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F 000 | INITIAL COMMENTS F 000| Preparation and execution of this Plan .
' of Correction does not constitute
Arecertification survey was conducted on admission or agreement by the provider
10/23/12 through 10/25/12 to determine the of the lmrth of T_he. facts alleged or
conclusions set forth in the Statement of

facllity's compliance with Federal requirements.
The facllily failed to meet minimum requirements
for recertification with lhe highest scope and .
severity of an "F."

Deficiencies. This Plan of Correction is
prepared and executed solely because it
is required by federal and state laws.

F 224 | 483.13(c) PROHIBIT Fo24| F224
§8=D | MISTREATMENT/NEGLECT/MISAPPROPRIATN Criteria 1: An investigation was -
e conducted into the event involving
Th!? ffacihtydn’aust dsvelop i.!antd imgilelment written resident #16, which included
policies and procedures that prohibit i i i
mistreatmenf neglect, and at?use of residents E:g;vn}ews Of;h ® Staﬁ;; remdents,hang
and misappropriatlon of resident property. wime}ssezlnillllle e;ie;: (;{e;?ggnt ;f -

was interviewed by the Director of
Social Services/ADM to determine
that there have not been any events
or concerns experienced by the

ghis REQUIREMENT is not met as evidenced resident in the last 30 days
y: - g .
Based on Interview, record review, review of the Criteria ~ 2:  Social ~ Services
facilily's investigation, and review of the facility's completed the CQL Quality of Life/
policy/procedure for Abuse Prevention and Resident Interview questionnaire on |
Reporting, It was determined the faclfity failed to all residents on 11-12-12, 11-13-12,
prot;?t Ofne reSLderllt (:*1?, nogn t::je s?;!e%ed 11-14-12, and 11-15-12 to determine
reported to staff that he/she was hit in the back o 16;:;9,5 gté“lor a”]av renorted
mulliple times by Resident #4 when staff all P dividual resid P
prepared to take a group of residents outside of cgations. Individual resident care
plans were reviewed and revised as

the facilily to smoke on 09/08/12. -
indicated by interview findings.

Findings include: Criteria 3: All staff were provided
in~service education on Resident

Review of the facllity's policy/procedure for Rights, and the Facility Abuse
"Abuse Prevention and Reporting," revealed any Policy. i lnding but tiot Tintited 1o:
person who suspecied or wilnessed abuse [ U, ISICIRE ok 10k Sied. 10,

: should report the incident to the Administrator J ‘

U\UORiTDZRECT 'S,OR PROV]DERI'SU%UER REPRESENTATIVE'S SIGNATURE TITLE [X8) DATE
— - £ ™~
) %MW M L L LG

Any deficlency statement ending with an asterisk (*) denotes a deflclency which the Institution may bs excused from correcting providing it is determined thal
other safoguards provide sufficlant protection lo tha palients. {Ses Inslructions.) Except for nursing homes, the findings stated above are disclosable 80 days
followlng the date of survey whelher of not a plan of correction Is provided. For nursing homes, the abova findings and plans of correction ars disclosable 14
days following the date these documants are made available to tie faclllty. [f deficlencles are cited, an approved plan of carrection Is requisite 1o continued

program parlicipation.
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F 224 continued From page 1

immediately, Physical abuse was defined as
hitting, slapping, pinching, and kicking. The
policy stated that the facllity would implement
staff supervision and Interventions to prevent
resldent to resident physical abuse, Staff
supsrvision was provided to fdentify Inappropriate
behaviors, and monitoring of residents with
behaviors which might lead to conflict.

Record review revealed the faciity admitted
Resident #4 on 08/21/07 with dlagnoses fo
include Dementia, Depression, Anxlety,
Encephalopathy, and Mental Status changes.
Review of the nurses' notes revealed Resident #4
often refused care, medications, and meals. The
facility implemented a Behavioral Symptom care
plan for Residenl #4 1o address the resident's
refusal of care and vérbal abuse,

the Administrator revealed, on 09/08/12, she was
hotified by the Charge Nurse that the wheelchalr
of Resident #16 was hit by the wheelohalr of
Resident #4 as the resident moved past Resident
#16 on the way out of the bulfding., The report
stated that Resident #16 dld not complain about
any Injury after the svent. The facility's -
Investigation revealed Resident #16 complalned
about back soreness, on 09/09/12, and an X-ray
of the resident’s back was obtained, which
showed mlld to moderate Spondylosis and
Osteopenia. The facllity's Investigation did not
include any Interviews from Resident #16, as well
as interviews to delermine if there wers any
wilnesses to the alleged abuse. The facility's
investigations Included documentation of every
fiteen {16) minutes checks complated for
Resident #4, which began on 09/08/12 at 7:45

Review of the facllily's investigation completed by |-

the need to investigate all allegations
F224]of abuse, neglect and
misappropriation of property; the
need to conduct interviews with all
potential witnesses to alleged events;
and the need to report all allegations
to the DON and Administrator as per
policy, as provided by the
ADM/SDC/Social Services on 10-
31-12, 11-13-12, 11-14-12, 11-15-
12, and 11-16-12.

Criteria 4:  The Daily Quality
Assurance  Committes reviews all
resident incidents from the previous
24 hours including incidents
involving resident’s allegation of
abuse or neglect on Monday-Friday
and the DON/ADM are contacted
‘with each resident incident fo review
the incidents Saturday-Sunday, The
ADM/DON  are responsible for
ensuring all allegations of abuse or
neglect are immediately reported to
the Office of Inspector General and
Department for Community Based
Services, The CQI indicator for the
‘monitoring of compliance with the
facility Abuse policy will be utilized
monthly X 2 months, and then
Quarterly as per the established CQ
calendar, under the supervision of the
ADM, 11-17-12
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Conlinued From page 2

FM and ended on 09/11/12 at 6:30 AM. On -
08/08/12 at 7:45 PM, siaff documented that
Resident #4 was sitfing at the dining reom table
pounding his/her fist on the table. On 08/09/12 at
10:30 AM, staff documented that & bath was
provided to Resident #4 while the resident was
cursing and hitting staff, and at 10:45 AM,
Resident #4 cursed the nurse as a blood glucose
leval was obtained and insuiin was administered.
On 08/10/12 at 6:30 PM, staff documented
Resident #4 self-propelled in a wheelchalr,
banged on the ouiside door, and requested to go
outside o smoke.

intarview, on 10/23/12 al 6:00 PM, with
Registered Nurse (RN) #1 revesled that residents
coimplained o her about the behaviors
demoenstrated by Resident #4, and slated the
resident became combalive with other residents
in the past. RN #1 stated that Resident 4 was
"temperamental” and stated when staff attempted
to provide cueing or care, the resident responded
with abusive language (cursing) and became
combative.

Interview, on 10/25/12 at 10:45 AM, with Resldent
#16 detailad an accusalion of physical abuse
which accurred six (6) weeks ago when Resldent
#4 hit Resldent #16 hard in the back mulliple
times as the resident was trying to get outside to

smoke. Resldent #16 stated that other residents

and one famlly member witnessed the physical
abuse, Resident #16 staled hefshe tried to stay
out of reach of Resident #4 and sald the resident
used profane {cursing) language toward residents
and staff, Resldent #16 stated other residents
complained to Administration about the profans
language and the polential threat of physical

F 224
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"| accldent,

Continued From page 3

abusse perpeirated by Resldent #4. Resident #16
stated hefshe reporied the abuse to the Charge
Nurse and was not aware of any actlon taken by
the facility fo ensure the safety of other residents
from furlher abuse by Resident #4. '

interview, on 10/25/12 at 1:00 PM, with the
Administrator revealed she recelved a call from
the Charge Nurse, on 09/08/12, and was told
Resident #4 accidentally hil Resident #18 in the
back of his/her whesichalr as Resitdent #4
attarnpled to pass Resident #16 in histher
wheelchair. The Administrator stated the incident
was not abuse, but rather an accldent that was
wilhessed by the Charge Nurse. The
Administrator stated the facllily was not
responsible to investigate or regort the Incldent to
the Stdte Agency since the incident was an

Interview, on 10/25/12 at 1,30 PM, with RN #3
revealed she did not wilness the incident, on
09/08/12, when Resident #16 revealed hefshe
was hit in the back by Resident #4. RN #3 stated
that Resident #4 became very impatient while’
waiting {o go oulside to smoke. On 09/08/12,
while residents were walting to go oultside to
smoke, sho heard Resident #16 state loudiy that
Resident #4 hit him/her in the lower back. RN #3
stated she observed the level of Resldent #4's
wheelchair at the same level as the back of
Resident #16's wheelchalr, apd she assumed
Resldent #16 was accldentally hit in the back by
Resident #4's wheelchalr. RN #3 said she did hot
interview any rasidents or family present to
determine what ocourred and stated she reported
the incident to the Director of Nursing (DON).

F 224

»
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F 224 | Continued From page 4 F 224
Intarview, on 10/26M2 at 3:00 PM, with Famlly
Member #1 revealed hefshe observed Resident
#4 hit Resident #16 a few weeks ago In the back
with a clenched fist several times. Family
Member #1 sald the hits were hard and caused
Resldent #16 o call cut in pain for Resident #4 to
stop hitting him/her,
Interview, on 10/25/12 at 5:45 PM, with the
Administrator revealed she did not interview any
staff or residents bacause she was not told the
incldent was an allegation of abuse. The
1 Administrator said the faclifly infliated visual
checks of Resldent #4 every fifteen (156) minutes
through 08/10/12 at 6:30 AM to keep the two
resldents apart and {o ensure thal there was no
further contact between Resident #4 and
Reasident #16,
F 226 | 483.13(c) DEVELOP/AMPLMENT F228] w226
§8=0 | ABUSE/NEGLECT, ETC POLICIES Criteria 1: An investigation was
conducted into the event involving

The facllity must deveiop and implement written
policles and procedures that prohibit
misirealment, neglact, and abuse of residents
and misappropriation of resident! property.

This REQUIREMENT Is not met as evidenced
hy:

Based on inteiview, record review, review of the
facility's investigation, and review of the facilily's
policy for Abuse Prevention and Reporting, it was
datermined the faclilly falled to protect one
resident (#16), not In the selecled sample, from
physlcal abuse. Resident #16 reported to staff
that hefshe was hit In the back muitiple times by

resident #16, which included
interviews of the staff, residents, and
family members who may have
witnessed the event. Resident #16
was interviewed by the Director of
Social Services/ADM to determing
that there have not been any eventg
or concerns experienced by the
resident in the last 30 days.

Criteria  2:  Social  Serviced
completed the CQI Quality of Life
Resident Interview questionnaire on
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F 226 | Continued From page &

Resldent #4 as slaff prepared to take a group of
resldents outside of the facility to smoke on
09/08/12,

Findings Include:

Review of the facliity's policy for "Abuse
Prevention and Reporting,” revealed any person
who suspected or witnassed abuse should report
the incldent to the Administrator Immediately,
Physical abuse was defined as hitting, slapping,
pinching, and kicking. The pollcy stated the
facility would implement staff supervision and
interventions to prevent resident to resident
physical abuse. Staff supervision was-provided to
ldeniify Inappropriate behavlors, and monitoring
of residents with behaviors which might lead to
conflict. The policy stated any report from facilily
staff, residents, or other persons related to the
facllity that related to acluat or suspected abuse
was thoroughly Investigated In-house by the
Administralor, who was responsibie to report the
abuse allegalions to the State Agency,

Record review revealed the facility admitted
Resident #4 on 08/21/07 with diagnoses to
Inciude Dementia, Deprassion, Anxiety,
Encephalopathy, and Mental Status Changes.
Revlew of the nurse's noles ravealed Resident #4
refused care, medications, and meals. The
facllity implemented 2 Behavloral Symptom care
plan for Resident #4 fo address the residen{’s
refusal of care and verbal abuse.

| Review of the facillly's Investigation compleled by
the Administrator revealed, on 08/08/12, she was
nolified by the Charge Nurse that the wheelchair
of Resident #18 was hit by the wheelchair of

F 2261all residents on 11-12-12; 11-13-12,
11-14-12, and 11-15-12 to determine
that investigations have been
completed for all  reported
allegations. Individual resident care
plans were reviewed and revised as
indicated by interview findings.
Criteria 3: All staff were provided
in-service education on Resident
Rights, and the Facility Abuse
Policy, including but not limited to:
the need to investigate all allegations
of abuse, neglect and
misappropriation of property; the
need fo conduct interviews with all
potential witnesses to alleged events;
and the need fo report all allegations
to the DON and Administrator as per
policy, as provided by the
ADM/SDC/Social Services on 10-
31-12, 11-13-12, 11-14-12, 11-15-
12, and 11-16-12.

Criteria 4: The Daily Quality
Assurance Committee reviews all
resident incidents from the previous
24  howrs including incidents
involving resident’s allegation of
abuse or neglect on Monday-Friday
and the DON/ADM are contacted
with each resident incident to review
the incidents Saturday-Sunday. The
ADM/DON are responsible for
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Resident #4 as the resident moved past Resident
#16 on the way out of the bullding to smoke. The
report stated that Resident #18 did not comptain
about any injury after the event. The facility's
investigation revealed Resident #16 complained
about back soreness, on 08/09/12, and an x-ray
of ihe resident's back was obtained, which
showed mild to moderate Spondylosis and
Osteopsnia, The facility's investigaiion did not

as Interviews to determine if there were any
wilnesses {c the alleged abuse.

Telephone interview, on 10/26/12 at 130 PM, with
Registered Nurse (RN} #3 revealed that she did
not witness the alleged abuse reported by
Resident #16. RN #3 stated she cbserved fhe
level of Resldent #4's wheelchalr at the same
fevel as the back of Resident #16's wheelchalr,
and she assumed Resident #16 was accldentally
hit In the back by Resident #4’s wheelchair. RN
#3 sald she did not interview any residents or
family present to determine what occurred and
slated she reported the incldent to the Director of
Nursing {DON).

Interview, on 10/25/12 at 1:00 PM, with the
Administrator revealed she received a call from
the Charge Murss, onh 09/08/12, and was fold
Resident #4 accidentally hit Resident #16 in the
back of histher wheelchalr, as Resident #4
altempted lo pass Resident #16 in histher
wheelchalr. The Administrator slated she was
informed the Incident was an accldent, rather
than abuse witnessed by the Charge Nurse. The
Administrator stated the facllity was not
responsibls to Invesligale or report the incident to
the State Agency because the incldent between

include any interviews from Resident #16, as well |

F 226 |ensuring all allegations of abuse or
neglect are immediately reported to
the Office of Inspector General and
Depariment for Community Based
Services. The CQI indicator for the
monitoring of compliance with the
facility Abuse policy will be utilized
monthly X 2 months, and then
Quarterly as per the established CQI
calendar, under the supervision of the
ADM,

11-17-12
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Resident #4 and Resident #16 was an accident,
F 241! 483.16(a) DIGNITY AND RESPECT OF F241|F 241
$8=D | INDIVIDUALITY . Criteria 1: Resident #5 is provided

The facility must promote care for residents In g
manner and in an environment that malntains or
ehhances each resident's dignity and respect in
fulf recagnition of his or her individuality.

This REQUIREMENT is not met as evidsnced
by:

Based on observation, interview, and review of
the facility's policy/procedurs, it was determined
the factiity falled to promote care for residents in
an environment that maintained or enhanced
eagch resldent's dignity for one resident {(#5), in
the selectad sample of fifteen residents, as
evidenced by staff conducting personal

| conversations during the care of the resident,

FindIngs Includs;

Review of the facliity's policy/procedure for
"Rasident Rights," revealed tha facility would
provide care for residents In a manner and in ap
environment that maintained or enhanced each

resident’s dignfty and respect in fult recognition of |-

his or her individuality.

Observation, on 10/25/12 at 9:65 AM, of wound
care and a skin assessment for Resident #5
provided by Licensed Practical Nurse (LPN) #2
and LPN #3, revealed they discussed an
upcoming oulside event {(wedding) that one of the
staff members planned to attend, as Resident #5
was reposilioned and daily wound care was
provided to the resident.

" |eare in a manner that maintains or

enhances the resident’s dignity and
respect in full recognition of her
individuality.  Staff speak to the
resident during care about facility or
current events, or topics of interest to
the resident. 7
Criteria 2: Residents are provided
care in a mannor that maintains or
enhances each resident’s dignity and
respect in full recognition of their
individuality.  Staff speak to
residents during care about facility or
current events, or topics of interest to
the residents.

Criteria 3:  Pacility staff have
received inservice education on the
provision of care for resident’s in a
manner and in an environment that
maintains  or  enhances  each
resident’s dignity and respect in full
recognition  of his  or  her
individuality, as provided by the

ADM/SDC/Social Services on 10-
31-12, 11-13-12, 11-14-12, 11:15-
12, and 11-16-12 This included but
was not limited to education for staff
on speaking to residents during care
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Inferview, on 10/25/12 at 1:30 PM, with' Resident
#b revealed the Wound Cars Nurse, who
performed the residenl’s dally wound care, talked
about her own personal challenges with her
relationship to a significant other as the treatment
was provided. - Resident #5 stated thelr own
challenges to heal and return home provided
significant stress and worry for the resident.
Resident #5 stated multiple staff members had
conversed with each other while providing care lo
him/her, as though the resident was not in the
room. Resident #6 stated the personal staff
conversallons held in the resident's room made
the resident feel "sad and insignificant." Resident
#5 previously requested staff avold personal
conversations while providing care for the
resident, :

Interview, on 10/25/12 at 2:12 PM, with Charge
Nurse LPN #3 revealed that Resident #5 had
previously voiced to her that he/she was "lired of
hearing" about LPN #2's personal life chaflenges.
LPN #3 stated she referred the concern to Soclal
Services and fo the Marketing Direclor and

"1 thought Resident #5 had been satisfied with

some resolution,

Interview, on 10/26/12 at 4:10 PM, with the
Assistant Director of Nursing. (ADON), reveaied
that staff were trained {o avold personal staff
convarsations during provislon of care to promote
the dignity of the resident. The ADON stated
personatl staff conversations In the prasence of
residents could cause a resident to become
concerned and uncomfortable,

The ADON stated the concerns reported by
Resident #6 constituted a lack of concern for

F241]about facility or current events, or
topics of interest to the residents.

Criteria 4: The CQI indicator for
the monitoring of staff compliance
with maintaining resident dignity
will be utilized monthly X 2 months
and then quarterly thereafter in
accordance with the scheduled CQI
calendar, under the supervision of the

Director of Social Services. 1-17-12
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resident dignify. -
F 281 483.20(k}(3)(i) SERVICES PROVIDED MEET . F28i
$s=D{ PROFESSIONAL STANDARDS : F 281
' Criteria 1 & 2: The Glucometer
The services provided or arranged by the facliity control solution testing is conducted
must meet professional standards of quality, every 24 hours for each of the
facility glucometers in accordance
with the facility policy and
This REQUIREMENT is not et as svidenced manufactuter recommendations, as
by; determined in  weekly random
Based on observailon, interview, and review of monitoring  completed by the
the facility's policy for Glucometer Control Adminisirative nurses.
Solution {High and Low) Testing, it was Criteria 3: Inservice education has
determined the facility falled to meet professional been provided for the licensed
standards of quality according to aceepted . f on 1l loti ¢
standards of clinical practice. Facllfty records and nursing staff on the completion o
documentation of giucometer quality control Glucometer control solution testing
checks were not completed or documented at every 24 hours for each of the
twenly-four (24) hour intervals for two (2} of four facility glucometers in accordance
{4) glucometers used within the facility. with facility policy and manufacturer
) recommendations, as provided by the
Findings Include: ADM/SDC on 10-24-12, 10-26-12,
Review of the facliity's policy/procedure for 10-31-12, 11-12-12, 11-13-12, 11-
Glucomeler Control Solution (High and Low) Test, 14-12, 11-15-12, _
revealed the control solution test on glucometers Criteria 4: Administrative nursing
was to be completed every twenty-four (24) staff’ will monitor the completion of
hours. ‘ Glucometer control solution testing
. : daily X 2 weeks, then weekly at
Review of the Glucometer Quality Control log for i ;
Glucometer #1, revealed quality checks were not random thercafter to  determine —
documented as complated on 08/01/12, 08/19/12, ongoing compliance, -17-13
08/20/12, 08/26/12, 08/31/12, 09/03/12, and
10/20M2, Further review of the Glucomster
Quality Control log for Glucometer #2, reveated
qualily control checks were not documented as
completed on 08/01/12, 08/20/12, 08/24/12,
Facility J0: 100183 i continuatlon shest Page 10 of 23
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08/28/12, and 08/30/12.
Interview, on 10/25/12 at 4:10 PM, with the
Assistant Director of Nursing (ADON) revealad
glucometer qualily conlrols were to be performed
on each glucometer In the facility every
twenty-four (24) hours. The ADON stated the
night shift Charge Nurse was responsible to
perform the conirol checks, and stated this was in
accordance with the facility's policy to ensure
glucometers functloned efficlantly to prevent
reporting of Inaccurate glucose values, The
ADON was not aware of any audit assigned by
Nursing Administration to ensure the control
checks were completed and documented in
accordance with the facifity policy.
F 309 | 483,26 PROVIDE CARE/SERVICES FOR F 309|F 309

88=p | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the hecessary care and services to aitain
or maintain the highest practicable physical,
mental, and psychoscclal well-baing, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s not met as evidenced
by: ,
Basad on chservation, interview, record review,
and review of the facilily policies/procedures for
Skin Care Management and Pressure Ulcer
Preventlon and Healing, it was determined the
facility failed to provide care and services to
malntain the highest practicabie well-being for
one residant (#5), In the selected sample of

Criteria 1: A head to toe skin
assessment was completed on
Resident #5 to determine that all of
the current findings are documented,
and skin issues are being treated
appropriately in accordance with MD
orders. :
Criteria 2: Head to tfoe skin
assessments were completed on all
residents to determine that all current
findings are documented, and any
identified skin issues are being
treated appropriately in accordance
with MD orders.

Criteria 3: Licensed nursing staff
have received inservice education by
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fifteen residents, Observation of a weekly skin the DON/SDC on “'1.4'12’ 11-15-
assessment for Resldent #5, revealed a dark spot 12, and 11-16-12 on skin assessment
on both middle toes of the right and left fool which completion and documentation to
was not addressed or docuimented on the weekly include but not be limited to:
gkm assetszmben:har;d g\lfiatns r;ot adcére?seid o; o Inclusion of all head to toe skin
facilly. An order was wiitten by lhe Wound Care hin | sssment . documentanor,
Advanced Practice Reglsterad Nurse (APRN), on d ination that all identified k1
10/23/12, for Rasident #5 to have daily dressing determination that all identitied skin
changes to the right lower extremily, with an ace 1ssucs are being treated appropriately
wrap applied, Observalion of wound care and in accordance with MD orders.
provided to Resident #5 identified an ace wrap Criteria 4: The CQ!I indicator for
was applied {o the resldent's extremily with the monitoring of skin issues will be
comprassion. Resident #5 reported multiple utilized monthly X 2 months, and
complaints were made to the staff that the then quarterly  thereafler  in
dressing with the ace wrap was too tight and was accordance with the cstablished CQI ..

told the dressing could not be removed.

Findings Include:

1. Revisw of the facility's policy/procadure for
Skin Care management, undated, revealed the
Registerad Nurse and/or the Licensed Practical
Nurse was responsible to assess all residents
upon admiasion and weekly. The
polloy/procedure stated the staif were to observe
for signs and symploms of skin breakdown and
Infection which was to be documented on the
treatment record.

Review of the facilily chart for Resldent #5
revealad no decumentation of darkened areas to
both middle toss of the righl and left foot on the
Admission Assessment or on the Weekly Skin
Asssasments since the resident wag admilted to

the facilily.
Observalion, on 10/25/12 at 9:55 AM, of a

calendar.
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F 308 Continued From page 12

Waekly Skin Assessment for Resldent #5,
performed by Licensed Practical Nurse (LPN) #2
with the Charge Nurse LPN #3 present, revealed
one dark spot approximately 5 mim In
circumferance on the right and left middle toe of
both feet.

interview, on 10/25/12 at 10:40 AM, with LPN #2
revealed she did not observe any skin care
cancerns during the Wesekly Skin Assessment for
Resident #5. LPN #2 stated the skin on Resident
#5's feet was dry and the Advanced Practice
Registered Nurse (APRN) was scheduled to
make rounds on 10/26/12,

Interview, on 10/25/12 at 1:30 PM, with LPN #2
revealed she was aware of the dark spots an
Resldent #5's toes, and stated the spots were
present since Resident #5 was admitted to the
facility. LPN #2 did not know why the spots were
not documented on the Admission Assessment or
the Weekly Skin Assessments since admission.
LPN #2 stated the spots on Resldeni #5's toes
represented poor circulafion,

Interview, on 10/25/12 at 1:45 PM, with the
Wound Gare APRN revealed the dark spots on
the toes of Resldent #6 were present since the
resident was admilted to the facility. The APRN
stated she did not know why the spots were not
documented by the nursing staff, and she was not
familiar with the facility's policy for documentation
on the Weekly Skin Assessment. The APRN
stated the dark spols represented impaired
venous clrculation,

Interview, on 10/25/12 at 2:12 PM, with Charge
Nurse LPN #3 revealed she was not aware

F 309

FORM CMS-2567(02-05) Previous Verslons Obsolole Event ID: ZIPX 11

Facllity 10: 100183

if continration sheel Page 13 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/09/2012
FORM APPROVED .
OMB NO., 0938-0391

Admission Assessment or the Weekly Skin
Assessment. LPN #3 stated she did not notice
the darkenad spols when she assisied LPN #2 to
perform the Weakly Skin Assessment, LPN #3
sald the dark spots shauld have been
documented on the Weekly Skin Assessment by
LPN #2,

Interview, on 10/26/12 at 4:10 PM, with the
Assistant Director of Nursing (ADON) revealed
staff wera trained to document all skin lesions,
including pressure concerns, and areas of
iImpalred skin integrity on the Weekly Skin
Assessment. The ADON stated the dark spots
on Resident #5's feet should have bean
dacumented on the Weekly Skin Assessment and
on the Admission Assessment if the areas were
present upon admission to the facility. The
ADON stated darkened areas an the toes could
represent impaired circulation and/or ischemia
(cell death),

2. Review of the facllity's policy/procedure for
“Pressure Ulcer Pravention and Healing,”
undated, revealed residents were fo be assessed
for pressure and skin concerns upon admission,
and then weekly. The nurse was responsibie to
documant the weekly skin assessment on the

trealment record.

Review of the physiclan's orders for Resident #8,
revealed an order was wrilten on 10/23M2 to
wrap the right lower extremly dressing with a
keriix and to apply an ace wrap once daily. The

‘order did nol include instructions to apply

comprassion with the ace wrap or the purpose of
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Resident #5 had darkened spots on the toes of
both fest which were not documented on the
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Continued From page 14
the ace wrap to the right fower extremity.

Observation, on 10/25/12 at 9:55 AM, of wound
care for Residont #5, revealed LPN #2 performed
a dressing change lo the right lower extremily,
and wrapped the dressing with a kerlix and
applled compression to the right lower extremity
with the use of an ace wrap. Charge Nurse LPN
#3 was present at the bedside to assist LPN #2 to
Iift and position Resldent #5's leg for the dressing
change.

Interview, on 10/25/12 at 1:30 PM, with Resident
#5 revealed the dressing applied to the right fower
extremily was performed with a different
procedure on 10/25/12 by LPN #2. Resident #5
stated for the last few days, the ace wrap was
applied by LPN #2 without the assistance of
another staff member, and stated the ace wrap
was wrapped tightly. Resident #5 stated the ace
wrap was applied by LPN #2 with compression so
tight hefshe lost sensation in the right foot.
Resident #5 revealed hefshe complained to
multiple staff mambers that the ace wrap was too
tight and requested the dressing be removed, but
was told that the dressing could not be removed.

Interview, on 10/25/12 at 2:12 P, with Charge
Nurse LPN #3 revealed she had no knowledge
that LPN #2 performed the dressing change for
Resident #5 without the asslstance of another
staff member. LPN #3 stated It would be difficult
for LPN #2 to perform the dressing change for
Residant #6 without assistance. LPN #3 was not
sure if the ordar for tha ace wrap to the wound of
Resldent #5, dated 10/23/12, indicated thal
compression should be applied with the-acs
wrap.

F 309
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Continued From page 15

interview, on 10/25/12 at 1:45 PM, with the
Wound Care APRN revealed she intended
Resldent #5's ace wrap be applied to the wound
with compression. The APRN stated she was
aware the facifily did not have the means to
measure the amount of compression applied with
an ace wrap, and staled she always observed the
first dressing change when ordered to ensure that
LPN #2 demonsirated proper procedure.

Interview, on 10/25/12 at 2:40 PM, with Resldent
#5 revealed a dressing change with an ace wrap
was perfarmed by LPN #2 recently. Resident #5
staled the ace wrap was applied too lightly, and
stated the resident "Inslsted" the staff remove the
tight dressing,

Interview, on 10/26/12 at 4:10 PM, with the
Assistant Direstor of Nursing (ADON) revealed
the arder, dated 10/23/12, for application of an
ace wrap 1o the right lower extremity of Resldent
#6 should have specified if compression was to
be appited. The ADON stated LPN #2 should
have clarified the order with the Wound Care
APRN lo specify the need for compression. The
ADON stated after the compresslon was applied
as ordered, the nurse was responsible to do
extremity checks to ensure proper circulation,
color, temperature, and movement of the
extremily, The ADON stated the facility did hot
have any way to measure the amount of
compresslon applied with an ace wrap.
483.35()) FOOD PROCURE,
STORE/PREFARE/SERVE - SANITARY

The facllity must -
(1) Procure food from sources approved or

F 309

F 371

F371

Criteria 1;

The microwave, can
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considered satlsfactory by Federal, State or local
authorltias; and

(2) Store, prepare, distribute and serve faod
under sanitary conditions

This REQUIREMENT Is not met as avidenced
by:
Based on observation, Interview, review of the
faclllty's policy/pracadure, and review of the
facility's cleaning schedule, it was determined the
facility failed to ensure food was prepared under
sanilary conditions. The inside of the microwave,
the can opener biade, and the coffee maker had
a build-up of dried substances on them.

Areview of the facility's Census and Condition,
dated 10/23/12, revealed 60 out of 62 residents

.| ate food served from the kitchan,

Findings include;

Arteview of the facilily's kitchen cleaning
schedule, no dale, revealed the dietary staff
should maintaln the sanitization of the Dietary
Depariment through compliance with written,
comprehensive cleaning schedules developed for
the facility by the Dietary Manager, A review of
the policy/procedure for the cleaning of the can
opener, no date, revealed the can opener should
be cleaned dally and as needed, wash in the sink
with soapy waler and pay special attention to the
blade and moving parls. Areview of the Cleaning
of the Coffee Machine policy/procedure, no date,
revealed staff shoutd clean all exterior parts with
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sanifized.

Criteria 2: The Dietary Supervisor
inspected all other areas of the
kitchen for sanitation of equipment.
Criteria 3: The Dietary Staff were
inserviced by the Dietary Supervisor
on 11-14-12 and 11-15-12 detailing
sanitation of equipment,

Criteria 4: The CQI indicator for
Dietary Sanitation will be utilized
weekly x 4 weeks, and then monthly
thereafter in accordance with the
established CQI calendar under the
supervision of the Administrator, 11-17-12
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warm detergent and water dally. A review of the
Cleaning of Microwave policy/procedure, not
date, revealed the microwave will be kept clean,

sanitized, and odor free. Wipe Interlor with warm
soapy water and wipe exterior including door and
glass,

Obsarvation during Inltial tour of the kitchen, on
10/23/12 at 9:30 AM, revealed:

1. There was a dry, brown and orange subslance
on the sides and top of the inside of the
microwave. In addition, there was a dried crusted
brown substance arotind the edges of the
milcrowave door,

2. There was a build-up of a black sticky
substance around and behind the blade of the
can opener.

3. There was a build-up of a brown thick
substance under the opening where the coffee
comes out on the coffee maker.

An Interview with the Dietary Manager, on
10/23/12 at 10:00 AM, revealed the microwave,
can opener, and coffes maker should be cleaned

at least daily,
F 431 483.60(b), (d), (o) DRUG RECORDS, Fa43t] F431 ‘
$8=F | LABEL/ISTORE DRUGS & BIOLOGICALS Criteria 1&2:  An audit was
: completed of all med carts and
The fagllity must employ or obtaln the services of Narcotic Administration records to
a licensed pharmaclst who establishes a system | determine that: there are no loose
of records of recelpt and disposition of all pills in the med cart drawers; the
conlralled drugs in sufficiant detall to enable an med cart drawers are clean and

accurate recongciliation; and determines that drug
records are In order and that an account of all
controlled drugs is maintained and pertodically
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F 431] Confinued From page 18 F43t)residue free; and all narcotic
reconcilsd, medications have been correctly
. signed out on the MAR and narcotic
ebolod iy accordames i ocent et 2 administration record, as
professional principles, and nclude the completed by the Administrative
appropiate accessory and cautionary Ases. . .
instructions, and the explration date when Criteria 3: Inservice education was
applicable, provided for the medication
administrative staff by DON/SDC on
In accordance with State and Federal faws, the 11-12-12, 11+13-12, 11-14-12, 11-
kel compatmants e s e [$12, and 11612 on - the
contrals, and permit only authorized personnel to fotlowing; momtorglg of mefi cart
have access to the keys. drawers for loose pills and evidence
of medication residue/spills and the
The facility must provide separately locked, need to immediately address these
permanently affixed compartments for storage of issues; and documentation of
g%f:g’g:zf gf ugs gsted ﬁ{f; uSChl?’crimeer?ﬂoi}iZid narcotic med administration on the
ensive Drug Abuse Preventio _ MAR : L tnntd
Conirol Act of 1976 and other drugs subfect to record and narcotic administration
abuss, except when the facllity uses single unit it .
package drug distribution systems in which the Criteria 4: The CQI indicator for
quantity stored is minimal and a missing dose can the monitoring of med carts and
be readily delected, narcotic record documentation will
be utilized monthiy X 2 months and
then quarterly thereafter as per the
established CQI calendar, under
;)I';Is REQUIREMENT Is not met as evidenced the supervision of the DON, 1-17-12
Based on observation, Intarview, review of the
facility records, and the facliity polictes for
Medication Labels, Medication Siorage,
Medication Pass, and Medication Carls, it was
| determined the facility failed to snsure all
medications were labsied in accordance with
currently accepted professional principles, Three
(3) medications were found loose and unlabeled
in two (2} of three (3) medication carts in the ]
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Continued From page 19 :
facility, three (3) narcolic medicalions on one {H
of three (3) medication carts in the facllity were
not documented as given on the narcotie record
on 10/24/12 at 7:00 AM; and three (3) of three (3
madication carts In the facility had a powder or
sticky resldue in the bottom of drawers where
boltlsd medications were stored,

Findings include;

1. Review of the facllity's policy for Medication
Labals, dated 10/16/12, revealed all medications
were 1o be labeled In accordance with Federal
and Stale laws and standards of pharmacy
practice. Review of the facility's policy for
Medlcation Storage, daled 10/15/08, revealed
medications were to be stored in a secure
manner and in the-conitalner in which they were
recelved from the pharmacy.

Observallon, on 10/24/12 at 10:05 AM, of the
500-600 medication cart with Licensed Practical
Nurse (LPN) #1, revealed one (1) red capsule
and one (1) white tablet were found loose and
unlabeled in the bottom of the medication cart
drawers. Further observation, on 10/24/12 at
10:40 AM, of the 400 medication cart with LEN
#1, revealed one (1) half of a while tablet was
found lvose and unlabeled in the boltom of the
medlcaiton cart drawer.

Interview, on 10/24/12 at 10:05 AM, with LPN #1
revealed third shift was responsible to audit and
inventory the medication carls monthly, but was
net aware of a log maintained by the faciilty to
document the audits. LPN #1 said the loose
medications could have fallen into the drawer
when the medication pass was done and could

F 431

i
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indicate a resident did not recelve all of the
medications as ordered by the physician,

Interview, on 10/25/12 at 5:00 PM, with the Staft
Development Coordinator (S DC) revealed she did
not believe ths medicallons found loose and
unfabeled in the boltom of the drawers on the
medication carts resulted in medications not
provided for resldents as ordered by the
physician. The SDC sald if a medication was
dropped info the medication cart drawer rather
than the medication cup during the medication
pass, the nurse would ses the medication fall into
the drawsr and replace it with another
madication.

Interview, on 10/26/12 at 4:10 PM, with the
Assistant Director of Nursing (ADON) revealed
she thought the loose and unlabsled medicalions
found in the drawers of the medication carts ware
a result of the medlcation dropped by the nurse,
who did not seek to find the medication aftar it
was dropped. The ADON stated the nurse would
have oblained another capsule or tablet to
provide for the resident, and did not think the
loose and unlabeled medications indleated some
resldents did not receive all of the medications
prescribad by the physictan,

2. Review of the facllity's poficy for Medication
Pass, undated, revealed that PRN (as requested)
harcolic medications must be signed out on the
narcotic count sheet and the medication
administration record at the time the narcotic was |
administared.

Record review and observation, on $0/24/12 at
10:30 AM, with LPN #1 revealed the narcolle

]
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count was not accurate. The narcotic count
resulted in Identification of three (3) missing
doses of narcotic medication which included two
(2) doses of Lortab 7.5 mg and one (1) dose of
Lyrica 28 mg.

Interview, on 10/24/12 at 10:30 AM, with LPN #1
revealed she signed out two (2) doses of Lortab
7.5 mg and one (1) dose of Lyrica 25 mg on the
Madication Administration Record on 10/24/12 at
7:00 AM for three unsampled residents, but
neglected to document adminlsiration of each
narcotic medication on the narcotlc count sheet.

Interview, on 10/26/12 at 4:10 PM, with the ADON
revealed staff were fralned to document narcotic
medlcatlons on the narcotlc count sheet when the
medication was removed from the locked box on
the medication cart and to doctiment
administration of the narcolic medication on the
medication administration record after the
madication was administered to the resident.

The ADON statad that staff were frained to the
facifity pollcy fo maintaln count and control of
scheduled harcotics.

3. Review of the facility's pollcy for Medication
Carts, dated 10/16/05, revealed nursing staff
were responsible for keeping the carts clean,
The facility detailed that contaminated or solled
medicalions should be withdrawn from stock, but
the policy did not state how often tha medicalion
carls should be cleaned.

Review of the North and South Cleaning
schedules revealed the medication carts were
cleaned by the Nurse on Wednesdays, and the
Charge Nurse Initialad the form and forwarded to

" F431
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| the Director of Nursing at the end of each week.

Observation, on 10/24/12 at 10:06 AM, of the
500-600 medication cart with LPN #1 revealad
the boltom of the drawers whers ellxir and bottled
medications were stored was sticky, F urther
observatlon of the 408 medication cart with LPN
#1 revealed the boltom of the drawer where
botiled medications were stored was covarad with
awhite powder. Further observation, on 10/24/12
at 10:40 AM, of the South Medication Cart with
CMT #1 revealed the bottom of the drawer where
botlled medications were stored was covered with
a white povider.

interview, on 10/24/12 at 10:30 AM, with LPN #1
revealed she thought the carts should be cleaned
of the white powder which she thought was .
Miralax. LPN #1 did was not sure of the orlgin of
the sticky substance. LPN #1 was not sure when
the medlcation carts were cleaned last or of the
frequency of the cart cleanings. Further
interview, on 10/24/12 at 10:40 AM, with GMT #4
revealed she identified the white powder in the
bottom of the botiled medication drawer to be
Miratax, and stated the cart needed to be
cleaned.

Interview, on 10/25/12 at 4:10 PM with the ADON,
revealed staff were tralnad to clean and Inventory
the medication carts to ensure the carts were
kept clean and In good order, bul did not know
how often the medlcation carls were cleaned or
when the carts were last cleaned,

F 431
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Deficlencles were cited with the highest
deflclency identified at "F" leve.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029 K 029
8S=F o
Criteria 1&2: Door closers have

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved attomatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting parfitions and
doors. Doors are self-closing and non-ratad or
flald-applled protectiva plates that do not exceed
48 Inches from the holtom of the door are
permitted,  19.3.2.1

This STANDARD is not met as evidenced by;
Based on observation and interview, it was
determined the facllity falled to meet the
requlrements of Protection of Hazards in
accordance wilh NFPA Standards. The
deficiency had the potential to affect three (3) of
three (3) smoke compartmants, all residents, staff
and visitors, The faclilly is cerlified for sixly-six
(66) beds with a census of sixty-two (62) on the
day of the survey. The facllity falled to ensure
nine (9) rooms with hazardous slorage had ihe
proper door closer for saparation.

The findings inciude:
Observalion, on 10/23/2 between 11:05 AM and

been installed on the following
doors: MDS Office, Director of
Nursing Office, Front Office, Billing
(Office, Administrator’s
Social Services Office, South Nurses
Station, Medication Room South,
and Activities Office.

Criteria 3: Facility maintenance
staff have received inservice on 11-
19-12 education on importance of
door closures for a room larger than
50 squarc feet with substantial
combustible material.

Criteria 4: The CQI indicator for
the monitoring of facility door
closures will be utilized monthly X2
months and then quarterly thereafier,
under the sapervision of the
Administrator,

Office, |

1127-12
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2:30 PM with the Maintenance Supervisor and
Adminlstrator In Tralning, ravealad:

1} The MDS office had substantial combustible
material and did not have a door closer installad.
2) The Diractor of Nursing office had substantlal
combustible material and did not have a door
closer instalied. .

3) The Front office had substantial comhustible
material and did not have a door closer installed.
4) Tha Billing office had substan#ial combustible
matarial and did hot have a door closer installed.
5) The Administrators’ office had substantial
combustibie material and did not have a doort
closer instailed,

6 The Soclal Services office had substantial
combustible material and did not have a door
closer installed.

7) The South Nurses' Station had substantial
combustible materlal and did not have a door -
closer instatled.

8) The Medication room south had substantial
combustible materlal and dld not have a door
closer Installed.

9) - The Activiies office MDS office had
substantial combustible material and did not have
a door closer Installed.

Any reom larger than 50 square feet with
substantial combustible material must have a
door that reslsts the passage of smoke and a
closing device.

Interview, on 10/23/12 between 11:05 AM and
2:30 PM with the Mainlenance Supervisor and
Administrator In Tralning, revealed they were nol
aware the areas listed above were considered
hazardous storage due fo storage in the area
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thus requiring a door, a seif-closer, and
separatlon.

Intarview, on 10/23/12 at 2:34 PM with the
Administrator, revealed the facility utilizes the top
fiftean citations of the slate to conduct training on
Iife safely code. The Administrator revealed there
Justis not encugh training for iife safely code
avallable in the area, Al the upcoming
conference there is one hour commiited for life
safely code. She was unaware of the rooms
belng considered hazardous dus to the large
amounts of combustible storage In the areas,

Reference:
NFPA 101 (2000 Ediion).

19.3.2 Proteclion from Hazards.

18.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrler having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1, The automatic
extinguishing shali be parmitted io be in
accordance with 19.3.6.4, Where the sprinkler
optlon 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 he reskricted to, the
following:

{1) Boller and fuel-fired healer rooms

{2) Centralfbulk laundries larger than 100 §t2
{9.3 m2)

(3} Paint shops

{4) Repalr shops

(5) Soiled linen reoms

K029

i
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{6) Trash coflection rooms

(7) Rooms or spaces larger than 80 t2 {4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipmant in quantilies deemed hazardous
by the authorily having jurisdiction

(8) Laboratorles employing flammable or
combustible materials in quantiiles less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shal be
permitted to have nonrated, factory or
fisid-appiied

proteclive piates extending not more than

48 in. {122 cm) above the botlom of the doar.
NFPA 101 LIFE SAFETY CODE STANDARD

£xit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1, 19.241

This STANDARD is not met as evidenced by:

Based on observation and Interview, it was
determined the facility failed to ensure exit doors
were maintained in accordance with NFPA
slandards. The deficlency had the potential to
affact three {3) of three (3) smoka compariments,
all residents, staff and visltors. The facility is
cerlified for sixty-six (66) beds with a census of
shxly-two (62) on the day of the survey. The
facility falled to ansure exlt doors were locked
down with the proper method,

K029

K038

Criteria 1&2: All facility exit
doors now have the emeigency
exit release code placed on the
code pancl.

Criteria 3: All current employees
that were directed by the surveyor
to remove the door codes have
been re-inserviced on 11-19-12 on
the necessity to posl the release
codes.

Criteria 4: The CQI indicator for
the monitoring the posting of the
facility emergency exit rclease
codes on each exit door will be
utilized monthly X2 months and
then -quarterly thercafter, under
the supervision of
Administrator.

K038

the -

11-20-12
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_| The findings Include:

Obsarvation, on 10/23/12 at 11:10 AM with the
Maintenance Supervisor and Administrator In
Training, revealed the egress doors throughout
the facllily were iocked and had no code posted
at the door,

interview, on 10/23/12 at 11:10 AM with the
Maintenancs Supervisor and Administrator in
Tralnlng, revealed they were unaware the doors
were requirad to have delay release or the door
code posted. Further interview revealed a health
surveyor from another survey had Informed the
facilily to remove the codes from the doars fo
prevent an efopement from occurring.

interview, on 10/23/12 at 2;34 PM with the
Adminislrator, revealed the facility utllizes the top
filleen cltalions of the state to conduct iraining on
life safety code. The Administrafor revealed there
Just is not enough training for iife safety code
avallabte In the area. Al the upcoming
conference lhere Is one hour commitied for life
safsly code, She was unaware all exits routes
were nol dlearly marked in the facility. She also
revealed the surveyor had advised the facility to
remove the doors from the exits of the facility.

Reference:
NFPA 101 {2000 edition)

7.2.1.6.1 Delayad-Egress Locks. Approved,

listed, delayed egress
tocks shall be permitted to be Inslalled on doors

serving

K038
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K 038 | Continuad From page 6 K038

low and ordinary hazard contents In buildings
protecied

ihroughout by an approved, supervised aulomatic
fira detection _
system in accordance with Section 9,8, or an
approved,

suparvisad automatic sprinkier system in
accardanca with Sectlon

8.7, and where permilled in Chapters 12 through
42, provided

that the following criterla are met,

{a} The doors shall unlock upon actuation of an

1 approved, supervised automnatic sprinkler system

in accordance ‘

with Section 9.7 or upon the actuation of any heat
detector or activation of not more than two smoke
detectors

of an approved, supsrvised automatic fire
delection system in

accordance with Seclion 9.6.

{b) The doors shall unfock upon loss of power

controliing
the lock or tocking mechanlsm.

{c) An irrevarsible process shall release the ook
within 15 .

saconds upon application of a force to the release
device

required in 7.2,1.5.4 thal shall not ba required to
exceed 15 ibf

{67 N) nor be required to be conltinuously applled
for more :

than 3 seconds. The Initiatlon of the release
process shall aclivate

an audible signal in the vicihlty of the door. Once
the
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K 038 Continued From page 7 K038
door lock has been released by the application of
force to the
releasing devlce, relocking shail be by manual
means only.
Exception: Where approved by the authorily
having Jurisdiction, a delay
not exceeding 30 seconds shali be permilted.
{d) *On the door adjacent o the release device,
there
shall be a readlly visible, durable sign in letters
not less than 1in. (2.5 cm) high and not less than
18 In. (0.3 cm} in stroka width on a contrasling
background that reads as follows:
PUSH UNTILALARM SOUNDS
DOOR CAN BE OPENED IN 16 SECONDS
<039 | NFPA 101 LIFE SAFETY CODE STANDARD K039, K039
SS=E A TSES Formm has been

Width of aisles or corridors {clear and
unobstructed) serving as exit access s at least 4
fest. 19.2.3.3 :

This STANDARD Is not met as svidenced by:
Based on observation and Interview, it was
determined the facliity falled to ensure exit access
was maintained, per NFPA standards, The
deficlency had the potential to affect two (2) of
three (3) smoke compartrents, thirty-six (36)
residents, staff and visltors, The facilily is
certifled for sixty-six (66) beds with a census of
shxdy-two {682) on the day of the survey. The
facilily falled to ensure the exil carridors In the old
part of the facifily were four {4} feet In width,

The findings include;

completed on 11-15-12. The cost
to correct this deficiency would
be in excess of $600,000 which
would cause great hardship to the

[acility. 11-16-12
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K 038| Continued From page 8
Observation, on 10/23/12 at 11:00 AM with the
Maintenance Supsrvisor and Administrator in
Tralning, revealed the corridors in two {2) smoke
compariments to be less than four {4) feet in
width. -

Interview, on 10/23/12 at 11:00 AM with the
Maintenance Supervisor and Adminisirator in
Training, revealed the facliity uses a FSES survey
to offset this requirement.

Interview, on 10/23/12 at 2:34 PM with the
Administrator, revealed the facility ulllizes the
FSES survey to offset this deficlent practice.

19.2.3.3*

Any required alsle, corridor, or ramp shall be not
less than 4 ft (1.2 m) in clear widih where serving
as means of egress from patlent sleeping rooms.
The aisle, carridor, or ramp shall be arranged io
avold any obstructlons lo the convenfent removal
of nonambulatory persons carrled on sireichers
or on matiresses sefving as stretchers,

Exception No. 1: Aisles, corridors, and ramps in
adjunct areas not Intended for the housing,
freatment, or use of inpatients shall be not less
than 44 in, {112 cm) in clear and unobstructed
width.

Exceptlon No. 2: Exit access within a room or
suite of rooms complying with the requiraments of
19.2.5,

K 0451 NFPA 101 LIFE SAFETY CODE STANDARD
S8=0
Humdnation of means of egress, including exit
discharge, Is arranged so that fallure of any single
lighting fixtura (bulty) will not leave the area in
darkness. (This doss not refer to emergency
iighting In accordance with section 7.8,)  19.2.8

K039

at the exterior exit

outside illumination.

Criteria 1&2: Emergency lights
with 2 bulbs have been installed

nmimbered 8 and 10 to provide

doors

FORM CMS-2587(02-08) Previeus Verslons Obsclate Event 10:2IPX21
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K 045 | Continued From page 9 K045| Criteria 3: The facility
maintenance staff have received
inservice education on 11-19-12
the requitement for emergency
This STANDARD s not met as evidenced by: lights to have two bulbs at all
Based on observation and interview, It was €xits.
determined the facliity fallad fo ansure exits were Criteria 4: The CQI indicator for
equipped with lighting In accordance with NFPA o
standards. The deficlency had the potential to the monlt.ormg of emer.gency
affect one (1) of three (3) smoke compartments, hg.h‘ts having 2 bulbs will be
thirty (30) residenls, staff and visilors. The facility utilized monthly X2 months and
Is certified for sixty-six {(66) beds with a census of then quarterly thereafter under the
sixty-two (82) on the day of the survey. The L. . . .
faciiity failed to ensure the emergency lights had supervision of the Administrator. 120-12
fwo (2) bulbs at two (2) exits.
The findings include;
Obsservalion, on 10/23/12 at 2;20 PM with the
Maintenance Supervisor and Administrator in
Tralning, revealed the exterior exits at doors
numbered 8 and 10 only had a single light for
Humnination of the outside of the exit.
interview, on 10/23/12 at 2:20 PM with the
Maintenance Supervisor and Administrator in
Training, revealed they were unaware the lighting
fixtures serving the exterlor exils must Include
more than ons bulb for llumination of the egress
path,
interview, on 10/23/12 at 2:34 PM with the
Adminisirator, revealed the facilily utilizes the top
fifteen citations of the state to conduct fraining on
life safety code. The Administralor revealed there
Just is not enough training for life safely code
available in the area. At the upcoming
conference there is one hour commilted for life
Event ID: 2IPX21 Faciy 10: 100183
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K045 Continued From page 10 ‘ K046
safely code. She beifeved the faciiity had a
waiver for exterlor lighting but was unable to
produce a copy of the walver lstier,
Reference: NFPA 101 (2000 edition)
7.8.1.4* Reqguired illumination sha¥i be arranged
s0 that the
‘failure of any gingle lighling unit does not result In
an lllumination
lavel of fess than 0.2 {i-candle (2 lux) In any
designated .
area,
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047
S§=E . K 047 .
Exit and directional signs are displayed In ~Criteria  1&2: Exit and
accordance with section 7.10 with continuous directional emergency sighs will
zlusgnmauonﬁk;%sue;ved by the emergency lighting be installed in the three areas of
ystem. o ' the corridors identified.
Criteria  3:  The facility
maintenance staff have received
i i ti e
This STANDARD s not met as evidenced by: mserw.ce i.du;a .on 0{1 th d
Rased on observation and Interview, It was fniecessity ot having exit an
determined the facllily failed to ensure exlt signs directional emergency signs on
were maintained In accordance with NFPA 11-19-12 by the Administrator.
standards. The deficlency had the potential to Jdteria 4: Th I indicator for
affect bwo {2) of thras (3} smoke compartments, ?ll tteria . T.l e CQ fmdxc.a d
thirty-six {36) residents, stafl and visitors, The the momtoring of exit an
facllity is cerlified for sixty-six (66) beds with a directional emergency signs will
census of sixly-lwo (62) on the day of the survey, be utilized monthly X2 meonths
The facility falled to ensure the exit paths In the
old part of the facilily were readily vigible. and then quarter}y thereafler
under the supervision of the 1127.12
The findings include: Administrator. -
Observation, on 10/23/12 at 11:05 AM with the
Malntenance Supervisor and Administralor in
FORM CMS-2667(02-90) Pravious Verslons Obsolets Euent ID: 2IPX21 Facifity (0; 100183 Il continualien sheal Page 11 of 20
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K 047 | Continued From page 11

Training, revealed egress paths {o the exils were
not clearly marked in the old pari of the facility.
Three areas of the corridors were identified as
needing exit signs added io the facilily.

Interview, on 10/23/112 at 11:05 AM with the
Maintenance Supsrvisor and Administrator in
Training, revealed they were unaware the signage
was missing for the exit corridors,

Interview, on 10/23/12 at 2:34 PM with the
Administralor, revealed the facilily ullfizes the top
fifteen citations of the state to conduct training on
life safely code. The Administrator revealed there
just is not encugh training for life safety code
avallable in the area. Atthe upcoming
conference there Is one hour commilted for life
safety code. She was unaware all exils routes
wara not ¢learly marked in the facility,

Reference: NFPA 1b1 {2000 editlon)

17.10.1.2* Exils. Exits, other than main exterior
exit doors

that obviously and clearly are identifiable as exits,
shall be

marked by an approved sign readily visible from
any direction

of exit access.

K 050} NFPA 101 LIFE SAFETY CODE STANDARD
S§8=F
Fire drilis are held at Unexpected limes under
varying conditions, at least quartesrty on each shifl,
The staff Is familiar with procedures and is aware
that drills are part of established routine.
Responsibilily for planning and conducting drills Is
assigned only to competent parsons who are

Ko47|

K050} K 050

Criteria 1&2: Fire drills are
conducted quarterly at unexpected
times under varied conditions.

Criteria 3: Facility maintenance
staff have received inservice
education on the need to conduct
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K 060 Continued From page 12 K080/ fire drills quarterly at unexpected
quatified to exerclse leadership. Where drills are times under varied conditions, as
conducled between 9 PM and 6 AM a coded provided by the Administeator on
announcament may be used Instead of audible 11-19-12
alarms.  19.7.1.2 o Lo
Criteria 4: The CQI indicator for
the monitoring of fire drills will
be utilized monthly X 3 months
This STANDARD is not met as evidencad by: and  then quarter‘l)f thereafter
Based on interview and record review, it was under the supervision of the
determined the facllity falled to ensure fire diills Administrator. 11-20-12
were conducted quarterly on each shift at random
times, In accordance with NFPA standards. The
deficlency had the potential o affect three (3) of
three {3) smoke compartmants, all resldents, staff
and visitors. The faciilty Is certified for sixty-six
{66) bads with a census of sixty-two (62) on the
day of the survey. The facllity falled to vary the
fire drils to ensure they are being conducted at
unexpacled imes. This deficiency was clted on
the survey last year on 07/14/11.
The findings Include:
Fire Drlll review, on 10/23/12 at 10:45 AM with the
Maintenance Supevisor and Administrator in
Tralning, revealed the fire drills were not being
conducted at random times on all shifts, Fire
drilfs on firsl shift were conducted routinely
batwean 9:30 AM and 10:38 AM, second shift
roulinely around between 2:0¢ PM and 3:16 PM,
and third shift routinely between 4:15 Al and
4:36 AM,
intervlew, on 10/23/12 at 10:45 AM with the
Maintenance Supervisor, revealed he was
unaware the fire drills were not baing conducted
Eyent iD:ZIPX21 Fachity 1D; 100183 If continwation sheel Page 13 of 20
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K G50

'K 062

Continued From page 13

as required, The Maintenance Supervisor was
unaware of the time separation on each shiit to
consider the tmes unexpected, Furher interview
revealed he is in charge of conducting fire drills
and has had no training on fire drills since the last
survey,

interview, on 10/23/12 at 10:45 AM with the
Administrator in Training, revealed he was
unaware the fire driils were not being conducted
as required. Tha Administrator in Tralning was
unaware of the ime separation on each shift to
conslider the limas unexpected, Further interview
revealed there was an In-service after last survey
which covered the fact that fire drills should not
be conducted on the same day of the month but
time separation was not covered In the in-service,

Interview, on 1023112 at 2:34 PM with the
Administrator, revealed the facliily held an
in-service after the last survey which did cover

| varying the imes of the fire drilis but the facliity

was focused on not conducling drills on the same
day of the month. The facillly conducted
meetings to ensure the fire drills wera not
conducted on the same day of the month each
time.

This Is a repeat deficiancy.

Reference; NFPA 101 {2000 edltion)

19.7.1.2.

Fire drflls shall be conducted at least quarterly on
each shift and at unexpected times under varied
conditions on ali shifls, .

NFPA 101 LIFE SAFETY CODE STANDARD

K 050

K 062 K 062 Repeated Tag
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Continusd From page 14

Required automatic sprinkler systems are
continuously maintained in rellable operating
condition and are inspected and tested
perlodically.  19.7.6, 4.68.12, NFPA 13, NFPA 25,
9.7.6

This STANDARD §s not met as evidenced by:
Based on Interview and record review, it was
determined the facility failed to ensure fire drills
were conducted quarterly on each shift at random
times, in accordance with NFPA standards. The
deficiency had the potential lo affect three (3) of
thras {3) smoke compariments, all residents, staff
and visitors, The facility is cerlifiad for sixty-six
{66) beds with a census of sixty-two (62) on the
day of the survey. The facilily falled to vary the
fira drills to ensure they are being conducted at
unexpected times, This deficiency was cited on
the survey last year on 07/14/11.

The findings inciude:

Fire Drill review, on 10/23/12 at 10:45 AM with the
Malnlanance Supervisor and Administrator in
Training, revealsd the fire drills were not being
conducted al random times on all shifts. Fire
drills on flrst shift were conductad roulinely
belween 9:30 AM and 10:38 AM, second shift
roulinely arcund between 2:00 PM and 3:16 PM,
and third shifi roulinely between 4;15 AM and
4:35 AM.

Interview, on 10/23/12 at 10:45 AM with the
Malntenance Supervisor, revealed he was

K 062
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unaware the fire drills were not being conducted
as required. The Meintenance Supervisor was
unaware of the time separation on each shifl to
consider the imes unexpected. Further interview
reveaied he is In charge of conducting fire drilis
and has had no training on fire dillis since the last

survey,

intarview, on 10/23/12 at 10:45 AM with the
Administrator In Tralning, revealad hs was
unaware the fire drlils were not being conducted
as required. The Administrator in Training was
unaware of the time separation on each shift to
consider the iimes unexpacted. Further Interview
ravealed there was an In-service afler last survey
which covered the fact that fire drilis should not
be conducted on the same day of the month but
time separalion was not covered In the in-service.

interview, on 10/23/12 at 2:34 PM with the
Administrator, revealed the facility held an
in-service after the last survey which did cover
varylng the times of ihe fire drills but the faciiity
was focused on not conducting drills on the same
day of the month. The facility conducted
meetings {o ensure the fire drllls were not
conducted on the same day of the month each
time.

This Is a repeal deficiency.

Reference: NFPA 101 {2000 edition)

19.7.1.2. .
Fire drills shall be conducted at laast quarterly on
each shiflt and at unexpected times under varied

conditions on all ghliis.
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. K089 NFPA 101 LIFE SAFETY CODE STANDARD Kos9| K 069

$5=D
Cooking facllities are protected in accordance
with9.2.3.  19.3.2.6, NFPA 36

This STANDARD s not met as avidencead by:
Based on observation and interview, the facility
failed to ensure the kitchen had signage in place

for the propar use of the Class-K portable fire
extinguisher in accordzance with NFPA standards.
The deficiency had the potential to affact one (1)
of three (3) smoke comparimenis, ten {10}
residents, staff and visitors. The Facility Is
ceriified for sixty-six (66) beds with a census of
sixty-two (62) on the day of the survay, The
facility falled to ensure the proper signage was
placed above the fire extinguisher in the kitchen
area,

The findings Include:

Observation, on 10/23112 at 2;15 PM with the
Maintenance Supervigor and Administrator in
Training, revealed there was no signage stating
that the hood suppression system must be used
before the class K fire extinguisher in ths kitchan,
This lype of extinguisher is used as a secondary
measure lo the range hood extinguishing system,

interview, on 10/23/12 at 2:15 PM with the
Maintenance Supervisor and Administrator in
Training, revealed they were unaware of the
signage requirement,

interview, on 10/23/12 at 2:34 PM with the
Adminlistrator, revealed the facilily uliizes the top
fifteen citatfons of the state to conduct training on
life safely code, The Administrator revealed thera

Criteria 1&2: The sign has been
placed above the kitchen fire
extinguisher that states that the
fire protection system shall be
activated prior to using the fire
extinguisher on 11-7-11.
Criteria 3: Facility maintenance
staff have received inservice
education on the need to assure
proper signage on the kitchen fire
extinguisher as provided by the
Administrator on 11-19-12.
Criteria 4: The CQI indicator for
the monitoring of proper signage
above the kitchen fire
extingunisher will be utilized
monthly X 2 months and then
quarterly thereafter under the
supervision of the Administrator. |, 5915
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just is not enough training for life safety code
avallable in the area. At the upcoming
conference there is ona hour commilted for life
salety code. She was unaware a slgn was
raquired over the class k extinguisher in the
kitchen. :
Reference: NFPA 10 (1998 Edlition),
2-3.2.1 A placard shall ba conspicuously placed
near the extinguisher that states that the fire
protection syslem shall be activated prior {o using
the fire extinguisher,
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
S8=F K 144 '
Generalors are inspected weekly and exerclsed Criterin 1&2: The annunciator
under load for 30 minutes per month in panel was replaced on 10-27-12.
accordance with NFPA 99,  3.4.4.1, Criteria 3: Facility maintenance
staff have received inservice
education on the need to perform
a lamp test on the annunciator to
ensure the annunciator is working
properly as provided by the
Administrator on 11-19-12,
This STANDARD is ol met denced b Criteria 4: The CQI indicator for
s is nol met as evidenced by: : iator | to
Based on observation and interview, it was tho tf’Stmg of annunelator ?mp 1
datermined the facilily feiled to ensure emergency enswe the annunciator is properly
generators were maintained in accordance with working will be utilized monthly
NFPA standards. The deflciency had the X 2 months and then quarterly
potential to affact thrae (3) of three (3) smoke , nervision of
-1 compariments, all residents, staff and visltors. thercd;'tc_r l.uflder the supervisio 11-20-12
The facilily Is ceriified for sixty-six (66) beds with the Administrator.
a census of sixiy-lwo (62) on the day of the
survey. Tha facilily failed to ensure the lamps on
the generalor annunciator were funclioning
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The findings include:

Observalion, on 10/23/12 at 2:03 PM with the
Maintenance Supervisor and Administrator in
Tralning, revealed the generator annunclator was
unable to perform a lamp test to ensure the
annunclator was working properly.

Interview, on 10/23/12 at 2:03 PM with the
Malntenance Supervisor and Administrator in
Training, revealed they were not aware the
generator annunclator was not funclioning

properly.

Intervisw, on 10/23/12 at 2:34 PM with the
Adminislrator, revealed the facillty uthizes the top
fiftaen citations of the stale to conduct tralning on
life safety code. The Administrator revealed there
Just Is not enough fraining for life safely code
avallable in the area. Al the upcoming
conference there Is one hour committed for life
safely code. She was unaware thed generator
annunclator was not functioning properly.

Reference: NFPA 98 (1999 Edition),

3-4.1.1.15 + Alarm Annunclator,

Aremote annunclator, storage baltery powered,
shall be provided to operate oulside of the
generating room in a locatton readily cbserved by
operating personnel at a regular work statlon {see
NFPA 70, Nallonal Electrical Code, Section
700-12.)

The annunclator shall indicate alarm conditions of
the emergency or auxiliary power source as
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1. When the emergency or auxfiiary power source
Is operalfing to supply power to joad

2. When the battery charger is malfunctioning

b. Individual visual signals plus a common
audible slgnal to warn of an engine-generator
alarm condition shall indicate the following:

1. Low lubricating oll pressure :

2. Low waler iemperature {below those required
in 3-4.1.1.9)

3. Excessive water temperaiure

4, Low fuel - when the main fuel storage tank
contains less than a 3-haur operating supply

b. Qvercrank {failed to start)

6. Overspeed

Where a regular work station will be unattended
periodically, an audible and visual derangement
signal, appropriately labeled, shall be established
at a continupusly monltored Jocation. This
derangement signal shall activate when any of
the condilfons In 3-4.1.1.15(a) and (b) occur, but
need not display these conditions Indlvidually.
[110: 3-56.5.2}
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follaws:
a. Individual visual signals shall indicate the
fallowing;
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