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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm
or potential for actual harm 47083

Residents Affected - Some Based on observation, interview and document review, the facility failed to ensure 1 of 2 unit ice and water
dispensers for resident use were maintained in a clean and sanitary manner on the Cornerstone unit
kitchenette. In addition, the facility failed to ensure 1 of 2 unit refrigerators were maintained in a clean and
sanitary manner. This had the potential to effect 60 residents served by the Cornerstone unit kitchenette.

Findings include:

On 10/2/24 at 12:43 p.m., family member (FM)-A stated in August of 2024, the family council had shared
concerns with management regarding the condition of the Cornerstone unit ice and water dispenser. There
was excessive build up of hard water residue on the dispenser, leaving the family members concerned that
the residents were ingesting bacteria.

On 10/2/24 at 4:10 p.m., FM-B stated she had concerns about debris in the ice and water dispenser on the
Cornerstone unit that served her family member. She had approached management about this concern in
August 2024.

On 10/2/24 at 4:37 p.m., the Cornerstone unit ice and water dispenser was observed with dietary aide
(DA)-A. The drip tray was covered in a whitish gray colored matter. There was whitish-gray colored residue
covering the stainless steel of the machine, the chute where the ice was dispensed, and the chute where the
water was dispensed. In addition, there was whitish-gray residue on the left side of the refrigerator which was
positioned to the left of the ice and water dispenser. At 4:47 p.m., the Cornerstone unit ice and water
dispenser unit was observed with the director of maintenance (DM)-A. DM-A stated, We have tried
everything to get the hard water off. DM-A stated the ice and water dispenser is cleaned for hard water build
up weekly by the maintenance department and daily by housekeeping.

On 10/2/24 at 4:44 p.m., nursing assistant (NA)-A was observed preparing several cups of ice water from the
ice water dispenser on the Cornerstone unit kitchenette. She placed them on a cart. NA-A stated she was
transporting the cups to the unit for the supper meal. NA-A stated the dietary staff was responsible to clean
the ice and water dispenser.

(continued on next page)
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F 0812 On 10/3/24 at 10:10 a.m., DA-B stated R1 recently complained about the taste of the water. They have tried
to clean the ice and water dispenser, but have not found anything to successfully remove the residue

Level of Harm - Minimal harm or buildup. The Cornerstone freezer was also observed with DA-B. An unidentified light brown colored

potential for actual harm substance was observed in the grooves of the length of the rubber door seal. There was also an unidentified
white substance observed at the front of the base of the freezer. DA-B stated the refrigerator/freezer was

Residents Affected - Some cleaned daily by the dietary department.

On 10/3/24 at 10:27 a.m., the freezer rubber seal was observed with the assistant culinary director (ACD)-A.
She stated the DA's were supposed to clean these items daily.

On 10/3/24 at 11:22 a.m., R1 was asked if he drinks the water from the ice and water dispenser on the
Cornerstone unit. R1 responded, he does drink the water, but, It's terrible! It tastes so bad!

10/3/24 at 1:45 p.m., registered nurse (RN)-A stated a resident complained about the taste of the water from
the Cornerstone unit about one month ago. RN-A stated, Sometimes it (the dispenser) is not clean and
stated sometimes she tried to wipe it down. RN-A stated the kitchen staff were responsible to clean it.

A facility policy regarding cleaning the kitchenette equipment was requested, but was not provided.
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