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F 371 | 483.35() FOOD PROGURE, F 371 '

§8=F | STORE/PREPARE/SERVE - SANITARY
i
The facllily must -

{1} Procure foed from sources approved or
considered satisfactory by Federal, State or focal
authorifies; and

(2} Store, prepare, distribute and serve food
under sanitary conditions

I, Dietary staff will label and date all
| food items npon opening and discard

: i . H - "

: This REQUIREMENT is not met as evidenced ; per policy, to ensure foods are.

by served/stored in a safe and sanifary
Based on observation and staff Interview the _ manner, Dietary staff have been
facllty failed to keep iuna salad and slaw made reeducated (8/27/13 Label and Date

wilth mayonnalse/dressing at or below 41 dagrees in sewice) to the policy of

diring operation of the trayllne, failed to air dry s . \

kitchenware before stacking it In storage, failed to dat{ngl labe.lmg.o'f food itoms as well
semove cracked kifchenwars from stock belng ?OI“’Y of discarding outdated food
used al meals, and failed to labe! and dale ifems,

opened food items in storage. Findings included:

3

i
1. At12:25 PM on 08A12/13 a calibrated : i
thermometer was used to chack the lemperature |
i of tuna salad which was heing kepl overlcein g |
. steatn well which was tumed off on the steam
fable. The thermometer registered 46 degrees
Eahrenheit. The tuna salad was In & full fray pan, 6.3-13
| and was about ¢ix inches in depth. The tray pan .
! of tuna salad was placed over anather fray pan of i

melting ice. At this time the dietary manager

{DM) staled the tuna salad was assembled the
day bafore, and had been stored In the large tray
pan in the walk-in refrigerator until approximately
i 11:45 AM on 0871213 when ihg trayline began I '

RN RIK N

ERhLTY 3 deficle e : IMaay bo oxcused from corresting providing it s dbtefmined thal
other s&feguards pr d :le sulficiant protachon to the paﬂents {See ins[mctlons} Bwcopt for nurstag homes, the findings stated abave are disclosable 90 days
following the date of sulgy whether of not a plan of corraction Is provided, For aursing hemes, the ebove findlngs and plans of correction are disclosabla 14
days following the date theds documents are made available to the facility. if deficlencles wro ciled, an approved plan of cor;eci!on Is requilsite to conlinued
program patikipation,
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i ALG:00 PM on 08/14/13 a calibrated thermometar
was used to check the temparature of Cole slaw
which was being kept over ice in Individual plastic
cups which were stacked In a large plastic ub
sitting on a cart. The thermormeter registered 50
degrees Fahrenheft, The {ub of cups containing
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j Thayonnaise, | :
: i

2. Dietary staff will not stack wet
, dishes to ensure a safe/sanitary
environment, Dietary staff have

slaw was placed over another fub with ice In it. At
this time the DM repored the slaw was
assembled the day befors, and had been stored

= in the cups in the walk-in refrigerator until

i approximately 4:45 PM when the trayline began

j operation. She also reported tha slaw, which was
i prepared in the faciiily, contained cabbage,

i carrots, and Gole slaw dressing.

|

i Al 9:58 AM oh 08/15/13 the DM stated when

i chiled salads contalning mayonnaise were belng
| served as pari of a cold ptate, they were preparad
! the day before, storad In the walk-In refrigeratot in
i a tray pan, and brought out of storage fight before
!- the {rayline bepan operation. She reported the

i staff was supposed to use 4-inch ¢leep tray pans

| Instead of 6-inch deep tray pans for storing these
. chilled salads, According to the DM, once the

i trayline began operation, the tray pans of ciillad

; salads ware io be stored over ice In a steam well
| which had been turned off. The DM explained if
! chitled salads made Wwith mayonnaise wora

! served as a side dish, the salads were still

- prepared the day before belng served and stored
! I the walk-in refrigerator. However, she staled

i the day the salads were 1o be served they were

; spoaned out Inte china bowls which wers kept on
| trays in meal carts in the walk-in refrigerator.

1 Onee the Wrayline began operation, the DM

| reported only one tray of the salads at a time

{ were to be brought out of refrigerated storage.

been reeducated (8/27/13 Wet Dish
In service) on proper dishwashing
procedures fo prevent stacking of
wet dishes.

3. Dietary staff will not use
cracked/chipped/broken dishware.
All dishware has been evaluated and
discarded as necded, with
replacements in place, Dietary staff
have been reeducated (8/27/13 Dish
Replacement In serviee) on
identifying cracked/chipped/broken
dishware and procedures for
discarding/replacement,

9-3-13

1
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1 At 10:38 AM on 08/15/13 the AM cook's

i desceiptlon of preparing chilled salads with
mayohnaise for cold plates maltched the Di's
expectations except that the cook reported she
did not reallze she was supposed to use the mote
shailow tray pans to store the salads in.  The
cook's description of preparing chilled salads
containing mayonnaise for side dishes maiched
the DM's expeciations except the cook reported
the salads ware supposed {0 be spooned Into
small plastic contalners which were kept an fce in
large tubs,

2, During iritiat tour, beginning at 10:23 AM on
08/1213, 2 of & fray pans were stacked on top of
one another with molsture inside of them.

At 9:58 AM on 08/15M 3 the dietary manager
{DM} slated before stacking kitchanware Into
storage twas fo be alr dried. She reported the
tray pans found stacked wet on 08/12/13 were
placed in sforage by her PM staff. She explained
the staff member responsible was relatively new,
and did not know beltsr. According to the BM,
stacking pieces of kitchenware on top of one
another with maisture frapped in between posed
an infection conlrol risk.  She raported the PM

i stalf had lo exit the kilchen by 8:00 PM in the

| evenings, and if kltchenware was stfl wet, it was
F10 be left open to air on the drairing board of the
i three-compartment sink or feft open to alf on the
i drying rack.

| At 10:38 AM on 08/15/13 the AM cook confirmed
 that the fray pans found stacked wet on 08/12/13
* were placed in storage by the PM distary slaff.
1 She commented that molsture caught belween
| pieces of kitchenware overnight could cause the

4. Dhstary staff will check all
temperatures to ensure food items
are held and served at the s
approptiate temperatures in i
apptopriate dishware. Dietary staff
has been reeducated (8/27/13 o
Temperature In service) on cold food &
prepatation /planding and storage to
validate foods are served in a safe
and sanitary manner.

9-3-13
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formation of harmful bacteria.

3.- At 8:30 AM on 08/14/13 8 of 18 sectional
plates (44% of the sectional plates observed) had
cracks In the dividing walls or the bofforns of the
plates, Thase cracks exiended through fo the
back side of the plates.

Al 9:58 AM an 08/15/13 the distary manager
{DM) stated cracked or chipped kitchenwara was
supposad to be pulled out of clrculation by those
dietary siaff running the dish machlne, brought to
. her office for inventory, and was eventually
; raplaced by reordered kitshenware. She
! reported tant the continued use of compromised
| kiltchenware could pose infection control risks
i when food and beverage were stilf belng placed
init,

‘ AL10:38 AM on 08/15/13 the AM coolt confirmed

the DM's sxpectations regarding the dispesal of

; chipped and cracked kitchenware. Shs added

¥ that she also tried to remove compromised

Kitchenware when she was plating food af the
{rayline.

4. Durlng initial tour, beginning at 10:23 AM on
0B8/12f13, opened food items were found Intho

: reach-in refrigerator without labels and dates.

. These items included a gallon container of ranch
! dressing, two plastlc bags conteining sficed

. cheease, a five pound bag of shredded chaese, a
, gallan container of light mayennalise, and a gallon
- container of Cole slaw dressing. Qpened food

i items were found in the dry storage room
 ineluding a 15-ounce box of raising and a pound
i container of wheat farina, The dates onan

| opaned pound bag of potato chips and a bag of
 cake rmix were not readable. Opened food llems
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5. Daily audits will be performed by
CDM/RD andfor designee x 30 days,
then three times per week x 30 days,
then random audits will be continved
with results reported to
Adminisiration and QI committes
monthly. Any frends identified will
be addressed by then
Administration/QI commitiee Tor
direction as necessary.

9-3-13
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; wera also found In the walkeIn freezer. These
items included & bag of carrols, a bag of mixad
vegotables, a bag of hash brown cubes, and &
bag of shredded hash browns.

During a follow-up tour of the kitchen, baginning

al 9:18 AM on 08/14/13, an opened gallon

comntainer of ranch dressing in the reach-in

refrigarator and an opened bag contalning corn

on the cob in the walk-In freezer wore without
labels and dales.

E At 9:58 AM on 08/15/13 the distary manager

i (DM} stated opened food items, focd ems

! removed from orlginat packaging, and leftover
She reported the dietary employees who opened
food ltems or placed leftovers in slorage were
responsible for placing labels and dates on thsm,
but she commented when she was not engagad
in elinical responsibilities, she also monitored the

In addition, she stated her asslstant DM
conducted rounds of the storage areas when she
arrived each morning.

At 10:38 AM on 08/15/13 the AM cook stated all
opened food terns and leflovers should ba
labelad and dated by the dlstary amployees
piacing them In storage. She commented that
the DM monitored the slorage areas to make
stire food items wara labaled and dated per
facility protecol.

3
I
i
!
3

food itemns should have labels and dates on them,

storage areas for appropriate labeling and dating.
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19.3.5.1

panel,

west wing pantry.

Building construction type and helght meets cne
of the following. 19.1.6.2, 18.1.6.3, 18.1.6.4,

This STANDARD s not met as evidenced by
42 CFR 483.70{a)
By observatlon on 9/12/13 at approximalely noon
the following butiding construction type was
non-compiiant, specific findings include;

A. Penetration in the corridor wall, above the
laundry room door, does not meet the required
fire resistance rating.

B. Penetration in e roof ceiling assembly, in the
main elscirical room, from the new electrical

.

C. Penetration in the roof celling assembly in the

{3. Penetrations in the 100 hall fire wall around

2. Fire spriv "ler system to be
complete by 10-27-13. Century Fire

Protection Co.
Director to do

completing project.

3. Upon completio

sprinkler system all penetrators will

be repaired.

4. -Daily rounds wi
ensure all ceiling
-Fire canlking in

inspected every 6 months

indefinitely to en
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TECEIV
KOO0 | INITIAL COMMENTS K 00o M L:'::": WE [)
This Life Safety Code(LSG} susvey was K012 SEP 3 G 2013
conducied as per The Code of Federal Reglster
at 42CFR 483.70({a); using the 2000 Existing RTINS
Health Care section of the LSC and its referenced GUNSTRUCTION 5 "v*_’ iON
pubilcations. This building is Type 1l construction, ) )
one story, with a partial automatic sprinkler 1. A, Caulking and ceiling tile will be
systemn for hazardous areas only. The census of repaired/replaced.
the day was 110 beds. B. Ceiling tile has been replaced.
The deficiancies determined during the survey g g.ellmg m? has peen repia_ced,
are as follows: . Fire caulking will be repaired
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD around 100 fire wall.
8S=E E. Fire canlking will be repaired

and Maintenance
a visual check before

n of installing new

1l be completed to
tiles are in place.
the roof will be

sure the deficient

the new sprinkler pipe installation.

E. Penetrations in the 700 h

the new sprinkler pipe instaliat
NN

ire wall around

practice does not oceur,

5. All negative findings will be
reported in the monthly QA

N

Any delicleNey sthiement anding e an asterisk {"} denocles

hich The Institulion may be e
other safeguiyds provide sufficient protection {o the palients. (See insiructions,} Except for aursing homes, the findings stated above are di

meeting,

CREATE

" 10-27-13

{X6) DATE

A,

A=

xcused from co‘r‘rt‘acﬂﬁg‘prwiding itls detbemine That
sclosable 90 days

lollowing the das of survey whather of net 2 plaa of correction Is provided. For nussing homss, the above findings and pfans of correction are disclosabls 14

days following th»
program paricipation.

hte these documeants are made available to the facllily, If defictencies are clled, an approved plan of correction Is 1equisile to continued
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K 018 | NFPA 101 LIFE SAFETY CODE STANDARD
88=D
Doors profecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as A. 307 door will be repaired to
those construotad of 1% Inch solid-bonded core & 207 door will o reparedt
; properly.
wood, or capable of reslsting fire for at least 20 B.311d 1 be renair
minules. Doors in sprinklered buildings ars only ‘ oor will be repaired ta
required {o resist the passage of smoke. There is close and latch properly. |
no impediment to the closing of the doors. Doors C. 105 will be repaired not to stick -
are provided with a means suitable for keeping and will latch properly.
the door closed. Dutch doors meeting 19.3.6.3.6 i
are permitted.  19,3.6.3 o 0-27-13
2. All doors in facitity have been
Roller latches are prohibited by CMS regulations assessed to close and latch properly.
in all health care facilitles.
3. All doors have been assessed and
will be monitored on a monthly
basis to ensure the deficient practice
does not re oceur.
4. All doors will be monitored on a
monthly basis indefinitely.
This STANDARD is not met as evidenced by: ‘ .
42 CFR 483.70(a) ive findings will be
‘By observation on 9/12/13 at approximately noon 5. Al ; :S;?:ih:im er;gtht QA
the following corridor doors were non-compliant, rep o ‘ Y
spacific findings Include; T
A. Door to room 307 ¢id not close and latch
tightly In Its frame. 1. A. Wedge has been removed and
B. Door toroom 311 did not close and fatch not used.
tightly In it's frame. B. Door will be sanded to ¢lose and
C. Door to room 105 sticks and did not close and latch properly.
tatch fightly in it's frame. C. Door will sanded to close and
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K029 latch properly
§5=8 b \
One hour fire rated construction (with % hour D. Soiled linen room all'3 carts
fire-rated doors) or an approved automatic fire i removed. 10-27-13
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K 029] Continued From page 2 K029
extinguishing system In avcordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system . .
option is used, the areas are separated from 2. Alldoars in facility have been
ofher spaces by smoke reslsting partitions and assessed to close timely and latch
doors. Doors are self-closing and non-raled or properly,
field-appiled protective plates that do not exceed
ggrlg?t?:g frogngigethottom of the door are 3. All doors will be assessed on a
' e monthly basis to ensure they are
latching tightly with proper
momentum,
This STANDARD is not met as evidenced by: 4. Doors will be checked monthly
42 CFR 483.70(a) _indefinitely to ensure the deficient
By chservation on 9/12/13 at approximately nocn practice does not re occur
the following hazardous areas were '
non-compliant, specific findings include,
A. The door to the faundry room was wedged 5. All negative finding will be brought
open. to the montht i
B, The door to the east wing sociled linen room discussed y QA meeting and
did not close and latch tighily In it's frame. The ’ )
door scrubs the floor, Impalring its momentum {o 10-27-13
close.
C. The door o the west wing solled linen room
did not close and latch tightly in it's frame. The
door scrubs the floor, impalring its momentum to
close.
D, There were three double carts of trash/solled
linen stored in the east wing spa. ‘The room is not
sprinklered nor one hour rated for sciled linen. K 038
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD
88=D
Exit access is arranged so that exits are readily -
accessible at all imes in accordance with section
7.4 1921 I. A & B. Some type of lighting will
be installed,

10-27-13
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2. All exit accesses will be assessed
for proper lighting.
‘QESC?%A%%A%?&;S not met as evidenced by: 3. All exit accesses will be assessed
By observation on 9/12/13 at approximately noon for proper lighting on a monithly
the following exit access was non-compliant, basis.
specific findings include;
A. Exit access from walk in cooler was not 4. Exi : : ;
readily accessible with loss of power. + bt ;Cicegse? “.”g l}e z?sslta ss%ed ond:
B. Exit access from freezer was nof readily monthly basis indelinitely for
accessible with toss of power. proper lighting to ensure the .
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD deficient practice does not re-oceur. !
§8=E
llumination of means of egress, Including exit 5. All negative finding will be in the
discharge, Is arranged so that failure of any single thlv OA . ddi &
lighting fixture {bulb) will not leave the areain monthly QA meeting and discussea.
darkness, (This does not refer 1o emergency
lighting in accordance with section 7.8.)  19.2.8 10-27-13
K 045

This STANDARD s not met as avidenced by
42 CFR 483.70{a)

By observation on 9/12/13 at approximately noon
tha following exit discharge illumination was
non-compilant, specific findings include; lighting
was not available betwaen the 200 hall and 300
hall exit paths. Lighting must be arranged to
provide light from the exit discharge leading to the
public way (parking lot). The walking surfaces
withln the exit discharge shall be flluminated to
values of at least 1 fi-candle measured at the
fioor. Failure of any single lighting unit does not
result in an Hlumination level of less than-0.2
ft-candles in any designated area. NFFPA 101
7.8.1.1,7.81.3, and 7.8. 1.4,

2. All outside areas have been

-

3. Alloutdoor exits and lighting will -

1.

Lighting has be arranged and putin:
place between 200 hall and 300
hall.

assessed for proper lighting,

be assessed on a monthly basis.
S 10-27-13

% —
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K 050 | NFPA 101 LIFE SAFETY CODE STANDARD 4. Outdoor lighting will be assessed
§8=D e e 4w
Fire drills are held at unexpected times under . ::: & m(t)}n théyf? asts 1:1deﬁ3u§ely to
varying conditions, at ieast quarterly on each shift, sure the deficient practice does
The staff s famillar with procedures and Is aware ~———_notre-gceur, —
that drlils are part of established routine, o
Responsibility for planning and conduc;]lng drifls Is 5. All negative finding will be brought
assigned only to compelent persons who are to the mon : -
gualified to exercise leadership. Whero drills are discussed thly QA meeting and 10-27-13
conducted helween 9 PM and 8 AM a coded )
announcement may he used instead of audible K 050
alarms.  19.7.1.2
This STANDARD Is not met as evidenced by: L. A, Any negative finding will be
42 CFR 483.70(a) brought to the monthly QA meeting
By document review on 9/12/13 at approxirr;ate!y and discussed.
noon the following fire diills were non-compliant;, B. @ dri : |
speciic findings include: " iﬁf ciiTan W‘]H be condugted
A. The last four fire drills on third shift for 2013 & K Y manner per regulation
2012 were held between 5:45 AM and 6:45 AM 059.
only. Fire drills are to be held at unexpected 10-27-13
times. . .
B. Documentation Indicated less than the 2. All fire drills in Maintenance books
required number of drilfs ware held on second have been assessed to current.
shift of 4th quarter 2012, .
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD 3. Maintenance Director or designee
$9-E| _ will bring Fire Drill paperwork to
Afire alarm system required for life safety is LNHA upon completion of back
installed, tested, and maintained in accordance fire drill per month
with NFPA 70 National Electricat Code and NFPA . ’
72. The system has an approved malntenance . . ,
it tosling program complying with spplicable 4. LNHA or designee will monitor the
requirements of NFPA 70 and 72, 8.6.1.4 book on a monthly basis
indefinitely to ensure the practice
doesnot re-occur, 10-27-13
5. All negative finding will be brought
to the monthly QA mesting and

discussed. I shast Page 6 of 9
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K052
K 052 | Continued From page 5
1. A. Some detector #25 has been
This STANDARD is not met as evidenced by: uncovered,
42 CFR 483.70(a) B. Hea - -
By observation on 9/12/13 at approximately noon has be et detector in staff dining are
the following fire alarm system components were nwncovered.
non-compliant, specific findings include; .
A. Smoke detector #25 located in the corridor 2. All smoke detectors will remain”
near the west wing nurses station was covered uncovered upon ¢ 0111p]etidn of
with tape. : : . .
B. The heat detector in the staff dining area was istalling the new Fire Sprinkler
coverad with tape. System. 10-27-13
K 053 | NFPA 101, 483,70(a){7) LIFE SAFETY CODE . :
ss=p | STANDARD 3. All smoke detectors will be
assessed visually on a monthly
tn an exlsling nursing home, not fully sprinklered, basis to ensure not covered.
the resident sleeping rooms and public areas
(dining rooms, activity roorms, resident meeting 4, Smoke detectors will be visualiy
rooms, efc} are to ba equipped with single station assessed on a monthly basis
battery-operated smaoke detectors. There will be ; ; ;
a testing, malntenance and battery replacement . ~Indefinitely to ensure the _dEﬁQem
program to ensure proper operation, 42 CFR  |——————— PIactice does not re-oceur.
483.70(a)(7) ‘ ;
5. Al negative finding will be brought |
to the monthly QA mecting and i
) discussed, l
This STANDARD is not met as evidenced by: X 053
42 CFR 483.70(a)
By observation on 8/12/13 ai approximately noon
the following smoke detector was non-compliant, A0-27-13
spacific findings includs; smoke detector in room
211 was missing from it's base. 1. Smok X
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD e ;ldftecmr has been replaced in
88=F '
If there is an autbmatic sprinkler system, it is .
installed in accordance with NFPA 13, Standard w2 All resident rooms and common
' have been assessed for smoke
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K 056 | Gontinued From page 6 3. On a monthly basis all smoke
for the Installation of Sprinkier Systems, to detectors will be checked visually.
provide complets coverage for all portions of the Lo :
building. The system Is properly maintained in ..-4. Smoke detectors will be visually
gocordance with NFPA 25, Standard for the - assessed on a monthly basis 10-27-
- e ; 0-27-13
Inspection, Testing, and Maintenance of T indefinjtely.
Water-Based Fire Protection Systems. It is fully ) :
supsrvised. Thero Is a roliable, adequate water 5. All negative finding will be brought
supply for the system. Requlred sprinkler o the monthly QA meeting and
systems are equipped with water flow and tamoper discussed
switches, which are eleclrically connected to the s DT ’
hullding fire alarm system.  18.3.5 K056
This STANDARD is not met as evidenced by: L. Automatic fire sprinkley system will
42 CFR 483.70(a) be installed and working properly.
By cbservation on 8/12/13 at approximately noon _
tho following automatic sprinkler system was 2. The fire sprinkler system will be
non-compliant, specific findings include; there orki i v for the entire
was not a complete automatic sprinkler system wol fng properiy 1or the
installed, building.
zgfg NFPA 101 LIFE SAFETY CODE STANDARD 3. The fire sprinkler system will not
Smoking regulations are adopted and include no be taken out untit building closes or
less than the following provisions: whlonger operation.
{1) Smoking Is prohlbited in any reom, ward, or 4, Any negative ﬁndiﬁgs with fire
compartment where ftammable lguids, sprinkler system, system will go
cogn?ustibletgasis, or Cc;xyge]zn isﬁused o& storid into alarm quarterly. Fire Sprinkler
and In any ofher hazardous focation, and suc ;
area is posted with signs that read NO SMOKING test will be compieted as scheduled.
or with the international symbot for no smoking. 5. Any negative findings will be
{2} Smoking by patients classified as not E’“’“gh.t to the monthly QA 10-27-13
rasponsible ls prohiblted, except when under meeting.
dlrect supervision,
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K066
i 066 { Continued From page 7
(3) Ashirays of noncombustible material and safe
design are provided in all areas whers smoking is
permitted. 1, 2 self~closing covered containers
(4) Metal contalners with self-closing cover haye been ordered,
davices Into which ashtrays can be emptied are
readlly available to all areas where smoking [s :
perm1¥ted e 74 9 2. Only2 smoking areas. 102713
' o - Resident/staff courtyard
- Staff outdoor patio.
3. Will keep Red self-closing
containers in the 2 smoking areas.
This STANDARD is not met as evidenced by: . .
42 CFR 483.70(a) 4. Smoking areas will be checkedona -
By observation on 9/12/13 at approximately noen weekly basis to ensure closed
the following smoking regulation was ’ containers are there and being used
non-compliant, specific findings include; a metal properl
confainer with a self-closing cover into which ¥
ashtrays can be emplied in the employee 5. An i i i
smoking area per paragraph 4 above was not ) y negative findings will be .
provided. brovght to the monthly QA meeting
K 147 | NEPA 101 LIFE SAFETY CODE STANDARD and diseussed.
88=D ) N . K147
Electrical wiring and equfpment is in accordance
with NFPA 70, Naticnal Eleclrleal Code. 9.1.2
‘ 1. A.Fire alarm panels have been
This STANDARD Is not met as evidenced by: jabeled @ both nurses’ station, 027-13
42 CFR 483.70(a) B. Electrical pane! B has been 10-27-
By observation on 9/12/13 al approximately noon labeled o d
the following electrical code items were apeled as to circults served.
non-compliant, specific findings include; C. GFCT has been replaced in beauty
A. The fire alarm panels located at both nurses shop.
stations were not labeled as to breaker and panel
served. . 2. No other electrical issues have been

B. The electrical panel "B" located in the main

1

identified.
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served.

C. The ground fault clroult Interrupter {GFCI) to
the right of the sink In the beauty shop showed &
reverse potarity when tested.
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K147 | Continued From page 8 K147

3. GFCI tester has been purchased to
test other receptacies in facility,

4, Will test 10 receptacies on a
monthly basis, indefinitely to
¢nsure the deficient practice does

not re-oceur,

5. Any negative findings will be

brought to the monthly QA
meeting.

10-27-13
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