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Annual Licensure and Certification Survey.
F 456 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
ss=F | OPERATING CONDITION

The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure that the
dishwasher chlorine sanitizer was mixed at
required concentration and failed to ensure that
the temperature of the dishwasher was
maintained at the manufacturer's recommended
temperature to ensure sanitation. This failure has
the potential to effect all 55 residents in the
facility.

Findings include:

On 3/2/2015 at 9:25AM, E4(Dietary Cook), ran a
cycle on the facility's dishwashing machine.
Throughout the rinse cycle, the temperature
gauge on the dishwasher read 0 degrees
Fahrenheit. At this same time, E4 tested the
concentration of the dishwasher's chlorine
sanitizer with a chlorine testing strip. The chlorine
strip did not identify the presence of chlorine,
measuring 0 parts per million.

The Instruction Manual for the facility's
dishwasher, dated October 2000, documents the
minimum water temperature required for the rinse
cycle of the chemical sanitizing dishwasher is 120
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degrees Fahrenheit.

On 3/2/2015 at 9:30AM, E4 (Dietary Cook)
stated,"” The rinse cycle is reading O degrees
Fahrenheit, and should be at least 120 degrees
Fahrenheit, and the chlorine sanitizer strips are
supposed to read at 100 parts per million
according to the recommendations." E4 then
stated no chlorine sanitizer is present while the
dishwasher operates, and verified the chlorine
testing strips show no change in color to indicate
that chlorine is present.

On 3/2/2015 at 10:15AM, E3 (Maintenance
Director) stated, "The chlorine is spraying out of a
hole in the tubing (of the dishwasher.) The rinse
cycle is not reaching 120 degrees Fahrenheit
because of the leak in tube, and the sanitizer
strips are not showing the presence of any
chlorine sanitizer because of this hole in the
tube."

The Centers for Medicare and Medicaid Services
Resident Census and Conditions of Residents
form 672, dated 3/2/15 and signed by E2,
Director of Nursing, documents 55 residents
currently reside at the facility.

F 520 | 483.75(0)(1) QAA F 520
SS=F | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.
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The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to conduct quarterly Quality Assurance
meetings and ensure that the Medical Director, or
Physician designee, attended Quarterly Quality
Assurance meetings. This failure has the
potential to affect all 55 residents in the facility.

Findings include:

On 3/4/15 at 9:00 AM, E1 (Administrator)
provided the facility's Quality Assurance
Attendance Record sign in sheets. These records
were dated as follows: 2/26/14, 4/16/14, 6/18/14
& 1/21/15. E6 (Medical Director) was not in
attendance for the following dates: 2/26/14,
4/16/14 and 6/18/14.

On 3/4/15 at 9:15 AM, E1 confirmed that E6
(Medical Director) was not in attendance for the
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Quality Assurance meetings dated: 02/26/14,
4/16/14, and 6/18/14. E1 also verified that the
facility has not conducted any Quality Assurance
meetings between 6-18-14 and 1-21-15.

The Resident Census and Conditions of
Residents Report (CMS Form 672) dated 3/2/15
and signed by E2 (Director of Nursing)
documents that 55 residents currently reside in
the facility.
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