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! He/she indicated all of his/her personal pictures

i revealed she encouraged family members to

Continved From page 1

opinion of the living environment was the guide
for determining if their environment was
"somfortable and homelike.” The patient without
family and friends and with few assets were
assisted, to the extent possible, with making their
badroom homelike, if they so desire.

An observation, on 11/27/12 at 3:45 PM, revealed
Resident #9 was in his/her room waltching
tetevislon. The walls in the room wera bare with
no pictures or decorations and there was no clock
in the room. Interview with Resident #9, at this
time, revealed he/she had expressed a need for a|
clock to the staff: however, had not received one. |
The resident indicated a desire for a clock as "it
would be nice to know what lime it is."

Further interview with Resident #9, on 11/29/12 at
10:45 AM, revealed hisfher room was "Kind of
bare." The resident said it did not feel like home.

were burned In a fire. The facility had not asked if
hefshe would like to decorate the room to make it
more "homelike.” Resident #9 expressed an
interest in painting, stating it would be nice to
decorale the room with pictures.

An interview with the Activity Director and the
Administrator, on 11/30/12 at 9:00 AM, revealed If
a resident requested something specifically, then
they tried to get it for them. The Aclivity Director

bring items in to decorate the resident's room;
however, she does not decorate the rooms. The
Administrator revealed there was no one
specifically delegated to decorate resident rooms. |
483.20(d)(3), 483.10{k)(2) RIGHT TO i
PARTICIPATE PLANNING CARE-REVISE CP

F 252

F 280

This Plan of Correction Is the center’s credible
allegation of compliance,

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
pravider of the truth of the facts alieged or conclusions
set forth in the statement of deficiencies. The plan é;f
correction is prepared andlor executed solely becayse

it is required by the provisions of federal and state lmy.
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SUMMARY STATEMENT OF DEFICIENCIES

i

PROVIDER'S PLAN OF CORRECTION {X5}

The resident has the right, unless adjudged
incompetent or otherwise found fo be
incapacitated under the laws of the State, 10
participate in planning care and treatment or
changes in care and lreatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a reglslered nurse with responsibllity
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:
Based on observalion, interview, record review,
and review of the facility’s policy/procedure, il was
determined the facility failed to ensure each
residenl’s care plan was revised for two
residents, (#1 and #4), In the selected sample of
16 residents. Resident #1's diagnosis included
Peripheral Vascular Disease (PVD} and hef/she
had a darkened area on the right foot. Resident

. #4 was assessed as being a falls risk with an
intervention and an order written to remove the

: wheelchair from the room when not in use.
I

X4) 1D
stE)F;x {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
DEFICIENCY)
This Pian of Correction is the center’s credible
F 280 | Continued From page 2 F 280 allegation of compliance.

Preparation and’or execution of this plan of corredtion
does not constitule admission or agreemeni by the
provider of the truth of the facts alleged or conclusjons
set forth in the statement of deficiencies. The plan of
correciion is prepared andfor executed solely becajise

it is required by the provisions of federal and state Jony.

F280 01/11/13
Resident #1 careplan has been updated on
11/29/12 to reflect Peripheral Vascular
Disease diagnosis. The darkened area on
Resident #1s left foot where third toe has
been amputated has been added to carep]{m,

Resident #4, the order from 11/16/11 for
the wheelchair to be outside the room waj
added {o the careplan and the SRNA
assignment sheet on 11/30/12.

with Peripheral Vascular Disease to ensure
appropriate careplan and skin monitoring
sheefs are in place. A careplan audit wiil be
conducted of residents identified as a fa]iT
risk for inferventions and will be

updated on the comprehensive careplan

and the SRNA assignment sheet based upon
audit findings.

An audit will be compieted on residents }
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i foe had “rotted of(."

| Areview of the resident's care plan, and skin
assessments revealed there was no documented

Observation, conducted on 11/28/12 and
11429112, revealed the resident was in the bed
and hisfher wheelchair was left in the room.

Findings include:

A review of the facility's policy/procedure, "Gare
Plans,” dated 01/07/12, revealed the care plan
addressed risk factors that may lead to an
avoidable decline in functioning levels and was
revised and updated to reflect the resident's

current status.

1. Arecord review revealed the facility admitted
Resident #1 on 09/28/12 with dlagnoses to
include Chronic Kidney Failure and Dialysis,
Coronary Arlery Disease, and a Third Toe
Amputation,

A revlew of the admission Minimum Data Set
(MDS) assessment, dated 10/26/12, revealed the
facility identified Resident #1 as cognitively having
difficully in new situations, non-ambulatory,
required the extensive assistance of one staff
member with Activities of Daily Living (ADLs) and
two staff members with transfers.

An observation of Resident #1's skin assessment
on 11/28/12 at 2:50 PM, revealed the resident
had a darkened area to the right foot, between
the second toe and forth toe, where the resident
had a loe previously amputated and stated the

evidence of the darkened area.

Preparation andéor execution of this plan of correction
does not constitute adwission or agreement by the
provider of the iruth of the facts alleged or conclusipns
set forth in the statement of deficiencies. The plan <
correction is prepared and/or executed solely becase
it is required by the provisions of federal and stase fow.

Edueation will be completed by the Staff
Development Coordinator regarding skin
assessment procedure. Education will be '
conducted on revision of the comprehenslve
careplan and SRNA assignment sheet for
implementation.

Minimum Data Assessment Coordinafor
along with Interdisciplinary Team to
include the Director of Nursing Services
or Unit Manager, Social Services, Diela:yi
and Activities, will review initial
interventions on admission, then annually
quarterly and with any significant change
assessment to reflect careplan goals and
interventions including adding

! interventions to the comprehensive careplan.

Data Entry Clerk and/or Unit Manager will
ensure fall careplan interventions will be |
added to the SRNA assignment sheets for
each resident,

Unit Manager will audit 4 resident skin
assessments weekly for 4 weeks then
monthly for 3 months and as needed
thereafter.

(X4y ID SUMMARY STATEMENT OF DEFICIENCIES 1o ] PROVIDER'S PLAN OF CORRECTION {45}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. ‘ This Plan of Correction is the center's credible
F 280 | Continued From page 3 F 280 allegation of compliance.

FORM CMS-2567(02-69) Previous Versions QObsclete

Evont ID: Z0GP#1

Facility 1D: 100330

If continuation sheet Page 4 of 16




PRINTED: 12/14/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTHFICATION NUMBER: COMPLETED
A BUILDING
8. WING
185195 1413072012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10458 US HWY 62
OAKVIEW NURSING & REHABILITATION GENTER
CALVERT CITY, KY 42029
AV D SUMMARY STATEMENT OF DEFICIENCIES o PROVIOER'S PLAN OF CORRECTICON {X6)
PREFIX (EACH DEFICIENCY MUST DE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. This P (o ion i , .
F 280 _ Continued From page 4 F 280 a[[egm;::::%_ffcz;:;;ﬁi‘z er.s the center's credible

An interview with Registered Nurse {RN} #1, on
11/30/12 at 10:58 AM, revealed the RN stated the
resident had the darkened area on admission,
was unaware of a diagnosis of PVD, yet she was
unsure why this was not documented on the
admission records or monitored on the care
plans.

An interview with RN #2, on 11/30/12 at 11:06
AM, revealed he admitted the resident and
completed a skin assessment. The RN stated if
the resident had a darkened area, he would have
documented this information. He stated the area
was not there upon admission. He also siated
when the area was noted, the Director of Nursing
(DON) should have been made aware, a
Non-Pressure Skin Condition Report should have
been completed, and should have been care

| planned.

An interview with the Director of Nursing {DON}),
on 11/29/12 at 1:28 PM, revealed she was
unaware of the PVD diagnosis, which was
mentioned on lhe Physician Progress Notes, or

" the darkened area o Resident #1's foot and

would have expected this to be documented and
care planned.

2 A record review revealed the facllity admilted
Resident #4 on 11/22/10 with dlagnoses to
include Seizures, Parkinson's Disease,
Weakness, and Parkinson's Dementia.

Areview of the quarterly MDS, dated 09/25/12,
revealed the resident had a Brief Interview for

* Mental Status (BIMS) score of 15", Resident #4

was cognitively intact and able o make hisfher
own declslons.

Preparation and/or execution of this plan af correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sef forth in the statement of deficiencies. The plan
correction is prepared andlor executed solely becm[j( e
it is required by the provisions of federal and state Iﬁw.

thereafter,

thereafter.

Improvement committee.

i

Findings will be reported to the Perferma{\ce
Improvement comntittee monthly for thre
months then as needed on a quarterly basi;

The Director of Nursing Services will l
conduct an audit of 3 careplans a week for

4 weeks then monthly for 3 months and 1'eLnort
findings of accuracy to the Performance
Improvement committee monthly for threg
Months and then quarterly as needed

The Director of Nursing Services will also;take
report findings from the unit manager/oftl
skin assessment audit to the Performance |

<
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Areview of the Interdisciplinary Team (ID7} note,
dated 11/16/12, revealed an intervention of
removing the resident's wheelchair from his/her
room when it was not in use. Additionally, the
nurse obtained a physician's order {o remove the
wheelchair from his/her room when it was not in
use.

Observation of Resident #4, on 11/28/12 at 1:25
PM, and on 11/29/12 at 2:00 PM, revealed the
resident was in the bed, and the wheelchair was
left in the bedroom in the cornet.

An interview with Cerlified Nurse Alde (CNA} #2,
on 11/29/12 at 2:45 PM, revealed she was the
staff assigned to provide care to the resident on
44/20112. The aide revealed they stored the
resident's wheelchair in histher room when not in
use. CNA #2 was unaware the resident’s
wheelchalr was ordered io be removed from the
room when it was not in use. Additionally, she
reviewed the CNA assignment sheet and slated it
did not Indicate staff were to remove the
wheelchair from Resident #4's room when i was
not in use,

| An interview with the Unit Manager {UM), on

11430/42 at 9:30 AM, revealed the information
about removing the wheelchair from the
resident's room, when not in use, was not on the
CNA assignment sheet. The UM reported the
information should be on the CNA assignment
sheel, but was unaware why the information was
not on it,

An interview with the DON, on 11/30/12 at 2:35
| PM, revealed she was unsure if removing the

%

X4y 10 SUMMARY STATEMENT OF DEFICIENCIES I 1D PROVIDER'S PLAN OF CORRECGTION X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. ! This Plan of Correction is the center’s credible
F 280 | Continued From page 5 F 280 allegution of compliance.

Preparation andfor execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusipns
set forth in the statement of deficiencies. The plan of
correction is prepared and/or exectited solely becanise
it is required by the provisions of federal and state frnr.

|
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1

' must meet professional standards of quaiity.

| recelved the ordered dosage of IVF. Resident

The services provided or arranged by the facility

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and facility policy/procedure review, it was
determined the faciiity failed to ensure standards
of practice were followed for one resident (#7}, In
the selected sample of 18 residents, and for one
restdent, not in the selected sample #7).
Resident #7 was ordered intravenous fluids {IVF)
at a rate of 125 milliliters{mi{)/minute, then
decreased to 35 mifminute; however, the slaff
was unable to determine that the resident

#17 was ordered a medication due at 8:00 AM
and the staff administered the medication
outside of the timeframe for administration. |

Findings include:

1. A review of the facllity's policy/procedure for
Fluid Intake and Output (1&0) Measurement,
revised 10/31/06, revealed 1&0 measurement l
was recorded according to the foltowing criteria,
inciuding residents receiving intravenous therapy
for duration of treatment (intake only).

A review of the facility's policy/procedure for IV

{X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIOER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACT{ON SHOULD BE 1 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
This Pian of Correction is the center's credible
F 280 | Continued From page B F 280 allegation of compliance.
resident's wheelchair was ordered or an » ) ' _
intervention. She revealed the removing the d;:ff;j"f‘:;;’:;ﬁ‘;fﬁ;ﬁgrgn of this plan Of;orrec ion
: wheelchair shou!d be on the care plan. provider of the truth of !hetf;c?: :ﬁ;;::;re;!crﬁrf]fssf S
F 284 | 483.20{k}(3)()) SERVICES PROVIDED MEET F 281 set forth in the statement of deficiencies. The plan 4
g5=g | PROF ESSIONAL STANDARDS yorrec!ion is prepared and‘or executed solely becailse
it is required by the provisions of federal and state L

=

I

F281 01/11/13

Resident #7 was placed on an [V pump on
11/29/12, 1V intake monitoring record wab
also initiated on F1/27/12, r
Resident #17°s medication variance was
completed on Norvir, Inseniress, Prezista,
Keppra, and Senokot. The physician

was notified on 11/29/12. The responsibl
party was notified on 11/29/12.

The physician gave an order to change
resident #17's medication times to histher
preference of 10AM for morning medicatilons.

Licensed Nurse education will be
completed on medication administration
with medication administration competency
completed on all licensed nurses and
Certified Medication Technicians. Licensed
Nurses will also be educated on 1V intake |
monitoring records and the initiation of thi
record when IV fluids are initiated

At this time, no other residents are receiving
IV therapy.
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F 281 ; Continued From page 7 ) F 281: allegation of compliunce.
TheraPy' revised 01/1 5“, 0,' rev_ealmj ComP“ance Preparation and/or execution of this plan of correction
guidell{les included adm]mSte”ng IV solutions : does not constittie adwission or agreement by the
according to the prescriber orders, i provider of the truth of the facls alleged or conclustons

set forth in the stalement of deficiencies. The plan bf
correction is prepared andfor executed solely becajise

A record review revealed Resident #7 was ol ;
it is required by the provisions of federal and state {aw.

admitted to the facility on 08/08/12 with a
readmission date of 10/19/12. Diagnoses include
Chronic Kidney Disease (Slage I}, Dysphagia,
Senile Depressive Disorder, Bipolar Disorder, and
Alzheimer's Disease. A review of the quarterly

All medications records were reviewed on
11/28/12 with medication times adjustedito
each hall group time with the room the

Minimum Data Set (MDS), dated 09/04/12, resident is in at this time.

revealed the facllity assessed the resident as ‘

severely cognitively impaired. A review of the i Director of Nursing Services will monitor
. Physician's Orders, dated 11/27/12, revealed the , 5 resident MAR/TAR/IV intake record |
' resident was placed on comfort measures only, f weekly for 4 weeks , then monthly for 3

the IV fluids were decreased to 35 mi per hour, months. Results will be discussed and
conlinue medications by mouth; however, no reviewed in the Performance Improvement
weights, labs, or hospitalization. meeting monthily for three months and q
quarterly as needed thereafter,

An observation of Resident #7, on 11/27/12 at
10:00 AM, revealed a bag of 1V fluids {D5 1/2 NS)
with approximately 700 mi remaining. The bag
was datedftimed 11/27/12 at 6:00 AM. An
observation, on 11/28/12 at 8:50 AM, revealed
approximately 200 mt of IV fluids hanging from
the same bag {dated/timed 11/27/12 at 6:00 AM).
A review of the Physician's Order, dated 11/27/12,
revealed an order for D5 1/2 NS at 35 ml per
hour. The lwo cbservations revealed the resident .
received approximately 500 m! of IV fluid over
approximately 23 hours; however, the resident ; i
should have recelvad 805 mi of fluid. i i i

An observation of Resident #7, on 11/28/12 at

2:45 PM, revealed approximately 900 ml of |V ,
fiuld in a bag timed/dated 11/28/12 at 12:30 PM. |
Observation, on 11/29/12 at 8:45 AM, revealed |
+ approximately 500 mi of IV fluid left in the same !
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F 281 Continued From page 8

bag. The two observations revealed the resident
received approximately 400 mi over an 18 hour
period; however, the resident should have
received 630 m! of fluid.

The facility was unable to provide an intake
i record for Resident #7 while on IV fluids,

An interview with Licensed Practical Nurse {LPN])
#1, on 11/29/12 at 1:36 PM, revealed the rasident
| was placed on comfort measures only; therefore,
the facility was not recording the restdent's IV
intake. She was the dayshift nurse on 11/28/12
and 1/29/42. She monitored the resident's IV site
' several times on her shift; however, there was no
way to monitor how much fluid the resident
recelved as she did not document the intake.

L An interview with LPN #2, on 11/30/12 at 9:30
AM, revealed she was the nurse for night shift
11/27/12 and $1/28/12. She revealed il was
reported how much was in the IV bag at the end
of her shift; however, it was not documented, She
indicated it should be monitored to ensure the
resident received adequate fluid intake, per the
' physician's orders.

An interview with the Director of Nursing (DONj),
on 11/30/12, revealed the facility's standard of
practice for IV therapy was the policy that
indicated IV Intake should be monitored and
documented, The resident was recelving daify
tabs untll 11/27/12, but staff should have been

' documenting the resident's intake afterwards.

2. Areview of the facillty's Medication
" Administration policy/procedure, revised
. 0Bf31/12, revealed medicalions were

This Plan of Correction is the cenfer's credible

F 281 allegation of compliance.

Preparation and/or execution of this plan of correction
does nof constifute admission or agreeinent by the
provider of the truth of the facts alleged or cmrchu?u

set forth in the statement of deficiencies. The plan
correction is prepared and/or executed solely becanse
it is required by the provisions of federal and sitate law.
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L An interview with LPN #1, on 11/29/12 at 1:35

administered within 60 minutes of the scheduled
time of administration. Unless specified by the
prescriber, medications were administered by the .
center's established medication administration
schedule. An interview with the DON, on 11/30/12
at 12:15 PM, revealed she expected staff to
follow the policy.

A review of ihe Physician's Orders for Resident
#17, dated 11/29/12, revealed an order for Norvir
100 mg every twelve hours, Iseniress 400 mg
every lwelve hours, Prezista 600 mg every twelve
hours, Keppra 1500 mg every tweive hours, and
Senokol-S twice daily. A review of the Medication
Administration Record (MARY), dated November
2012, revealed the Norvir, Isentress, Prezisia,
and Keppra were scheduted for 8:00 AM and 8:00
PM. The Senokot-S was scheduled for 8:00 AM
and 5:00 PM.

An observation of a medication pass, on 11/29/M12
at 9:50 AM. revealed Licensed Praclical Nurse
(LPN) #1 administered Norvir 100 milligrams
{mg), lsentress 400 mg, Prezista 600 mg, Keppra
1500 mg, and Senokot (one tablet) to Resident
7,

PM, revealed she was suppose to administer |
medications no more than one hour or before the
scheduled medication time, She indicated that the
resident refused the scheduled medications daily
Until after breakfast; however, she did not notify
the physician to ensure it was acceplable to give
the medications later than scheduled. |

An Interview with the DON, on 11/30/12 at 12:15 |
PM, revealed she expected staff to call the |

Preparation and/or execution of this plan of correciion
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusi?rs .

set forth in the statement of deficlencies. The plan

correction is prepared and/or executed solely becaitse

it is required by the provisions of federal and staie 1{11;'.
1

F !
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) This Plan of Correction is the center's credible
F 281 Continued From page 10 F 281 allegation of compliance.
physician i a resident requested medications at a - ) o »
different time than scheduled. ggz;;?:;ﬁc::;;?’cti‘/!or e.\’ecutfon of this plan of correcyion
e admission or agreement by the
F 328: 483.25(k} TREATMENT/CARE FOR SPECIAL F 328 provider of the truth of the facts alleged or conclusions
ss=0 ! NEEDS set forth in the statement of deficiencies. The plan of

The facility must ensure that residents receive
proper treatment and care for the foliowing
special services:

Injeclions;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or leostomy care,
Tracheostomy care,

Tracheal suctioning;

Raspiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and review of the facilily's policy/procedure, it was
determined the facility failed to ensure proper
trealment and care for the administration of
intravenous (IV) fluids for one resident #7), in the
selected sample of 16 residents. A physician’s
order was received, on 11/20/12, for five percent

' (5%) dextrose In one-half (1/2) normal saline (05

112 NS) at 125 milliliters (mi) per hour via IV,
which was decreased to 35 ml per hour on
11/27/12. During several observations, Resident
it7 was not receiving the fluid according to the
physician's order. Additionally, the facility failed to
monitor and document the resident’s intake while

“on |V fluids.

Findings include:

b
t

correction is prepared and’or executed solely becalise
it is required by the provisions of federal and state faw.

F328 OH11/13
Resident #7 was placed on a IV pump on
11/29/12. 1V intake monitoring record was
initiated on 11/27/12 for resident #7.

No other residents effected at this time

Licensed Nurse Education will be
completed on proper documentation and |
form to use when 1V fluids are being
administered.

Director of Nursing Services will monitoy
1V fluid administration for proper form
and documentation of 1V fluid intake
weekly times 4 weeks then monthly times
3 months. Director of Nursing Services :
will report findings to. the Performance
Improvement committee monthly for
three months then quarterly as needed
thereafter,
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A review of the facility's policy/procedure for Fluid
Intake and Output (140) Measurement, revised ‘
10/31/08, revealed 1 & O measurement was
recorded according to the following criteria,
including residents receiving intravenous therapy
for duration of treatment {intake only). |

A review of the facility's policy/procedure for IV §
Therapy, revised 01/15/10, reveaied compliance
guldelines included administering 1V solutions
according to the prescriber orders.

Arecord review revealed Resident #7 was
admitted to the facility on 08/08/12 with a
readmission date of 10/19/12. Diagnoses include
Chronic Kidney Disease (Stage I}, Dysphagia,
Senile Depressive Disorder, Bipolar Disorder, and
Alzheimer's Disease. A review of the quarterly
Minimum Data Set (MDS), dated 09/04/12,
revealed the facilily assessed the resident as |
severely cognitively impaired. Areview of the |
Physician's Orders, dated 11/27/12, revealed the I
resident was placed on comfort measures only, !
the IV fluids were decreased to 35 ml per hour, Q

continue medications by mouth; however, no
weights, labs, or hospitalization.

An observation on Initial tour of the facility, on
11/27/12 at 10;00 AM, revealed a bag of 1V flulds
(D5 1/2 NS) with approximately 700 ml remaining. |
The bag was dated/timed 14/27/12 at 6,00 AM.

An observation, on 11/28/12 at 8:30 AM, revealed |
approximately 200 mi of IV fluids hanging from l
the same bag (datedlimed 11/27/12 at 6:00 AM).
A review of the Physiclan's Order, dated 11727112, I
z revealed an order for D5 1/2 NS al 35 ml per

hour.
| The two observalions revealed the resident |

|
|
|
|
|
|
|
|
|
|
|
|
|

1o | SUMMARY STATEMENT OF DEFICIENCIES ) |
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE | COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) |
This Pian of Correction is the center'’s credible ‘
F 328 | Continued From page 11 allegation of compliance. |

does not constifuie admission or agreement by the
provider of the truth of the facis alleged or conclusions
set forth in the statement of deficiencies. The plan
correction is prepared and/or execited solely becaise
it is required by the provisions of federal and state r’i'm’.

Preparation and’er execution of this plan of correc}on

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
i
!
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F 328

" An interview with LPN #2, on 11/30/12 at 9:30

Continued From page 12 _
recelved approximately 500 ml of IV fluid over
approximately 23 hours; however, the resident
should have received 805 ml of fiuid,

An observation of Resident #7, on 11/28/12 at
2:45 PM, revealed approximately 900 ml of IV
fluld in a bag timed/dated 11/28/12 at 12:30 PM.
Observation on 11/29/12 at 8:45 AM, revealed
approximately 500 ml of IV fluid left in the same
bag. The two ohservations revealed the resident
received approximately 400 ml over an 18 hour
period; however, the resident should have
received 630 ml of fiuld.

The facility was unable to provide an intake
record for Resident #7 while on 1V fluids.

An interview with Licensed Practical Nurse {LPN}
#1, on 11/29/12 at 1:35 PM, revealed the resident
was placed on comfort measures only; therefore,
the facllity was nol recording the resident's IV
intake. She was the dayshift nurse on 11/28/12
and 11/29/12. She monitored the resident's IV site
several times on her shift; however, there was no .
way lo monitor how much fluid the resident
received as she did not docurnent the intake.

AM, revealed she was the nurse for night shiit
11727112 and 11/28/12. She revealed it was
reported how much was in the IV bag al the end
of her shift; however, it was not documented. She
indicated it should be monitored to ensure the
resident received adequale fluid intake.

An interview with the Director of Nursing (DON},
on 11/30/12, revealed the facility's policy indicated
IV intake should be monitored and documented. l

! This Plan of Correction is the center’s credible
F 328 allegation of compliance.
J_ion

Preparation and/or execution of this plan of correc
does not constifute acission or agreenient by the |
provider of the truth of the facts alleged or conc!usi!ms
set forth in the statement of deficiencies. The plan o,
correction is prepared and/or executed solely becargse
it is required by the provisions of jederal and state frow.

|
|
, |
| |
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: specified by the prescriber, medications were

medication error rates of five percent or greater,

This REQUIREMENT Is not met as evidenced
by;

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility faited to ensure the facilily
was free of medication administration errors of
five {5) percent (%) or greater. Observation of
the medication pass, on 11/28/12 and 11/30/12,
revealed a lotal of 49 medications were
administered with six {6) medication errors,
resulting In a 12% medication error rate.

Findings Include:

A review of the facility's Medication Adminisiration
policy/procedure, revised 08/31/12, revealed
medications were administered within 60 minutes
of the scheduled time of administration. Unless

administered by the center's established
medicalion administration schedule. An interview
with the Director of Nursing (DON), en 11/30/12
al 12:15 PM, revealed she expected staff to
follow the policy.

An observation of a medication pass, on 11/29/12
at 9:50 AM, revealed Licensed Praclical Nurse ;

{

(X4) ID ; SUMMARY STATEMENT OF DEFICIENCIES 0 PROV]DER':": PLAN OF CORRECTION (X6}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GO?-g’kTEJION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
This Plan of Correction is the center’s credible
F 328 Continued From page 13 F 328 allegation of compliance.
The resident was receiving da!ly labs until Preparation and/or execution of this plan of correclion
11/27/12, but staff Sh'OUld 'have been does not constitnte admission or agreement by the
documanting the resident's intake afterwards. i provider of the truth of the facis alleged or conclusions
F 332 | 483.25(m){1} FREE OF MEDRICATION ERROR F 332! set forth in the statement of deficiencies. The plan &f
- o, carrection is prepared and/or executed solely because
§s=D | RATES OF 5% OR MORE it is required by the provisions of federal and siate faw.
acll st ensure that it is free of
The faity mu F332 01/11/13

Resident #17 medication variance was
completed on Norvir, Insentress, Prezista
Keppra and Senokot. The physician and
Responsible party were notified on
11/29/12. The physician gave an order to
change resident #17's medication times
to his/her preference of 10AM for morning
medications. Resident # 18, a medication:
variance report was completed. '

Review of resident’s medication times |
and their area of the halt were reviewed
and any times changes were addressed with

physician notification as needed.

Licensed Nurses/Certified Medication
Assistance will be educated on
medication administration with
medication competency completed.

License Nurses/ Certified Medication
Assistance will be observed with
medication administration 2 times weekly
x 4 weeks then 2 monthly times 3 months.
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This Plan of Correction is the center's credible
F 332 | Continued From page 14 F 332 altegation ;;’compﬁance.
{LPN)}#1 administered Resident #17 Norvir 100 » vion and ‘ vis ol ,
 milligrams (mg), Isentress 400 mg, Prezista 600 oes notconstate imisson ox greomons o e+
mg, Keppra 1500 mg, and Senokot (one tablet) at provider of the truth of the facrs alleged or conclusipns
9:50 AM. sel forth in the statement of deficiencies. The plan &f
correction is prepared and/or executed solely becayse
Areview of the Physician's Orders for Resident it is required by the provisions of federal and state law.
#17, dated 11/29/12, revealed an order for Norvir
100 mg every twelve hours, Iseniress 400 mg ‘ The Staff Development Coordinator will
every twelve hours, Prezista 600 mg every twelve report to Performance Improvement
hours, Keppra 15600 mg every twelve howrs, and Committee the findings monthly for thred
Senokol-S twice daily. A review of the Medication Months then quarterly as needed
Administration Record (MAR), dated November thereafter, :
2012, revealed the Norvir, isentress, Prezista, ;
and Keppra were scheduled for 8:00 AM and 800
PM. The Senckot-S was scheduled for 8:00 AM
and 5:00 PM. .
An interview with LPN #1, on 11/29/12 at 1:35
PM, revealed she was suppose fo administer
medications no more than ene hour or before the
+ scheduled medication time. She indicated that the
 resident refused the scheduled medications dally
until after breakfast, however, she did not call the
physician lo ensure it was acceptable to give the
medications later than scheduled.
| An observation of a medication pass, on 11/30/12
at 9:07 AM, revealed Resident #18 received two
Bisacodyl five (5} milligram {mg) tablets. Areview
of the physician's orders, dated November 2012,
: reveated the resident had an order for Bisacodyl
five (6) mg po every day.
An interview with LPN #3, on 11/30/12 at 9:45
AM, revealed this was ordered as one tablet,
; except on Wednesdays and Sundays, since
- 09121110, according to the pharmacy orders, and ,
"guessed she mistakenly gave two tablets.” '
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This Plan of Correction is the center's credible

F 332 Continued From page 15 F 332 . e
allegation of compliance.
An interview with the DON, on 11/30/12 at 12:15 Preparation and/or execution of this plan of correclion
PM, revealed she expected staff to call the does nol constitufe admission or agreement by the
physician if a resident requested medications at a provider of the truth of the facls alleged or conclusions
different time than scheduled sel forth in the statement of deficiencies. The plan §f
’ correction is prepared and/or executed solely becanse

it is required by the provisions of federal and state finw.

H
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K 000

K 025

8S=E|.

Continued From page 1

The findings that foflow demonstrate
nencompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire).

Deficiencies were cited with the highest
deficiency identified at "F" level.
NFPA 101 LIFE SAFETY CODE STANDARD

Smoke barriers are constructed fo provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers'may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and stee! frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventllating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD s not met as evidenced by:
Based on observations and intarview, it was
determined the facility failed to maintain smoke
varriers in accordance with NFPA slandards, The
deficiency had the potential to affect three (3) of
four (4) smoke compartments, fifty-one (61)
residents, staff ang visitors. The facility is certified
for one-hundred {100} beds with a census of
seventy-six {76) on the day of the survey. The
facility failed to ensure the smoke barrier walls on
the 100 hall and 200 hait had a thirty minute
rating.

The findings inchide:

K000

K 025

This Plan of Correction is the center’s credible
allegation of conpliarce.

Preparation and/or execution of this plan of correction
does not constitute admission or agréement by the |
provider of the truth of the facts alleged or conclusipns
set forth in the statement of defictencies. The plan gf
correction is prepared andfor executed solely becaryse
it is required by the provisions of federal and state fmw.

K 025

Edwards Drywall construction will have
5/8 inch drywall installed on or before
01/01/13. Installation will include two
forty (40) foot spans,

01/1141

Audit of all smoke barriers was completed|
11/28/12 with no other areas identified.
The Maintenance Supervisor will perform
menthly audits of smoke barriers X 3
months to ensure that all are at least one
half hour fire resistance rating. Any
identified issues will be corrected and
reported in Pl Committee.
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This Plan of Correction is the center's credible

K 025 | Continued From page 2 K 025 aflegation of compliance.
Observation, on 11/27/12 between 11:35 AM and e e 1"
A . ; . r agreement by the
A 2:30 PM, with the Mam%e‘nance Supervisor provider af the truth of the facts alfeged or conclusipns
revealed the smoke partition, e)::tending qbove set forth in the statement of deficiencies. The plan
the celling located next to the Dietary Office and correction is prepared and/or executed solely becaifse
the partition next to the laundry was constructed it is required by the provisions of federal and state faw.

of 5/8 Inch drywall on one side of the sluds, The
wall did not provide a ¥ hour fire resistance rating
due to the studs of the wall being exposed.

Interview, on 11/27/12 between 11:35 AM and
12:30 PM, with the Maintenance Supervisor
revealed he was nof aware of the requirement for
the wall to have a fire resistance rating since it
has been there since construction of the facility.

Reference: NFPA 101 (2000 Edition).

19.3.7.3 Any required smoke barrier shall be
constructed in accordance with Section 8.3 and
shall have a fire resistance rating of not less than
112 hour.

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029
§S=E
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extingulshing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from

other spaces by smoke resisting partitions and K 029 .
doors. Doors are self-closing and non-rated or Door closers were installed on Accounts | 01/11/13
field-applied protective plates thal do not exceed Payable Office, Busingss Office, and
48 inches from the bottom of the door are Activities/ Social Services Office on
permitted.  19.3.2.1 12/05/12.

| ;

| 1
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" due to the storage of combustible items inside the

This STANDARD Is not mel as evidenced by:
Based on observalion and interview, it was
determined the facliity failed to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential to affect three {3) of
four {4) smoke compariments, fifty-one (51)
residents, staff and visitors. The facility is certified
for one-hundred (100) beds with a census of
seventy-six (76) on the day of the survey. The
facifity failed to ensure two (2) rooms were
properly protected due to the storage in the
rooms.

The findings include:

Observation, on 11/27/12 between 2:00 PM and
4:00 PM, with the Maintenance Supervisor,
revealed the Accounts Payable Office and the
Activities/Social Services Office did not have a
closer added to the door. This requirement is

areas.

Interview, on 11/27/12 between 2:00 PM and 4:00
PM, with the Maintenance Supervisor, revealed
he was unaware the storage in a room
determined whether the room was a hazardous
slorage area or not.

Reference: NFPA 101 (2000 Edition).
10.3.2 Proteciion from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D I PROVIDER'S PLAN OF CORRECTION {X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEOQED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
This Plan of Correction is the center's credible
K 029 Continued From page 3 K 029 allegation of compliance.

Preparation and/or execution of this plan of correction
does not constifute adntission or agreement by the
provider of the fruth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becayse

it Is required by the provisions of federal and state law.

Doors with automatic closers will be audited
monthly X 3 months to ensure that doors
are self closing. Any identified issues wi
be corrected and reported in PI Committeg.
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K 029! Continued From page 4

1-hour fire resistance rating or shall be provided
with an automatic extingulshing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted {o be in
accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following:

(1) Boiler and fuel-fired heater rooms

(2) Central/bulk laundries larger than 100 fi2
(9.3 m2)

(3) Paint shops

{4) Repair shops

(5) Soiled linen rooms

(6) Trash collection rooms

(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
inchiding repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

{8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied

protective plates extending not more than '
48 In. (122 cm) above the boltom of the door.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD

K D29 allegation of compliance.

K 056 K 056

This Plan of Correction Is the center's credible

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becaise

it is required by the provisions of federal and state {aw.

SS5=E 01/11/13
I there is an automatic sprinkler system, itis Premier Fire has ordered sprinkler
installed in accordance with NFPA 13, Standard head parts and will be installed by
for the Installation of Sprinkler Systems, to 01/11/13. i
provide complete coverage for all portions of the
building. The system is properly maintained in !
FORM CMS-2567(02-08) Pravious Versions Obsotele Evont ID:Z0GP21 Facility ID: 109330 If contlnuation shest Page 5 of 13
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N 1D SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION %5}
FREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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This Plan of Correction is the center's credible
K 056 | Continued From page 5 K056, allegation of compliance.
accordance with NFPA 25, Standard for the Preparation and/or execution of this plan af
" \ xecittion of this plan of correction
Inspection, Tes!lng, and Malntsenance of does not constitule admission or agreement by the
Waler -Based Fire Protectlpn ystems. Itis fully provider of the truth of the facts alleged or conclusions
supervised. There is a reliable, adsquale water set forth in the statement of defictencies. The plan bf
supply for the system. Required sprinkler correction is prepared andfor executed solely becalise
systems are equipped with water flow and tamper it Is required by the provisions of federal and state Jaw.
switches, which are electrically connected to the X : .
building fire alarm system.  19.3.5 Audit of sprinkler heads was conducted
by the Maintenance Supervisor on
11/28/12. Identified sprinkter heads wers
replaced on 01/07/13 by vendor. Monthly
reviews of sprinkler head placement will
This STANDARD is not met as evidenced by: be completed by the Maintenance
Based on observatlons and interview, it was Supervisor and any identified arcas will
determined the facility faited to ensure complete be replaced and follow up will be reported

344, and 118 were blocked by light fixlures, within

sprinkler coverage in accordance with NFPA
standards, The deficlency had the potential to
affect three (3) of four (4) smoke compartments,
sixty-three (63) residents, staff and visitors. The
facility is ceriified for one-hundred (100) beds with
a census of seventy-six (76) on the day of the
survey. The facility failed to ensure ten (10)
sprinkler heads were not blocked by light fixtures
and all sprinkler heads were the same type in a
compariment of the facility.

The findings Include:

Observations, on 11/27/12 between 2:00 PM and
4:00 PM with the Maintenance Supervisor,
revealed the sprinkler heads located in the
kitchen, rooms # 362, 360, 358, 366, 352, 346,

1 fool of the sprinkler head, extending below the
sprinkler heads,

interview, on 11/27/12 between 2:00 PM and 4:00
PM with the Maintenance Supervisor, revealed he

in P1 Commitiee.
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- This Plan of Correction is the center's credible
K 056 | Continued From page 6 K 056 allegation of compliance.

. Interview, on 11/28/12 at 10:30 AM with the

B

Less than 1 fl 0
14 fito less than 1 ft 6 in. 212
1 ft 6 In. to less than 2 ft 34/2

was unaware that the light fixtures could block the
spray pattern of the sprinkler head.

Observations, on 11/28/12 at 10;30 AM with the
Maintenance Supervisor, revealed several
standard response sprinkler heads and a quick
response sprinkler head in the same
compartment, located in the dining room area,
which would not allow both types of sprinkler
heads to engage at the same heat level.

Maintenance Supervisor, revealed he was not
aware lhat the sprinklers had to have the same
engagement heat if the sprinkler heads are
tocated in the same compartment.

Reference: NFPA 13 {1999 ed.)

5-5.6.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and special exceptions of
Sections 5-6

through 5-11 so that they are located sufficiently
away from

obstructions such as fruss webs and chords,
pipes, columns,

and fixtures.

Table 5-6.5.1.2 Positioning of Sprinklers to Avoid
Obstructions to Discharge {SSU/SSP}

Maximum Allowable Distance
Distance from Sprinklers 1o of Deflector
above Bottom of

Side of Obstruction (A) Obstruction (in.) |

Preparation andfor execution of this plan of correcfion
does not constitute admission or agreenient by the
provider of the triith of the fucts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becajise

it is required by the provisions of federal and state {aw.
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2 ft to less than 2 ft 6 in. 51/2
2 ft 6 in. to less than 3 #/ 7if2
3fttolessthan 3ft6in, 9172
3ft6in. to less than 4 fi 12
4 ft to less than 4 ft 6 in. 14

| 4ft6in tolessthan 51t 16172
5 ft and greater 18

For Sl units, 1 in. = 26.4 mm; 1 ft = 0.3048 m,
Note: For {A) and {B), refer to Figure 5-6.5.1.2(a).

Reference: NFPA 13 (1999 Edition)

7-2.3.2.4 Where listed quick-response sprinklers
are used

throughout a system or portion of a system
having the same

hydraulic design basis, the system area of
operation shall be

permilted to be reduced without revising the
densily as indicated

in Figure 7-2,3.2.4 when all of the foliowing
conditions

are satisfied:

{1) Wet pipe system

(2) Light hazard or ordinary hazard occupancy
(3} 20-ft (6.1-m) maximum ceiling height

The number of sprinklers in the design area shall
never be

less than five. Where quick-response sprinkliers
are used on a

sloped ceiling, the maximum ceiling height shall
be used for

determining the percent reduction in design area.
Where

quick-response sprinklers are inslalled, all
sprinkiers within a

compartment shail be of the quick response type. .
Exceplion: Where circumstances require the use

(X4) D SUMMARY STATEMENT OF DEFICIENCIES 18] (X5}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. This Plan of Correction is the center's credible
K 056 | Continued From page 7 K 056 allegation of compliance.

Preparation and‘or execution of this plan of correction

does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusipns

sel forth in the statement of deficiencies. The plan
correction is prepared andfor exectted solely beca
it is required by the provisions of federal and state

I}/'e L]
TH.
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No furnishings or decorations of highly flammabte
character are used.  19,7.6.2, 19.7.6.3, 19.7.5.4

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facilily faited to ensure that no
combustible decorations were used in the facility,
according to NFPA standards. The deficlency
had the potential to affect four (4) of four {4)
smoke compartments, all residents, staff and
visitors. The facility is certified for one-hundred
{100) beds with a census of seventy-six {76} on
the day of the survey. The facility falled to ensure
decorations brought into the facllity were being
properly fire treated.

The findings Include:

Observation, on 11/27/12 between 2;00 PM and
4:00 PM with the Maintenance Supervisor,
revealed several stuffed animals, wreaths, and
artificlal floral arrangements throughout the faciity
had no flame retardant applied.

Interview, on 11/27/12 between 2:00 PM and 4:00
PM with the Malntenance Supervisor, revealed he
was aware decorations were required to be
ireated with a fire retardant spray. He stated the
facllity has a policy to not apply fire retardant to

i decoralions.

(X4} 1D SUMMARY STATEMENT OF OEFICIENGIES D X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
. This Plan of Correction is the center's credible
K 056 | Continued From page 8 K 056 allegation of compliance,
of other than ordinary Preparation andor executi : ‘
temperature-rated sprinklers, standard response reparation and/or execution of this plan of correction
o hall b ; does not constitute admission or agreement by the
sprinkiers shall be provider of the truth of the fucts alleged or conclusions
permltted lo be used. set forth in the statement of deficiencies. The plan
K073 | NFPA 101 LIFE SAFETY CODE STAN DARD K073 f‘orrecliori is prepared and/or executed solely becauge
SS=F it is required by the provisions of federal and stafe lgpw.

K073

Flammable décor will be removed from
resident areas on 12/31/12. Families,
visitors, and residents have been
efucated regarding flammable décor.

011713

An audit of the facility was completed

by the Executive Director, Admissions
Coordinator, and Maintenance Supervisor
All flammable décor was removed from
the facility. Education was provided to
stafl, residents, and visitors on 12/26/12
regarding the removal of stuffed animals
and flammable décor. The Executive
Director or Admissions Coordinator will
conduct weekly audits X 4 weeks, then
monthly X3 months to ensure that the
facility is free of flammable décor. Upon
admission, all new residents are educated
regarding this matter, Finding will be
reported to P1 Committee.

¥
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{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION !

{FACH CORRECTIVE ACTION SROULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

%5}
COMPLETION
DATE

K073

K 076
88=E

| Administrator, revealed there was no poficy in

Continued From page 9
interview, on 11/28/12 at 11:00 AM with the

place for flammabte deccrations in resident
rooms. She stated the company does not allow
for flame trealing decorations.

Reference: NFPA 101 {2000 Edition)

19.7.5.4 Combustible decorations shall be
prohibited in any health care pccupancy unless
they are flame-retardant.

NFPA 101 LIFE SAFETY CODE STANDARD

Medical gas storage and administration areas are
protected In accordance with NFPA 99, Standards
for Health Care Facilities.

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.

{b} Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside. NFPAS99

43112, 19324

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility falled lo ensure oxygen
slorage areas were protested in accordance with
NFPA standards. The deficiency had the potential
to affact one (1) of four (4) smoke compartments, ;

K073

K 076

This Pign of Correction is the center’s credible
allegation of compliance.

Preparation and’or execution of this plan of correction
does not constitute admission or agreement by the
provider af the truth of the facts alleged or conclusipns
set forth in the statement of deficiencies. The plan gf
correction is prepared andior exectited solely becatse
it is requived by the provisions of federal and state law.

K 076
Signage permanently fastened on oxygen
storage room on 11/29/12,

0l/11/13

The Maintenance Supervisor will audit
oxygen storage room doors for proper
signage X 3 months, and any issues will
be corrected and reported to

PI Committee.
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K 076 | Continued From page 10 KOTO! et oretton 5 the centers credbie
all residents, staft and visitors. The facility Is _
cerlified for one-hundred (100) beds with a “:"J Z";’;”’c‘;’:ﬁ;ﬁfﬁm‘!f'fm of this plan of;or;ecr on
census of seventy-six (78} on the day of the , sion or agreemient by the
survey. The facillty falled to ensure oxygen i’;f};‘,",‘;,’,‘,?ﬂ’,’,’;’ ;{;‘,’,ﬁ’,,?;fj,”jﬁ;;;ggjgij ”’T'?f:”jf::f;‘?’s
storage room had a no smoking sign placed on cerrection is prepared and/or executed :fg[e!}_v'(;)ec“”l e
the door. it is required by the provisions of federal and state Igw.
The findings include:
Observation, on 11/27/12 at 3:43 PM, with the
Maintenance Supervisor, revealed an oxygen
storage room without the proper signage for no
smoking on the door for the room.
Interview, on 11/27/12 at 3:43 PM, with the
Maintenance Supervisor, revealed he was aware
the room was required to have ano smoking sign
nhut revealed the signage was moved fo the inside
of the door.
Reference: NFPA 99 (1999 edition)
8-3.1.11.3 Signs. A precautionary sign, readable
from a dis
tance of 5 ft (1.6 m), shall be conspicuously
displayed on each
door or gate of the storage room of enclosure.
The sign shall
inciude the following wording as a minimum:
CAUTION | |
OXIDIZING GAS(ES) STORED WITHIN
NO SMOKING K 144 | ot
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144, Walls constructed to separate generator
5S8=F ! . ' from storage in maintenance garage !
Generators are inspected weekly and exercised ‘ completed 12/17/12, j
" under load for 30 minutes per month in | ‘
accordance with NFPA 99, 3.4.4.1. | 1
| | |
Facitity ID; 160330 I continuation sheet Page 11 0f13
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure emergency
generators were maintained in accordance with
NFPA standards. The deficlency had the
potential fo affect four (4) of four (4) smoke
compartments, all residents, staff and visitors.
The facility is cenlified for one-hundred (100) beds
with a census of sevenly-six {76) on the day of
the survey. The faciily falled to ensure the
generator enclosure did not have any storage
inside.

The findings include:

Observation, on 11/27/12 at 3:43 PM, with the
Maintenance Supervisor, revealed the facllity was
equipped with an emergency generator. The ;
enclosure for the generator had storage ;
throughout the room.

Interview, on 11/27/12 at 3:43 PM, with the
Maintenance Supervisor, revealed he was not
aware items could not be stored In the same
room as {he generator,

Reference: NFPA 110 (1999 Edilion)

5-2.1 The EPS shall be installed in a separate
room for Level

1 Installations. EPSS equipment shall be

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (8] (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLEHON
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
NEFICIENCY)
This Plan of Correction is the center's credible i
K 144 | Continued From page 11 K 144 allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitwle admission or agreement by the
provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan pf
correction is prepared and/or executed solely becalise

it is required by the provisions of federal and starte Jaw.

Education provided [1/28/12 to the
Maintenance Supervisor related to items
not being stored in the same room as the |
generator. Monthly rounds will be i
conducted by the Executive Director to
ensure that no items are stored in the
generator room. Any issues identified
will be corrected and reported in the

PI Committee.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
PREFHX (EACH DEFICIENCY MUST BE PRECEDEDR BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQO THE APPROFPRIATE DATE
DEFICIENCY) -
. This Plan of Correction Is the center’s credible
K 144 | Continued From page 12 K144: allegation of compliance.

permiited to be

installed in this room. Tha room shall have a
minimum 2-hour

fire rating or shall ba jocated in an adequate
enclosura locatad

outside the building capable of resisting the
entrance of snow

or rain at a maxirtim wind velocity required by
local building

codes. No other equipment, including
architectural appurtenances,

except those that serve this space, shall be
permilted

in this room.

Preparation und/or execution of this plan of correction
does not constitute adniission or agreement by the
provider of the truth of the facts alleged or concluslons
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becalise
it is required by the provisions of federal and state faw.
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