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Astandard heatth survey was conducted on
02/20-22/13. Delicient practice was identified

. with the highest scope and severity at "D" lavel,
F 253 | 483.15(h){2) HOUSEKEEPING & F 253

SS=D | MAINTENANCE SERVICES aﬂ@dﬂ N‘j\

The facility must provide housekeeping and
maintanance sernvices nacessary te maintain a
sanitary, orderly, and comfortable interior.

This REQUREMENT is not met.as evidanced
by:

Based on abservation, interview, and review of
facility pollcies, it was datermined the facllity
failed to ensure effective mzintenance and
housekeeping services were provided to maintain
a sanitary, orderly, and comfortable interior. The
armrest on Resident #1's geri-chair was observed
to be torn and jagged and the armrest on
unsampled Regident A's wheelchsir was torn and
needed tc be replaced. In additlon, the gastric
feeding pump used to administer tube feadings to
unsampled Resident B, as well as the pote the
pump was secured to, were observed to havs
dried tube feeding on the surfaces.

The findings include:

1. Review of a worksheet tool (undated) utilized
by mainterance staff revealed maintanance staff
was to conduct abservations of resident rooms,
including wheelchaits/geri-chairs, on & weakly
basis to identify any needed repairs,

Observations during the environmental tour on
02122113 at 3:15 PM revaaled the.armrest on

. " Pant -~ "
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following the detg of survey whether or not a plan of corraction Is provided. For nursing homes, the abave findings and plans of corection are disclosable 14
days fellewing the date these documents are made gvailable to the facilfty. If deficiancles are cited, an approved plan of correctlan is requisite to continued
program particlpation.
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Rasident #1°s gari-chair was tom and Jagged, In
addition, the armrest on Residant A's wheelchalr
was observed to be wom/omn.

Resident #1 did not raspond {o questions
appropriately when an interview was atternpted
on 02/22/13 5t 3;15 PM.

Inerview with Resident A on 02/22/13 at 3:15 PM
revealed the resident wanted the wheelchair amm
repaired; however, the resident stated, ™ can't
afford to pay for the repairs "

Interview with the Matntenance Supervisor on
02/22/13 at 3:30 PM revealed the wheelchairs
and geri-chairs were checked on a weekly bagis
and should have been identified by the
Maintenance Supervisor. The Maintenanca
Supervisor said a repair requisition could be filled
out by staff for any needed repairs ard placed in
a box at the nurses’ stations. The Maintenance
Supervisor was unaware of any requisitions for
wheelchairs or gari-chairs to be repaired,

2. Review of the facility policy, Room Duties
{undatad), revealed cleaning gestric tube feeding
pumps and poles was 1o be done every day by
houzekespears,

Observation on 02/20/13 at 3:15 M of Residant
B's gastric feeding pump and the pole the feeding
pPump was attached to revealed drisd tube
feeding on the right side of the pumnp and on the
pola holding the pump.

An interview was attempted with Resident B on
02/20/13 at 3:18 PM; however, the resident did .
not respond to questions appropriately,

F 253
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intendew with the Housekeeping Supervisor on
02/20/13 &t 3:30 PM rovealed housekeeping staff
wag assigned 1o clean rosidant fooms, including
gastric feeding pumps and the polas thay are
attached to, on a daily bagis. According to the
Housekeeping Supervigor, Housekeeper #1 had
been as=igned to alean Resident B's oom;
however, Housekeeper #1 had loft the facllity for
the day and an interview was not ¢onducted, The
Housekeeping Supervisor said, ‘T monitor daily
for cleanliness and had not ideniifiag any feeues
with gastric pumps or poles unti now."

Interview with the Administrator on 02/22/13 ot
3:40 PM revaaled she was unaware the armrest
on Resident #1's geri-chair was tom or that dried
tube feeding was on the gastic feeding pump
and pole cbserved in Resident B's room. The
Administrator sald the feeding pumps and poles
should be cleaned daily, and
wheeichairs/geri-chairs should be maintained in

good working condition.
F 281 | 483.20(k)(3)(i) SERVICES FROVIDED MEET F 281 I
$5=D | PROFESSIONAL STANDARDS FJIN

The services provided or amanged by the tacility I o
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the fadility failed to ensure services
provided met professional standards of quality for
one of tweanty sampled residents (Resident#a), . J
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F 281 | Continued From page 3 F 2B1
Resident #6 had physician's orders for oxygen to
be administered at 2 iiters per minute; however,
cbservations conducted on 02/20/13 and on
02/21713 revealed facility staff failed 1o ensure the
oxygen was administered as ordered by the
physician,

The findings include:

A review of the facility protoce! for Physician’s
orders (no dale) raveaied the physician's orders
would be verified upen admission and would be
followed aceordingly unti changed,

A review of the medical record revealed the
facility admitted Resident #6 on 10/11/11 with
diagnoses that included Chronic Obstructive
Pulmanary Disease, Dementia, Anxjety, Restless
Leg Syndrome, and Lumbar Pain. A review of the
February 2013 physician's orders revesied the
physician ordered oxygen to be administered at 2
liter= per minute per nasal cannula for Resident
#5.

Observations conducted on G2/2613 at 3:40 PM,
5:00 PM, and 5:50 PM, revealed Residant #6 was
iying in bed.and was receiving at 3.5 liters per .
nasal cannula, Ou 02/21/13 at §:40 AM, 9:15
AM, 10:30 AM, and 11:25 AM, the resident was
observed to centinue to receive oxygen at 3.5
liters per mimute per nasal cannula, On 0222113,
at 9:45 AM, the residert was observed to be
recelving oxygen at 2 liters per minute per nasal
cannula.

Interview conducted with Licanzed Practical
Nurse (LPN) #1 on 022213, at B:50 AM, revealed
the nurses were supposad to check the resident's
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oxygen satting two to three times during their
assigned shift. LPN#1 stated she did not check
Resident #6's oxygen setting until the afiemoon
of 02/21713. The LPN stated she had identifiad
the resident's oxygen was set on 3 kiters per
minute at approximately 2:00 PM on 02521713
and adjusted the oxygen setting to 2 liters,
Interview with the Director of Nurses {DON) on
02/22/13, at 2:55 PM revealed nurses were
responsible to check the resident's oxygen setting
whenever they went in each residem’s room to
ensure the oxygen was administered In
accordancea with physician's orders. The DON
stated she also conducted "spot checks” on a
[ periodic basis to monitor the rasident's axygen
setting and no problems had been identified,
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1. The armrest on Resident #1's geri-chair was repaired on 2/22/13. The
wheelchair armrest on Resident A's wheelchair was replaced on 2/22/13. The
feeding pump and pole in Resident B's room was aiso cleaned on 2/22/13.

2. Environmental rounds were conducted throughout the facility to ensure
that necessary housekeeping and maintenance services are provided to
maintain a sanitary, orderly and comfortable building. Special attention was
focused on gastric feeding pumps and poles, and resident equipment such
as wheelchairs and geri-chairs.

3. An In-service was conducted by the Housekeeping Supervisor with the
Housekeeping department on 2/25/13 regarding proper cleaning to maintain

a safe sanitary environment. A focus on maintaining clean gastric feeding pump
and poles was addressed in the In-service, Also, the Administrator In-serviced
the Maintenance Supervisor on 3/13/13 to specifically check all resident
equipment weekly during rounds in resident rooms and repair as indicated.

4. A CQl committee designee will conduct enviranmental rounds in the building

to ensure proper housekeeping and maintenance services are being provided to
maintain a sanitary, orderly and comfortable environment. The rounds will include
checking the gastric feeding pumps and poles three times a week for one

month and then once a week for three months. The rounds will also include
checking resident equipment for repairs weekly for one month and monthly
thereafter for one quarter.

5. Completion Date: March 22, 2013

Recerved Time Mar, 19, 2013 2:29PM.N0. W14
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1. Resident #6 is receiving services that meet profession standards of quality as
specified by her individual plan of care, including receiving her oxygen at the rate
ordered by her attending physician,

2. The facility Administrative nursing team has conducted resident care rounds
to ensure services are being provided that meet professional standards of quality.
The rounds included checking all oxygen concentrator settings to ensure they
correspond with M.D. orders.

3. AnIn-service was conducted on 3/13/13 by the Director of Nursing with the nursing
staff that addressed providing service that meets professional standard of care for
quality. The importance of checking oxygen rates for accuracy was reviewed in the
In-service,

4. The CQJ Committee designee will observe four residents per unit per week to
ensure they are receiving services that meet professional standards of quality.
They will specifically observe to ensure OXygen rates are set in accordance with
M.D. orders. These observations will occur weekly for one month, then monthly
for a quarter. Any identified concern will be corrected and reported to the

CQl Committee for further raview.

5. Completion date; March 22, 2013,
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CFR: 42 CFR 483.70(s)
Building: 01

Plan Approval: 1980

Survey under: NFPA 101 (2000 Edition), Chapter

19 (Existing Health Care)

Facility type: SNF/NF

Smoke Compariments: 5

Fire Alarm: Complete fire alarm with smoke

detectors in comidors and single station smoke
detectors in resident rooms .

Sprinkler System: Compiete automatic sprinkier
system '

Generator; Type i, 175 KW Diesal installed
1890; Type I, 150 KW Diesel nstafled in 2011

A life safety code survey was initlated and
concluded on 02/21/13. The findings that follow
demonstrate noncempliance with Titie 42, Code
of Federal Regulations, 483:70 (a} et seq (Life
Safety from Fire). The facility was found nat to be
in substantial compliance with the Requirements
for Participation for Medicare and Medicaid.

Deficiencies were citad with the highest
deficiency ldentified at "F" jevel,
NFPA 101 LIFE SAFETY CODE STANDARD

K018
S5=F
Docrs protecting eorrider openings in other than

required enclosures of verticsal OpemiTTgs, exits, or

K 000

Ko1e &2{2 , W

LABORATORY nrne%momﬁ?ﬂum REFRESBNTATIVE'S SIGNATURE

F o !
Any daficlency statemant ending with an asiensk (*} denotey
other safegumrds provide sufficiem protection to the patiants ,

(See instructions, Except for nursing homes,

Wil )
[

may gﬁ-‘ &xcused from cormecting providing It is determined that
the findings stated above are disclosable 90 days

following the date of Survey whether or not a plan of comactian is provided. For nursing homes, the above findings and plans of cormection are disclozably 14

" days following the date these documente are made avaliable
program panicipation,

dted, an spproved Pian of correction s requigite to continuad
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hazardens areas are substantial doors, soch as
those constructed of 1% inch solid-bonded core
woed, or capable of resieting fire for at least 20
minutes. Doors in sprinklered buildings am only
required to resist the passage of smoka, Thare is
no impediment to the closing of the doors. Doors
are provided with 2 means stitable for keaping
the door-closed. Dutch doors meeting 19.3.6.3.6
are permitted.  18.2.6.3

Roiler latches are prohibited by CMS regulations
in all health caro fadiities.

This STANDARD i5 not met as evidenced by:

Based on abservation and interview, the faciiity
failed to ensure that corridor doors were
maintained according to NFPA standards, This
deficient practice affacted five of five smoke
compartments, staff, and all the residents. The
facility has the capacity for 100 beds with a
census of 92 on the day of the survey,

The findings include:

Buring the Life Safety Code tour on 02/21/13 at
11:30 AM with the Director of Maintenance
{DOM), a corrider door to resident room 110 hiad
an sxcessive gap at the top of the door, Resident
room 118's door would not lateh. Corridor doors
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must fit, close, and fatch to help resist the
passage of smoke in a fire situation. In addition,
during tha survey, resident rooms 125, 204, 210,
214, 215, and 225 were observed not to latch or
fit properly.

An interview on 02/21/13 at 11:30 AM with the
DOM revesled he was not aware the dosrs had
an excessive gap of would not iatch, The -
findings were revaaled to the Administrator upon
exit.

Reference: NFPA 101 (2000 Edition).

18.3.6,3.2°

Dours shall be provided with a maans suitable for
keeping the door closed that ia accaptable 4o the
authority having jurisdiction. The devica used
shall be capable of keeping the door fully closed if
aforca of 5 Ibf (22 N} iz applied at the latch edyge
of the door. ReMer latches shall be prohibited on
corridor doors,

K018
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1. The doors for rooms 110, 118, 125, 204, 210, 214 and 215 have been adjusted to ensure
they are closing properly in accordance with NFPA standards.

2. All other corridor doors in the building have been checked to ensure they are closing
properly and being maintained in accordance with NFPA standards,

3. The Administrator in-serviced the Maintenance Supervisor on 3/13/13 regarding following

. the life safety code standards that address maintenance of corridor doors. Assessing corridor
doors for proper maintenance have bean added to the routine preventive maintenance
worksheat,

4. A CQ) committee desigee will inspect all corridor doors on a monthly basis to ensure
that they are closing properiy in accordance with the life safety code standards. Any

identified concerns will be corrected and reported to eh QA committee for follow-up.

5. Completion Date: March 22, 2013
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