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Continued page 1 | Temporary and Pefmanent Correction
(i)3) Have a policy regarding use and storage of . ) . . ]
foods brought to residents by family and other Itis the policy of this facility to follow practices
visitors to ensure safe and sanitary storage, To maintain safe refrigerated storage including:
handling, and consumption. . .~ . Labeling, dating and monitoring refrigerated food,
This REQUIREMENT s not met. as evidenced including, but not limited to lefiovers, so it is used
by: . - Tl L -+ | byits use-by-date, or frozen (where app]icable)

Based on observation, staff.interview, and facility +| or discarded. All open food items will have an

i & facility failed to: —

1. Ensure expired nutritional supplements were :deli : .

P i guidelines. After opening, (the food is) dated
not avaliable for use for a census of 128. This Tabeled and discarded )
failure had the potential to expose residents to 0é discarded after 72 hours.
expired sopplements. ) _ _

2. Store food in accordanée with professional Blm'bemes_ were immediately discarded by the
standards for food service safety for 123 of 128 Certified Dietary Manager. Dietary was informed
residents receiving meals from the kitshen when that blueberries should have beep discarded.
left over food was stored in the kitchen To ensu :
refrigerator beyond the use by date. This failure re tha? future residents are not
had the potential to cause foodbome Hiness in a affected by this deficient practice, In-
hlghly mscepﬁhle population. Lervice was prQVidEd bv the DiEtary
Findings: Manager to all kitchen staff on proper

_ : . Food torage practices including but

1a, Medication Room/Storage 1 inspection was -not limited to, dating, Jabeling and
gonducted with Licensed Nurse (LN) 1 on 4/3/17, monitoring of refrigerated food L
Four cang of a nutritional supplement, with an jtems nsuring they are discarded by “use by date”
expiration date of May 1, 2016, were found, - - | “manufacturers best by” date or 72 hours after

i».,.;;..k : o - | prepared, labeled and stored in refrigeratoy,
L ackacutdod o i s, | i Diiy Mmool g o
' : ymore. ! Above mentioned practices for 3 months to
g Insnre proper Food Storage practices are beine
. Ication Room/Storage 2 ingpect . ol A !

elgndnlfgtig with Licgl?;led Nu?ae (LN)p y o:'?:{gﬁ%’_ __follc:wed.l [ 5taﬂ:' follow facility policies during
Onie hox of glucose control supplement monitoring period with 100% I &
{nutritions supplerment), with an expiration date of compliance, monitoring will be reduced
212217, was found. : ¢ . e .

) o routine monitoring that is conducted
LN 1 acknowledged the finding and stated, "This by Dietary Manager and Dietician
ghould be taken out [remuved from the room]." - - : e
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F 371 | Continued From page 2

2, The initial kitchen tour observation was
conducted on 4/3/17 at 8:10 a.m. with the
Certified Dietary Manager (COM). One foil
covered container of blueberries was noted on a
shelf inside the walk-ih reffigérator. The dates
3/28/7 and 3/31/17 were-hand written.in black
ink on the foil. e LR

The CDM validated the observations and stated,
"The 331M7 on the bottom is-the use-by-date
and this should've been discarded.”

The facility Policy and Procedure Manual for
Dietetic Servicas titled "Food.Storage
Management Storage of Feod-and Non-Foed
Supplies Policy No. 510," dated 2012, included
“...Practices to maintain safe refrigerated storage
inciude: labeling, dating, and monitoring
refrigerated food, including, but not limited to
leftovers, so itis used by Its use-by-date, or
frozen {where applicable) or discarded...All open
food iteme will have an open date and
use-by-date per manufacturer's guidelines.. After
opening, {the food is] dated with use-by-date and
labeled. Discard after 72 hours.” = - -

F 431 | 483.45(b)(2)(3)(g)(h) DRUG RECORDS,

88=0 | LABEL/STORE DRUGS &-BIOLOGICALS

The facility muat provide routine and emergency
drugs and bivlogicals to its residents, or obtain
them under an agreament described in
§483.70{g) of this part. The facility may permit

law permits, but only under the general
| supervision of a licensed nurse. -

(8) Procedures. A faciity must provide

unlicensed personnel to administer drugs If State

Contigued F371

F 37 o n e —— .
! through written audits that are

completed and reported to the
Administrator monthly in Dietician’s

_ reports. Inservices were conducted
05/ 02_£20}_7 and 05/04/2017.

Expired nutritional supplement was discarded by
 the Director of Nursing. Nutritional Supplement
| that was expired was not a product that was

- cunently being used by the facility; and was

in the far, back of a cupboard not easily visible,
Torinsure thiat this deficieiit practive dous nor

o

occur and that fitture residents wre not affected
by this deficient practice, Inservice will be
provided to all licensed nursing staff by the
Director of Nursing on checking  —=p--
nutritional supplements for expirafion dales.
Pull out x_mks will be installed by maintenance
to make it easy to see all nutritional supplement
that is stored at nursing station,

Inservices were conducted on May3, .o -
2017 and May 4, 2017 by the Director

Fasq| of Nursing and the Asst. Director of

Nursing. If 100% compliance is

maintained during monitoring period,
monhoring will be reduced to

monitoring that is conducted through
pharmacy consultant audits that are
conducted monthly and reported to the
Diractor of Nursing and Admnistrator
monthly and the Pharmacy Committee
quarterly, = e .. May 6, 2017
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F 431

pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, ahd administering of all drugs and
biclogicalg) to meet the needs of each rsident.

(b) Service Consultation. The facility must
employ or obtain the services of a licensed

pharmacist who--

(2) Establishes a system of records of receipt and
disposition of all controfled drugs in sufficient
cletail to enable an accurate reconciliation; and

(3) Determines that drug records are in order and
that an account of all conlrolled drugs is
maintained and periodically reconciied.

{g) Labeling of Drugs and Biologicals.

Drugs and binlogicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate acoessory and cautionary
ingtructivns, and the explration date whan
spplicable.

{h) Storage of Drugs and Biologicals.

(1} In accordance with State and Federal laws,
the facility nrust etore all drugs and biologicals in
locked compartments under proper temperature
controlz, and permit only authorized personne to
have access to the keys. ‘

(2) The facifity must provide separately locked,
permanently affixed compartments for storage of
controlled crugs listed in Schedule i of the
Comprehansive Drug Abuse Frevention and
Control Act of 19768 and other drugs subject to
abuse, except wheh the facility uses single unit

- F 43}
Temporary and Permanent Correction

It is the policy of this facility to insure that
residents receive pharmaceutical services

to meet the needs of each resident (tncluding
procedures that assure the accyrate acquiring,
receiving, dispensing, and administering of
all drugs and biologicals).

Pinkish and whitish oreams were immediately
removed from resident areas by licensed staff
Licensed staff was informed by Director of
Nursing that cream should not be left at bedside.
Triameinolone cream was removed by licensed
nurse and discarded. Director of Nursing removed
expired medicatjon from medication cart and
informed pharmacy that they had sent medication
that expired before the card was completely used,
New medication was received by facility.

To insuye that this deficient practice does not
reoocur and that future residents are not affected,
Inservice will be provided by the Director of
Nursing or the Asst. Director of Nursing

on Drug handling and storage including
but nat limited to, “not leaving creams
at bedside”, and “discarding expired
medications and SUPP!‘?W'?ETS”-
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Inservices were conducted on May 3,

package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:
Based on observation, resident interview, and
staff interview, the facility failed to provide proper
storage of medications when:

1. Pinkish and whitish colored creams in
medicine cups wete found in resident rooms 74,
76, and 79; and

2. Expired medications were available for use.

These fallures had the pelential to result in the
use of medications that were ineffective and/or
contaminated.

Findings:

1. The Initial tour of the facility was conducted
with the Director of Norsing (DON) on 4/3/17
heginning at 8:16 a.m. The following were
observed:

a. A whitish colored cream in 8 small medicine
cup on top of Résident 4's hadside table.
Resident 4 stated, "That is for my backside." The
DON acknowledged the finding and stated, "That
is & barrier cream. It is not suppose o be left
here."

b. Awhitish colored cream in a small medicing

cup on top of a roll of toilet paper on fop of

Random Resident (RR) C's nightstand. The DON

acknowledged the finding and &tated, “Thatis a

ﬁalmnsebtine fbarrier craam], i should not be left
ere.”

¢. A pinkish and whitish cotored cream In & small

_ Nursing.

2017 and May 4, 2017 by the Director
of Nursing and the Asst. Director of

T e e e

The Director of Nursing or Asst.

Director of Nursing will monitor
.medication carts and medication rooms

dally 5 days per week for one month to
finsure that 100% compliance is
‘maintained. If 100% compliance is
‘maintained during monitoring period,
monitering will be reduced to
_monitoring that is conducted through
‘ pharmacy consultant audits that are
~conducted monthly and reported ta the
" Director of Nursing and Administrator
monthly and the Pharmacy Committee
quarterly.

May 6, 2017
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medicine cup on fop RR £'s nightstand. RR E It is the policy of this facility to establish an
stated, “That cream is for my bottom.” The DON {Infeetion prevention and eontrol program as
acknowledged the finding and indicated the required.
cream should not be left at the bedside.
2. The Medication Room/storage inspection was Humidifier bottles found on floor, not Isbeled
conducted with Licensed Nurse (LN) 1 on 4/3/17 or empty were replaced and labeled and dated
beginning at 2 p.m. One Jat of tiameinolone by the Director of Nursing,
(topical cream for itching) cream with an
expiration date of 2/3/17, was found. LN 1 - Tuhing and masks not dated were replaced by
acknowledged the finding and stated, "It shoutd the Director of Nursing and labeled and
be taken out [of the medication room]." dated.
3a. The Medication Gart, Station 1 inspection was . . i :
ponductad with LN 2 on 4/4/17 beginning at 10:16 Resident urinals will be Jabeled and dated.
a.m, RR F't bubble pack of cmeprazole . ; : .
(rnedication for heartburn) had an expiration date Uf'lnal was immediately discarded by
of 3/31/17. LN 2 acknowledged the finding and Director of Nursing 04/04/2017 and
glated, "We should not use expired medications.” CNA was provided inservice on facility
3b, The Medication Cart, Station 2 inspection was Hand-Washing and Urinal Policy.
conducted with LN 3 on 4/4/17 beginning at 10:30 . .
a.m. RR G's bubble pack of omeprazole Inservice was provided by Staff
{medication for heartburn) had an expiration date Development Coordinatar on
of 3/31/17. LN 3 acknowledged the finding and
stated, "l will not give the medication. | will throw 04/28/2017 and 05/05/2017.
it away." : . .
F 441 | 483.80(2)(1)(2)(4)(e) INFECTION CONTROL, F 441 1O tnsure that compliance is
580 | PREVENT SPREAD, | INENS maintained, Director of Nursing or Staff
: Daveloper will monitor oxygen masks
a) Infecti ention and control program, e . ’
(a) ion prevention an rol program humidifiers and tubing daily 5 days
The facility must establish an infection prevention each week for one month to insure
and controt program (IPCP) that must include, at 0 . . . .
a minimum, the following elements: . 100% compliance with facility policy.
After one month of 100% compliance,
(1) A system for preventing, identifying, reporting, monitoring will be reduced to monthly
investigating, and controfiing infections and ‘ - U
. May 6,201 7
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Continued From page 68

communicable dissases for all residents, staff,
volunteers, visitors, and other individuals
providing gervices under a contractual
arrangement baged upon the faclity agsessment
condusted according to §463.70(e) and following
accepted nafional standards (facility assessment
implementation is Phase 2);

{2) Writien standards, policies, and procedures
for the program, which must include, but are not

lirnited to:

() A system of survililance designed to [dentify
possible communicable diseases or infections

before they can spread to other persons in the

facility;

(i) When and to wham pogsible Incidents of
communicable disease or Infections should be
reported; -

{iii} Standard and transmission-based precautions
o ba followed to prevent spread of infections;

{iv) When and how isolation should be used for a
resident; including but not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
tnvolved, and

(B) A requirernert that the isolation shouid be the
leaist restrictive possible for the resident under the
circumstances.

{v) The circumstances under which the facility
must prohibit employees with & communicable
disease or infactad skin lesions feom direat

contact with residents or their food, if direct

F 441

- ——, —_— e .

F 441 continued

i ) ——

infection control surveillance that is
conducted by the Asst, Director of
Nursing and reported to the infection
Control Committee quarterly to insure
continued compliance with facility
policies

" May 6, 2017
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contact will transmit the disease; and

(vi) The hand hygiene procedures to be followed
oy staff involved in direct res:dent cenfact.

{4) A systaim for recordmg incldents identified
under the facility's IPCP and the corrective
actions taken by the facility.

(&) Linens. Personne! must handle, store,
process, and transport linens so as o prevent the
spraad of infection.

(h Annual review_ The faciity will conduct an
annual review of its IPCP and update their
program, as necessary.
This REQUIREMENT is not met ag evidencsd
by:
Basad on observation, ‘staff interview, and facility
record review, the facillty failed o ensure:
1. &. Ahumidifier bottle was stored properly,

b. Oxygen fubing's were dated,

. Nebullzer masks were datad and covered,
2. a, A humidifier bottle was changed when it
became empty,

b. A humidifier bottle was dated,
3. Hand waghing was performed after patient
care; and
4. A used, uncleaned, and unlabeled urinal wasg
en tha ﬂaor in the bathreorr between rooms 67

and 59.

These failures had the potential o cause infection
ahd/or cross-contamination,

Findings:

1, An Initiaf tour was conducted with thé Director
of Nursing (DON) on 4/3/17 heginning at 8:15
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Continued From page 8
a.m. The following were noted:

a. A humidifier bottle connecied o a concentrator

wag hoted on the floor in room 71.
b. Oxygen tubing's were not dated in rooms 71

1 &nd 79,

c. Nebulizer masks weare not dated and not
covered inrooms 71, 73, 78, and 74.

The DON acknowladgad the ffnding anyd stted,
"The nebulizer masks should be covered.
Oxygen tubing's are not dated. It's signed off an
the MAR."

The facility policy ttled Oxygen Administration,
dated 8/94, indicated, "...3. Label and date the

holder bag...9. Assure that the tubing is changed
evety 7 days.”

2. An initial four was conducted on 4/3/17
beginning at 8:16 am, The following were noted:

a. A humidifier bottle, dated 3/22/17 and
gonnecled to a concentrator, was empty in room
36 B.

A concurrent interview was conducted with the
Minimum Data Set (MDS, an assesament tool)
Coordinator an 4/3/17 at 8:68 a.m. She siated
the humidifier was supposed fo be changed every
7 days and when the fiuid level was low, She
acknowledged the humidifier boftle was empty.

2. b, Ahumidifier bottle was hot dated in room 38
A

A coneurrent interview was conductsd with
Licensed Nurse (LN) 4 on 4/3/17 at 8:15 a.m.
When asked if the facility needed o date the

F 441
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humidifier, she stated, “Yes, we have 1o date the
humidifier." .

The faciity policy titled Pre-Filled Oxygen :
Humidifier, dated 894, indicated, ...Procedure 11,
"Change every 7 days or when the fiuid goes
below the acceptable Mhe.” .

3. An abservation was conducted of Resident &'s
room on 4/3/47 at 1 p.m. Certified Nurge
Assistant (CNA) 2 was observed to not wash her
hands after assisting Resident 6 using the
commode, GNAZ then poured a glass of water
for the resident. '

A concurrent interview was canducted with CNA
2. CNA2 acknowiedged she had not washed her
hands and indicatad that she was supposed to
wash her hands after cleaning the resident and
handling the commode.

Review of the facility policy titled Hangdwashing,
dated 8/94, indicated, ...Procedure:
"Handwashing will be performed after rasident
care is rendered and after handling contaminated

arlicles..."

4. Dyring the initial tour on 4/3/17 at 8:45 am., a
used, uncleansd, and unlabeled urinal was noted
lying an the floor undernesth the handwashing
sink in the bathroom located betwean rooms 57
and 59. The bathroom was shaned by six male
residents. CNA 3 validated the finding and stated
he did not know who it belonged te or why it was
on the floor,

An irtervigw was conductad with the Assistant
Director of Nurses (ADON) oi 44117 at 2:15 p.m.
The ADON stated the uringl should not have baen
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(d)(2) Maiittain all "rn-eer.énacarélectrical.'én‘d
patient cara equfpment ln safe operatmg
condition.

(e) Resident Rooms

Resident rooms rust be designed and equnppad
for adequate nursmg care, comfort, and pnvacy of
residents.

ThIS REQUIREMENT is not met as Evu;ienced

Ba&ed oh observation, mtemew and record
review, the facility faited to sanltlza the ice
machine 4ccording to the manufacturers
recormmendation. Thig failure had the potential to
increasa the risk of fondborne pathogens for a
census,of 129,

Findings:

An interview was conducted with Housckeeper 1
on 4/3M17 at 2:08 p.m. She stafed she used only
“Nickel-Safe" (& product for removing scale
depositg) to clean the interior and exterior of the
Ice machine. She stated she did not use any

STATEMENT OF DEFICIENCIBS (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUILDING COMPLETED
! . 058485 B.WIiNG : 04/06/2017
NAME OF PROVIDER OR SUPELIER STREET ADDRESS, GITY, STATE, ZIF CODE -
' 10410 COLOMA RD
CASA COLOMA HEALTH CARE CENTER RANGHO CORDOVA, CA 96670
P SUMMARY STATEMENT OF DERIGIENCIES i PROVIDER'S PLAN OF CORRECTION (1)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG GRGSS-REFERENGED TC THE APPROPRIATE biTE
DEFICIENCY)
-
F 441 Continued From page 10 F 441
stored that way, but should have been cleaned )
and put back into the owner's drawer located at Temporary and Permanent Correction F456
their bedside. She stated it was not the facifity's
policy to put the rasldent's name on thE|r urinal. It is the policy of this facility to matritain all
mechanical, electrical, and patient care equipment
The facility poiu:;}f tltled Unnal Claamng, dated - 1n safe operating condition.
6/06, indicated, i is the policy of this facllity | that TR iy
la . - .
2:'23233%2?5:33 l:g:eag%* iltjg:e% ywithe - " {Facility policy was updated by the Administrator
propary.. Urlnals wilknever be stored |n the to follow manufacturers recommendation for cleaning|
bathroom..." .. .. .. . |and sapitizing the ice maching. Products necessary
F 456 | 483. QU(d}(Z)(e) ESSENTIAL EQUIPMENT GAFE |  Fagg| were purchased and ice machine was clean and
gs=F | OPERATING CONDITION . - Samt:lzed by housekeepmg

- | amd future residents are not affected, inservice will

- . samitize the ice machine.

| To insure thai thia deficient practn:e does not reoccur

be provided by the Adminjstaator ~to
housekeeping and maintenance staff on facility policy]
_including but not limited to how the clean and

To msure that good compliance is-maintaied
Administrator will review cleaning log evéty month
for 3 months. If» 100% compliance

momtormg will be reduced to monthly swrveillance
by Infection Control Nurse which is documented
.and reported to the Infection Control Committee
quarterly for continued compliance.  May 6, 2017
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F 458
88=C

Continued From page 11 _
sanitizing agent in her cleaning process. -

A concurrent interview was conducted with the
Assistant Administrator (AA) on 4/3/17 at 2:05
p.m. The AA acknowledged "Nickel-Safe" had no
chiorine in the ingredients and they were not
using @ sanitizing chemical ag part of the cleaning
and ganitizing of the ice machine. .

The manufacturer's undated instructions titled
Cleaning and Maintenance, indicated two
separate pracesses, one titled Clerning
Procedure and one titled Sanitizing Frocedurs,

The facility undated policy and procedure titted
Operating and Cleaning Dietary Equipment:
Cleaning lce Machine, Scoop, and ice Chests,
indicated the ice machine storage area was o be
emptied, cleanad with a detergent solufion,
rinsed, drained, then sprayéd with a sanitizing
sofutian, ' o ,
483.90(e)(1)(i) BEDROOMS MEASURE AT
LEAST 80 5Q FT/RESIDENT

(e)(1)(i) Measure ai least 80 square feet per
resident in muitiple regident bedrooms, and at
least 100 square fegt in single resident rooms;
This RECUIREMENT is not met as evidenced
Based on obgervation, staff interview, resident
inlerview, and facility document review, the facility
fajled to ensure thene was at least 80 squans feet
(0. it.) of living space per resident in 32 resident
badrooms. This Tailure had the polential to result
in & lack of privacy and inadequale space for
proavicion of care.

Findings:

F 456

F 458
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The required square footage for each of the 32

resident bedrooms provided less than 80 sq. f.

per resident.

Room - Beds -~ . Square Feat

Per Room - Per Resident
21 3 2ig4 72.8
22 3 2iBa 72.8
23 a 2184 728
24 3 2184 728
25 3 2184 728
28 3 2184 728
27 3 2184 - 7248
28 3 2239 74.6 Request continued waiver,
28 i 2iaa 72.8 e e
31 3 2196 732 May 6, 2017
32 3 2208 736 N e
33 3 2196 73.2
34 3 2208 736
36 3 21988 73.2
36 3 2208 736
37 2 2209 76.6
38 3 2283 754
40 3 2302 76.7
42 3 2472 72.4
43 3 2208 73.6
44 3 2172 724
45 3 2208 73.6
46 3 2172 72.4
47 i 2208 73.6
48 3 2tz 724
49 3 2208 738
53 3 2184 728
5b 3 2184 8
h6 3 2184 728
57 3 2184 72.8
68 3 2257 75.2
59 3 2257 752 ]
Facilily I: CADSO000021 It continuation shest Fage 13 of 1B
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NAME QF PROVIDER OR SUPPLIER

TAG

FF 458 | Continued From page 13 F 468

Observations reveaiad thi residents had a
reasonable armnount of privacy and storage space.
The rooms were clutter free and there appeared
to be adequate space for residents to ambulate.
Residents had clear actess to the bathroom and
exit doorg, There was sufficient room for the
provision of nursing care and sarvices.

During random interviews with staff and reskdents
throughout the survey process, no complaints
regarding inadaquaté space were voiced,

The Department recommends the room waiver
be granted.

F 465 | 483.90(i)(5) :
55=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

F 465

(i) Other Environmental Conditions

The facility must provide a safe, functional,
sanitary, and comfortable environment for
regidents, staff and the pubfic.

(6} Establish policies, in accordance with
applicable Federal, State, and local laws and
regulations, reganding smoking, smoking aress,
and smoking safety that also take into account

non-smoking residems,

This REQUIREMENT ig not met as evidenced
by:
Based on observation ahd inferview, the facility
falled to provide and maintain a sefe, homelike
envirpnment when the exterior of the building was
found to be in disrepatt,

Findings:
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accompanied by the Assistant
Administrator/Diracior of Maintenance, was
conducted on 4/5/17 at 10 a.m.. The following
ohservations were made and acknowledged
concurrentiy. by the Assistant
Administrator/Director of Maintenance:

1. Resident Room 29 - the glass was cracked on
the sliding glass door.and covered with black duct
tape on an area 3 feet long x 2 feet wide,

2. Resident Room 25 - the window screeh was
torn and closing mechanism bent.

3. Dining Room #2 - the window screen was
frayed with & tear approximately 1 fout long.

4. Rgsident Room 41 - the window soreen had a
small tear. The downspout was tusted and
previously held to the gutter with wire which had
fallen away and dead leaves were protruding
through the tear.

5. Resident Rootn 49 - the seresh was missing
on the patio door. The gutter above the :
window was broken open th ah area
approximately 3 foet long.

6. Resident Room 60 - the window screen was
bent and there was a small gap at the closing
rmechanistn, preventing the screen from closing

tightly.

7. Dining Room #3 - the downspout outside was
connected to the gutter with duct tape. The
downspout on the outer corner of the building

was brokeh away from the gutter.
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F 4885 | Continued From page 14 F 465/
An environmental tour of the facility,

Temporary and Permanent Correction F465

It is the policy of this facility to provide
A comfortable senitary environment.

All Gutters will be repaired by Maintenance
Department. All screens will be repaired by
Mainenance Department. Cracked window
will be replaced. Administrator will oversee
repairs to insure that they are completed.

To ensure that deficient practice does not
reoccur and that future residents are not
affected by this deficient practice. Plant
Operations Supervisor will conduct monthly
snrveillance of the outside of the bujlding,
including but not limited to screens, gutters
and windows tt ensure that factlity is
maintained in good repair. Surveillance,
reports will be reviewed by Adm1mstrator
fo Insure that repairs are made in a timely
manner. Surveillance reports are reviewed
by Quality Assurance Committee.

May 6, 2017 _
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8. Gutters on alf sides of the facility had tears

and were in digrepair.
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