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t sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by

| Based on observation and interview, the faciiity
; failed to provide effective housekeeping and

! maintenance services necessary to maintain a

z ENVIRON

The facility must provide a safe, functional,

sanitary, safe, functional environment for
residents, staff, and the public. Broken tile'was
observed In a resident's room. A very siow drain
was observed in room A-102, The facility lifts
were observed to be heavily soiled. The thresh
hold st the sofled utility room door had a heavy
buildup of soil. Portable fans were observed to
be very dusty. '

The firidings include:

1. Broken tile was observed on the floor i'n
reésident room Q‘H 1.

2. The favatory drain in resident room A-102 was
slow fo drain,

3. Two lifts were observed to be heavily solied,

4. The threshold at the sciled uiility room door |
!

formal appeal proceedings or
any administrative or legal
proceedings. This plan of
correction is not meant to
establish any standard of care,
contract obligation or position
and the Facility reserves all
rights to raise all possible
contentions and defenses in any
type of civil or criminal claim,
action or proceeding. Nothing
contained in this plan of
correction should be considered
as a waiver of any potentially
applicable  Peer Review,
Quality assurance or self critical
examination privilege which
the Facility does not waive and
reserves the right to assert in
any administrative, civil or
criminal claim, action or
proceeding. The Facility offers
its response, credible
allegations of compliance and
plan of correction as part of its
ongoing efforts to provide
quality of care to residents.
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. does not believe and does not m’g ‘ ICJ
) admit that any deficiendes :
A standard heaith survey was conducted on . . .
] ) existed, either before, during or
November 3-5, 2010, Deficient practice was fter th The Facili
identified with the highest scope and severity at er the survey. The Facility
s reserves all rights to contest the
D' lavel. survey findings through
465 483.70(h) F 465 informal dispute resolution
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Any deficiency statement endsng with an asterisk (%) denotes a deficiency which the insfitufion may be excused from coerrecting providing it is determmed that
other safeguarts provide sufficient protection 1o the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether ar not a plar of cosrection is provided. For nursing homes, the above findings and plans of cormection are disciosable 14

days following the date these documents are made available to the facility. If deficiencies ars cited, an approved plan of carrectmn is requisite to continued
program participation.
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need of repair/cleaning.

revealed the MS made weekly rounds in the
facility to identify areas in need of maintenance:
however, the MS had not identifiad the items in

An interview with the Housekeeping Supervisor
{H3) on November 5, 2010, at 41:15 a.m. EDT,
revealed Holusekeeping was not responsible for
i cleaning the lifts or the fans at the nursing station.

An interview with the Director of Nursing (DON) |
on November 5, 2010, at 1:30 p.m. EDT,
revealed the facility had a ward clerk in the past |
that was responsible for cleaning the lifts,
however, the position had been eliminated and no
staff had been reassigned to clean.them. :
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> | Continued From page 1 ) F 4651 1. No specific residents were identified in 1«2{
was observed to be heavily soiled and discolored. this cite, 2 [ o
: 2. Residents in rooms C-111 and A-102 have
5. Portable fans at the nursing station were the potential to be affected regarding the
observad io be dusty. bioken tile and the lavatory that was slow
to drain. Residents who require transfers
An interview with the Maintenance Supervisor atilizing the lift have the potential to be
(MS) on November 5, 2010, at 2:00 p.m. EDT, affected by the soiled lifts.
3. The broken tile identified in room C-111

was replaced by the Maintenance
Director on 11/5/2010. Tile in all Resident
rooms was audited by Maintenance
Director on 11/5/2010. The tavatory drain
was cleared and repaired by the
Maintenance Director on 11/5/2010. All
Resident lavatory drains were audited by
Maintenance Director on 11/5/2010. The
lifts were cleaned immediately upon
identification by the Director of Nursing.
The threshold to the soiled utility room
was cleaned by a housekeeper
immediately upon identification. The
portable fans at the nurses’ station were
cleaned immediately upon identification
by the Director of Nursing. The
Maintenanee Director and the
Administrator will compiete rounds
throughout the facility weekly to identify
areas of needed repair, such as broken tile
and slow draining sinks. An in-service
will be completed on 12/3/2010 by the
Maintenance Supervisor regarding the
use of work orders when corrective
actions are needed. Forms will be
reviewed in the morning meeting, then
discussed in the subsequent morning
meeting to ensure compietion. The
Housekeeping Supervisor will complete !
rounds throughout the facility weekly to
identify areas in need of cleaning. An in-
service will be completed for
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Housekeeping Staff on 12/2/2610 by the
Housekeeping Supervisor regarding

.&nsuring door thresholds and equipment

is kept clean. Portable fans and lifts have
been added to a weekly cleaning scheduie.
Housekeeping Supervisor and
Maintenance Director weekly rounds will
be reviewed during the monthly Quality
Assurance meeting for 3 months for
recommendations and further follow-up
as indicated.

Corrective Actions Completed:

12/3/2010.
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A life safety code survey was initiated and
concluded on November 3, 2010, for compliance
with Title 42, Code of Federal Regulations,
§483.70 and found the facility in compliance with
NFPA 101 Life Safety Code, 2000 Edition.
No deficiencies were identified during this survey.
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