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F 000 INITIAL COMMENTS F 000
) F ey aticn f gon and implementation
! i { i coputitale 30
| A standard heatth survey was conducted on o D o
| 06/03-05/14, Deficient practice was identifiad | conchusi i o . Qur
" with the highest scope and severity at "D" level. i Planof Correctd od execyted 4
ame utingo i ¢ the of
F 441 483.65 INFECTION CONTROL, PREVENT F 441 o nphy wi eapt
88=0 | SPREAD, LINENS snd federal regulatory re n
i : :
| The facility must establish and maintain an ; ;
¢ Infection Controt Program designed to provide a P sl b
| safe, sanitary and comfortabte environment and i
: to help prevent the development and transmission | Resident #7 and Unsampled Restdent
of disease and infection. #1 Resident #1 or Unsampled resident had no
: ! adverse outcome related 1o s deficient practice. |
| (&} Infection Control Program i 1:1 Education was conducted with LPN #1on |
I - . v H i - H . . 4 o
| The facility must establish an Infection Control SEZ :}1 ;z;la::t’; g}jﬁi”;i;':&gf:}“fjﬁh
| Program under which it - regident. !
! (1) Investigates, controls, and prevents infections : b | Education was conducted on 68714 with
n the facllity; . C.N.A. #1 as relates to proper handling of dirty
2) Decides what procedures, such as isclation, : ! e rays v8. unserved ways on food cart for
hould be applied to an individual resident; and : {
: (3) Maintains a record of incidents and corrective : #2 All residents bave the potential (0 be affected | |
actions related 10 infciions I B it S
abservations beginming 825/14 and will be
i (b} Preventing Spread of infection | completed iy 7/2/14 with current nurses during
i {1) When the Infection Control Program ' mﬁm’;&‘;ﬁgﬁ;ﬁﬁim for ‘“:“"tm :
. . ; . I . 2 uCose testing
determines that a resnt:ient z?eeds lsoiat.u.)n fo 3 . | with proper cicansing of the gucose monitor with |
: prevent the spread of infection, the facility must : : hleach wipes sccording to facility suidelines No |
| solate the resident. : concerny were idemmiffied dusing this observation. !‘
- (2) The facility must prohibit employees with a . The Dicector of Clinical Educator sndor
~ communicable disease or infected skin lesions designees (Department Managers, Unit Masagerglj |
! from direct contact with residents or their food, if : : conducted chserventions during dally meal service |

on 614, /11034, &/ T AT 34, and 60414 E
Mo concerne were nosed with dirty mead ravs
piosed ot mmnl cart vith wiserved Bays 1

regtdamix, :

" direct contact will transmit the disease.

- {3} The facility must require staff to wash their

! hands after each direct resident coriact for which

. hend washing is indicated by accepted
professionai practice,

“{e} Linens

TITLE X6y DATE
Administrate v Ty U 2ot

Any daficiency statement ending with an asterisk (*} denotes 4 deficiency which the institution may be excused from correcting providing # is deferminad that
cther safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliewing the date of survey whether or 0ot & plan of correction is provided. For nursing homes, the abtive findirggs and plans of correction are disciosaple 14
days following the date these dotuments are made avaliabie o the facility. ¥ deficiencies are cited, ar approved pian of corradiion is requisits 1o continued
progyran participation.
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Personnef must handle, store, process and
: tranisport linens so as to prevent the spread of
 infection.

‘ This REQUIREMENT is not met as evidenced
by:

| Based on observation, interview, record review,
and review of facility policies, it was determined
the facility failed to maintain an effective infection
: control program fo help prevent the development
and transmission of disease for two (2) of
twenty-four (24) sampled and two (2) unsampled
residents (Resident #7 and unsampled Resident
B). Observation of the medication pass on
06/03/14 at 12:05 PM revealed Licensed Practical
i Nurse #1 failed to sanitize the glucose meter

. before and after use for Resident B; and before

| proceeding to use the same glucose meter to test
Resident #7's blood glucose level. In addition,
observation of the evening meal on 06/03/14 on
the 200 Unif revealed a staff member placed a

. soiled food tray back on the meal cart with three

" {3) clean resident food trays remaining on the cart
- that had not been delivered to the residents.

The findings include:

" Areview of the facility policy, "Optimum Return

. Demonstration Cleaning the Glucose Meter,” (not
| dated) revealed the glucose meter exterior was

| cleaned after each resident use wilh a 10%

| bleach wipe. Staff was directed fo lum the meter
- off, wipe the meter's exterior ciean with the 10%

- bleach wipe, and allow to air dry.

| Review of the Education/in-sarvice Report dated
. 05/27M13 revealed nurses were Io "clsan the

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5y
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S f .
F 441 Continued From page 1 | F 441 | 3 A re-ir-service was initiated and completed on

F 6/9/14 by the Director of Clinicel Educaior for all
¢ current Nurses and CNAS as relates to dismfecting
multi use equipment for residents.
A re-in-service was initiated and completed on
6/9/14 by the Director of Clinica] Educater as
5 relates to Meal Service placing dirty meal trays on
" tray cart with vnserved meal trays.
. Mew hires will be educated during orientation
process ont Disinfecting of multi use equipment,
1 and Meal Service.
The Director of Clinical Educator and/or designes
will conduct random observations weckly for 4
wihey then monthly for 3 months during
performance of blood ghicose testing and cther
* multi equipment use for proper cleansing
¢ following facility guidelines.
| Daity observations during meal service will be
! condusted either by the Director of Clinical
Educator, Dining Service Hostess, Unit Managers, |
anud Jor the Charge Nurses as relates to proper
handling of dirty vs. unservad meal trays on food
carts. ,
The Director of Nursing/Assistant Director of
Mursing and/or desigres will conduct rardom
observations during use of multi equipment for
proper disinfectng, and observations during meal
! service for proper handling of dirty meal trays vs.
unserved meai trays on food carts.

#4 Results of observations will be taken to the :
moenthly Quality Assurance Process Improvement |
J meetings and action pians will be developed as |
needed, :

[ Diae of Corepliancs Tid/14.

)
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accu-check monitors with Clorox wipes and let

! dry one {1} minute.”

1. Observation of the medication pass on
06/03/14 at 11:55 AM revealed Licensed Practical
Nurse (LPN) #1 performad a blood glucose test

. on Resident B with the glucose monitor without
i cleaning the machine first. After the blood

glucose test was completed, LPN #1 cleaned the
glucose meier with an alcohol swab (instead of a

| 10% bleach wipe). LPN #1 then took the same
 glucose meter and performed a biood glucose

! test at 12:05 PM for Resident #7 without cleaning
' the meter with a 10% bleach solution.

Interview with LPN #1 on 06/03/14 at 12:10 PM
revealed the bleach wipes were in a large

| container and would not easily fit in the

medication cart. LPN #1 said the pharmacist did

_ not want the bleach wipes left on top of the

! medication cart to ensure residenis did not have

- access to the bleach wipes for their safety and

. therefore LPN #1 had not left the bleach wipes on

the medication cart. LPN #1 said she thought it

| was acceptable to cleanse the blood glucose

meter with either bleach or alcahol.

 Interview with RN #1 on 06/04/14 at 10:05 AM
 revealed the Blood glucose meters were to be

: cleaned with bleach. According to RN #1, the

! facility trained all the nurses on an annual basis to
; cleanse the biood glucose meters with bieach

- before and after each use. RN #1 said she did

- pot monitor nurses to ensure they cleanse the

: blond glucoss mieters according to faclity policy,

" but the stalf development nurse did observe staff
: performing blood glucose festing during

medication passes. RN #1 said she did not itnew

| of any problems with blood giucose monitoring.
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on 06/04/14 at 10:20 AM revealed ali nurses were
! trained {o clean glucose monitors before and after
[ use with a 10% bleach wipe and to let the meter

; air dry pricr io the next use. The Staff
Development Coordinator said the facility

- observed a medication pass twice a year io
ensure staff administered medications by the
correct route, for infection control purposes, and
to ensure biood glucose testing was performed in
accordance with the recommendations. The Staff
Development Coordinator stated the facility had

i not observed any concems related to staff failure
{o properly sanifize the equipment during the
medication pass, and that in May 2013 the facility
- had provided an in-service on the carrect method
1o sanitize the blood glucose menitoring
equipment.

Interview with the Director of Nursing (DON) on
06/04/14 at 11:18 AM revealed nurses should
clean the blood glucose meters with a 10%

| bleach wipe before and after use. The DON said
| the bleach wipes could be placed on top of the
medication carts as long as the nurses ware in
view of the medication carts. The DON stated

| the Staff Development Nurse observed staff

- administering medications to resident, including
| biood glucose testing, and had not identified any
! concerns.

. 2. Review of the facility's policy for Nursing

: Responsibilities af Meal Service (no date)

- revealed sciied tablewars cannot be placed on
. food carte with undefivered meals.

Observation of the evening mesl on the 200 Unit
_ BL5:55 PM on 06/03/14 revealed Cerlified
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F 441 Continued From page 3 Fda1]
! Interview with the Staff Deveiopment Coordinator
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F 441, Continued From page 4
| Nursing Assistant (CNA) #1 placed a soiled food
 tray back onto the clean cart contairing three
undelivered resident meal trays.

interview with CNA #1 at 6:00 PM on 06/03/14
revealed the staff does not put soiled trays back

! onto the food cari until all the clean trays have
been served. The CNA further stated soiled food
" trays usually remained in the resident's room until
_all the clean trays were served to the residents.

| Interview with the Dietary Manager at 6:20 PM
revealed staff was aware dirty meal trays were
not to be placed back on the food cant with clean
meat trays remaining on the cart.

| Interview with the Unit Manager on the 200 Unit

| at 6:30 PM reveated the CNAs had all been

' trained to not place soiled food frays back onto a

| food cart with undelivered (clean) resident trays

emaining on the food cart. The Unit Manager

. stated she did not know why the CNA placed the
| dirty tray back onto the clean food cart.

F 514 483.75()(1) RES

58-D RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE

[ The facility must maintain clinical records on eagh

| resident in accordance with accepted professional
standards and practices that are complate;

. accurately documented; readily accessible; and

. systematically organized.

' The clinical record must contain sufficient

. information to identify the resident; a record of the
‘ resident's assessments; the plan of care and

' services provided: the resuits of any
preadmission screening conducted by the State;

F514:

F 441 i

F514L Medical Records ) )
1. Address what comective action will be

accomplished for those residents foumd to%
have been affected by the deficient
prastice;
Resident #1: Allerpy iistad as NSAID -
Physician ordered Celebrex 200mg. Daily PRN.
on 4/28/14. This nsedication was not given at
any time since date of order. Therefore, this
medication has been discontinued on 6/3/14.

Resident #13: Allergies cusrently [isted as
Codeine and Lisinopril. Resident Allergy
listing has been updated o reflect current ;
allergies o Codelne, Lisinopril, Meulizine and | :
Ubtram siid verified by physician, No
medications were listed that relates io the
above allerpics,

J————
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Continued From page 5 F 514 other residenats having the potctial to be

; and progress notes.

{ This REQUIREMENT is not met as evidenced
by:

| Based on observation, inferview, record review,
: and a review of the faciiity policy, it was

! determined the facility failed to ensure clinical

records were complete, accurate, and maintained
in accordance with accepted professional

' sfandards and practices for two (2) of fourteen

{14} sampled residents {Residents #1 and #13).
Review of the medical record for Resident #13

| revealed physician notes dated 10/10/13,
1072913, 12/05/13, and 01/07/14 which revealed

the resident was allergic to Codeine (Opiate),
Ultram/Tramadol (Atypical Opioid}, Lisinopri

¢ (Angiotensin-Converting Enzyme inhibitor), and

| Meclizine (antihistamine). However, continued

* review of the medical record revealed staff had

i documented the resident had aliergies to only two
! medications, Codsine and Lisinopril. Review of

. documentation revealed facility staff had not

: administered any of the medications to Resident
| #13 identified as medications that Resident #13

- experienced aflergic reactions to. In addition, a

| review of the medical record of Resident #1

| revealed on 04/28/14, Resident #1's physician

- prescribed 20 milligrams of Celebrex (NSAID), o
- be administered once daily, and as needed

: (PRN) for the residant. Review of Resident #1's
- Madication Administration Record (MAR}

: revealed staff had transeribed the physician's

order for the Celebrex o the MAR. Review of the
MAR for Aprit, May, and June 2014 reveaied

facility staff had not administered the Celebrex fo
 the resident, ... |

affecied by the same deficient practice;
Al residents have the potential to be affected
by this deficient practice;
Medical Record atdits were initiaied on
6/16/14 and compIeted on 6/17/14 of curent
residents for current allergy listing. Resident’s
allergy listings will be updated ongoing to
reflect current ailergies aceording to physician
documentation. Based on this audit there were
24 residents noted with chenges 1o allergy
listing with revisicns to reflect current allergy
listing. :

3. Address what measures will be put info
place or systeic changes made 1 ensure
deficient practicce wiil not recur;

An [n service was initisted on 6/10/14 by the

Director of Clinical Edacation on procedures

for documentation of alfergies and completed

on 6/13/14. The Ditector of Clindcal Education
will educate all new hires during orientation on
above changes.

Upon admission/readtsnission the resident’s

allergy listing will be entered by the nurse

electronically under the allergy tab in the
medical record. The resident’s allergies will
automatically display onto the electronic
medication adminisiration record in red.

Changes that oceur 10 the resident’s allergy

listing will be noted snd documented by the

physician/NP and 2 physician order will be

i writien and poted. Allergy listing changes will

, be noted in medical rezeord under the allergy

: tab.

New Admissions/Readmissions medical record

will be reviewed by thee Charge Nurse/Unit

Menager for current affergics and noted m the

medical record under the aliergy tab.
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F 514 ' Continued From page 7 :

: An interview with Licensed Practical Nurse (LPN)
#2 on 06/04/14 at 4:51 PM revealed the facility

utilized a “point click computer charting system"

I and stated the "allergy section on the profite listed

' Codeine and Lisinopril" as Resident #13's

medication allergies.

o Registered Nurse (RN) #4 confimed in inferview
conducted on 06/04/14 at 4:55 PM that the allergy
sticker in Resident #13's medical record revealed
; the resident was allergic to only "Codeine and
Lisinopril.”

! An interview with the Director of Nursing (DON)
on 06/05/14 at 3:50 PM confirmed facility staff
had not identified that Resident #13's medication
allergies inciuded Ultram and Meclizine and

| stated, "We missed it."

2. Review of Resident #1's medical record
ravealed the facility admitted Resident #1 on

i 03/08/13 with diagnoses that inciuded closed
fracture of Trochanteric Femur, Intestinat
Infection, Anxiety, Depression, Primary
Pulmonary Hypertension, Ostecporosis, and

¢ Chronic Pain Syndrome. Review of Resident #1's
: Minimum Data Set (MDS) assessment dated

| 12/12/13 revealed facility staff assessed the

. resident to have & Brief Interview for Mentai

. Status (BIMS) score of 15, which indicated the
 resident's cognition was intact. Continued review
. of Residert #1's medical record revealed the

* resident had a documented allergy to

- Morestercidal Anti-lrflammatory Drugs (NSAIDSs).

Gn 04/28/14, Resident #1's physician presoribed
20 milligrams (mg) of Celebrex (NSAID), to be

" administered onee daily, as needed (PRN).

: Review of Resident #1's Medication

FB14:
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F 514 | Continued From page 8

- Administration Record (MAR) reveaied the

| resident had an allergy fo NSAIDs. Continued
review of the MAR revealed staff had franscribect
the physician's order for Celebrex to be given to
| the resident, as needed, onto the MAR. Review
of the MAR for April, May, and June 2014
revealed facility staff had not administered the
Celebrex to the resident.

interview on 06/03/14 at 4:40 PM with Registered
Nurse (RN) #3 revealed she had received the
physician’s order for the Celebrex and had faxed
 the order to the pharmacy, and the pharmacy
cailed to alert the faciiity that Resident #1 had
been prescribed a medication hefshe had a
documented allergy to. RN #3 stated she spoke
with Resident #1 and the resident's family
member and both stated the resident had taken
' Gelebrex in the past and had become nauseous
| but did not have an allergy to the medication. RN
| #3 stated she then called Resident #1's primary
! care provider (PCP) who stated the resident had
: sensitivity to NSAIDs and not an ailergy and could
| take the Celebrex as ordered. RN #3 stated she
. called the pharmacy to report that the PCP stated
Resident #1 could take the Celebrex as ordered.
However, RN #3 stated she had not documented
i anything related fo the conversation with the
resident and his/her family member regarding thes
| resident’s allergy o NSAIDs, and stated, "l guesss
{ just got busy and forgot io write 2 note about the
allergy change."

| Interview on 08/03/14 at 4:54 PM with RN #4, the

: Unit Manager on the rehabilitation uni, revesied
that sy ime a nurse recejved clarification of an

- order or recelved a change to a doocumented

| allergy the nurse shouid write 2 nofe for the chart

.and ensurs that a docfor's order was obtained for
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! the change.

! Interview on 06/04/14 at 10:50 AM with the

- Advanced Registered Nurse Practitioner (ARNP)

| revealed the ARNP could not recalt a

. conversation she had with RN #3 related to the
report that Resident #1 had an allergy o NSAIDs,
. but stated she didn't feel that it was "a probiem” if
' Resident #1 took the Celebrex in the future.

| An interview with the Director of Nursing (DON)

: on 06/05/14 at 3:50 PM revealed the facility

: reviewed physician orders on a daily basis to

| ensure medical records were updated. The DON
stated staff should have obtained a physician's

: order to discontinue the identification of NSAIDs

| as an allergy for Resident #1 if the information

| was inaccurate.
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K000 INITIAL COMMENTS K 000 Pregarstion, submission and implementation_
dm tw
CFR: 42 CFR 483.70(a) copclysions st forth oo the survey report, Our,
3 mean 1o continuously improve the goality of
Lol sare aud (0 comply with all apolicabie state
any federal regulatory requirements,
PLAN APPROVAL: 1988 KOs
SURVEY UNDER: 2000 Existing The facility must provide housekeeping and
tnainfenance scrvices necessary {0 maintain a
FACILITY TYPE: SNFINF sanitary, orderly, and comfortable interior,
1. What corrective action{s) will be
TYPE OF STRUCTURE: One story, Type accomplished for those residents found to be
111(200) affected by the deficient practice?
e Maintenance department will conduct a facility
SMOKE COMPARTMENTS: Five sudit 10 identify any other doors that may not be
warking in according to standard and or are in
FIRE ALARM: Complete automatic fire alam deficient practice.
Sl Maintenance department will correct corridar
R doaors t ident {08 and 112 and
SPRINKLER SYSTEM: Complele automatic dno: u‘:umu:-: m':foTaf.g and or latching x:, Ifelp
{dry) sprinkler system resist passage of smoke in a fire s:tuation
GENERATOR: Type Il natural gas generator 2. How will you identify other residents having
L the potential to be affected by the same
A life safety code survey was initiated and deflcient practice and whst corrective action
concluded on 08/03/14. The findings that follow will be takea.
demonsirate noncompliance with Titte 42, Code
: : All resident have the !
of Federal Regulations, 483.70 (a) et seq (Life Facility Maindemante i et oopected.
Safety from Fire). The facility was found not to be to identify any prohlemn arcas related 1o the
in substantial compliance with the Requirements findings
for Participation for Medicare and Medicaid.
Deficiencies were cited with the highest
deficiency identified at "E" level,
K38 NFPA 101 LIFE SAFETY CODE STANDARD K 018

S$S=E
Doars protecting corridor openings in other than
required enclosures of vertical openings, exils, or

LABORATORY DIRECTOR'S DR PR SUPPLIER REPRESENTATIVE'S SIGNATURE
u:m P

(X5) DATE

Adnini shontor- L[21[2014

Any deficiency statemknt ending with an asterisk (*) danotes a deficiancy wivch tha institution may be excused from cofrecting prowiding it is determined that
other safeguarda provide sufcant pratection 1o the patients {See msiructons.) Except for nursing homes, (ha findings stated above are discioaable 50 days
foliowing (he date of survey whethar or not a plan of correcion s prowided  For nursing hamas, the above firdings and plans of corection are disciosabie 14
days foliowing tha nate thess documents are made available 1o the faclity If deficencies ara cited an approved ptan of comecton s requisde to continued

pregram participation
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K 018 Continued From page 1 K 018 3. What measores will be put into place or

hazardous areas are substantial doors, such as
thase constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors In sprinklered buildings are only
required to resist the passage of smoke, There is
no impediment to the closing of the doors, Doors
are provided with a means suitable for keaping
the door closed. Dutch doors meating 19.3.6.3.6
are permitted. 18.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ansure that corridor doars were
mainlained according to National Fire Protection
Association (NFPA) standards. This deficient
practice affected one (1) of five (5) smoka
compariments, staff, and approximately fifty-eight
(58) residents. The facility has the capacity for
128 beds with a census of 118 on the day of the
survey.

The findings include:

Buring the Life Safety Code tour on 08/03/14 at
10:45 AM with the Director of Maintenance
{DOM), corridar doors to resident rooms 108 and
112 were observed not to close and latch due to

what systemic changes you will make ta ensure
that the deficleat practice does not recur?

Maintenance Director will conduct & facility audit
to identify any other rooms or common areas that
mey have deficient practices. Maintenance
Director will conduct staff in-services on using
Building Engines (system for reporting
maintenance concerns). In addition the
Maintenence Director will continue to monitor
building engines daily. Quarterly walk through by
maintenance will continue and be monitored by
Executive Director Non-Clinical rounds will be
preformed by facility Department Heads and
reviewed in moming meeting.

4. How will the corrective action(s) be
monitored o ensure the deficient practice will
not recur, Le., what quality assuraoce program
will be put into place?

The daily rounds will be reviewed and discussed
n moming stand up by IDT and monitored by
Executive Director. Executive Director will do
and audit of non-clinical rounds weekly for four
weeks, then monthly for 3 months, Executive
Director will be monitor quarterly cnvironmental
rounds by Maintenance Director. Executive
Director will bring results to QAPI for 3 months.
Quaricrly walk through by maintenance will be
monitored by Executive Dircctor.

Date of complinnce 7/472014
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027
K 018 | Continued From page 2 K018 K
the doars sticking in the doorframes when tested. The m‘y must provide housekecping and
Corridor doors must close and latch to help resist mainenance services nccessary to maintain a
the passage of smoke in a fire situation. sanitary, orderly, and comforiable interior.
1. What corrective action(s) will be
An interview on 068/03/14 at 10:45 AM with the accomplished for those residents found to be
DOM revealed he checked doors for proper sffected by the deficient practice?
operation but must have missed these doors. Maintenance department will conduct a fucility
audit to identify any other doors that may no? be
The findings were revealed lo the Administralor working in according to standard and or are in
upon exit. deficient practice.
. Maintenance department will correct idor fi
Reference: NFPA 101 (2000 Edition). doars in Znned:lepmd 4=:ndmmyc:thcr ﬁ?;ﬂc;o:; "
that are not closing to help resist passage of
19.38.3.2* smoke in a fire situation.
Doors shall be provided with a means suitable for
keeping the door closed that is acceplable to the 2. How will you Identify otber residents having
authority having jurisdiction. The device used the potential to be afTected by the same
shall be capable of keeping the door fully closed if deficient practice and what corrective action
a force of 5 Ibf (22 N} is applied at the latch edge will be taken,
of the door. Rafler latches shall be prohibited on All resident have the potential 10 be affected.
cormidor doors. Facility Maintenance Director will conduct audit
to ic!enufy any problem areas related to the
Exception No. 1: Doors lo toilet rooms, findings.
bathrooms, shower rooms, sink closets, and
similar auxiliary spaces that do not contain
flammable or combustible matarials. 3. What mensures will be put into place or
K027 NFPA 101 LIFE SAFETY CODE STANDARD K 027 st systemic changes you will make to ensure

§S=D
Door openings in smocke barriers have at least a
20-minute fire protection rating or are at least
1%-inch thick soli¢ bonded wood care. Non-rated
protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
Horizontai sliding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7 5, 19.3.7.8,

that the deficient practice does ot recur?

Maintenance Director will conduct a facility audit
to ideatify any other fire doors that may heve
deficient practices. Maintenance Director will
conduct staff in-services on using Building
Engines (system for reporting maintenance
concerns). In eddition the Maintengnce Director
will continue to monitor building cngines daily.
Quartetly walk through by maintenance will
continue and be monitored by Executive Director
Non-Clinical rounds will be preformed by factlity
Department Heads and reviewed in motning
meeting.

A4_e=
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K027 Conlinued From page 3
10.3.7.7

This STANDARD is not met as evidencad by:
Based on cbservation and interview, the facility
failed to ensure that cross-cormidor fire/smoka
barrier doors were maintained according to
Nationai Fire Protection Association (NFPA)
standards. This deficient practice affected two
(2) of five (5) smoke compartments, staff, and
approximately nineteen (19) residents, The
faciiity has the capacity for 128 beds with a
census of 118 on the day of the survey.

The findings include:

During the Life Safety Code tour on 06/03/14 at
10:30 AM with the Direcior of Maintenance
(DOM), a set of cross-corridor fire/smoke barrier
doors for Zones 3 and 4 were observed not to
close all the way when tested. When tested, the
bottomn of one of the doors would drag on the

' fioor and hold the door approximately
three-quarters of the way open. These doors
must close all the way to help prevent firefsmoke
from spreading to other parts of the building in
case of a fire situation.

An interview with the DOM on 06/03/14 at 10:30
AM raevealed he was aware the door was not
working correctly and that funds ware not
available ta have the door fixed or replaced.

The findings were ravealed to the Administrator

=+ How will the carrective actio
K027  monitored to ensure the de!lcle:?:rl:dce will

not recur, ke, what qual}
will be putinte place?  atturance progran

Executive Director wil] be monitor guartey]
cnvimqmcnt.nl rounds by Mainfmuﬁ:e DireZlm-
Executive Director will bring results to QAB] f
3 months, Quarterly walk through by maintenance

will be monitored by Executive Director, I

Date of compliance /472014

K062

The facility must provide housekeeping and
mamicnance services necessary W maintain
sanitary, arderly, end comfartable interior.

1. What corrective action(s) will be
accomplisbed far those residents found to be
affected by the defictent practice?

Maintenante department along with fire and
safety vendor will conduct a facility audit to
identify that all sprinkfer heads mect standards,
Quick response and standard response sprinkler
should not be grouped together. DOM will ensure
l.hnull_sprmkluhudsmumupedmudy
according to stendard. Maintenance department
and fire and safety vendor will correct quick
fespanse and standard response sprinkler heads
located in the business lubby. DOM end fire and
salety vendor will enswre that sprinkiers are all the
same type in a compartmented space,

2, How will you identfy other residents baviog
the potentinl to de uifected by the ssme
deficicat practice and what corrective action
will be mken.

All resident have the potential to be affecied
Facility Maintenance Direstor will conduct audit

upon exif, to identify any probl i
K082 NFPA 101 LIFE SAFETY CODE STANDARD KOBZ  fndings T e e reaied o the
SS=E
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Requirad automatic sprinkler systems are
conlinuously maintained in reliabla operating
condition and are inspected and testad
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD s not met as evidenced by:

Based on observation and interview the facility
failed to ensure that sprinkler heads were
maintained as required. This deficient practice
affected one (1) of five (5) smoke compartments,
stait, and approximatety fifty-eight (58) residents.
The facility has the capacity for 128 beds with a
census of 118 on the day of the survey.

The findings include:

During the Life Safety Code survey on 08/03/14
at 11:10 AM with the Director of Maintanance
(DOM), quick response and standard response
rated sprinkler heads were observed in the front
business lobby of the facility. Sprinkler heads
located in the same campartmented space
usually are required to ba of the same type. This
condition may adversely affect the way the
sprinkler system reacts in a fire situation.

An Interview with the DOM on 08/03/14 at 11:10
AM revealed he was not aware sprinkler heads
shouild have the same rating per compartmented
spacs,

The findings were revealed to the Administrator
upon exit,

Reference: NFPA 13 (1899 Edition).
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K 062 ' Continued From page 4 KO0B2| 3. What measures will be put Into place or

what systemic changes you will make to ensure
that the deficient practice does not recur?

Muintenance Director will conduct a facility audit
10 identify any other quick response or standsrd
response sprinkler heads that are located in the
same compartmenied space. [n addition the
Maintenance Director will continue to monitor
building engines daily. Querterly walk through by
maintenance will continue and be monitored by
Executive Director.

Fire and Safety vendor will continue to do routine
maintenance to the fire system and leave reports
for review DOM and Administrator.

4. How will the corrective action(s) be
monijtored to ensure the deficient praciee wilt
not recur, Le., what quality assurance program
will be put into place?

Executive Director will be monitor quarterly
environmental rounds by Maintenance Director.
Executive Director will bring results to QAP for

3 months. Quarterly walk through by maintenance
will be monitored by Executive Director and Fire

and Safety vendor will provide reports from their i
routine inspections, i

Date of compllance 7/4/2014
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SS=E

of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
fumnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits,
7.1.10

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that corridors were maintained
free from obstructions to full instart use in the
case of fire or other emergency. This deficient
practice affected one (1) of five (5) smoke
compartments, staff, and approximately fifty-eight
(58) residents. Tha facility has the capacity for
128 beds with a census of 116 on the day of the
survey.

The findings incfude:

During the Life Safety Code tour on 08/03/14 at
11:20 AM with the Director of Maintenance
{DOM) four patient lifts wera observed to not be
in use and unattended in Zone 5 of the facility.
Two signs on the corridor wall stated "Park Lifts
Here." Cormidors are intended for means of
egress, internal traffic, and emergency usa, not
storage spaces. The Life Safety Code has

Means of egress are continuously maintained free

The facility must provide housckeeping end
maintenance services necessary 10 maintain a
sanitary, orderly, and comforiablc interior.

L. What corrective action(s) will be
accomplished for those residents found to be
affected by the deflcient practice?

Maintenance/Nursing will remove all signs in the
facility that state equipment muy be "parked” in
the comidors/hallweys.

Maintenance and Nursing will ensure that 211
handrails will be accessible for resident use

2. How will you identify other residents having
the potentiai to be affected by the same
deficieat pructice and what corrective action
will be taken.

All resident have the potential to be affected.
Facility Maintcnsnce Director will conduct audit
1o identify any problem arcas related to the
findings.

3. What measures will be put ioto place or
what systemic changes you will make to ensure
that the deficient practice does not recur?

Maintenance Director/Nuning {Unit Managers)
will monitor daily usage of equipment to ensure
that equipment is not being leit unattended on the
halls for extensive periods of time. In-service with
current staff was mitisted on 62772014 by the
Director of Clinical Education (DCE) on storage
of equipment not in use will be completed
1212014
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K 062 Continued From page 5 K 082
5-3.152 :
When existing light hazard systems are
converted to use quick-response or residential
sprinklers, all sprinklers in a comparimenied
space shall be changed.
K072 NFPA 101 LIFE SAFETY CODE STANDARD Ko72)
| KOo72
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specific requirements for storage spaces. These
items would also limit the use of the handrails by
occupants of the building when needed.

An interview on 08/03/14 at 11:20 AM with the
DOM revealed these iterns wera routinely left
unattended for long periods of time on one side of
the comidor. The DOM stated he was not aware
items shoutd not be stored in the corridor.

The findings were revealed to the Administrator
upaon exit,
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1
| 4. How will the corrective action(s) be
K 072 | Continued From page 6 K072 | monitored tn ensure the deficlent practice will

pot recur, i.e., what quality assurance program
will be put inta place?

The daily rounds conducted by the Leadership
Teatm will be reviewed and discussed in moming
stand up and menitored by Director of Nursing ,
Executive Director and or designes to ensure that
cquipment is not being left unattended.

Date of complisnce 7/4/2014
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