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A standard heelth survey was conducted on
10/28-30/14. Doficionl praclice was identified
with the highest scope and severity at "D" level.
$S=D | PALATABLE/PREFER TEMP i

being adversely affected by deficient
Each resident recelves and the factlily provides practice.

food prepared by methods {hat conserve nulritive
value, Mlavor, and appearence; and food thal is

palatable, atiractive, and al the proper Ali residents who received miik on

temperature. 10/28/14 had the potentiai to have
been aflected by the deficient

This REQUIREMENT is not met as evidenced practice.

by:

Based on obsarvation, interview, record reviaw, Through review of nursing 24 Hour

and lacllity policy review, it was determined the

facility falled 1o ensure food served (o residents Report by D.O.N from 10/28/14 thru

was palatable and at the proper temperature for 10/31/14 showed no resident to be

lgj:' (j') of sevenleen (17) food lrays delivered to affected by deficient practice.

Thae findings Includs: Ail nursing staff was in serviced on
the correct procedure for dellverin

Areview of the facility’s policy titled "Meal P 8

Sarvice,” dated 2006, revealed Irays wers to be trays inciuding the time allowed for

delivered lo the appropriale locations within ten meal trays to be on cart after

minutes in order to mainlain proper food dei B

temperalures. eitvery to hail.

Observalion of the evening meal on 10/28/14 Admimistrator or designee wiii audit

revealed an enclosed food carl containing 17
lrays was delivered to C-Hall at 5:20 PM, Al 5:45 frandom meai tray pass including
PM thera were two trays lelt on the food cart temperatures 3X a week for 30 days

which were intorcepled and food lomperalures then 1X week for 3 months with the
were obtalned with facillly slalf. The
resuits being reported to the 0OA

nectar-thickened milk was 56 degrees
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Fahrenhell; the pureed arienlal vegetables were
107 degroes Fahrenhsil; lhe puread rice was 122
degress Fahrenheit; and the swest and sour
chicken was 109 degrees Fahrenhait. The rice
was warm lo laste; however the orientsl
vegelables and sweet and sour chicken ware cool
lo taste.

Interview wilh Cerlified Nurse Aide (CNA) #1 on
10/28114 at 5:50 PM, revealed trays nead lo bo
deliverad wilhin 10 o 15 minules after tha food
carl is brought out of the kilchen. If rays are out
longer thar 15 minutes the trays should go back
to the kitchen and new trays should ba prepared
for the remaining reskients.

Inlarvievr with the Dietary Managor on 10/28/14 at
5:55 PM revealed that C-Hall was oparating with
ono less CNA to assist in passing out the food
{rays on this dats.

Interview by phone on 10/30/14 with the
Regislered Dielitian at 4:37 PM, revealed-irays
noed ta be passed out within 30 minutes; audils
weore done quarlerly and no issues of concern
had been identified.

Interview with the Directer of Nursing {DON) on
10/30/14 at 11:00 AM, revealed the fagility did not
have & nursing policy addressing the delivary of
meal {rays.
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CFR: 42 CFR §483.70 {a)
BUILDING: 01
PLAN APPROVAL: 1988 No rasidents were found to be I/ /25 /)L
adverseiy affected,
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF
TYPE OF STRUCTURE: One story, Typa V (111) 15 residents had the putentlal to be
affected. A new doubie buib light
ade ol LS A ) fisture has been ordered and wiiil be
COMPLETE SUPERVISED AUTOMATIC FIRE installed upon deiivery.
ALARM SYSTEM
Administrator or designee will
FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM) compiete waiking rounds 1X week
for 90 days to ensure jighting is
EMERGENCY POWER: Type Il dlesel gansralor .
working.
Alife safety code survey was Initiated and
concluded on 10/30/14. The findings thal follow There after random walking rounds
demonslrate noncompliance with Title 42, Code
’ wili be compieted to ensure
of Fadaral Regulalions, 483.70 (a) et seq (Lile pleted lo
Safety from Fire). The facility was found nol lo be compliance with resuits being
in substantial compliance with the Requirements |reported to QA Commiittee
for Padticipation for Medlcare and Medicaid.
Deficlencies were ciled with lhe highast
deficiency Idenlified at "D* lavel.
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045
§8=D
lilumination of means of egress, including exit
discharge, s arranged so thal failure of any single
lighling fixtura (btWol lepve the area in
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Any doficioncy stato undin, an fitorsk ) denofes @ doficioncy which the instiulion may bo excused from conocling providiag it s determined that
other safeguards prefid nl profftion to the palenis . (See Instructions.} Excepl for nursing homes, tho findings sialed above aro discloaablo 00 days
folloving the date of survey whathor er nol a plan of comeclion is provided, For nufsing homes, the abova findings and plans of correction are disciosable 14
days lollowing the dale thess documents are made availatde lo the facllily. If doficiencles are ciled, an approved plan of correclion is requisito to conlinued
progrom padicipation,
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darkness. (This does not refer lo emergency
lighting In accordance wilh section 7.8.} 19.2.8

This STANDARD s not met as evidenced by:
Based on observation and interview, the facilily
failed to mainain exterior exit ighting according
to National Fire Protection Agency (NFPA)
slandards. This deficient praclice affected one
(1) of three {3) smoke comparimenis, stafi, and
approximataly fifteen (15) residents. The facilily
has the capacily for 80 bads with a consus of 60
on the day of tha survey,

The findings include:

During the Life Safely Code survey on 10/30/14,
at 8:45 AM, observation with the Diraclor of
Maintenance (DOM) revealed an exterior exit
localed near lhe Therapy department wilh a
single bulb light fixlure. At leasi double bulb
fixiures are required at exils to help ensure the
area outside Is not loft In total darkness in case
one bulb buins oul. This lype of light Is also
requirad to be connocled lo the emergency
generalor.

An inlerview with the DOM on 10/30/4 al
9:45AM ravealed lhere was no other emergency
lighting in the vicinity of this exit. The DOM slated
he vras not aware of the lighling requiremant,

The findings were revealed lo the Administralor
upon exit,
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