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F 278 | Continued From page 1 F 279] 07/03/2013 for Resident # 10. The

of fifteen (15} residents.
| Findings include:

Areview of the policy and procedure titled
“Development of a Care Plan”, revealed "care
plans are to be created by the interdisciplinary
care plan team within seven (7) days of
completion of the comprehensive MDS
assessment.” The Social Services Director was
responsible for the behavior section of the MDS
and for care planning triggered behavior
symptoms. :

Arecord review revealed Resident #10 was
admitied to the facility on 04/14/11 with diagnoses
to include Generalized Anxiety, Depression, and
Mentat Retardation

Observations of Resment #10's room on
07/01/13, 07/02/13, and 07/03/13 revealed the
resident's room was extremely cluttered with craft
supplies, clothing and food items. There was
also a three fiered shelf of shoes located in ihe
floor next to the toilet and a three shelf, plastic
storage container, under the sink.

Arteview of the care plans for Resident #10 dated
02/20/13 revealed there was no behavior care
plan implemenied.

An inlerview with the Social Services Direclor -
{SSD}), on 07/03/13 at 1:30 PM, revealed
Resident #10 was very set in his/fer ways and did
not like for anyone to come in histher room and
bother his/her things nor make suggestions o get
rid of some items to make lhe room fess

cluttered. The SSD further revealed the resident

care plan team met with Resident
#10 and his/her tesponsible party on
08/01/2013, to discuss the care plan
revision.

Criteria #2: An audlt of resident
care plans was completed on

 07/31/2013 by members of the care

plan team fo determine that all
resident behaviors were properly
addressed on their care plan.

Criteria #3: The care plan team
received in-service education on
development of the care plaa on
7/25/13 as provided by the
corporate nurse consultant.

' Housekeeping and nursmg staff
' membets  reccived  in-service
_education on  reporting  of
‘hoarding’ and/or other potentially
! hazardous behaviors on 08/05/2013
.as provided by the facility
- administrator.  Any reports of
. ‘hoarding’ and/or other potentially

hazardous behaviors shall be
discussed in thé next morning

meeting with the care plan team so
that a plan of care addressing the
situation can be developed and
unplemented timely.

. Criteria #4: The CQI tool for

monitoring of behavior care plan
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F 279 | Continued From page 2 F279| : development shall be utilized
would sometimes let staff and family go through ~monthly X 2 months and then
s0me itgms and affow !hen*_l to l?e s?nt home with . quartcﬂy, as per establisheﬂ CQI
the family but then the family will bring them back alends nder th ervision of
| per his/her request so the room never gets caie ar,, u € ¢ sup S10
deaned out for long.  Further interview revealed  the Admlmstratqr .
there should have been a care ptan developed to Criterla #5: Target Date
address Resient 310's hoarding like behavior. 08/09/2013
An interview with the Director of Nursing {DON),
on 07/03/13 at 1:45 PM, revealed a care plan .
should have been developed for Resident #10's + F 371 Food Procure,
hoarding like behavior. . Store/Prepare/Service — Sanitary
SS=F STOREiPRFPARBSERVE- SANITARY - distribute and serve food under
The facility must - samtm:y conditions. _
{1) Procure food from sources approved or Criteria #1: Tbe rust colored
considered satisfactory by Federal, State or local substance on the exhaust hood and
az‘l“é"t“"‘?si and ditrioute and food  refrigerator floor was
(2) Store, prepare, distribute and serve removed/covered by the
under sanitary conditions : . - _
‘ maintenance department oh
- 07/19/2013 A hair net box holder
" was installed by the back kitchen
centrance on  7/3/13 by the
This REQUIREMENT is not met as evidenced -maintenance department for easy
by: ' . - access to hair nets by personnel
Based on observation, interview, and facility using that entrance. All personnel
policy review it was determined the facility failed " entering through the back entrance
to s_tore, prepare, distribute an.d serve foo-(! under to the kitchen are utﬂizing hair nets
sanitary conditions. Observations of ihe kitchen,, tering the kitch
revealed a rust-colored, build-up of substances up?n e_n erng e c cn.
on Ihe inside of the the exhaust hood that was - Criteria #2: All residents have th.e
mounted above the stove and around the flooting potential to be affected by this
and baseboard, near the entrance to the walk-in - alleged deficient practice.
refrigerator. !n'addmon,' staff rnembelfs.we.re " Criteria #3: Di etary staff members
observed entering the kitchen and service areas
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without applying a hair net or hair reslraints.

A review of the facility's census and condition,
dated 07/01/13, revealed there were 62 residents
in the facility and all the residents utilized the
kitchen facilittes.

A review of the facllity "Food Code 2009," and
policy for "Hair Resirainis”, revealed "employees
shall wear hair restraints, such as hats, hair
coverings of nets, beard restraints, and clothing
thai covers body hair, that are designed and wom
to effectively keep hair from contacting exposed
food, clean equipment, uiensils, and linens and
unwrapped single-service and single use articles.

Findings include:

1. An observation of stove and refrigerators on
07/01/13 at 12:50 PM and 07/03/13 at 1:30 PM,
revealed a rust-colored substance that covered
the inside of the range hood, thal transferred to a
giove, when wiped with a gloved hand.

Aninterview wilh Lhe Dietary Manager, on
07/01/13 at 1.00 PM, revealed she was never told
to check for this problem and was not aware the
debris could possibly fali down into the food
cooking on the stove below. She stated she
thought the people responsible for inspacting and
conducting maintenance of the hood would have
been responsible to take care of the problem.

2. An observation of the kitchen, on 07/01/13 at
12:50 PM, on 07/02/13 at 11:35 AM and on
07/03/12 at 07/03/13 at 1:30 PM revealed four
staff members, including the Dietary Manager,
entered the kitchen and walked past tha three

07/25/2013 which included, but was
. not limited to: (1) reporting rust on
", any equipment to the maintenance
director; and (2) areas of the kitchen
that requires utilization of hair nets,
* ak provided by the Dietary Manager
and Dietician.
Criteria #4: The CQI tools for the
monitoring of dietary sanitation
shall be utilized weekly X 2 weeks
and then monthly in accordance
with the established CQI calendar
: under the supcrvision of the Dietary
: Manager and/or RD.
. Criteria #5: Target Date
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compartment sink, fray line, stove and on Info the
dry storage area, 1o retrieve a haimet from a large
cabinet,

An interview with the Dietary Manager, on
07/03/13 at 1:30 PM, revealed she thought the
policy was, that it was acceptable {o have this
practice, as long as they did not actually handle
the food or walk directly beside the tray line,

An interview with the Administrator, on 07/13/13
at 4:45 PM, revealed the practice of not wearing
hair nets, was not acceptable and the
rust-colored debris would be rectified.
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The findings that follow demonstrate
noncompliance with Title 42, Code of Federat
Regulations, 483.70(a} et seq. (Life Safety from
Fire).

Deficiencles were cited with the highest
deficiency identified at "E" level.

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
SS=E
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. Itis fully
supervised. There Is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
bultding fire alarm system. 19.3.56

This STANDARD s not met as evidenced by:
Based on observations and interview, it was
determined the facility failed to ensure complete
sprinkler coverage in accordance with NFPA
standards. The deficiency had the potential {o
affect two (2) of three (3) smoke compartments,
forty-two (42) residents, staff and visitors. The
facllity is certified for Seventy-Three (73) beds
with a census of Fifty-Three {53} on the day of the
survey. The facility failed to ensure three (3)
sprinkler heads were located at least four (4)
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K056 | Continued From page 2 K 056 | K072 — Means of egress are continuously maintained
inches from the wal, free of all abslructipns or impediments to full instant
use in the case of fire or other emelgency.
The findings include: Criteria 1 = The means of egress will bs cha_nged on .
€ findings Include: the facility's Evacuation Plan to direct the exil path lo .
(e Lobby and the Front Exit Door and to the West :
Observation, on 07/03/13 between 10:42 AM and Hall and East { Hall Exit Door. :
1:50 PM with the Maintenance Supervisar, Criteria 2 — There are no other means of egress
revealed a sprinkler head located in the closets of sffected by (s requirement in the faciity. 8eH3 .
resident reoms #105, 224, and 234 within one (2) Criteria 3 ~ Al staff heve recelved in-semvice - :
inches of the wall. education by the Administrator on B/9/13 to assure
they understand the change in the facllily Evacuation
. ' Plan.
Ir}teorylew, gn 0-”03”.3 between 10:42 AM and Critefia 4 — The Malntenance Supervisor wilt usa the
1.5 . PM with the Maintenance Supe:r\.rlsor, G tool, ES-3 on a monthly basis X 2, then quarterly
revealed he was unaware of the sprinkler heads thereafler fo assure thal means of egress is amranged
being too close to the wall. | accordance with NFPA standards. ,
Criteria 5
Reference: NFPA 13 {1999 edition)
5-6.3.3 Minimum Distance from Walls. Sprinklers
shall be located a minimum of 4 in. (102 mm)
from a wall,
K 072 { NFPA 101 LIFE SAFETY CODE STANDARD K072
§S=E
Means of egress are continuously maintained free
of all ebstructions or impediments to full instant
use in the case of fire ar other emergency. No
fumishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10 '
This STANDARD is not met as evidenced by
Based on observation and interview, it was
determined the facilily failed to maintain exit
access in accordance with NFPA standards. The
deficiency had the potential to affect two (2} of
three (3) smoke compartments, forty-two {42}
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residents, staff and visitors, The facility is
certified for Seventy-Three {73) beds with a
census of Fifty-Three (53) on the day of the
survey. The facllity failed to ensure snack
machines and ice machines were not stored in
the exit corridor.

The findings include:

Observation, on 07/03/13 at 1:15 PM with the
Maintenance Supervisor, revealed a snack
machine, a soda machine, and an ice machine
were stored in the corridor af the side doors exit.

Interview, on 07/03/13 at 1:15 PM with the
Maintenance Supervisor, revealed he was
unaware the vending machines could not be
stored in the egress corridors.

Reference: NFPA 101 (2000 Edition)

Means of Egress Reiiability 7.1.10.1

Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in the case of fire
or cther emergency.
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