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F 000 | INIT!AL COMMENTS F 000 This plan of correction constitutes

our written allegation of compliance
for the Plan of Correction is not an
admission that a deficiency exits or
that one was cited correctly. This
Plan of Correction is submitted to
meet requirements established by
State and Federal Law.

A standard heaith survey was conducted on June
7-8, 2010. Deficient practice was identified with
the highest scope and seventy at an "E" level.
F 160 | 483.10(c){6) CONVEYANCE OF PERSONAL F 160
§8=8 | FUNDS UPON DEATH

Upon the death of a resident with a perseonal fund
deposited with the facility, the facility must convey
within 30 days the resident's funds, and a final . ,
accounting of those funds, to the individual or The personal funds of residents’ are

probate jurisdiction administering the resident's maintained by the off,ice manager.
esiate, To ensure a resident's funds are

conveyed within thirty (30) days of a
death or discharge, the following w1l[ be

F160 ‘ " 107/02/14

This REQUIREMENT is not met as evidenced implemented.

by: . e .

Based on interview and record review, it was 1) Upon notification- via the daily

determined the facility falled to convey funds nursing census of a death or discharge

within thirty (30} days after the death of a resident - the office manager will determine if

for three (3) of nineteen (19) sampled residents. there is a personal funds account for

Residents' #17, #18, and #19, accounts were not that resident.

E;O;zdrzgig;?gsdggnﬂ:: yed within thirty (30) days 2) If an account exists, the name of the
' resident will be put on the calendar at

The findings include: the Monday prior to the thirtieth day as

‘ * areminder to convey the funds, and the

A review of the resident account for resident #17 check will be issued before the thirtieth

revealed the resident was deceased on February day.

19, 2010, and according to facility documentation ' o -

a check was not issued to close the resident's These steps will eliminate the possibility

account until March 22, 2010. of failing to convey funds within thirty

(30) days.

A review of the resident account for resident #18 .
revealed the resident was deceased on February Completion Date 07/02/10
11, 2010, and according to facility documentation
a check was not issued to close the resident's
account unti) March 22, 2010.

o L . -
?R@woe BUPPLIER REPRESENTA zii‘;s!GNATURE TITLE {X6) DATE
e

Py, il Sitend. Grinnm puihesr R0

Any deficiency statement endlng with an asterisk (*) denoles a deficiency which the mst&uﬁon may be excused from c:crrechng ‘providing it is determined that
other safeguards provide sufficient protection o the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of cotrection is provided. For nursing homes, the above ﬁndlngs and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of corection is requisite to continued
program participation.
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F 160 | Continued From page 1 _ F 160
A review of the resident account for resident #19
revealed the resident was deceased on February Al
10, 2010, and according to facility documentation Addendum .
a check was not issued to close the resident's The personal funds account was audited
account until May 21, 2010. after the survey to deterrriine if there
. were any deceased residents with fundg
An interview conducted with the facility to by conveyed.
Accountant on June 9, 2010, at 9:30 a.m,, o )
revealed the accountant was aware that funds Resident who expired on 5/23/10 had a
had to be conveyed within 30 days of a resident check issued estate on 6/21/10.
being deceased. Further interview revealed the . .
Accountant did not have a system to ensure that Resident who expired on6/8/10 had a
funds were conveyed as required and gave no check issued on 7/6/10.
reason as to why the residents’ funds were not . .
conveyed as required. ' 1. Resndethho was discharged on 6/10/
F 241 | 483.15(a) DIGNITY AND RESPECT OF F241| 10was issued a check on 6/17/10.
85=D | INDIVIDUALITY o C ) '
. . Resident who expired on 6/16/10 had
The facility must promote care for residents in a check issued on 6/22/10.
manner and in an environment that maintains or o
enhances each resident’s dignity and respect in Completion date 7/2/10.
full recognition of his or her individuality.
This REQUIREMENT is not met as evidenced
by: . . o
Based on cbservation and interview, the facility F241
failed to promote care for one (1) of nineteen (19) F24a1 ) . 06/29/10
sampled residents in a manner that maintains or The urinary drainage bag o resident
enhances the resident's dignity and respect. A #5 was covered on June 9,2010.
Foley catheter bag utilized for resident #5 was Resid ) .
observed to be uncovered and within view of the esidents with urinary catheters were
hallway. assessed for coverage of drainage bag
and non were observed without a cover
: findings include; - '
The findings incl Treatment records were noted to check
Observations conducted for resident #5 on June for drainage bag cover every shift,
8, 2010, from 8:25 a.m. to 11:30 a.m., revealed care plans updated as well as nursing
the resident's Foley catheter bag was not covered assistant information records.
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F 241 ; Continved From page 2 F24
and was observed to be in a pan on a mat beside An inservice with all nursing staff
the resident's bed, in fuilt view from the hallway. was completed on July,1 2010,
. relating to the policy an procedure
An interview conducted with resident #5 on June f urinary drainage bag cover.
8, 2010, at 5:00 p.m., revealed the resident
preferred for the catheter bag fo be covered and Montaring for compliance will be daily
to not be seen by others. for 2 weeks; montly for 3 weeks; then
‘ guarterly utalizing a quality assurance . ;
An interview conducted on June 8, 2010, at 11:30 record by a member of the nusing staff |
a.m., with the Licensed Practical Nurse (LPN) as directed by the Director of Nursing.
responsible for resident #5's care revealed the
LPN was not aware why the Foley catheter bag
was not covered.
An interview conducted with the Director of
Nursing (DON) on June 8, 2018, at 1:15 p.m.,
revealed the facility did not have a written policy
regarding the covering of catheter bags, however,
the DON expected the catheter bags to be
covered to enhance resident dignity..
F 364 | 483.35(d}(1)-(2) NUTRITIVE VALUE/APPEAR, F 364
S§S=E PALATABLEIPREFER TEMP o
Each resident receives and the'féeility'provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is
palatable, attractive, and at the proper
temperature.
E364 06/25/14
Inservice all cooks on taste testing,
This REQUIREMENT is not met as evidenced Cooks are encouraged to taste all
by: prepared food item before serving to
Based on observation, interview, and record evaluate taste and palatability.
review, it was determined the facility failed to . )
properly season the food for twenty (20} residents : Certified Dietary Manage and or
on a pureed diet. A palatability test revealed the Administiator to complete weekly taste
pureed food (lima beans and noodles) was not test tray for Puree die for two months to
seasoned. evaluate taste and palatability of food
items.
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F 3684 | Continued From page 3 F 364 -
The findings include: RD to complete monthly taste test tray
for Puree diet for two months to taste
Observation of the evening meal at 6:10 p.m. on palatability of food items.

June 7, 2010, revealed resident #6 was in the
dining room (accompanied by his/her spouse)
when the food tray was served {o the resident.
The spouse was preparing to feed the resident
when the surveyor observed the spouse taste the
pureed food and make the remark that the food
was not salted. The spouse proceeded o add
salt to the pureed food. Further observation
revealed that there was only one small pack of
salt on the resident's tray.

An interview was conducted with the spouse at
615 p.m. on June 7, 2010. The spouse stated
that resident #6's food is never seasoned -
because some of the other residents cannot have
seasonings such as salt.

At 6:20 p.m. on'June 7, 2010, a pureed diet test
{ray was requested by the surveyor. A palatability !
test was conducted with three surveyors
accompanied by the Dietary Manager The .
palatablltty test revealed no seasoring (sa!t) could
be tasted in the lima beans. The pureed noaodles
had a pasty/sticky taste. .

An inferview was conducted with the Dietary
Manager at the time of the palatability test. The
Dietary Manager said the food could have used
some salt/seasoning.

A resident group interview was conducted at 2:30
p.m. on June 7, 2010, with eight residents. The
residents stated the food tasted bland. The
resident council president stated that the Dietary
Marager (DM) had been notified about the food
being bland and tasteless, and the DM explained
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i to the-resident the food could not be cooked with
| seasoning, because some residents were not
: allowed seascning on their diet restrictions.

A review of the Liberalized Geriatric Diet Manuel
and the menu spreadsheets revealed that all of
the residents’ foods (regardiess of the
consistency) were supposed fo be
salted/seasoned during the cooking process.

F 364
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Policy
Covered Urinary Drainage Bags
Purpose:

To promote dignity and ensure privacy, urinary drainage bags are to be covered at
all times. Lo T

The treatment adrifistration réeord will be noted: urinary drainage bag in place.
Check every shift for placement.

Treatment or charge nurse to initial that the drainage bag in properly covered.

Drainage bag covers are available in the supply area on each unit.

Effective 6/28/10 - -



RECORD OF DRAINAGE BAG COVERS FOR POLICY COMPLIANCE

Checked by

7a-3p

3p-11p

11p-7a

w[NJoTo[a[win]rT .

1 = noncompliant
O=compliant
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K 000 INITIAL COMMENTS K 000
This plan of correction constitqtes
A life safety code survey was initiated and our written allegation cff“‘?mp"ta”ce
concluded on June 8, 2010, for compliance with for the Plan of Correction is not an
Title 42, Code of Federal Regulations, §483.70. admission that a deficiency exits or .
The facility was found not to be in compliance | that one was cffed °°"ecm.l' This
[ with NFPA 101 Life Safety Code, 2000 Edition. | Plan of Correction Is EUbn‘ntted to
| meet requirements astablished by
Deficiencies were cited with the highest deficiency State and Federal Law.
ldentified af "F" level,
K012 [ NFPA 101 LIFE SAFETY CODE STANDARD K012 kot
S5=0 Facility will remave canopy that is
Building construction type and height meets ons spproximately 10 feet by 8 fect. and 7
of the following. 19.1.8.2, 19.1.6.3, 18.1.6.4, feet by 4 feet. . Y
19.3.5.1 | <%
| Completion date is August 3, 2010. -
! !
|
This STANDARD s not met as avidancad by;
Rased on observation and interview, the facility
failed to ensure the cutside caﬁopies &t the facility
| Were of honcombustible or limitad combustible
I construction or sprinkier protected as required,
The findings include; ! !
During the Life Safety Code survey on June 8,
2010, &t 11:35 a.m., with the Director of
Mzintenance, & combustible canppy,
approximately 10 feet by 8 feat, iocated at the
; side of the facilily was noted not to be sprinkier
protected. Combustible canopies exceeding four
feztin width must be sprinkler protected. The ‘
Director of Maintenance was not aware of this :
reguiresment, During the survey a combustible
canopy, approximately 7 feet by 4 feet, at the
back employee entrance was alsa noted not o be
i sprinkler protected. :
| I
k . é‘ I
BRRESENTATIVE'S SIGNATURE TITLE (XB) DATE
oo oA QY ESHend owrexr— R B/

Any daf clency statement end| g with an ast rlsk (") ganetes a deficlency which tﬁe ingtitution may be axcusau frem corracting praviding it is detenninad that
other safeguards provide sufficiers protection to Lhe patlents. (See inslructions.) Except fer nursing homes, the findings stated abave sre disclesable 30 daye
follcwing the date of survey whether or nat & pian of carrection is provided, For nyrging hemes, tha above findings and plang af correction are disclosable 14
days following the date thete dacumants are made available fo the facility, If deficiencias are cited, an approved plan of correclion 15 requisite te continued

PTOGrAm participation,
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Smoke barriers are constructed to provide at
lzast & ong half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steal frames. A minlmum of two
separate compartments are provided on each
fiobr. Dampers are not reguired in duct
penetrations of smoke barriers in fully ducted

heating, ventilating, and air conditioning systems.

19,3,7.3,19.3.7.5, 18.1.6.3, 18.1.6.4

This STANDARD is not met as evidenced by:
Based on observatien and interview, the facillly
failed to maintain fire/smcke barrier walls with at
least a one-half hour fire resistance rafing as
required. Unsealed penetrations were noted
above four {4) sets of fire/smeke barrier docrs

- &nd two (2) fire/smoke barmier walls in the attic
| area. The facilily also failed to utilize proper

access docrs in the fire/emoke wall assemblies,
This condition affected five {5) of six (§) smake
compartments, staff, and all of the residents, The
faciity has the capacity for 80 beds and a resident
census of 82 on the day of survey.

)

Will replace with approved materiais to
seal fire and smoke barriers.

(<41 10 SUMMARY STATEMENT OF DEFICIENCIES ;D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! pREFIX (EACH CORRECTIE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSG IDENTIFYING /NFORMATION] TAG GROSE-REFERENCED TO THE APPROPRIATE BATE
i DEFICIENGY)
i
K012 - Continued From page 1 ; K012 -
Reference: NFPA 13 (1899 Edition). , K025 o D7/21/10
. ' : Maintenance will adjust fire doors
5-13,8.1 i 10 ensue proper closure to meet
Sprinklers shall be installed under axtarior roofs code. Fire and Sprinkler company
or canopies exceeding 4 ft (1.2 m) in width, will inspest and monitor guarterly i
Exception: Sprinklers are permitted to be omisted there after to ensure compliance. i
where the canopy or roof is of noncombustible cr i
limited combustible constructon. Maintenance will cover fire/smoke
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K026|. Penetrations with approved sealant an
SS=F . will remove access doors in the attic.
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The findings include; P

During the Life Safety Code survey on June B,
2010, at 12:30 p.m., with the Director of ‘
Maintenance, unsesled penetrations of sprinkler
piping, electrical conduit, and winng wera noted in
the wall abova the cross-corridor firefamoke
barrier doors in the middis of the B Hall comdor.
Penetrations of firefsmoka barrier walls must ba
filled with a suitable materia) to pravent the
passage of fire/smoke |n a fire sitvation. A
makeshift access door was also noted In the
fire/amoke bamer wall. Access doors are
required {o be of an approved design and rating
to help prevent fire/smoke from spreading to
other areas of the building. The Director of
Mzintenance stated electrical and sprinkier work
had been performed last fall and the Maintenance
Directar was aware the penatrations should hava
been propesly sealed. The Director of
Maintenance was not awars the access docrs
should have been of an approved design. During ;
the survey other unsealed penetrations were also |
noted above threé sets of cross-cormdor doors in
the A and B Halls and two fire/smoke barrier walls ‘
in the faundry area. An unapproved access door |
was also neted above the cross-corridar doors In
the middle of the A Hall,

Reference: NFPA 101 (2000 Edition).

8.3.6,1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic fubes and duets, and similar
building service equipment that psss through
fiocrs and smoke barriers shall be protected as
fallows:

{a) The space befween the penetrating itam and
the smoke bamer shall —

1. Be filled with a mstarial capable of maintaining

K02&
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K 025 | Continued From page 3 K025

! the smoke resistance of the smoke barrier, or
1 2, Be prolected by an approved device designed
for the specific purpose.

{b} Where the panetrating ilem uses a sleeve to ,
penetrate the smoke barrier, the gleeve shall be :
sofidly sef In the smake barrler, and the space
between the lfem and the sleeve shall

1. Be filled with a material capable of maintaining
tha smoke reslstance of the smoke barrier, or

2, Be protected by an approved device designed
for the specific purpose.

(¢) Where designs take ransmission of vibration
into esngideration, any vibration isclation shall _ !
1. Be made on either side of the amoke bamer, or |
2, Be made by an approved device designed for |
the specific purpose. |

i

8.2.3.21

Door assemblies in fire barriers sha[l be of an
approved type with the appropriats fire protection
rating for tha location in which they are instalied
and shall compiy with the following.

(a} " Fire doors shall be installed in.accordance
with NFPA BO, Standard for Fire Doors and Fire
Windows. Fire doors shall be of 2 design that has .
been tesied to mest the conditions of acceptance
of NFPA 252, Standard Methods of Fire Tests of
Doar Assembiies,

Refersnce: NFPA 80 (1999 Edition). 1

11-1.2 Gomponents.

An accass door shall be an integral unlt tncludmg
the doer, frame, hinges, Jalch, and closing davice
(where required) bearing a Iabel that reeds "
Frame and Fire Door Assembly. "

Exception: A vartical access door shall be
permitted to have hinges that are not part of the
labeled assembily, provided the hinges conform ko
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Continued From page 4

Table 2-4 3.1,

11-1.2.1

Access doors shall be self-closing.

i1-1.2.2 ‘

Access doors shall be self-latehing.

Exception; A horizontal access deor that does
not apen downward and that remains in place
when &n Upward force of 1 psf (48 N/m2) Is
applied over the entire exposed surface of the
door shall not be required fo be self-latching.

|
11-1.2.3 !
Selfclosing accass doors that are Intended fo be |
used fo allow a person o enter the concealed
space behind the door completely shalt be
operable from tha inslde without the use of a key
or toal.
11-1.2.4
Access doors shall be Installed in accordance
with thelr llsting.
11-2 Types of Doors.
11-2.1 Horizontal Access Doors.
11-2.1.1
Door assemblies used in fire-rated floors or
fioor-ceiling or raof-ceiling assemblies shall be
tested in the horizontal position in aceordance
with the procedures described in NFPA 251,
Standard Methods of Tesls of Fire Epdurancs of
Building Construction and Materials, and shall be
|abgled as horizontal accass doors.
11-2.1.2
A horizontal access door shall bear a labetl that
includes the additional wording " For Horizontal
Installafion. "
11213
A horizontal sccess door shali be used in a
fire-rated foor or floor-ceiling or roof-csling
assembly only wherg it has been tested and listed
for use e¢ a component of the assembly.

K 028
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Required automatie sprinkier systems are
continuously maintained in reliable operating
sondifien and are Inspected and tesied
pericdically.  19.7.8, 4 8.12, NFPA 13, NFPA
25,875

This STANDARD is not met as evidenced by:
Based on an interview and racord raview, the
facility failed to maintain their sprinkler system by
NFPA standards. This condition affected six (6)
of slx (8) smoke compartments, staff, and all of
the residents. The faclilty has the capacity for 80
beds and a rssident census of 83 on the day of
survey.

The findings include:

During the Life Safety Cade tour on June 8, 2010,
at 2:18 p.m., with the Director of Maintenance, a
review of the facllity's quartery sprinkler system

| Teports revealed no record for partial and full

i sprinkler trip tests. These tests ensure the
sprinider system is working carrectly. The
Director of Maintenance stated the Flre Marshai's
office staled these {ests wera no longer required.

| Reference: NFPA 25 (1998 Edition).

'
3

(4] 15 SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMLETION
© TaG REBULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
BERICIENGY) . :
K 0Z5 | Continued Fram page § K 025
11-2.1.4
Horizantal access doors shall not be reguired to
be subject to the hose strearn test,
11-2.2 Vertical Access Doors,
11-22.1 K062 06/14/10
Vertical access doors shail have a fire protegtion Met with sprinkler and fire alarm
rating of 3/4 hour, 1 heur, or 11/2 hours. (See company, requested that sprinkler
Appendix F.) system was to have trip test every year
K082 | NFPA 101 LIFE SAFETY CODE STANDARD K &2 ta be done in August per code,
§S=F

Maintenance supervisor will have fire
an sprinkler alarm company to state

in contract annul trip per code and
proper documentation of trip to ensue
compliance.

Expected Completion August 1, 2010,
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TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROS3-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
K €62 | Continued From page 6 K062 K065 06/14/10
Fire and Sprinkler company have been
1 1-8 ] _ , notified to inspect hood supression
Records of inspactions, tests, and maintenance system per code.
of the systern and its components shall ba mads
available to the authority having jurisdiction upon Maintenance supervisor put haod
raquest. Typical recards in¢lude, but are not supression on hig calendar as a
Nimited 'lD, valve lnspal:ﬂonsi ﬁDW[ drain. and reminder, Alsol fire an sprinkler
pump tests] and trip tests of dry pipe, deluge, and company added this in our contract to
preaction valves. ensure compliance.
1-8.1
Records shall indicate the procedure performed
(e.g., inspection, test, or malntenance), the
organization that performed the work, the results,
and the date.
8-1* General.
This chapter shall provide the minimum
regliremnents for the routine inspection, testing,
| and maintenance of valves, valve components,
' and irim. Table 8-1 ghall be used ta datermine the
minimum required frequencles for Inspaction, i
{esting, and maintenance. ‘
Tabla 8-1 Summary of Valves, Valve
Components, and Trim Inspection, Testing, and
Maintanancs
Trip test Annuafly
Full flow trip test 3 years
K 088 | NFPA 101 LIFE SAFETY CODE STANDARD K 068,
§S=D ’
! Cooking facilities are protected in accordance
with823 1983286 NFPAG5
This STANDARD ls nof met ag evidenced by:
Based on an inferview and record review, the
facility faled (o ensure the Kitchen hood fire
FORM CMB-2567 (02-59) Pravioua Verslone Obealete Evert IDINDULZT Facllty ID: 100037 If contination sheet Page 7 of 9
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Contlnued From page 7

suppression system was maintained according to
NFPA standards.

|
The findings include: :'
|
Buring the Life Safaty Code tour on June 8, 2010,
at 2:00 p.m,, with the Director of Mairtenance, a
recerd review revealed no documentation that the
facility's kitchen range haod system was being
Inspected semi-annually as required.
Documentation revealed the range hood was
baing cleaned seml-annually. An interview
reveaied the Director of Maintenanee reveaied he
thought the cleaning procedure met the
inspection requirernznt,

Reference: NFPA 98 (1598 Edition).

8-3.1

Hoods, grease removal devices, fans, ducts, and
other appurtenances shall be cisansd to bara
metal at frequent intervale prior to surfaces
becoming heavily contaminated with grease or
oily siudge. After the exhaust system is cleaned
to bare metal, it shall not be eonted with powder
or other substance. The entire exhaust system
shall be inspected by a properly trained, qualified,
end certifled company or persen(s) acceptable o
the authority heving jurigdiction in accordance
with Table 8-3.1,

Table 5-3.1 Exhaust System Inspection Scheduls
Systems serving moderate-voiume cooking
Semiannusally Operations.

B-3.1.1 '

Upen inspaction, if fsund to be contaminated with l
daposits from gresse-ladan vapors, the entire
exhaust system shall be cleaned by a properly

K 668
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i tralned, qualified, and certified company or

: persan(s) acceptable to the authority having
%jurisdicticn in accordance with Section 8-3, \
IB-3.1.2 |
, When a vent cleaning service is used, a H
: cartficate showing date of inspection or cleaning

i shalt be maintained on the premises. After

! cleaning is completed, tha vant clsaning

} contractor shall place or display within the kitchen

| ares a label indicating the date cleaned and the |
| name of the servicing company. It shali also '
| indicate areas not cleanad,
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