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The feallity must inform the resident both orally
and in writing In & language that the resident
underetands of his or her rights and all rulss and
regulations governing resldent conduct and
responsibliities during the stay In the facllity, The
faollity must also provide the resldent with the
notice (If any) of the Stats developed under
51919(?(6) of the Act. Such notification must be
made prior fo or upon admission and during the
resident's stay. Recelpt of such information, and
an‘};’ amendments to It, must be acknowledged In
writing, :

The facllity must inform each resldent who ls
entilled to Medicald benefits, In writing, at the time
of admlieslon to the nursing facliity or, when the
resident bacomes sliglble for Medicald of the
ltems and services that are Included In nureing
faclilty servioes under the State pian and for
which the resident may not be charged; those
other Items and services that the faollity offers
and for which the resident may bs charged,'and
the amount of charges for those services; and
Inform each resident when changes are mada to
the ltems and services spacified in paragraphs (8)
(N(A) and (B) of this seotion.

state and federal law.

F166

1. “Notice of Medicare Non-
coverage"” letlers were malled
fo residents 22, 23, and 24
on 2/24/12. The soclal worker
contacted the residents and or
their responsible party to explain
why the letters were being
malled and to validate that they
understand their appeal rights,

2, The Business Office Manager
reviewed all Medicare
discharges from January 1,
2012 to February 8, 2012 to
determine If any other resident
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' Preparation and submission of this
A %a;ndard heaith survey was conducted [ plan of correction does not constitute
02/07/12 through 02/08/12. ‘A Life Safely Code an admission or agreement by the
8urvey was conducted on 02/07/12- 02/08/12. ! roslder of the trutgh of the fac¥s alleged
Deflclencles were clted with the highest scope P .
and severity of an 'F* with the facllty having the or the correctness of the conclusions
’opportucrlllly to correct before remedies would be set forth in the statement of
mposed. - | deficlencles. The plan of correction

F 166 | 483,10(b)(6) - (10), 483.10(b)(1) NOTICE OF F 168

RIGHTS, RULES, SERVICES, CHARGES - | 18 prepared and submitted solely
because of requirements under

- pregram participation.

y d et ending with an astersk (*) denotes a deficlenoy which
other safaguards provide sufflolent protection to-the patisnts. (See instructions.) Excapt for nursing homea,
following fhe dete of survey whether or not & plan of corraotion I provided. For nureing homes, the above
days following the date theae dooumente are mads avallable to the faclllly. if defiolenclas ara olted,

4 Inslitutlon may be exoused from correting providing

(XB) DATE

oML s determined that
the findinge stated above are dlsclosable 90 days
findings and plans of correction are disslosable 14
an approved plan of correction Is requieite to continued
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-{ unlt; and & statement that the resldent may file'a

The facillty must inform each resident before, or
-t the time of admission, and periodically during
the resident's stay, of services avallable In the
fadllity and of charges for those sérvices,
Inéluding any charges for services.not oovered
under Medicare or by the facllity's per diem rate.

The facliity must furnish a written desoription of
legal rights which Includes: .
Adescription of the manner of proteoting personal
funds, under paragraph (c) of this section;

A desoription of the ragulrements and procedures
for establishing eligibllity for Medlcald, Including
the right to request an assessment under section
"1924(c) which determines the extent of a couple's
non-exempt resources at the time of
institutionallzation and attributes to the community
spouss an equilable share of resouroes which
oannot be considered avallable for payment
toward the cost of the Institutionallzed gpousse's
medical care In his or her process of spending
down to Medioald ellglbility levels.

Aposting of names, addresges, and telsphone
nurnbers of all pertinent State client advocacy
groups such as the State survey and certifloation
agenoy, the Stale licensure offlcs, the State
ombudsmari program, the protection and
advooaoy network, and the Medicald fraud conirol

complaint with the State survey and oertification
agency concerning resldent abuse, neglect, and
misappropriation of resident property In the
facllity, and non-compllence with the advance
directives requirements.

The facliity must comply with the requirements

F 166
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F 166 | Contihued From page 1 was discharged from Medicare

services (with days remalning)
and did not recelve a letter of
non-coverage. No other resident

was ldentified.

The pollcy and procedute for
lesulng Medicare Non-coverage
letters was reviewed by the
administrator and found to be
acceptable. The administrator
provided education to both
soolal workers regarding the
policy for issulng Medicare
Non-coverage letters on 2/27/12,
This education Incjuded sending
Non-coverage letters to anyone
that discharges from Medioare
with Medicare days remalning,
regardiess of thelr discharge .
location.

The soclal services directors

wil audit a 100% of all Medicare
discharges for the next four
months to valldate that Medicare
discharge notices are belng sent
timely to all residents that have not
exhausted thelr days, regardless
of thelr discharge locatlon. The
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= 188 cont . 9 resulits of these audits wili be
ontinued From pege F 166 reviewed by the administrator

specified In subpart | of part 489 of this chapter
related to maintaining written policles and
proceduras regarding advance directives. These
requirements inolude provisions to Inform and
provide written Information to all adult residents
oonceming the right to accept or refuse medical
or surgloal treatment and, at the Individusl's
optlon, formuiate an advance directive, This
inciudes & written deacription of the faclilty's
policles to Implement advanoe directives and
appliceble Stata law.

The facllity must inform each resident of the
name, speoclally, and way of conlacting the
physlolan responsible for his or her care.

The faollity must prontinently dlsplay In the feollity
written Information, and provide to residents and
applioants for admleslon oral and written
Information about how to apply for and use
Medlcare and Medlcald benefits, and how to
racelve rafunds for previous payments covered by
suoh henefits.

;‘hls REQUIREMENT I8 not met as evidenced
y:

Bassd on record review and Interview [t wae
determined the faclilty falied to ensure Medlcare A
residents wére issued a "Notice of Medicare
Provider Non-coverage" lefter upon termination of
all Madlcare Part A services for three (3) of three
(3) olosed record review. The faollity falled to
Issued a non-coverage letter, with Information on
beneticlary appeal rights for those residents that
was discharged from the feclllty after Medicare
Part A services ware terminated. The facllity only
provided that Information to those residents who

] .

durlng QA & A monthly, (For
future reference the QA&A
Commiitee consists of the
administrator, director of

_ nursing ,medical director and
one or more of the following:
unit manager(s), therapy,
activitles, certifled nursing
assistants, assistant director
of nursing, dietary manager,
housekeeping and RA!
Coordinator). Following the
Initlal four month audit, this
process wlill be reviewed
agailn In August 2012 and
Ootober 2012 by the QAA
commities. The QAA committee
will validate that this process
Is occurring per regulation,
The audlt In August 2012
and October 2012 will be
completed by Soclal Services
and submitted to the QAA
committee. The QAA
commiittes will determine If
additlonal education or auditing
Is required.

The facllity alleges compllance
on 3/9M2.
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The findings Includs:

Continued From page 3
continued to reside In the facllity after Medicare
Part A services was terminated.

Revlew of the facllity's admisslon/financial
agreement provides Information on how the
resident can apply for benefits under Medicare
and Madioald. A copy of a blank Notlos of
Medicare Non-coverage letter la Inoluded In the
admisslon packet and provided to the resident or
responsible parly during the admlsslon process.

1. Aclosed record review of Realdent #22's
clinieal record revealed the fac)lity admitted the
resident on-12/27/11 for skilled services under
Madleare Part A, The record revealed the
resldent wae discharged to home on 01/22/12
with remaining sklllad days left. Howaver, the
facliity falled to Issue a Notice of Medlcare
Non-coverage letter with approprlata beneﬂclary

appeal rights.

2. Aoclosed record review of Resldent #23's
clinical record revealed the facllity admitted the
resident on 03/14/11 for skilled services under
Medicare Part A. The record revesled the
resident was dlscharged from Medloare Part A
ekllled services on 04/01/11 with remalning skllled
days lsft. However, the facllity falled to lssue a
Nolice of Madloars Noh-ooverage lettar with
appropriate beneficlary appeal rights. The
resldent was dischargad from the faclllty to an
Assletant Living Home on 12/19/11.

3. A clossd record review of Resident #24's
clinical record revealed the faclllty admitted the
resldent on 12/16/11 for skllled services under

F 166
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F 168 Conlinuad From page 4 . F 166
Medlcare Part A, The racord revealed the
resldent was discharged to home on 01/31/12
with-remalning skllled days left. However, the
| teoilty falled to Issue a Nofice of Medioare
Non-goverage letter with appropriate beneflolary
appeal rights,
Interview with the Soclal Service Dirsctor, on
02/09/12 at 4:30 PM, revealsd she was
responsible for Liabiity Notloes & Baneflclary
Appeal letters aftar a resident's Medicare Part A
skllled services are terminatéd, She stated she
only lssued those letters to residents who will
remaln In the facllity under a different payor
gource, 8he sald she had not provided the notlce
of non-coverage to residents who were
discharged from the facllity even though the
resldents had not exhausted all thelr skilled days.
She Indloated she did not know those residents
waere to receive a notice of Medloare
non-coverage letier with appeal rights Information F 221
- Included, .
': :22" ‘48:3.153(‘0 f"(;krr'T(D E’IE F:F!!EEE F’F‘c;hﬂ F:1221 1. -rr‘ea F‘e;atrt!lnt (:<’r11r‘1“t‘ae’
(3{5'!{)- F’P‘\{E;I(:’\L filiss]1ql\|°‘1155 r!B-Eis&i!i!iS(i(’ r198|(’€)nt *ﬁ1 3
The resident has the right to be free from any for the lap cushlon and tilt
glhy?kilal reatralnts Irlnpoaed f%r putrposais %f' back reclining wheel chalr
soipling or convenlence, and not required to on 2/16/12.The thBlCIGD
treat tha resident's medical symptoms. orders for resident #13's
_ reclining wheel chalr
ghls REQUIREMENT I8 not met as evidenced clarified on 2/8/12.
A
Based on observation, interview, racord review,
and review of the facility's physical restraint 2, The restraint Commitiee
policy, It was delermined the facility falled to met on 2/16/12 and
ensure residents were fres from physical 2/21/12 to review restraints
restraints for one (1) of twanty-flve (26) eampled and safety devices In the

— ——tvite . et -
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F 221 Gohiinued From page & £ 201l bullding. All resldents with a
restraint were Identifled and
residents, Resident #13 was placed in a lidated h
titreclining whaslchalr with a lap cushlon without the committee valldated that
an assessment or physician ordar prior to use, each resldent had an appropriate
assessment, physician order
The findings Inchde: and clinical monltoring.
Request for a physloal restralnt polloy resulted In
the faclllty providing a pollcy titled "Phyaloal 3. The policy and procedure for
Restrflgtalternatlvas" (fnt?x dahe)- T"gc pollcy restraints and restraint alternatives
revealed the purpose of the alternative program
was o iImplement restraint alternative sirategles was reviewed by the director of
for residents being assessed for or using a nursing and found to be acceptable.
physloal restraint. "An eppropriate restraint nay The direotor of nursing and staff
be used after assessment |s completed and with development coordinator Inltiated
@ physiclan's order. aducation regarding the federal
Interview with the Asslstant Direptor of Nursing, guldslines for restraints
oh 02/00/12 at 1:65 PM, revealed It was the on 2/24/12, This education
z:Oﬂllv'S_r K'J‘T&IOﬂOB todatshselsstea‘r?l' :Iafﬁly de;goe prior Included Informatlon regarding
use. Therapy and the Interdlsaiplinary team .
would review and sign off on the assessment to resident assessment, physician
datermine If the devioe was & restraint or posltion orders and clinical monitoring.
device, A physician order | required and the The eduoation wlil be provided
d:V'OtQ f!)s {)hlﬂceduon the aafetyddevlce mt:nltoﬂ?t% to llcenced nurslng staffs and
sheet for the unit manager and nurses to monttor.
The davces are to be evaluated quarterly and therapy team members.
evary thirly days restraints are reviewed In the
restraint committee meetings to see If a reduction 4, The director of nursing will audit
oan %0 G“B"AN“- H°;”§V°"i:h° Wt;l"d tﬂt‘;:e I 100% of all restraint committee
provide any documented evidence the cliner
wheelchalr or the lap cushlon had been reviewed. mesting minutes for the next four
. months, to valldate appropriate
Revleg ::h'hefa cgm;aldrem f&r Rea:gen: #13 restralnt assessments, physiclan
reves ) adm e resident on
06/09/11 with dlagnoses of End Stage Desmentla, g:;ders ar;td cl:r;l:al mon;tlt:rlng.
Ostaoporosls, Hypothyroldism, Glaucoma, Atrlal © results or these aucits
Flb, and Hypertenslon. Review of the admlssion
MDS8 (minimurri data set) assessment, dated ,
Event ID:N2FM14 Faollity iD: 100218
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F 221 Continued From page 6 F 224 : wili be submitted to the QA & A

06/16/11, revealed the facliity assessed the
residant with a cognitive Impairment; required
extansive assist with most Activities of Dally
Living (ADL); and exhibited wandering behaviors.
The faciilty Identified the resident &t riek for faliing
and at that time the realdent was Independent
with ambuletion.

Continued review of the record revealsd the
faollity nssessed Resident #13 with a decfine In
functional mobility and review of the most current
MDS assessment dated 01/03/12 revéaled the
resident was now total assist with most ADLs and
could no longer walk. The resident had & hospltal
stay from January 7-10, 2012 for Resplratory
Fallure and Urosepsls. Review of the plan of
oare, revised on 01/16/12, revealed the resident
utlllzed a tit reciining wheelshelr and lap buddy
cushlon ae Interventions to prevent falls.

Observation of Resident #13, on 02/08/12 at 8:30
AM, revealed the resident sitting in a
tlitedireslining wheelchalr eating breakfast In the
maln dining room. Asoft lap oushion was
attached to the wheelchalr and remalned !n place
during the whole meal. At 10:00 AM, the resident
was obaerved sitiing In the reclined wheelchalr, In
the hallway, with the lap cushlion attashed, .
Observallon during the lunch meal on 02/08/12 at
12:10 PM, the resident was again sitting in the
titreciining: wheelohalr with the lap cushion
attached. On 02/09/12 at 7:60 AM, 8:30 AM, and
1:00 PM, observations revealed the resident
sitting up In the tilt/reclining wheelchalr with the
lap oushion applled. .

Raview of the olinloal record revealed no
physlolan order for the lap cushion and no

‘ Commiltee monthly.

' Following the Initial four

“month audit, this process
wiit be reviewed again

tin August 2012 and

' October 2012 by the QAA

_committes. The QAA

| committee wili validate that

i this process s occurring
per policy. The audit In

: August 2012 and October

2012 will be completed

| by Director of Nursing

 or Asslstant Director of

" Nursing to determine If

; restraints agsessments,
Physician Orders and

. clinlcal monitoring are

- oceurring per protocol.

- The resulits of this audit

. will submitted to the QAA

' committee. The QAA
committee wlll determine If

_any additional education or

; auditing Is required,

5. .The facllity alleges compliance
-1~ 2

on 3&9;1-%2- 3-/ b. £

by ré z-ju-12
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‘F 221| Continued From page 7 F 221
doctimented evidence an assessment of the
device had bean completed to determine If the
lap cushion was & physloal rastraint, Review of
the safety devlce monltoring checkllst for
November and December 2011 revealed the lap
buddy cushlon was llated to be monitored.
Howaver, the facllity could not provide evidence
the device had been evaluated since that date.
On 01/20/12, Qcoupallonal Therapy {OT)
conduoted an assessment and found the resident
was leaning forward and ellding from a re?ular
whaaichalr. Recomimendation was made for a
{lit/reclining whesichalr to prevent the resident
from sliging out of the wheelohair and leaning
forward. However, there was no evidence a
phhysltt:lain order was obtained prior to the use of -
the ohalr. '

On 02/09/12 &t 8:30 AM, Interview with OT, who
had asesssed the resident for the tiit/recliner
wheelohalr, reveaisd the lap buddy cushion was
already In use when he assessed the resident for
the tlitrecliner wheelchelr on 01/20/12, He did not
obtaln a physiclan order for the filt/recliner
whaelohalr. ‘

On 02/09/12 at 9:16 AM and 8:40 AM, Intetview
with the unit manager for 1-B revealed there was
no physician order for the tiltreclining wheelchalr
or the lap cushion and there was no documented
evidence an assessment had been conducted on
the lap oushlon prior to use. In addition, she
revealed the staff did not document when the
oushion was removed even though the care plan
statad to remove every two (2) hours. The
resident was recelving restoratlve therapy and
could now walk with asslstance. T
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F 221 Continugd From page 8 ' . F221
‘ Intsrview with Certifled Nursing Assistant (CNA)
#6, on 02/09/42 at 4:60 PM, revealed the lap-
aushlon was used for safety and wes hot taken
off except when the resident was In bed. CNA #6
stated the lap cushion was to keep the resident
from falling from the wheelohalr.
Reviaw of the olinlcal record revealed a physician
order was obtalned for the tiit/reoliner wheslchalr
and cushlon on 02/06/12 after surveyor
Intervenilon. The devices were placed on the
MAR (medication adminlstration record) to be
monltored on the same date. _
F 268 | 483.15(h)(7) MAINTENANCE OF F268| posg
8S=E COMFORTABLE SOUND LEVELS
The faolllty must provide for the maintenance of . 1. On2/8/12, Immediately
comfortable sound levels, following the notification of
residents concerns with the
sound level, the administrator
This REQUIREMENT I8 not met as evidenced notified the housekeeping
bg: 4 on Interviews duing the up.meeﬂng staff that they could not
ased on Interviews durin gro _
and staff interviews It was detsrmined the facility ' completg floor buffing after
falled to ensure comfortable sound lavels were : 8:00pm.
walnta'l‘ned Iat bsdllrlne f%r lfv;/o (2) of four (-:) gglta. .
Housekeeping ran floor buffers as late as.1: 2, No other issuss wer:
Ahf cauelng tga re;ltc‘l;:ts' sllaetapleas nights on os were [dentfied.
tnits one an 2) 8.
M @ 3. The administrator attended the
The findings Include: resident counsel meeting on
2/28/12 and validated that
Intervisw, on 02/08/12 at 3:06 PM, during the
Group meeting revealed Resident's #17 and two , residents are satisfled with the
(2) unsampled residents (Resldent Aand B) corrective action. The building
stated housekesping staff used floor buffers as will be transitioning to a new
late as 1:00 AM In the haliway outside of thelr o
Bvant ID: N2PM11 Faolllly ID: 800218 (¢ conlinuation sheet Page 9 of 26
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268 | Continued From page 9 F 268! ro I company during
bedroorns, waking them up. They stated the next few woeks. The new
sometimes thay were not able to go baok to slesp housekeeping supervisor attended
once awaken, The residents were distressed that orlentation on 2/22/12, at that
:gely gad tORelI:P ?;q!, lnt;'}:dl?:m'ﬂ?awl:?ar'ﬁ time the administrator addressed

elr day. Reslden 8 e nolee
had Increased due to the remodeling of the X the buffing and cl.eanlng
tacllity; however, the resident aald he/ehs kept the schedules after 8:00pm regarding
TV on all night so the nolse dld not affect him/her. . sound levals.
They stated they were going to address the nolse
level at the next resident councll meeting. 4, The administrator will review
Intervisw, on 02/08/12 at 3:00 PM, with all reaident counsel meeting
Housekeeper #1 and at 3:46 PM with minutes for the next four months
rl;loumalisaaloler “é{,""”{f,d gte"sec%ndlsmg‘ to determine If any additional
ousekespling slaff ran the buffers during the
evening hours. The floors were not buffed during concerns arise regarding the
the days to thelr knowledge. . sound levels in the bullding.
it Any concerns Identified wiil be
lnterwewa. on 02/08/12 at 4.66 PM. he w,rected and report d t
Faoliity Administrator and Director of Nursing QASA C ommlltezo Fe olléowl:e
revealed they had not been made aware . 8
resldents had been disturbed by the . the Initial four month audit, this
housekesping staff running the floor buffers process Wil be reviewed again
during the evening hours. They acknowledged in August 2012 and October
housekeeping staff buffed the floors In the 2012 by the Administrator wh
evening and sald the housekeeping steff only Y ministrator who
butfed the fioors In the common areas which wiil review Resident Councli
lncludat_!r ;hem:"ﬁy: 1"181('19 t;l:’et ||;eslf.'ients‘ minutes to determine if there
rooms. The Adminletrator ata ] :
housekeepling fallowed & protoool but no specific are any concerns with sound
olloy for housekesping. She atated the levels. The resuits of this audit
ousekeeplng eervioe was a pliot program and will be submitted to the QAA
they had previously operated In hotele and commiitee; the commitiee
2::: lf':;T“ggg. w?re not famillar with long term will determine if any further
F 272 | 483.20(b)(1) COMPREHENSIVE F 272 Interventions are required.
§6=B | ASSESSMENTS ) .
5. The faclilty alleges compliance _____J
Event [0:N2FM14 Faoll., _ on 3/9/12. age 10of 26'
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F 272 | Continued From page 10 F 272}
The faollity must conduot Inltielly and periodically | Far2
a comprehenslve, acourate, standardized '
reproducible assesement of each resident's I 1. On 2/9/12, the RAI Coordinator
functional oapeclty. ' #2 completed a modification
Afacillty must make & comprehensive ' for section G, functional
aaegssrtnenét ofa rea:c:enttr's needs, L;\e;ng th?ﬂ ; . limitation and range of motion,
resident agsessment instrument (RAI) epecifie ) .
by the State. The assessment must Include at ] for resident #4's admission
Identification and demographic information; The RAI Coordinator #2 aiso
Gustomary fouline; completed a modification for
Cognitive patterns;
Gommunloation: | section K, welght loss, on
Vieloh; ' resident #7's quarterly
Maod and behavior patterne; assessment dated 11/28/11.
Psychogocial well-being;
Physloaf functioning and struotural problems;
'clomlnenge; 1 condlt 2. The RAI coordinators
Disease dlagnosis and heaith conditions; )
Dehtal and rutriional status; reviewed 100% of resident
Skin conditions; ' coding on the most recent
Aotivity pursuit; : MDS for sections G and K
Medicatlons; : on 3/7/2012. During this
Speclal treatments and procedures; . h .
Discharge potsntial; review, no ot. er coding
Documentation of summary Information regarding issues were identified for
the addifional assessment performed on the oare , any other sections of the
g:f;gg??ﬁrgg)?z;? completion of the Minimum residents most recent MDS.
Documentation of participation In assessment.
. 3. RAI Coordinators have been
glven the option to work out
of alternative offices to
facilitate decreased
environmentat stimuli. The[
Faollly ID: 100218 If continuation shest Page 11 of 26
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F 272| Continued From page 11 F 272 ?ezg ::‘esrlz?edf:rt :::tl\év:lKe
This REQUIREMENT I8 not met as evidenced P
by; ) completion. The Director of
B:'aed lon o!:’sxt:w:'a‘}lt:l?ﬁvl.nter\l‘{eW.l trtaoowd review Nursing provided education
and review of the facllity's polloy, It was
determinad the facllty failed to complete acourate to the Care Team members
assessments for two (2) of twenty-five (26) that participate In the MDS
ea;nplectzl rosldet‘\ts. t(#4 ayftd #R'r‘) l‘l;hetf;illlty u;lrl‘d coding process on 2/28/
.| not capture contractures for Resldent #4 on the
admlsslon asssssment and the faollity did not 2012. This education
identify @ twenty pound welght loss for Resident Included a discusslon
#7 on the quarterly assessmant. regarding accuracy of MDS
i , coding for all sections of the
The findings Inclide: ‘ MDS. (The team members
anfelwlew. Sn tgzslzgl(ﬁ gé ;a:é)o l:dhlll, vtllth the od Involved in coding the MDS
himum Dal oordinator reveale
the facllity used the Resident Assessment are as follows RAI i
Instrument (RAI) manual as guldance lo complete : Coordinators, activity
the MDS aseessments. director, dietary and social
1. Observatlon of Resldent #4, on 02/07/12 at services.)
2:00 PM.‘J| re;'/eatlied the resldec?t o\gas Iylng In bed
on a speolalized pressure raduction matiress. .
The resident's leg arm and both legs appeared to 4. The Director of Nursing and/
be contracted. . or the Assistant Director of
Obesrvation of a sk B for Reaident Nursing will audit five
servation of a skin assessment for Reslden
#4 completed, on 02/08/12 at 10:00 AM, with LPN records per week for four
#2 revealed contractures to both lower weeks, to validate accurate
extremilies and the left arm. coding of all sections of the
Review of the dlinical record for Resldent #4. MDS. Following the initial
revealed the faclity admitted the resident on four week audit, the Director
82214/?1 )4\vlthl glang?g\sz\a) lnEc;l‘uﬂlng:l Ce}{egral' of Nursing and/or Assistant
cular Accident , Expressive Aphasla : .
Disorder, and Prostate Cancer. Director of Nursing wii
continue the auditing
Review of the admisslon MDS completed for
Event ID: N2FM11 Fecity ID: 100218
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' £ 972 Continued Fro ) process or an additional
ontinued From page 1 YU F272 three months. Following the
Resldent #4 on 02/25/11 revealed section 30400, . Initial f th .
Funotional Limltation in Range of Motlon, the nitial four month audt, this
faolllty essessed the resident as having no - process will be reviewed
Impelfment to the upper and lower extremities. again in August 2012 and
Review of the admission Physical Therapy (PT) October 2012 by the Director
ggzlgfgmnent oorlngle:rt‘edl for Reeltdent #4, on f of Nursing who wili review
} , revealed the lower extremity range o 10 MDS'
motlon was assessed by PT with the right knee of dl Dst ?lach month for
-52 degree range and the ieft knee as -80 degree coding of ali sections of the
range of motion. MDS. The resuits of this
: : audit wili submitted to the
Review of the Ocoupationat Therapy Evaluation
assessment complsted on 02/16/11 revealed the QAA committee. The QAA
th;;lap}st ?ns'ses?ed the rlght fz:pper extretrr:lt)i as committee will determine if
within functional limit, and left upper exirem ty an
albow within funotional limit, and left ehoulder . ’élﬁdd':b"a' °,d“°a"°" or
active range of motion at 80 degree. udlting s required.
Interview with the Vice President of Operations 5. The facility all i
Rehab Division, who is an Ocoupational on 3/9/1 2ty lleges compliance
Theraplat, on 02/00/12 at 8:46 AM, reveaied he :
had reviewad the admisalon asseasments
completed for Resident#4 and had completed
the Ocoupatiohal Assessment. He stated the
resident was admitted with some pretty severe
contractures.
Interview with the 28 Unit Manager, on 02/09/12 '
at 9:00 AM, revealed she was famillar with
Resldent #4 and stated the resident was admitted
with contraotures.
tnterview with LPN #4, on 02/09/12 at 2:46 PM,
who had provided care for Resident #4 since the
resldent was admitted, revealed the resldent had
oontraciures of lower extremitles, the left arm and
right fingers upon admission.
FORM CMS-2607(02-06) Previous Verelons Obsolete’ Event ID:N‘2FM11 L Faolity ID: 100218 1t continuallon shist Page 13 of 26
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F 272 Continued From page 13 F272

Interview with MDS coordinator #1, on 02/08/12
3:16 PM, revealad the pareon who completed the
admlssion MDS for Resident #4 was no longer In
the department. He etated he was not sure If it
was ah honest mistake or what happened..

Interviaw with MDS coordinator #2, on 02/06/12
at 3:18 PM, revealed she had completed the
conceptive MDS assessments for Resident #4

* | and had coded the contractures correctly. She
stated she Just didn't catoh the mistake on the
Admilsslon MDS.

2, Observatlon, on 02/07/12 at 2:16 PM, revealed
Resident #7 sitting up In a wheelchalr propelling
self In the hallway. The resident had left :
hemiplegla, and appeared well groomed.

Review of the clinloal record for Resldent #7
revealed the facllity admitted the resident on
08/16/11 with diagnosas including: CVA (stroke);
Human Immunosqurasslve Virus (HIV); and
Diabetes Mellitus (DM). Review of the monthiy
welghts for Resldent #7 revealsd welghts as.
followed: 8/11=178; 9/11=164.4; 10/11=160.3;
11/11= 166; 01/12=144.2; and 02/12=140.0 - .
representing a 10.3% (26 pound) wt loes In 120

days.

Review of the Quarterly MDS Assessment for
Resldent #7, deted 11/28/11, revealed a weight of
178 pounds. This was also the welght on the
! gg;r}llsslon assassment completed on August

Interview with MDS Nurse #2, on 02/09/12 at
3:18 PM, reveeled she had completed the

FORM OMS-2667(02-00) Previous Verslons Cbsolele Event ID:N2FM14 Pacilty ID; 100218 if continualion shast Page 14 of 28
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F 272 Continued From page 14 F272
Admlssion MDS and Querteriy MDS and the
walght was a transoription error on her part, She
stated It was Important to monitor the weights for
& ohange In condltion,
F 276 483.20(b)(2)(1l) COMPREHENSIVEASSESSAT |  F276) F 276
s§8=b | LEAST EVERY 12 MONTHS
Atacily | conduet henal 1. No changes can be made
Gty mus! conduct & comprehenaive regarding the comprehensive
:3:;3::271:?; r?l';n :.realdent not less than once assessment reference date
for resident #11.
Thie REQUIREMENT e not met as evidenasd 2. Arevlew of existing
. ’ resldents was completed
Based on record review, staff Interview and by the RAI coordinators to
facliity p,olloy. ltwes daﬁermlned {he faollity fallehcll vaildate that no other
to complete a comprehensive aseessment within
the required timeframe for one resident.{#11) in residents were outside of
the selected sample of twenty-five(26). the 12 month RAI time
frame for completion of a
| Finding Include: comprehensive
‘The faollty utllized the RAI Version 3.0 Manugl assessmont.
refsrence for the policy. The manual stated an
comprehenslive agsessment must be done no 3. The director of nursing
less than every 12 months (368) calendar days. reviewed the RAI guldelines
Raecord review revealad Resident #11 was for scheduling assessments
admitted by the facility on 01/08/10 with with both RAI Coordinators
dlagnoses of Alzheimer, Digbetes Mellitus, and on 2/27112, A systemic
Hypertension. The Admisslon Minimum Data Set . . '
{MD8) Assessment was dated 01/14/10 and the
next ennual would be due 12 monthe from that
date. However, four quarieriles dated: 04/24/11;
07/14/4; 10/14/11; and 01/14/12 had been
oempleted. The annual assessment due In
Janhuaty 2012 was not completed.
Event ID: N2FM14 Facillly ID; 100218 If continuation sheet Page 16 of 26
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) | change has been compléted
F 276 Conﬂnued From page 16 F 276 In the RAI ARD tracking,
(hterview, on 02/08/12 at 11:30 AM, with MDS The facllity now uses a
Coordinator #1 revealed the annual agsessment computerized based system
for Resldent #11 was due on 01/14/12, He stated to set the ARD schedule.
he had mlatalkea?‘lay gor?pr!eted a qu?‘rterlly '
:::::g,'::::. nateed of the comprehensive annial . 4, The director of nursing/ or
F 278 | 483.20(c) QUARTERLY ASSESSMENT AT . F 276]; assistant director of nursing
ssap | LEAST EVERY 3 MONTHS Lﬂ ;'\) wiil audit 100% of all MDS

. | completed

‘The ﬂndlﬁ'gs include;

A faoliity must assess a resident using the
quarterly reviaw Instrument specified by the State
and approved by CMS not lees frequently than
once every 3 months,

This REQUIREMENT {8 not met as eyldenoed

by: :
Based on Intarview, record review, and facllity
polioy review, It was determined the faoility falled
to ensure a quarterly review aseessment was
thin the required timeframe for one
(1) of twenty-five (26) sampled residents, The |
facllity did not complete Resldent #10's Quarierly
assessment, that was due on 02/03/12, until
02/08/42, which was § days late,

Review of the RA! Version 3.0 Manhual
(referenced for the polloy utliized by the faollity)
revealed the quarterly (non comprehensive) must
be completed within ninety-two (82) calendar
days with fourteen days to complete.

Record review for Resident #10 on 02/08/12
revealed the last qyartarly review had been

assessments completed for

four weeks to determine If
accurate assessment reference
dates are being utliized. Following
the Initlal four wesek audit, the
director of nursing or assistant
diractor of nursing wiil audit a
minimum of ten records per month
for three months to determine

if accurate assassment reference
dates continue. Following

the inftial four month audit,

This process will be reviewed
again In August 2012 and
October 2012 by the Director

of Nursing who will review

100% of the MDS's scheduled
for those months for timely
completion of quarterly
assessments. The resuits of

this audit will submitted to the
QAA committes. The QAA
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F 278 Continued From page 16 F 278 °°m":g;r W“Il d:tem:lne If
complated on 10/20/11, The next quarterly . any additional education or
review was o bs completed by 02/03/12, Review auditing Is requlred.
of the completed querterly assessment on
02/08/12 revealed & completion date of 02/06/12, 5. The faclilty alleges compilance
five (6) days late. i
. on 3/9/12,
Interview, on 02/08/12 at 11:30 AM, with the MDS
Coordinator #1 revealed Resldent #10's quarterly '
assessment was due on 02/03/12, He stated he

was late compleling the assessment. He atated F 276
he had approximately six (8) MDS assessments

that would be late. i
F 280 483.20(@(3). 4ea.1om(2) RIGHT TO Fago; 1. No °:‘da|"9‘:: can b: ’:I‘ad"
88=C | PARTICIPATE PLANNING CARE-REVISE CP Q 54) _ regai ng nter:fua G Vd X
' as8sessme arence aaie
The resident has the right, unless adjudged for resident #10.
:noompelne{utd or oéher‘:‘vlsle Ioun? l; bgt o to
ncapacitated under the laws of the State
pariloipate In plarning oare and tmatmen't or | * f;;?;:ﬁ?;ae: I:grr;ngpleted by
changes in care and treatment. the RAI coordinators to
A comprehenalve care plan must be developed . valldate that no other
within 7 days after the complstion of the residents were outside of the
oomprehensive assessment; prapared by an RAI guldelines for a
interdisciplinary team, that includes the attending ) quarterly assessment.
physician, a registered nurse with responsibliity
LTI‘ t:“:I reeldené, gld ?"13' :p}?‘roprlalt: al:ff In i 3. The director of nursing
solplines as determined by the residant's needs,
and, to the extent practicable, the participation of reviewad the RA! guldelines
the reeldent, the resident's famlly or the resident's for scheduling assessments
legal representative; and psriodically reviewed with both RAl Coordinators
and revised by a team of qualifled persons after on 2/27/12. A systemic
L LA L L LS change has been completed

In the RAI ARD tracking,
The facliity now uses a

. : . computerized based system
This REQUIREMENT ie not met as evidenced to set the ARD schedule.
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F 280} Conlinied From page 17
by:
Based on Interviews and review of the RA|
(Resident Assassment Instrument) Version 3.0
Manual referenced by the faollity for thelr pollcy -
the facllity failed to shsure the residents were
invited to the oare plan conference for ona (1) of
twenly-flve (26) sampled residents and two (2) of
three (3) uneampled residents. (Resldent #10 and
unsampled rasidenis A and C).

The findings Inolude:

Review of the RAI Version 3.0 Manhual
(referanced by the facliily as policy) revealed on
page four (4) at point 6...Every effort should be
made to include the Input of the resident, famlly,
or res|dent's representative In creating the
Individualized care plan, They should also be
Invited to participate In team discusslons In an
ongolng manner, and be encouraged to share
their perspectives on the dellvery of care. This
can be accomplished by having Individual team
members discuss preliminary ogre pian Ideas
with the resident, family, or resident

«~ | representative In-order to get suggestions,

| confirm agreement, or clarify reasons for
developing apecific goals and approaches,

Review of the Bagic Interview for Mental Status
(BIMS) scores which Identified the resident's
cognitive etefus as Intaot revealad Resident A had
a goore of 16 and Resldent C had a score of 16.
Resldent #10 had a BIMs soore of 14, These
scores Indioated the residents’ cognition was
intact with no Impalrment noted.

#10 revealed he/she had not been notified of the

Interview, on 02/08/12 at 11:00 AM, with Resident |

F280| 4, The director of nursing/ or

audit 100% of all MDS

assessment reference dates

records per month for three

assessment reference dates
continue. Following the
inltlal four month audit, This
process wlil be reviewed
again In August 2012

and October 2012 by the
Direotor of Nursing who will

review 100% of the MDS's
scheduled for those months

for timely completion of
quanterly assessments,
The results of this audit
wiil submitted to the QAA
committes, The QAA
committee will determine If
any additlonal education or
auditing Is required,

on 3/9/12,

FORM CM8-2667(02-89) Previous Veralons Obsolsle Evanl ID:N2FM11

are belng utilized. Following the
Initlal four week audit, the director
of nursing or assistant director of
nursing will audit a minimum of ten

months to determins If accurate

5, The facllity alleges compllance

.assistant director of nursing will

assessments completed for four
weeks to determine If accurate

. A
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F 280 Continued From page 18 F 280 £ 280

care plan meetings. Resldent #10 did not know If
the guardian had attended the meeting or nol.

Review of the Care Plan Summary, dated
06/10/11, revealed the care plan meeting wae
held, the resident's guardian had been Invited but

did not attend,

intervisws, 02/08/12 at 3:08 PM, with unsampled
Resldent's A & C during the group intarview,
revealed the residents-had not been Invited to
thelr oare plan meetings and had not had the
opportunity to partiolpate In the development of
thelr care plans, They stated they would llke to
be notlfied and offered an opportunity to
particlpate, .

Revlew of the Care Plan Summary for uneampled
Resldent C, dated 01/12/12, revealed the
responslble parly was Invited but was not In

eitendance.

Interview, on 02/09/12 at 1:10 PM, with MDS
Coordinator #1 revealed he was not aware
residents wers not Invited to the care plan -
meeting. He stated he soheduled the care plan
meeting and as a courteey the receptionist senta
letter to the respanslibie persons. He etated If the
resident was not thelr responslible person they
would not ba given an invitation letter to hotify
them of the care plan meeting. He stated he did
not personally notify residents of théir scheduled-

care plan meeting.

Interview, on 02/09/12 at 8:10 AM, with the
Director of Soolal Servicea revealed she would
sometimes notify realdents (who were .
responsible for themselves) of the care plan

1. The MDS Coordination
reviewed resident #10's
plan of care with resident
#10 on 2/27/12. Resident A
was offered an Individualized
care plan meeting by the
RAIl coordinator on 3/7/12
but Resident A refused to
attend. Resident C was also
offered an individualized
care plan meeting by the
RAI coordinators and
social services. Resident
C declined the mesting
stating “just follow the old
one, nothing has changed".

2. RAI coordinator reviewed all
i residents who have had
Care Plan meetings
scheduled between for
January 1, 2012 to February
6. 2012, nineteen residents
were identified as not
receiving a care plan
invitation. These residents
were interviewed by the RAI
coordinators on March 7,
2012 to determine if they
would like a care plan
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: mesting. One resident
F 280| Continued From page 19 F 280}, requested a care plan
meeting on the day the care plan mesting was fo
be held. She stated she was responsibie for the I meeting. This meeting |
residente on unlts 2B and 2C. She stated she did occurred on March 7, 2012,
not notify any other residents of their scheduled with the RAI coordinators.
oare plan meeting.
interview, on 02/08/12 at 8:10 AM, with Soolal 3. The RAI Coordinator provided
Services staff revealed letfers were sent lo the i education to the secretary
re;ld;nlts;reaponlslble p:!rtly notg}/‘lngtthtegt ohfe the . on 2/8/2012 who is
echeduled care plan meeling. She stated s .
never Invited any resident to particlpate In the fesponslb[e for completing
oare plen mesting. care plan invitations. All
: residents are cted t
Interview, on 02/08/12 at 1:20 AM, with the , , el e
Clinleal Direotor for the corporation revealed they ecelve a care plan
had a "faux pae" when they reallzed all residents ' invitation. RAI coordinators
hadtnot :?hen' offered!an I%PP?II'WMY to participate are responsible for oversight
or atend thelr care plan mheetings. . . ;
F 431 | 483,80(b), (c), () DRUG RECORDS, F 431 to determine and maintain '
§8=D | LABEL/STORE DRUGS & BIOLOGICALS ) that care pian letters are
. @' distributed by the secretary.
The facliity riust smploy or obtain the services of 4. The RAIl Coordinators
a lloensed pharmaolst who establishes a system . will review the care plan
of records of recelpt and dleposition of all invitation book Kly f
controlled drugs In suffiolent detall to enable an ; invitation book weekly for
accurate reconomatlon;dand defermines that drug . 16 weeks to valldate that
records are in order and'that an account of all care plan invitations are
controlied druge |s maintained and periodioal .
r:oo;ocﬂzd. 9 © P ally being sent appropriately
.o for care plan meetings
I[)Lug':d alnd blologlcals ua“ar:i in the tf:aclllly mtuesdt be (including to reslidents' that '
abeled In accordance with ourrently eccep
professional principles, and Inolude the are their own responsible
appropriate acoessory and oautionary person). These audits will
Instructions, and the expiration date when be submitted to the director
applioable. of nursing and/or assistant
In accordance with State and Federal laws, the ' director of nursing for |
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- o ) additional review. Following
F 431 f°°:|‘:l'"“°d l:r<:m P:I‘IJ: 20 4 blofogioais | F 431 the Inltial four month audit,
acllity must store all drugs and blologicels In .
locked compartments under proper temperature this process will be reviewed ,
conirols, and permit only authorized personnel to agaln in August 2012
have access to the keys. and October 2012 by the
The faclity must provide separately locked, QAA committee. The QAA
permansntly affixed compartments for storage of committee will validate that
gonlrolle}? dn.;\;';: lI:I’sted'({?J Soh;dule Ilﬂofthed this process is occurring
omprehenelve Drug Abuse Prevention an .
Gonteol Aot of 1676 8nd other drugs subject to per regulation. The audit in
abuse, except when the faoliity uses single unit August 2012 and October
package drug distribution syetems In which the 2012 will be completed
quantity stored [s minimal and a missing dose can by Director of Nursing or
be readlly detected.
Asslstant Director of Nursing
and submitted to the QAA
This REQUIREMENT Is not met as evidenced committee. The QAA
by: . committee will determine if .
Based on ﬁbsslrvatlora. l:\ettarv‘levzi t?1nclfrenﬁ=?yvlf olil‘ 4 any addItional educatlon or
- faollity's policy, It was determined the fecllity falle ,
to date two open vaccine vials In one (1) of four auditing Is required,
(4) medloation rooms. In addltion, the vaceine
serum was stored in the wrong box. 5. The facllity alleges
The findings Include: compliance on 3/9/12.
Revlew of the facllity pollcy Recommended F 431
Minimum Medloaﬂor: ?tgtrlage(Paralmet;r:); for
Multi-Dose Vials for Injeation (non-Insulin ;
revealed the steff were to date the vials when 1. ThevialsofFluand
opened and disoard any unused portion after 30 pneumovac were immediately
| days. dated. (New vials)
Obaervation, on 02/08/12 at 3:10 PM, revealed on 2 :
the 2B unit medioation refrigsrator two vials, Flu . All medication storage
vaccine and Pneumonla vaccine were opened areas were reviewed by the
and undated. In addition, the Flu vaccine was In Unit Managers on 2/6/2012,
el No expired biological were 126

"ORM CM8-2867(02-99) Previous Veralons Obsolele
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identified, and all other
items were dated
\ appropriately.

3. The director of nursing reviewed

the protocol for storage of
med!cations and no revisions

staff were provided education

were required. Licences nursing
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Interview with LPN #2, on 02/08/12 at 3:10 PM,
revealed both vaccine vials should have heen
dated anq were not.

Interview with the 2B Unit Manager, on 02/08/12
at 3:10 PM, revaaled the vials should have been
dated when opened. In regarde to the
medications being in the wrong box, she stated
the nurses should check the hottles when
removing the madication from the boxes to
ensure It was the corraot medtoation.

Interview with LPN #3, on 02/06/12 at 4:00 PM,
revealed ha was the one who falled to label the
viale when opened and they should be labeled as
they are only good for 30 days.

463.76()(1) RES F 614
RECORDS.COMPLETE/ACCURATE/ACCESSIB | ) will ol a reviow of
i Q. medications to validate they are

The facility must mainteln clinical records on each
resldent In accordance with accepted professional
standards and praotices that are complete;
aoourately dooumented; readlly acoessibls; and
systemafically organized. - :

The dlinical record must contein sufficlent
Information to identify the resident; a record of the
resldent's assessments; the plan of aare and
gervices provided; the resuits of any .
preadmission screening conduoted by the State;
and prograss notes.
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TAG REGULATORY OR L8C IDENTIFYING INFORMATION) AG CROBS-REFERENOED TO THE APPROPRIATE oae |-
. DEFIGIENCY) )
D ' by thie director of nursing and
F 431 t‘:’“g"“d F;‘l’m Pagl“-' 21 Thop l F 431 ataff development coordinator
e Pneumonia vaccine box and the Pneumonia
vacoine was In the Flu vaccine box. Thls was regarding the storage of
verified by LPN #2. : medication and dating items as
indicated when opened.

Licensed staff education was
initiated on 2/28/2012 and
complete on 3/1/2012,

4, The Administrative Nursing (which
consist of Director of Nursing,
Asslstant Director of Nursing,

Unit Managers, and Staff
Development) will monltor
medication carts 6 times a
week times for 4 weseks to
detarmine that medications are
stored appropriately. This audit

not outslde of there explration
dates. Atthat time the audit
will move to 10 audits a
month x 2 months. Following
.the Inltial audits, this process
wiil be reviewed again In
Auguet 2012 and October
2012 by the Director of
Nursing and/or Assistant
Director of Nursing. The
results of these audits will be
submiited to the QAA 1
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CROB8-REFERENCED TO THE APPROPRIATE

This REQUIREMENT Is not met as evidencad

by:

gased on Intervlew and record review It was
determined the facllity falled to accurately
daoument in the alinical record pertinent
information regarding fiuld Intake to snsure
adequate hydratlon for ane (1) of twenty-five (26)
sampled residents, Resident #3 recelved all
nutrition and hydration through a gastrostomy
tube (G-tube). The physlolan had ordered 300 mi
every six (8) hours, However, the faclilty falled to
dooument the amount of fiuids administered
through the G-tube.

The findings Include:

The polley for enteral fesd| ﬁrovlded by the
faollity, dated 2008, reveaied the policy anly
addressed medioation flushes and the facllity did
not provide a policy for specific dooumentation
protaool In the olinical record,

 Review of the clinkcal record for Realdent 3

revealed the faoliity admitted the resident on
11/17/08. The record revealed ourrent dlagnoses
of Dementia, Dysphagla with Gastronomy tube,
Selzure Disorder, Urinary Retention, .
Hypertension, Depression, and Diabetes, The
resident was recently hospltalized (December
16-18, 2011) for a perineal wound caused by long
standing use of an Indwelling-catheter and a
urinary tract Infection. The indwaeliing catheter
was removed and a Suprapuble catheter was
ineerted. The facility readmitted the resident on
December 19, 2011, The record revealed a
phyalclan's order for weter flushes, 300 ml every
6 hours via the G-tube. Review of the December
Enteral Flow record revealed the 300 mi water

TAG DERIOIENCY)
W g - " commiitee. The QAA
F 614 Continued From page 22 F&14, committee wiil determine If

auditing Is required.

on 3/9/12,

survey.
on 2/8/2012 by the

(unit managers) and

no other
Issues were Identlfied.

water flushes was

acceptable. Education

any additional education or

5, The facllity alleges compliance

1, The unit manager added
water flushes to resident
#3's MAR, during the annual

2, All residents who have
gastric tubes were ldentified

administrative staff nurses

valldated appropriate flush
orders and flow sheets; and

3. The protocol for racording

reviewed by the director
of nurses and found to be

provided to licensed nursing

was
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1o ' $taffs, by the diractor of
F 614 | Continued From page 23 F 614 4
nurses and staff
flushes had not bsen Initiated until 12/27/11, nine development coordinator
(9) days after the resident was readmitted to the P :
faollity. _ The educatlon Included
Contied review of the alrical o ' od . Informatlon regarding
ontinued review of the clinlcal record ravea i
the February Enteral Flow record did not Include ;’:°°:m°'l'_tf"°" °J gf';'rr ¢
the water flushes and there was no documented ushes, Licensed sta
evidenos In the olinical record any water flushes aducation was Initlated on 2/
had been provided. Request for the January 28/2012 and complete on 3/
Enteral Flow record reveeled the form had been 112012
removed from the clinical record and the facillty )
could not find the form,
S | 4. The administrative nursing
nterview with Licsnse Practical Nuras (LPN) #6, staffs (unit managers) will
on 02/08/12 at 10:00 AM, revealed the February audit (astrlc tubegflovs
Enteral record did not have the water flushes 9
Included. She stated she was looking for the sheets five timas a week for
Jalr:ju&ry record but had nol:' 'been suc%eeehful. She four weeks to determine If
seld the nurses were providing water flushes as icfl I
orderéd but acknowledged they had not rg: atr: edu::esr:;:ezta ng
| documented the amount and she could not be el 0 ;
sure what amount was given. She Indloated the Following the Initial four
February rewrite orders falled to Include the water week audit, this review will
flushes. continue weekly for three
Interview, on 02/09/12 at approximately 4:00 PM, months. Following the Initial
with The Direotor of Nursing, LPN#8, end the audits, this process will be
Nurse Consultant revealed the fecliity nurses had raeviewed again in August
falled to document the amount of water fiushes 2012 and October 2012 b
provided for Resident #3 for February 2012. In y
eddition, they stated the January Enteral record the Director of Nursing or
had been removed from the clinlcal record and Assistant Director of Nursing
%%‘dd'mt be found. The %"”0‘:*%" t?x’ N;"’ ;'"9 to validate that flush orders
stated the nurse who conducted the February
rewrits orders falled to Include the water flushes. and flow sheets are accurale.
In addition, no staff nurse had Identifled or
dooumented in the clinical record how much
water had been given. She stated interview with
Event [D:NaFM{1 Facllty iD: 100218 if continualion sheet Page 24 of 26
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. 188039 . 8. WiNG : : 02/09/2012
NAME OF PROVIDER OR S8UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE : -
_ ¥ 1708 STRVENS AVENUE
HIGHLANDS NURSING 8 REHABILITATION CENTER LOVISVILLE, KY 40205
(%4} ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'® PLAN OF GORRECTION o
PREFIX (EAOH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 180 IDENTIFYING INFORMATION) TAG ‘CRO8S-REFERBNCHD TO THE APPROPRIATE DATE
_ . , ' DEFIGIENGY)
» o e a. e e N . ' - 'its
F 614 | Continued From page 24 F 614 The reaits of these awkd
: wlil be submitted to the
the staff nurses working that day revealed.they The QAA
ware providing 300 mi every slx (8) hours as QAA committee. The
ordered b¥ hhe l;hveldanc:n December 201t; A Ilflle committee will determine If
Director of Nursing stated a stat Basio me! o Itlona! education or
panel (BMP) was obtalned earller and the results anzltal:d is rne ulred
ware normal findings. She stated she felt It was & audlting I8 required. !
documentation problem rather then the water
flushes:not being provided. 5. The facllily alleges
Revlew of the BMP lab reveeled the spegimen compliance on 3/8/12.
was drawn, on-02/09/12 at 11:50 AM, with results
reported at 3:40 PM. The resident'’s BUN and
Creatinine (kidney function tests that wouid
Indloate dehydration) reveaied normal ranges.
| Observation of Resldent #3, on 02/08/12 at 10:00
AM, during a skin assessmeant with LPN-#8,
revesled the resident's skin was molst without '
any ekin breakdown. On 02/08/12 at 7:60 AM, the
resldent was observed lying in bed awake. Tube
feeding of Glucema was Infusing at 60 co/hr and
the urine In the catheter tubing was yellow. The
resident's mouth was molst,
FORM CM8-2667(02-99) Previous Varaions Obeglets Event ID;N2FM11 Faollity ID: 100218, I conunuation sheet Pags 26 of 28
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A0 | " UMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION 28
PREFIX (EACH DEFIOIENGY MUST BE PRECEDED BY FULL PREPIX EACH CORREGTIVE ACTION SBHOULD BE OOMFLETION
TAG REGULATORY OR L§C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE

. ' DEF(CIENCY)
K 000 INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1867, 1974, 2011 (New
Ambulance Entrance and Stalrwell addition tinder

construction))
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

" | TYPE OF STRUCTURE: Three (3) storles, Type
Il Unproteoted. -

SMOKE COMPARTMENTS: Twelve (12) smoke
compartments. Four (4) compartments per floor.

FIRE ALARM: Complete fire alarm system wlth. -
heat and smoke deteotars. Upgraded In 2008

SPRINKLER SYSTEM: Complete automatic (wet)
sprinkler system. New servios installed In 2011.

GENERATOR: Type !l generator. Fuel source is
diesel.

Astandard Life Safety Code survey was Inftiatad
on 02/07/12 and concluded on 02/08/12.
Highlands Nursing & Rehabllitatlon Center was

- | found not in compliance with the requirements for
participation In Medloare and Medloald. The
-facillty Is licensed for one-hundred and fifty-four
(164) beds and the censue was one-hundred and
thirty-six (138) an the days of the survey,

The findings that follow demonslrate

Y DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 2 . 'rme: 7 6 OATE

gL .:rﬂ 2o LY ' X J"/"/_"&/J"
Any ddticlenoy statemadf endlng with an esterisk () dencles a deficlency which 16 Inéinglton may be exoused from correcting providing 11 daterminéd that

other safeguards provide sufficlent prolection fo the patients, (See Instructions.) Except for nursing homes, the findings staled above are disclosable 90 days

following the date of survey whether or not a plan of correctich Ia provided. For nurslng homes, the above findings and plans of corraction are disclosable 14

days following the date these documents are made avallable to the faclilty. If deficlencles are clied, an approved plan o corvection ls requisite {o continuad

program participation,

r s l’lfm:mﬂnuatlonoheet Pags 1.0f 12
- Sl Sl Y o s e, :
P TVl
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_ EDICAID SERVICES | OMB NO. 0938-0391
STATEME“NS OF DEFIGIENCIES " |0 PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION .. (¥9) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER
HIGHLANDS NURSING & REHABII.ITATION CENTER

STREET ADDRESS, OITY, 8TATE, ZIP CODE
1708 8TEVENS AVENUE
LOUISVILLE, KY 40208

| This STANDARD I8 not met as evidanced by:

Based on ahservation and Interview, it was
determined the facliity failed to malntain smoke
barriers that would reslst the passage of smoke
hetwsen smoke compartments, In accordance
with NFPA standarde. The deflclency had the
potentlal to affeot two (2) of twelve (12) smoke
compartmants, approximately forty-five (46)
regldents, staff and visitors. The faollity Is
lloensed for one-hundrad and fifty-four (164) beds
and the census was one-hundred and thirty-six
(138) on the deys of the survey. _

Thp findings include:

044) ID SUNNARY STATEMENT OF DEFIGIENOIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFIQIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATH
g DEFICIENCY) .

K 000 | Continued From page 1 K 000
nonoompliancs with Title 42, Code of Federal .
Reguiations, 483.70(a) et seq. (Life Safety from
Flre)

* | Deficlencles were cited with lhe highest

deficiency identifled et F lavel. K 025

K026 | NFPA 101 LIFE SAFETY CODE STANDARD K026

88=E 1. Main
Smoke barrlers are constructed to provide at rapa':gzatggeBDxﬁ'cgor
least a one half hour fire resistance rating In enatrations: 6x8 with
ascordance with 8.3, Smoke barriers may p duit pasal with new
terminate at an atium wall, Windows are condult passing through and
protected by fire-rated glazing or by wired glass a 12x18 with new date wrles
pane{s and steel frames. A minimum of two passing through on 2/6/12.
separate compariments are provided on each
floor. Dampers are not required In duct 2, Maintenance Director has
penetrations of emoke barriers In fully ducted checked all other firowalls
heating, ventllating, and alr condlitioning systems. and found no other
10.3.7.3,18.3.75,19.1.63, 18.1.6.4 penetrations needing repair.

3. Administrator provided

education on March 8, 2012
to the Maintenance Director
related to K025 as it pertains
to NFPA 19.3.7.3, 19.3.7.5,
19.1.8.3 and 19.1.6.4,
Adminlstrator created an
Inspection grid for auditing of
all fire wails for penetrations:
and grld has been added to
the Maintenance
Department's Preventative
Maintenance calendar for
quarterly inspactions.

FORM CMB8-2887(02-68) Previous Varsions Obsolste
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FORM CMS-2867(02-96) Previous Varslans Obsolele

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 0o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX - (EAQH CORREGTIVE AOTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS:REFERENCED TO THE APRROPRIATE DATe
. , DEFICIENCY)
K 028 | Continued From page 2 K 026, Malntenance Director will
. ' check fire walls monthly for
Malintenance Direotor revealed the onhe (1) hour . determine If
rated smoke barrler looated In the second ficor B etermine It new
Wing, extandad above the celling and had two (2) penetrations become
- | penetrations by recent, new c:’or::tructl;:n t?'t 8" X apparent and in need of
6" penetration with-new condult passing throug
tanda 12" x18" penetration with new data repalr, Following the Initial
wires passing through it. The spaces around the audits, this process will be
penetrations were not fllled with & material rated reviewed again (n August
equal to the parition and could not resist the 2012 and October 2012 by
passage of amoke. the QAA committee. The
Interview, on 02/08/12 at 11:20 AM, with the QAA committee wlil valldate
‘n)nfa;rtenancte !t)'lreotlor r;vealei hg wa's unac\iware that this process Is occurring
the penetratuons in the smoke barrler an per regulaﬂon. The audit in
gﬁmmladgad new conslruotlon aotivity within the August 2012 and October
2012 will be completed by
the Administrator and -
) : : subnilited to the QAA
Rafare.nce. NFPA 101 (2000 Edition), ! committee who will
8.3.6.1 Plpes, condulls, bus duots, cabies, wires, i determine if any further
| alr duais, pneumetio tubes and duots, and simllar i interventions are required.
bullding service equipment that pass through
fioors and smoke barriers shall be proteoted as ,
followe: Faciliity alisges compliance
(@) The space between the penetrating ltem and ! on 3/8/12,
the smake barrier shall
1. Be flllsd with a materlal capable of maintalning
(he smoke reslstance of the smoke barrler, or
2, Ba protected by an approved device designed
for the speciflc purpose,
(b) Where the penstrating tem uses a slgsve to
penetrate the smoke barrler, the slaeve shall be
solidly eet in the smoke barrier, and the space
between the item and the sleeve shall
Event ID: N2FM21 Féality ID: 100218 If continualion shest Page 3 of 12
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RVICES OMB NO. 0938-0381
smemsur OF DEFIGIENOIES (X1) lggov:oemslu;pu n/%m {(2) MULTIPLE CONSTRUGTION X3 33,7,,% fg&vgv
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION gl(‘?
PREFIX {EACH DEFICTENCY MUST BE PREOEDED BY FULL PREFIX (2ACH CORRECTIVE AQTION S8HOULD BE QOMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG cnoas-amnaucaolvg T%EAPPROPR[ATE DATE
K 026 | Continued From page 3 kozs| K029
1, Be fllled with a materlal capable of maintaining
the stoke reslstanoe of the smoke barrler, or 1. Maintenance Director placed
2. Be protected by an approved device designed a smoke rasisting partition in
:o; &?‘ apegmc' Pul’qoze v lsslon of vibral the Dry Storage Room
C ere designs take transmission of vibralion
Into consideratlon, any vibration Isolation shall g’ cate'd In the Kitchen on 2/
1. Be made on efther side of the smoke barrier, or 9/12; and placed self
2, Be made by an approved device designed for closing devices on Ground
the spacifio purposs, Floor C Wing Door on 2/9/
l; gfg NFPA 101 LIFE SAFETY CODE STANDARD K020 12; and O2 room on unit 2B
One hour fire rated construction (with % hour on 2/24/12,
fire-rated doors) or an approved automatio fire
_| extingulshing system in accordance with 8.4.1 2. Malintenance Director has
and/or 19.8.6.4 proteots hazardous areas. When checked all other Kitch
the approved automatio fire extingulshi F system en
option Is used, the areas are separated fro areas and found no
gthor spaces by smoke resllatlng gartltlon& gnd additional hazardous storage
oors. Doors are self-closing and non-rated or are
fleld-applled protective plates that do not exoesd resla ; needlrr:ﬁ' simoke
48 Inches from the bottom of the door are sting partitions. Faclilty
permitted.  16.3.2.1 checked all other storage
areas and found no
additional needs for self
closing devices.
This STANDARD Is not met as evidenced by: 3. Administrator provided

Based on observation and Interview, It was
dstermined the facility falled to meet the
requirements of Protection of Hazards In
acaordance with NFPA Standards, The
deficlencles had the potential to affect two (2) of
twaive (12) smoke compartments, residents, staff
and visitors. The feclilty Is lioensed for
one-hundred and fifty-four (184) beds and the
‘census was one-hundred and thirty-six (138) on
the days of the survey.

education on March 8, 2012
to the Maintenance Director
related to K020 as It pertains
to NFPA 19.3.2.1,
Administrator created an
inspection grid for auditing of
all storage areas for smoke
resisting partitions; and self

I
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: : 1708 STEVENS AVENUE
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7] ) . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION Mﬂ
PREFIX ésncu DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE combLEToN
TAQ FOULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS8.REFERENCED 70 W)E AP_PROPR!ATE DATR
. DERIGIENG
K 028 | Gontinued From page 4 K 029 closing devices on doors:
: and grid has been added to

The findings Include:

Obsarvation, on 02/08/12 et 9:26 AM, with the
Maintenance Direclor revealed a new alr handiing
unit and duotwork had been Installed in the Dry
Storage Room located In the Kitchen,

Interview, an 02/08/12 at 9:28 AM, with the .
Malntenanoe Diractor revealed he was not aware
the Dry Storage Room waa considered a
hazardous, storage area and required to be-
separated from other areas by smoke resiating
partitions and doars with self closing devioes.

Observation, on 02/08/12 at 10:46 AM, with the
Maintenanoe Director reveealed the door to the
storage room located In the Ground Floor, C
chlg. was not equipped with a self olosing
avine, )

interview, on 02/08/12 at 10:46 AM, with the
Malntenance Dirgclor revealad he was not aware
of the self closing device heing removed from the

door.

Refarence:
NFPA 101 (2000 Editlon).

10.3.2 Protaction from Hazards,

108.3.2.1 Hazardous Areas. Any hazardous areas
.| shall be safeguarded by & fire barrler having a
1-hour flre resistance rating or shall be provided
with an automatic extingulshing syetem In
accordanoce with 8.4.1. The automatic

the Malntenance
Department's Preventative
Maintenance calendar for
quarterly inspections.

Maintenance Director will
conduct a monthly audlt for
four manths to assure that
no other storage areas are In
need of smoke reslstance
partitions or self closing
devices and wlll be repaired
accordingly. Following the
Initial audits, this process wiil
be reviewed again In August
2012 and October 2012 by
the QAA commlttee, The
QAA committee will validate
that this process Is occurring
per regulation, The audit in
August 2012 and October
2012 will be completed by
the Administrator and
submitted to the QAA
committee who will
determine If any further
Interventions are required.

5. Faclilty alleges compliance
on 3/9/12,

l

FORM CMB-2667(02-68) Previolra Versions Obsolels Bvent ID: N2FM21
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LOUISVILLE, KY 40208

OMB NO, 00580091
(X8) DATE BURVEY
'COMPLETED

02/08/2012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENOIES
{EACH DEFICIENOY MUST 8E PRECEDED BY FULL
REQULATORY-OR L8C {DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREOTION
PREFIX EACH CORRECTIVE ACTION SHOULD BE
TAQ CROSS-REFERENOED TO THE APPROPRIATE
DEFICIENGY)

OOMLKL?TION
‘DATE

K 028

BL

K038
88sF

T

Continued From page 6

extingulshing shall be permitted to be In

| accordance with 19.3.6.4, Where the sprinkler
option Is used, the areas shall be separated
from other spaces by smoke-resleting partitions
and doors. The doors shall be self-closing or
automatlo-closing. Hazardous areas shal

s

inolude, but shall not bs restricted to, the
followln o

(1) Boller and fuel-fired heater roome

2) Centraifbulk laundrles iarger than 100 {2
9,3 m2)

(3) Paint shops
54; se alr shops

olled linen rooms

(6) Trash coliectlon rooma

(7) Rooms or spaces larger than 50 f2 (4.8 m2),
Including repalr shops, used for storage of
combusitible supplies

and equipment In quantifiles deemed hezardous
by the authorlty having Jurlsdiotion

(8) Laboratories empioying flammable or
combustible materlals In quantities lesa than
those that would be consldered a severe hazard,
" | Exoeption: Doors In rated enclosures shall be
“permitted to have nonrated, factory or

feld-applied
proteotive plates extending not mare than

48 In. (122 om) ahove the bottom of the door.
NFPA 101 LIFE SAFETY CODE STANDARD

Exit access Is arranged so that exits are readlly. -
accesslble at all times In accordance with section

7.4.

18.2.1

K020

K038 K038

1. Maintenance Director
placed proper signage on 2/
23/12 for 15 second delayed
egress doors leading to the
stairs located on the second
floor at the North and South

FORM OMB-2007(02-88) Previous Varslons Obsolale
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(%4) 1D SUMMARY STATEMENT OF DEFICIENGCIES B PROVIDER'S PLAN OF CORRECTION 2“.!
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE coMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROBS8-REFERENOED TO THE APPROPRIATE DATE
. . DEFIOIENCY)
. K038/ Continued From page 6 K 038 ends of the "C” wing and the
. ] East and West ends of

{ compartments, residents, staff and visitors, The

This STANDARD Is not met as evidenced by:
Based on obsarvation and interview, it was
detérmined the facllity falled to ensure that exits
were properly marked in accordance with NFPA
standerds. The deficiencles had the potentlal to -
affect each of the twelve (12) smoke

facliity Is licensed for one-hundred and fifty-four
(164) beds and the census was one-hundred and
thirty-six (136) on the days of the survey. '

The findings inslude:

Observations, on 02/07/12 between 1:40 PM and
4:30 PM, and on 02/06/12 bstween 8:16 AM and
10:46 AM, with the Maintenance Director
revealsd the facility had fifiean (16) sscond
delayed egress locks instalied on the doors
leading to the stalrs located on the second floor,
at the North and South ends of the *C " Wing,
and the East and West ends of the " B" Wing;
and on the firet floor, at the East and West ends
ofthe.” B" Wing. On the ground floor, the fecllity
had thirty (30) second delayed egrass locks -
Installed on the exterlor door located at the South
end of the " G " Wing and the door to the Entry
Vestibule located In the North slde Reception
area. The refarenced eight (8) doors equipped
with delayed egress focks did not dlsplay the
proper slgnage for egrees. This was canflrmed by
the Director of Malntenancs during the )
obeervations.

Interviews, on 02/07/12 between 1.40 PM and

needed.

to NFPA 7.2,1.6.1.

the Malntenance

the "B” Wing; and on the first
: floor at the East and West

! ends of “B* wing . The
facliity placed a proper

i signage on 2/23/12 for 30

! second delayed egress
doors loocated on the ground
; floor exterlor door focataed at
.' the south end of the C Wing
I and the door to the Entry

i Vestibule located In the
North side Reception area.

2, Malntenance Director has
checked all other egress
doors and found no signage

Admintistrator provided
education on March 8, 2012
to the Maintenance Director
related to K038 as It pertalns

Adminlstrator created an
Inspection grid for auditing of
all egress doors for signage;
and grid has been added to

Department's Preventative
Malntenance calendar for
quarterly Inspections.

FORM CM8-2567(02-96) Previous Verelons Dhaolete
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TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ABPROPRIATE DATE
DEFIOIENCY)
. K 038 | Continued From page 7 K 038), 4. Ma'ntenance Director will
4:30 PM and on 02/08/12 between 8:16 AM and .' conduot & monthly audit for
10:46 AM, with the Dirsctor of Malntenance, ! four months to assure that
. a?velaledhhe wat: ugavrare that the doors did not . all signage Is in placed on all
Splay the required signage. | . 15 gegond amd-30'sevond -
" egress doors, Foliowing the
' _ Initial audits, this process wil
Reference: NFFPA 101 (2000 edition) be reviewed again In August
7.2.1.6.1 Delayed-Egress Looks. 2012 and October 2012 by .
Approu:eg tIlaéed? dgﬁygd-e%ress Iocks' shlall be 4 the QAA committee. The
permiited to be Installed on doore serving low an
ordinary hazard contents In buildings protected tQhAa: 'ommlttee vlvm validate
throughout by an approved, supsrvised automatic at this process Is occurring
fire deteotion system In accordance with Section | . per regulation. The audit In
9p3i ?(rl an ;fomid sgg:jrvi‘aed a;;oénaitllo 67 August 2012 and October
sptinkier aysiem In accordanaa with Seotion
and where permitted In Chapters 12 through 42, 2012 will be completed by
provided that the following criterlaare met, - | the Administrator and
(a) The doors shall unloak upon actuation of an submitted to the QAA
approved, supervised automatic sprinkier system committee who wiil
In accordance with Sectlon 9.7 or upon the determine If any further
actuation of any heat detactor or aclivation of not ny
more than two smoke détectors of an approved, Interventions are required.
supeglsed aultt?‘ngamzl fire detection system In
aocordance with 8action 8.8, 5. i
(b) The doors shall unlook upon loas of power ssca%}llgleges compliance
controlling the lock ar looking mechanism, '
(0) An Irreverslbie process shall release the lock
-within 18 seconds upon application of q foroe to
the reieass device required in 7.2,1.5.4 that shall
not be required to exceed 16 Ibf (67 N) nor be
required to he continuously applied for more than
3 saconds. The Iniliation of the release process
shall activate an audible signal in the vicinity of
the door. Once the door lock has been released
by the applloation of forge to the releasing device,
relocking shell be by manual means only.
Faolily I0: 100218 If conlinuation shest Page 8 of 12
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K 038

K082
§8=D

Continued From page 8 .

Exception: Where approved by the authority
having Jurlediotion, a delay not exceeding 30
geconds shall bs permitted.

(d) * On the door ad"acent to.the release device,
there shall be a readily vislble, durable sign In
letters not less than 1 In, (2.6 om) high and not
less than 1/8 In, (0.3 cm) in stroke width on a
oontrasting baokground that reads as follows:
PUSH UNTIL ALARM SOUNDS )

DOOR CAN BE OPENED (N 186 SECONDS
NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkier syetems are
continuously malntained In reliable operating
condition and are Inepacted and tested
garrlgdlcally.

This STANDARD s not met as evidenced by:
Based on obeervation and Interview, It was
determined the fadliity falied to ensure fire
extingulshers hed the proper signage In
accordance with NFPA standards, The deflclency’
had the potential to affact one (1) of twelve (12)
smoke compariments, resfidents, staff, and
visitors. The faollity is llcensed for one-hindred
and fitty-four (164) beds, and the census was

one-hundred and thirty-six (138) on the day of the

survey. .
The ﬂnd'lngs Include:

Observation, on 02/08/12 at 9:20 AM, with the
Maintenanoe Direotor revealad the portable 'K*
type fire extingulsher located next to the exhaust
hood In the kitchen, did not have the required

19.7.8, 4.8.12, NFPA 13, NFPA 26,

K038

. K 062
K 062

Maintenance Director placed
proper signage on 2/27/12 in
the Kitchen near the fire
extinguisher that stated the
fire protection system shali
be activated prior to using
the fire extingulsher .

Registered Dletician
inserviced the dietary staff
on 2/28/12 that in case of
fire, the ansul fire protection
system wiil activate prior to
use of the fire extinguisher.

Administrator provided
educatlon on March 8, 2012
to the Maintenance Director
related to KO62 as it pertains
to NFPA 10.2-3.2.1.
Administrator created an
inspection grid.for auditing |
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yID SUMMARY STATEMENT OF DEFICIENGIES D Jgg\ggegg %N &%“3585‘&"35 oo
Ak EeRCMSEIEITNG | | obRiemapmi o | o
B A ' ' Administrator provided
K 062 | Continued From page & Koe2;: education on March 8, 2012
signage on display. i to the Maintenance Director
: related to 2 as It pertains
| lnleNlew. on 02/08/12 at 9:20 AM, Wlth the to NFPA 15026_3 2 1 pe
Malntenance Diraclor revealed he wag unaware Administ t' ' .t : d
of the requirement that a sign was to bs dispiayed ministrator created an
near the “iK" type fire extingulsher that stated the , inspectlon grid for auditing
| fire proteotion system shall be activated prior to i the signage for the ansul
using the fire extinguisher. : system; and grid has been
' added to the Maintenance
Rafsrance: NFPA 10 (1098 edition) Department's Preventative
2-3.2.1 Aplacard ehall ba conspicuously placed : Maintenance calendar for
near the quarterly inspections.
extingulsher that states that the fire protection
ays‘tem ;hal'l be ina the fire extingulsh 4, Maintenance Director will
aclivated prior to using the fire extingulsner, conduct a monthly audit for
i; gzg NFPA 101 LIFE SAFETY CODE STA_NDARD ‘ QK 076 four months to assure that
Medical gas storage and administration areas are @ the signage Is in piace near
protected In accordance with NFPA 99, Standards the fire extinguisher in the
for Health Care Faclltlea. Kitchen. Following the initial
(a) Oxygen storage locations of greater than audits, this process will be
3,000 cu.ft. are enclosed by a one~hour reviewed again in August
ssparation, 2012 and October 2012 by
(b) Locations for supply systems of greater than the QAA committee. The
| 3,000 ou.ft. are vented to the outside. NFPA89 QAA commiittee will validate
. 14.31.1.2, 18.3.24 that this process Is occurring
per regulation. The audit in
August 2012 and October
2012 will be completed by
' the Administrator and
This STANDARD Is not rr&elt as elvlde?tced by: submitted to the QAA
Based on observation and Interview, It was committee who will
determined the fat_:lllty falled to ensurg the determine if any further
FORM GMS-2667(02.95) Previous Versiors Obsolats Evant ID:N2FM21 Feol interventions are required. 100f 12
5. Facility alleges compliance
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K 076 | Continued From page 10 ' K078 K o78
Oxygen Storage Room was enclosed by a
one-hour separation In acoordance with NFPA 1. The Malntenance Director
standards. The deficlenoy had the potentiai to moved the Oxygen Storage
affect two (2) of twelve (12) smoke Y9 g
compariments, rasidents, staff and visitors. The Room from its location to a
facillty Is licensed for one-hundred and fifty-four locatlon across the hall
(184) beds and the census was thirly-six (138) an February 21, 2012. This
the day of the survey. l y )
ocation has the required 1-
hour fire resistance rating
The findings Include: and has a the self closing
Observation, on 02/07/12 at 2:36 PM, with the devioe placed on the door
Malntenance Director revealed the Sscond Floor and proper signage.
o T
existing ceiilng removed for the Installation of new 2, Maintenance Dirsc
duct work, The removal of the oellln? volded the |- n stru:t od al?st r; to; th
requirad.one-hour fire resistance rating of the alr as-to the
enclosed room, new [ocation of the Oxygen
storage on February 21,
Interview, on 02/107/12 at 10:30 AM, with the 2012
Malntenanoe Direotor revealed The Second Floor
"B " Wing Oxygen Storage, Room was no longer
3. All residents have the

separated by a one-hour tated enciosure.

Reference NFPA 101 (2000 Edition).
10.3.2.4 Medical Ges. _
Medlcal gas storage and administration areas

shall be protected In accordance with NFPA 89,
Standard for Health Care Facliities.

Reference: NFPA 89 (1988 Edition),
4-3,1.1.2 Oxygen storage locatlons of greater

potential to be affected by
Inadequate storage of
oxygen. Adminlistrator
created an inspection grid
for auditing the signhage for
the O2 room and the selif
closing device for the door;
and grld has been added to
the Maintenance
Department's Preventative
Maintenance calendar for
quarterly Inspections.

l
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: ,9“) D SUMMARY BTATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF oonasonon )
REFIX |«  (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION 6HOQULDBE | compLETIoN
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DEFICIENCY)
than 3,000 cu. Ft. are enclosed by a one-hour conduct a monthly audit for
separatlon ’ four months to assure that

the the Oxygen Storage
remalins In place. Following
the Inltial audits, this process
will be reviewed agalin In
JAugust 2012 and October
2012 by the QAA committee.
The QAA committee will
Vvalidate that this process Is
" ocourring per regulation. The

audlt in August 2012 and
October 2012 wilil be

completed by the
Administrator and submitted
to the QAA committee who
will determine If any further
Interventions are required.

-8, Facllity alleges compilance
on 3/9/12.
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