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.| -the baseboard was loose in resident room 113,

- bathroom 109,
- -a screw was protruding/exposed from the

- conditioner in resident room 302 and at the corner

i Maintenance Department conducted morning
. rounds every day to detect any items in need of

-the privacy curtains in resident rooms 119 and
213 were off the track,

-the tite in resident room 113 and at the doorway
of the dining room was chipped/broken,

-the faucet was loose in resident room 114,
-the wall was marred with black marks in resident

commode in the bathroom in resident rcoms 108,
113, 114, 119, 121, 122, 128, 211, 219, 220, 305,
306, and 410, and in the shower rooms or the
Green and Blue Halls,

~the drywall was chippedfmarred at the air

of the women's shower on the Peach Hall,

-the drywall was chipped/marred in resident
bathrooms 220 and 305,

-the drywall was chipped/marred on the corner at
the sink in resident rooms 105 and 305 and
between the beds in resident room 103.

H

Interview on July 26, 2010, at 1:30 p.m., with the

Maintenance Supervisor (MS) revealed the

repair. The MS stated it was the responsibility of
all staff to repart any items in need of repair. The
MS stated the blank-work-orders were kept in the
supply room/employee bathroom near the time
clock so they were easily accessible to all
employees. The MS stated items identified had
not been reported and apparently had been !
missed on the daily rounds; however, the MS
stated the screw anchors protruding from the
commodes and anything that could cause injury
to the residents wouid be a priority. The MS

. The wall in the bathroom in room 109 was
. repaired on 8/16/2010.
| The screw exposed around the commodes in

“The drywall in room 103 between beds was

The baseboard in room 113 was repaired on
8/20/2010.

The faucet in room 114 was repaired on
8/16/2010.

rooms 109, 113, 114, 119, 121, 122, 128, 211,
219,220,305 , 306 and 410 as well as shower
rooms on the Green and Blue hall were fixed and
screws are not exposed on 8/6/2010.

The drywall near air conditioner in room 302
was repaired on 8/13/2010.

The drywall at corper of women’s shower room
on Peach hall was repaired and painted on
8/17/2010.

The drywall in rooms 220 and 305 were repaired
on 8/16/2010.

The drywall in rooms 105 and 306 were repaired
and painted on 8/17/2010.

repaired on 8/23/2010.

2.Adminstrator and Maintenance Supervisor to
complete one time environmental audit of all
shower rooms, resident rooms and common
areas to identify any maintenance or
housekeeping concerns.

3.Regional Director of Operations to re educate
Administrator regarding policy to provide a

safe, functional sanitary and comfortable

environment by 8/31/2010.

Administrator to re educate the maintenance )
Supervisorregarding-policy to prowdeaﬂafei

?"curtaans however only four per month would be |

-1 functional sanitary and comfortable envuronment
by 9/03/2010, —

e
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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented, readily accessible; and
systematically organized.

The clinical record must contain sufficient
infarmation to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to maintain accurate
clinical fecords for one (1} of thirty-seven (37)
sampled.residents. Resident #8 had physician's
orders to indicate the resident was to receive
nothing by mouth (NPO). However, the facility
allowed resident #8 to eat and drink if the resident
desired.

The findings include:

A review of the medical record for resident #8
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F 465 | Continued From page 26 F 465 | Administrator to complete an audit of restdent
purchased. | rooms, shower rooms and common areas to
identify concerns 1 x week x 4 weeks, then bi
| Review of a purchase order dated May 20, 2010, monthly x 2 weeks.
| revealed the facility received a shipment of four ETD to re educate Department Managers
window biinds. . housckeeping department and nursing regarding
F 514 : 483.75(1)(1) RES F 5141 policy for complerion of work orders upon
ss=D | RECORDS-COMPLETE/ACCURATE/ACC ':SSIB identification of any ares in need of repair by
LE $/03/2010.

4. Quahty Assurance Committee to review and
revise plan as needed bi monthly beginning week

- 0f 9/03/2010.

i revealed the resident received food and fiuid via

U Gastrostomy Tube. Further review revealed

5.Date of Compliance 9/03/2010.

F3i4

1.Resident #8 physician was contacted on
7/29/2010 and orders for food and fluid intake

was clarified.

| 2.DON/ADON/ETD/UM to cos complete a one time
audit of all records to identify any resident with
NPO order, clarify whether a diet order is
recommended and ensure all diet orders are
correct by 9/03/2010.

g 3.DON/ADON/ETD/UM to review diet orders

monthly to ensure all residents are receiving the
correct diet and order reflects the correct diet.
RDCS to re educate DON/ETD/UM/ADON
regarding policy for ensuring diet orders are
correct and ensuring diets/fluids are provided per
physicians order by $/03/2010.

ETD to re educate nursing and dietary regarding

: -polmyfor—ens&ﬂﬁg—residents receive food and ——— o

—flsids per physmxansm‘dersby 9/03/2010.-
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: resident #8 was evaluated by Speech Therapy
i related to pleasure feedings on May 14, 2010.

: The evaluation determined the resident to have
: no potential for resuming a diet by mouth and

- treatment was not indicated.

| An interview conducted with the Speech

! Therapist on July 28, 2010, at 10:25 am.,
; revealed that resident #8 had been evaluated by

L water pitcher available at the bedside

Speech Therapy for not eating. According to the
speech therapist, the resident would not eat
related to cognition and required the use of a
Gastrostomy Tube. However, it was
recommended by Therapy that resident #8 have a
water pitcher in the room due to resident #8's
previous diet of pureed food with thin liquids,

An interview conducted with the Blue Wing Unit
Manager on July 28, 2010, at 1:50 p.m., revealed
that resident #8's diet order was transcribed
incerrectly and that resident #8 had aiways had a

e

of 9/03/2010.

4.Quality Assurance Committee to review and
revise plan as needed bi monthly beginning week

5.Date of Compliance 9/03/2010.
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A |ife Safety Code survey was inftiated and
concluded on July 27, 2010. The facility was
found not to meet the minimal requirerments with
42 Code of Federal Regulations, Part 483.70.
The highest scope and severity deficiency
identified was st "F" level.

K 144! NFPA 101 LIFE SAFETY CODE STANDARD K144
SS=F ' ‘ K144
Generators are inspacied weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 93, 3.4.4.1. :

1.An annuneiator pancl slarm for the cmergency
gencrator will be installed by Whayne Supply by
8/31/2010 and will be continously mogpitored per
NFPA standards.

All residents have the potential to be affected.

2.An anouciator panel alarm for the emerpency
generator will be installed by Whayne Supply by
8/31/2010 and will be continously moenitored per

: NFPA. standards.

This STANDARD is not met.as evidenced by:
Basad on observation and interview, it was L )
determined that the facifity failed to ensure that 3.Administrator to ensure that the annuciator
the emergency generator was maintained . panc! alatm i3 functioning 2 X week x 4 wecks
according to NFPA standards. ' end that emergency generator is fucnctioning

: according 1o NFPA standards.
The findings include: : Administrator to re educate Maintenance

. Supervisor regarding policy to maintain

Observalion on July 27, 2010, at 1:33 pm., i gemerator and ensure ennuciator alarm is
revealed that the Tacility did not have ap ' | functional by 9/03/2010 and js continously
annunclator panel for the emergency generator. - monitored por NFPA standard,
An annhunciator panet must be located in an area
that is constantly monitored. This practice has 4.0usli surance Committee to rovi
the potential to affect all residents and staff, This ré?i‘;: :;‘S;If\ :; ncc;:d boeg:rl:i:; “?c::(v:;w and
was confirmed with the Direcfer of Maintenance 9/03/2010
at the fime of discovery. : '
Interview on July 27, 2010, al 1:33 p.m,  with the 5.Date of Compliance 9/03/2010. |

I EORATORY DIRGCTORS OR PROVIDERIGUPFLIER REFRESENTATVES SONATURE T TmE T OATE
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.. .._othersafegiintis. provide sufficient protoction-tothe.pationts..(See_instructions.}.. Except foe.nureing homes;, the findings stated sbove_are. dlschbsable D0.days.

L following IREHaERE survey. miather oL ot e planaficumection sorovided. Fatnurs MERSMELIhe above.fiflngs.and plars. of.oirmction. aredlisclosabie J.
days followini tie data these documents are made avEllablo to the facliky. If dehcicricies are ited, an approved pian of correction ks faguisiid @ continusd
pragram participation, .
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K 144 | Continued From page 1 K 14d:
Directer of Maintenance, revealed that the faciiity i
has never had an annunciator panel for the
emergency generator.

Reference: NFPA 99.(1098 Edition). |

34.1.1.18 + Alarm Annunciator, ,
A remote annunciator, storage battery powerad, Cos
shall be provided to operate outside of the .
generaling room in a location readily observed by
operating personne! at a regular work station

(see NFPA 70, National Electrical Code, Section
700-12.)

The annunciator shall indicate alarm conditions of
the amergency or auxiliary power source as
follows:

{a} Individual visual signais shall indicate the
following: '

1. When the emergency or auxiliary power source
| is operating o supply power o load

- ;2. When the battery charger is maffunetioning

i (b} Individual visual signals plis a common
audiblé signhal 1o wam of an engine-generator
alarm condition shal indicate the foliowing:

1, Low lubricating oil pressura

2. Low water temperature (below those required
in34.1.1.9)

3. Excessive water lemperature

4. Low fusl - when the main fuel storage tank
contains iass than a 3-hour operating supply

5. Qvercrank (fafled to start)

6. Overspsad .

Where a regular work station will be unatiended
periodically, an.audible and visual derangement
signal, appropriately abeled, shall be estabiished
at 2 continuously monitored location. This }
derangement sigrial shall activate when any of the
conditions in 3-4.1.1.15(a) and (b) occur, buf
need not display these conditions indlvidually, l
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was

The findings include:
Observation on July 2?, 2010, at 1:40 p.m.,
revealed an oxygen concentrator was plugged

inte a power-stip-n resident room 146 The -

wall socket at the time of discovery by the
Director of Maintenance.

per policy.
Reference: NFPA 29

Chapter 3 Electrical Systems
33212D

. of receptacles shall be determined by the

! determined that the facility failed fo ensure wiring
! was maintained according to NFPA standards,

info a power sirip in resident room 105, Further
cbservation revealed a feeding fube was plugged

medical equipment found plugged into the power |
eirips was removed from them and plugged into' &

Interview on July 27, 2010, at 1:40 p.m., with the
Director of Maintenance, revealad that no medical
equipment is to be on power strips in the facility

: 2. Minimum number of Receptacies. The number.

intended uee of the patient care area. There shall |
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K 144 Continued From page 2 K 144
[110; 3-8.5.2]
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 . ’
553=D ' B
Electrical wirlng ahd equipment is in accordance. | .. o oL o N
with NFPA 70, Nationai Flectrical Code, 9.1.2 | "X

K147

1.Medical equipment plugged into power strip ia

roorns 105 and 116 were unplugged and plugged
into wali socket immediately 7/27/2010 by
rpaintenance supervisor.

Maintepance supervisor removed the power
strips from rooms 105 and 116 on 7/27/2010.

2 Mainienance Supervisor and Administrator to
complete a one time audit of all rooms to
identify any medical equipment plugged into
power strip by 8/31/2010.

3.ETD to re sducate stafl regarding policy to
plug medical cquipment info wall socket-by
9/03/2010,

Administrator/Maintenanse Supervisor and /or
Department Managers to audit all rooms 3 x
week x 4 weeks to ensure policy for not using
power strips for medical equipment is followed.
Begimming week of 9/03/2010.

4,Quality Assurance Committee to review and
revise plan as needed bi monthly beginning wesk
of 9/03/2010.

5.Date of Compliance 9/03/2010,
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be sufficient receptacies [ocated so as 1o avoid
the need for extension cords or multiple outlet
adapters.
I
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