 at 2:36 p.m., an observation was conducted with Staff A, Licensed Practical Nurse (LPN) of the Rehabilitation
 Medication cart. The observation revealed an unopened bottle of Latanoprost eye drops and an unopened [MEDICATION NAME]
 pen. The medication bottle containing the bottle of Latanoprost had a sticker reading Refrigerate until opened. The clear
 storage bag, containing the [MEDICATION NAME] pen, had a Refrigerate sticker and a sticker that read, Refrigerate Until
 Open. Staff A confirmed both items were unopened and should have been refrigerated. The staff member stated the items would be
destroyed. (Photographic Evidence Obtained)
On 11/21/19 at 2:59 p.m., an observation was conducted, with Staff U, Registered Nurse (RN) of the 300-hall Medication cart. The
observation revealed an opened [MEDICATION NAME] pen with no open date on the pen or the clear storage bag. The
 [MEDICATION NAME] pen was dispensed from the pharmacy on 11/15/19. Staff U stated the pen would be open dated on
11/15/19.
 (Photographic Evidence Obtained)
On 11/22/19 at 12:43 p.m., the Consulting Pharmacist stated the unopened [MEDICATION NAME] pen and bottle of Latanoprost are
allowed to be stored in the medication carts as long as the dispensed date was used as the open date. The Consultant stated the opened
[MEDICATION NAME] pen should be dated with the dispensed date.
The policy titled, Storage and Expiration of Medications, Biologicals, Syringes, and Needles, effective 12/1/07 and revised
 on 5/10/10, 1/1/13, and 10/31/16, identified once any medication or biological package is opened the facility should follow
manufacturer/supplier guidelines with respect to expiration dates for opened medications and staff should record the date
 opened on the medication container when the medication has a shortened expiration date once opened.

F 0812

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Procure food from sources approved or considered satisfactory and store, prepare,
 distribute and serve food in accordance with professional standards.

Based on observation, interview and record review the facility failed to maintain the kitchen in a clean and sanitary manner related to
1. the high temperature dish machine, debris behind equipment, and the hot water dispenser located in the
 kitchen, and 2. the facility failed to store food in a sanitary manner related to open containers of food and seasonings.
Findings included:
1. Observations during the initial tour of the kitchen on 11/19/19 at 9:20 a.m. with the Certified Dietary Manager (CDM)
 present revealed that the kitchen housed a high temperature dish machine. Closer observation of the dish machine revealed
 that there was a white chalky substance build-up around the opening to the clean side of the dish machine, where the clean
 dishes exit the dish machine. (Photographic Evidence Obtained) Continued observation of the kitchen during the initial tour revealed
that a hot water dispenser had a white chalky substance on the faucet where the hot water was dispensed.
 (Photographic Evidence Obtained)
Continued inspection of the kitchen during the initial tour on 11/19/19 at 9:40 a.m. revealed that a box of corn starch, a
 container of poultry seasoning, and a container of pepper and salt seasoning were noted to be stored on a shelf above a
 prep counter and were all noted to be open. The CDM reported that the staff were in the process of preparing the day's meal and was
currently using the items. At the time of the observation there was no staff noted to be in the vicinity of the
 prep table until after the open containers were identified.
2. Observations during the comprehensive inspection of the kitchen on 11/21/19 from 9:15 a.m. to 9:42 a.m. revealed that the dish
machine was still noted to have a white chalky substance build-up around the opening to the clean side of the dish
 machine, where the clean dishes exit the dish machine. The white chalky substance was easily dislodged when touched with
 the tip of a pen. Continued observation of the kitchen during the comprehensive tour revealed that a hot water dispenser
 still had a white chalky substance on the faucet where the hot water was dispensed.
During the interview with the CDM on 11/21/19 at 9:40 a.m., the CDM stated that the surveyor did not tell her that the
 faucet had a white build-up substance on it, but that she would use cleaning product, right away. She reported that the hot liquid
dispenser gets wiped down every night. The CDM reported that she will have the dish machine cleaned right away and
 reported that the white substance was a result of hard water. She reported that the dish machine gets scrubbed down every
 other week on Friday.
The comprehensive tour of the kitchen on 11/21/19 at 9:28 a.m. revealed an observation of the shelf located over a prep
 table and noted to have a container of paprika with the lid open. Continued observation of the prep area revealed that
 under the same shelf there was a large container of mashed potato flakes with the top of the box opened in the position of
 a spout with nothing covering the open box. There was no staff person noted in the vicinity of the prep area at the time of the
observation. Interview with the CDM at this time revealed that the open items were currently in use, but that the box
 should have been closed. Interview with Staff J, Cook, as she closed the box in everyone's presence, revealed that the
 container of potato flakes was not open and that she was about to make potato soup, but would not leave the box open with
 roaches in the kitchen.
During the continued inspection of the kitchen on 11/21/19 at 9:36 a.m. it was revealed that the lower area below the steam
 oven was an open area where the floor and wall behind the unit was exposed and could be seen from the front of the steam
 oven. It was noted that there was stale food and debris behind the steam oven on the floor as well as a crawling insect
 that was crawling towards the left side of the unit in the direction of the prep table, which housed the open mashed potato flakes.
(Photographic Evidence Obtained) Interview with the CDM at this time, revealed that housekeeping would do a
 pressure wash one time a month, and that the dietary department sweeps the kitchen after each tray line.
Review of the facility's undated policy titled, Sanitation & Infection Control, revealed the following: Thoroughly clean all surfaces
and equipment. Use detergent/water as necessary.

F 0925

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Make sure there is a pest control program to prevent/deal with mice, insects, or other
 pests.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview and record review the facility failed to maintain an effective pest control program by
 keeping the facility free of pests, related to roaches in the kitchen.
Findings included:
Observations during the initial tour of the kitchen on 11/19/19 at 9:37 a.m. with the Certified Dietary Manager (CDM)
 present revealed that the kitchen housed a 6-burner stove which had 2 ovens. inspection of the ovens revealed that when the door to
the left oven was opened 4 to 5 insects about a half inch long were running around on the inner side of the open
 oven door. (Photographic Evidence Obtained). The CDM was noted to make unsuccessful attempts at killing the insects with a
 piece of tissue. Interview at this time with the CDM revealed that the insects are roaches and that there is an ongoing
 concern with roaches in the kitchen, and that she had placed a work order for treatment of [REDACTED].
Observation of the kitchen during the comprehensive tour on 11/21/19 at 9:28 a.m. revealed that the kitchen housed a shelf
 located over a prep table which was noted to have a container of paprika with the lid open. Continued observation of the
 prep area revealed that under the same shelf there was a large container of mashed potato flakes with the top of the box
 opened in the position of a spout with nothing covering the open box. There was no staff person noted in the vicinity of
 the prep area at the time of the observation. Interview with the CDM at this time revealed that the open items were
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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

(continued... from page 3)
 currently in use, but that the box should have been closed. Interview with Staff J, Cook, as she closed the box in
 everyone's presence, revealed that the container of potato flakes was not open and that she was about to make potato soup,
 but would not leave the box open with roaches in the kitchen.
Continued observation of the kitchen during the comprehensive inspection on 11/21/19 at 9:36 a.m. revealed that the lower
 area below the steam oven was an open area where the floor and wall behind the unit were exposed and could be seen from the front
of the steam oven. It was noted that there was stale food and debris behind the steam oven on the floor as well as a
 crawling insect that was crawling towards the left side of the unit in the direction of the prep table, which housed the
 open mashed potato flakes. (Photographic evidence obtained) Interview with the CDM at this time confirmed that the insect
 was a roach and revealed that the housekeeping department would do a pressure wash one time a month, and that the dietary
 department sweeps the kitchen after each tray line.
On 11/21/19 at 9:42 a.m. during the comprehensive tour of the kitchen an insect was noted to crawl out of the ceiling vent
 located in the dishwashing room. The CDM reported that that this was a roach and it was coming out due to the kitchen being treated.
She reported that she would let the administrator know right away.
Interview on 11/21/19 at 11:15 a.m. revealed that a representative from the contracted pest control vendor was present in
 the kitchen. Interview at this time with the representative from the pest control vendor revealed that behind the steam
 oven there was grout missing and that appeared to be where the roaches are nesting. He reported that he inspected the
 ceiling vent and did not find any roach nesting., He reported that he did recommend that the area behind the appliances are to be
cleaned because sometimes there is grease and debris behind the appliance which could result in a breeding ground.
Review of the pest control vendor inspection report dated 11/21/19 showed, performed a regular pest control service at this
 location today. I treated as need in the kitchen areas steamer, dish room, vents and wrap around lights, I found minimum
 activity of roaches. However, I still recommend a clean out treatment to eliminate any problem. The report indicated,
 Condition: SANITATION PROBLEM- Behind all appliances need to be clean properly.
Review of the pest control vendor inspection report dated 11/19/19 revealed, I treated as need inside the building
 specifically in the kitchen, some activity was found. The report indicated, Condition: SANITATION PROBLEM- Behind all
 appliances need to be clean properly.
The CDM provided the Maintenance Request Log for the months of 2/2019, 3/2019, 4/2019, and 11/2019. The logs indicated that
 there were concerns with roaches and tile missing grout. There was no indication that these concerns were addressed.
Review of the pest control vendor's inspection reports from 8/1/19 to 11/21/19 revealed no specific treatment for
[REDACTED].Review of the facility's policy titled, Pest Control, with an effective date of 11/30/2014 revealed the following:
The facility will maintain a pest control program, which includes inspection, reporting, and prevention.
3. Treatment will be rendered as required to control insects and vermin.

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 105951 If continuation sheet
Page 4 of 4


