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The facllity must -

(1) Procure food from sources approved or
consldered salisfactory by Federal, State or local
authoritles; and

(2) Stere, prapare, distribute and serve food
under sanitary conditions

This REQUIREMENT Is not met as evidenced
by:

Based on observalion, Intervlew, and review of
the facility's New Employee Handbook, It was
determined the facllity failed to ensure food was
stored and served under sanitary condilions.
Review of the facility Census and Condltion,
dated 04/30/14, revealed there were sixteen (16)
resldents reslding in the building wilh one (1)
resident requlring tube feeding.

The findings Include:

Revlaw of the New Employee Handbook,
undated, revealed ealing and drinking was only
parmitted In designated break rooms, dining
rooms, and offices. Personal belongings should
nol be stored wilh you at your workstatlon.

Sixteen residents had the potentlal to be
affected by this deficlent practice. No
residents were found to be affected by this
deficlent practice. At the time the deficlent
practice was noted the personal drink was
disposed of.

The followling corrective action was taken by

the Director. ]

Policy 8052-514 was revised to Include:

- Eating and drinking are only allowed in
designated areas Le. dinlng room and
offlces.

- No personal food/drinks allowed In the
maln kitchen areas, behind retall
service areas, Which Includes no
storage of personal food/drink In any
refrigerator or freezer,

Review updated pcelicy with staff,

Water statlon with single use disposable

mini cup dispenser for employee use will be

Installed. Trash can for minl cup disposal will

be placed beslde the water statlon.

Operatlon Leader (managers and

supervisors) will monitor compllance to

policy dally. Any non-compliance wlll be
reported to Director of Feod and Nutrition.
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A Recerliflcation Survey was was conducled on
04/29/14 through 05/02/14 wilh deficlent practice
identlfied at the highest Scope and Severity of a
IIFII.
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Any deficlency stalement ending with an bisterisk (') denotes a‘deﬁciancy which the Institution may be excused from corracting providing it Is delermined that
olner safeguards provids sufficlent protaclion to the palionts. (Sea Instruclions.) Except for nursing homes, tha findings staled above are disclosable 90 days
following the dale of survey whether or nol a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days followlng lhe dale thesa do«eumanls aro made avaitable to the faciity. if deficlencles are clted, an approved plan of correction Is requisite to continued
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F 371 | Continued From page 1 Fari)F3n 6/6/14
Observation in the kitchen, on 04/29/14 at 6:15 ®  Sixteen resldents had the potential to be
PM and on 04/30/14 at 10:16 AM, revealed a affected by this deficlent practice. No
handwashing stalion by the tray line with no resldents were found to be affected by this
accessible trash can. Additional observatlon, on deficlent practice. At the time the deficlent
04/29/14 at 6:16 PM, revealed one (1) personal practice was noted a trash can was placed at
drink cup of ice with a lid and straw, located In the the handwashing station by the tray line.
freezer.
*  The followlng corrective actlon was taken by
Further review of the New Employes Handbook, the Director.
undaled, revealed to always use the food o Staff will be educated on requirement of
thermometer correclly and sanilize It before each trash can to be located by each
use. ‘ handwashing sink in the department,
‘ ®  Operatlon Leader {managers and
Observation of food temperatures, on 04/30/14 at supervisors) will monitor compliance to
10:30 AM, revealed Cook #1 used the pollcy dally. Any non-compliance will be
thermometer probe to obtaln a tempsralure of the revorted 16 Diraskor 6F Food and NIt
mashed polatoes; however, dld not clean the Cponeliobiraor ol Focd and Kubitief:
probe afterwards. He then obtalned a
temperature of the low potassium mashed
potatoes, but did not clean the probe befors F371 6/6/14
oblaining a temperaturs of the potato soup, Cook ¢ Sixteen resldents had the potential to be
#1 then obtalnad a lemperature of green beans affected by thls deflclent practice. No
with onlons, green beans without onlons, and resldents were found to be affected by this
carrots without cleaning the probe bstween items. deficlent practice, At the time the deficlent
He re-used an alcohol swab to clean the prebe
after the carrots, then obtalned a temperature of prasticowas noted aducationwas provided
the brown gravy, to that employee on the correct process of
cleaning temp probe between use on each
Interview wilh the Food Service Director, on food item.
04/30/14 at 10:50 AM, revealed thera should be a ¢ The following corrective action was taken by
trash can avallable by each handwashing station; the Director.
however, ihe ons by the tray line had been o Revised Policy 8054-204 to include:
e BODAL T AR " CAEEPRE T A R
Zer.

further revealed staff should clean the food foGd R Nee SEivIng Rnes Fietigl ong—~
thermometer probe with a new alcohol swab after Use a sanitized thermometer In each
each food lem. food product that temperature Is belng

F 463 checked. Method two — use one

thermometer In one product at a time
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F 371 | Contlnued From page 1 Fa7ny end after checking food always sanitize

probe of the thermometer before
checking the next product.
Always wash, rinse and sanitize the

Obsarvation in the kilchen, on 04/29/14 at 6156
PM and on 04/30/14 at 10:15 AM, revsaled a
handwashing station by the tray line with no

accessible trash can. Additional observation, on probe of the thermometer before
04/29/14 at 6:15 PM, revealed one {1) personal - storing thermometer In the clean,
drink cup of lce with a lld and siraw, located In the sanitized holder.

freezer. ¢ Each staff member performing this Job wilt

Further review of the New Employee Handbook, be abserved and competency documented,
undsled, revaaled fo always use the faod
thermomelar corraclly and sanitize It befora each

use.

Observation of food temperatures, on 04/30/14 at
10:30 AM, rovealed Cook #1 used the
thermomaeter probe lo obtaln a temperature of the
mashed potatoss; however, did not claan the
probe afterwards, He then obtalned a
temperalure of the low pofassium mashed
potaloes, but did not clean the probe befors
obtaining a temparaturs of the polato soup. Cock

#1 than oblalnad a temperalure of gresn beans !
with anlons, green beans without onfons, and
carrols without cleaning the probe between Hlems.
He re-used an alcohol swab lo clean the probe
after the carrols, then obtained a temperaiure of
the brown gravy.

Interview with the Food Service Blrector, on
04/30/14 at 10:60 AM, revaaled there should be a
trash can avallable by each handwashing stalion;
however, the one by the tray line had been
removad for claaning. She revealed staff should
not store personal dilnks In the freezer. She
furihar revealed staff should ¢clean the food
thermometer probe with a new alcohol swab after
each food ltam.

F 4637 483.70(f) RESIDENT CALL SYSTEM - F 463
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F 463 Confinued From page 2 F 4g3{F463 6/6/14
5$3=D | ROOMS/TOILET/BATH +  Sixteen residents had the potential to be
affected by this deficlant practice. No
The nurses’ stalion must be gquipped lo receive residents were found to have been
resident calis through a ¢communication system affected.
from resident rooms; and toltet and bathing :
facllllles. *  To address the deficlency signs were
placed outslde each bathroom Indicating
thesa bathrooms are not Intended for
This REQUIREMENT Is not met as evidenced patlent use,
by: .
Based on observation and Intervisw, It was z:::::iz;:':ozl;" Zor;i;::\li::: tlgrs:alied i
determined the facilily failed to ensure each 4
resldent accessible bathroom was equlpped o Communicatlons.
racalve resident calls through a communication
gystem. Two bathrooms located in the facllity
wera unlocked and resldent accessible; howsver,
did not have a call system in place.
The findings Includs;
Obsarvation, on 04/30/14 at 3:00 PM, revealad
one (1} bathroom across from the mechanical
room and one (1) bathroom across from the
dining/recreation room was unlocked with no call
system in place.
Interview with the Managsr of Nursing, on
05/02/14 ai 10:15 AM, revealed the haliway
bathrooms were accessible to resldents;
however, she was not aware of the nead for a call
system. She revealed thers was no faclilty polley
related to the call system.
Fagity ID; 100735 If continuation sheet Page 30f3
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CFR: 42 CFR 483.70(a)
BUILDING: 01,

PLAN APPROVAL: 2011,
SURVEY UNDER: 2000 New.
FACILITY TYPE: SNFINF.

TYPE OF STRUCTURE: Nine (9} slories, Type |
{332).

SMOKE COMPARTMENTS: Four {4) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 2012 with smoke detectors and heat
deteclors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system Installed in 2012,

GENERATOR: Threa {3) Type | generators
installed in 2012. Fuse! source is Dlesel,

Astandard Life Safety Cods Survey was
conducted on 05/01/14. The facility was found not
lo be in compilance with the requirements for
participalion in Medicare and Medicald, The
facility is cerifled for thirly {30} beds with a
cansus of sixtean (16) on the day of the survey.

The findings that follow demonsirate
noncompliance with Title 42, Code of Federat
Ragulations, 483.70(a) et seq. (Life Safety from
Fire).

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (48} DATE

DO A Diechor Btiass o Gaprio B8

Any deficlency statamant ending withn aslerisk (*} denoles a deficiency which the institution may be excused fram corfecting providing it Is deternilned that
other safeguards provide suficlent prolection lo the patients. (See Insluctions) Excepl for nurslng homes, the findings slated above 8o disclosable 90 days
foltowing tho dale of survey whather or not a plan of correction is provided. For nursing homes, the abova findings and plans of correction ara disclosable 14
days following the dale these documents are made avalable lo tha facility. If deficlancios are cited, an approved plan of correction is requlsite to continued

program participation.
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K 000 [ Continued From page 1 K 000
Deficlencles were ciled wilh the highest
deficlency identified at "F" level.
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052
i 6/6/14

A fire alarm system required for life safety Is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complylng wilh applicable
raquirements of NFPA70 and 72,  9.6.1.4

This STANDARD s not met as evidenced by:
Based on fire alarm inspections and interview, it
was determined the facllily failed to ensure lhe
fire alarm system was inspected and tested In
accordance wilh Natlonal Fire Protection
Assoclation (NFPA) Standards. The deficlent
praclice has the potential to affect four (4) of four
(4) smoke compariments, all residents, staff and
visitors. The facllity has the capacity for thirty
(30) beds and at the time of the survey, lhe
census was sixteen (16).

The findings include:

Fire alarm Inspection review, on 05/01/14 at 11:00
AM wilh the Facillities Supervisor and Manager of
Safely and Securily, revealed the facllity falled to
provide documentation to show the fire alarm had
been lested properly on a quarterly basis,

Interview, on 05/01/14 at 11:01 AM with the
Facililies Supervisor and Manager of Safety and

basls.
®  Atthe

report
Biome

K052 Falled to provide documentatlon to show
fire alarm had been tested on a quarterly

Southwestern Communications
Implemented panel testing.

o The panel will be tested quarterly by
Southwestern Communlcations.

e Documentation of the panel test will be
included In the quarterly test/Inspection

time the deficlent practice was noted

and reviewed by the Manager of
d Englneering.
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K 052 { Continued From page 2

Secuiity, revealed the facilily has a new
inspection company and thay are sura the checks
havs been completed but could not produce any
documentalion for the quarterly inspections.

‘The census of sixteen {16} was verlified by the
Manager on 08/01/14. The findings were
acknowledged by the Manager at the exit
interview on 05/01/14,

Actual NFPA Standard:

Reference; NFPA 101 (2000 ed.)

9.6.1.4. Afire alarm system required for fife
salely shall be Installed, tested, and malntained In
accordance with the applicable requirements of
NFPA 70, Natlonal Elsctrical Code, and NFPA 72,
National Fire Alarm Code.

K052
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