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F 000 | INITIAL COMMENTS F 000
A standard Health survey was Initiated on s o
11/07/11 and concluded on 11/10/11 and a Life This Plan of Correction is prepared and
Safety Code survey was canductad on 11/07/11 submitted as required by law. By
through 11/08/11 with the highest scaps and submitting this Plan of Correction,
saverlty of an "F". The facliity had the opportunity Crestview Care & Rehabilitation
}%gg;r:é‘:t deficiencies before remedies would be Center does not admit that the deficiency
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 listed on th1§ form exist, not does tlmg
ss=E | MAINTENANCE SERVICES Center admit to any statements, findings,
facts, or conclusions that form the basis
The facility must provids housekesping and for the alleged deficiency. The Center
malintenance services hacessary to maintain a reserves the right to challenge in legal
sanltary, orderly, and comfortable Interlor. and/or regulatory or administrative
proceedings the deficiency, statements,
facts, and conclusions that form the basis
for the deficiency.”
g‘hls REQUIREMENT s not met as evidenced
y:
Based on observation and Interview It was F 253
determined the facility failed to ensurs resldent
wheelchalrs were malhtalhed and in goad oo i
condition for six (8) of the thirty-five (35) facillty L. ;r he cracked o fomn Whee}fha‘f s
resldents utilizing wheselchairs for mobility be onging to resident i#9, and unsample
(Resident #9 and unsampled resident's A, B, C, residents A, B, C, and D were replaced
D, and E). on 11/09/2011 & 11/10/2011 by the
o Maintenance Director.
The findings includs:
Interview-with the Administrator, on 11/10/11 at % It'llsp ection of alll W}cl[eel c]1115>11r 8 /12110t1hleb
3:15 PM, revealed the faclllty did not have a acility was completed on 1oy
policy on maintanance or care of resident the Maintenance Director. Any repairs
equipment or asslstive devices. that were needed were completed on
‘ 11/10/2011 by the Maintenance Director.
Observation of the meal service In the dinlng
room, on 11/08/11 at 11:55 AM, revealed
uhsampled resldent B sitting in a wheelchair with
maomro?,%?oa NVIPER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE T (X6) DATE
Y Al At  Mivadshn K |2-4-1

4 . 7 A\
Any daficiancy statement ending with an asterisk () denctes a deflclency which the Inatitution may be exeused from correcting providing it Is determined that
other safaguarda provida sufficlent protection to the patients. (Ses [nstructions.) Exzept for nursing homas, the fMinaings atated above ara disclosable 90 daya

fallowing the date of aurvay whether or not a plan of correction Ig provided, For nursing homes, the =
days following the dafe these documents are made avaliable to the facliity. If daficlancles ars clted, an approved plan.

program participatian,

hove. findings.and plane-of corraction- dra dlsologable 14
of corractieh 18 raquisite to continued
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bllatera) wheelchalr arms cracked, pesled vinyl
covering and exposed hetting. Unsampled
resldent A was sitting In a wheelchalr with the
right arm surface cracked and rough to touch.
Unsampled resident E was sitting In a wheslchair
with the right arm surface cracked, vinyl peeled
away exposing the netting,

Observatlon of unsampled resident D, on
11/03/41 at 2:00 PM, revealed the surface of the
right arm of the wheelchalr cracked and rough to
touch.

Ohservation of Resldent #8, on 11/09/11 at 3:00
PM, revealed the Resldent sltting In the hallway in
a wheelchalr talking to another resident. The
right arm of the wheelchair was cracked.

Observation of the llving room during an activity,
on 11/10/11 at 8:00 AM, revealed unsambled
resident C sitting in a wheelchair with the right
arm surface cracked.

Interview with Certified Nursing Assistant (CNA)
#1, on 11/10/11 at 10:45 AM, revealed she did not
notice the condition of the wheelchair arms. The
CNA revealed malntenance concerns are
documented in the log book locatad at the
nursing station. The CNA further revealed the
third shift is responsible to clean the wheelchairs.
The CNA revealed wheelchairs are monitored
during cleaning and while transferring residents to
the wheelchalrs. The CNA stated a potential for
skin tears with wheelechalr arms cracked and
pesiing,

interview with Reglstered Nurse (RN) #2, on
11/10/11 at 11:00 AM, revealed whesichalrs are
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1B. WING
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(%4) Ip SUMMARY STATEMENT OF DEFICIENCIES [[») PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAQ REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 283 Continued From page 1 F 253

3, Staff to include Department heads,
maintenance and nursing have bheen re-
educated as of 12/06/2011, by the
Administrator and Director of Nursing, to
monitor the condition of wheelchair arms
for signs of wear and to report any
concerns to maintenance by documenting
in the Maintenance Log. The
Maintenance Director will review the log
5 days per week and make repaijrs as
needed. Wheelchair ingpectiong have
been added to the computerized audit too
to be commpleted monthly by the
Maintenance Director.
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' | staff whan there is a problem with the

monltored during resident transfer and during
cleaning by the night shift. Concerns are
reparted to maintenance or written in the log book
at the desk. Wheelchairs are cieaned according
to grouping and rotated daily. A potential for skin
tears, ta the resldent's arms, If not maintained.

Interview with RN #3, on 11/10/11 at 1:10 PM,
revealed a potential forskin tears or skin
breakdown if the wheelchalr arms are not
maintained. Everyone is responsible to monitor
the condition of the wheslchalrs,

Interview with the Unit Coordlnator, on 11/10/11 at
1:25 PM, revealed wheslichairs are monltored by
looking at each wheelchair everyday and
immediately report any concerns to maintenance.
The Unit Coordinator revealed wheelchairs are on
a cleaning schedule, each wheelchair is cleaned
and Inspected at least once a week. The Unit

wheelchair conditions and stated a potential for
skin tears to the resident if not well maintained.
She further revealed everyone was responsible to
monitor the whesichairs.

Interview with the Maintenance Director, on
11/10/11 at 2:00 PM, revealed he is notified by the

wheelchalrs or concerns are documentead In the
log book which Is checked dally. The
Maintenance Director revealed he algo does a
monthly walk through using a computerized audit,
however he was not sure If asslistive devices
were included in the audit. Further interview, on
11/10/11 at 3:00 PM, revealed aseistive devices
were not included In the auditing tool,

" T ChoTdinatoT revealad e was not awars ofthe | T

. irecommendations...... ..
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4. The Maintenance Director will
complete an audit once a week for (4)
weeks and then once a month for two (2)
months, to identify any wheelchairs in
need of repairs. A summary of these
findings will be submitted to the
Performance Improvement Committes by,
the Maintenance Director monthly for
three (3) months for review and fuuther
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Interview with the Director of Nursing (DON), on -
11/10/11 &t 1:40 PM, revealed whee|chairs are
monitorad durlng a walk through and during
weekly washing. Tha DON revealed there is no
auditing tool utllized during the walk through nor
is there an inspection taol utilized during weekly
cleaning and Inspaction,
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5. Date of compliance: 12/09/2011.
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K 000 INITIAL COMMENTS K 000
CFR: 42 CFR 483.70(a) “This Plan of Correction is prepared and
submitted as required by law, By
BUILDING: 01 submitting this Plan of Correction,
Crestview Care & Rehabilitation
PLAN APPROVAL; 1664, 1902 Center does not admit that the deficiency

listed on this form exist, nor does the

SURVEY UNDER: 2000 Existin
¢ Center admit to any statements, findings,

FACILITY TYPE: SNF/NF facts, or conclusions that form the basis
‘ for the alleged deficiency. The Center

TYPE OF STRUCTURE: One (1) story, Type V reserves the right to challenge in legal

Unprotectsd : and/or regulatory or administrative

proceedings the deficiency, statements,
facts, and conclusions that forin the basis
for the deficiency.” '

SMOKE COMPARTMENTS: Flve (5) smoka
compartments ‘

FIRE ALARM: Gomplete fire alarm system with
heat and smoka detectors

SPRINKLER SYSTEM:; Complete automatic dry
sprinkler system

GENERATOR: Type |l generator, fuel source is
diesel. ,

A standard Life Safety Code survey was initiated
on 11-07-11, and concluded on 11-08-14,
Crestview Care and Rehab was found nof to be in
compllance with the requirements for particlpation _ g,
In Madicare and Medicald. The facllity Is licensed
for fifty eight (68) beds and the census was fifty o
two (82) on the day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (LIfe Safety from
Fire

(%8) DATE

)
LABORWREC R'SIOR P tDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE :
LA At oo e ™ M;M X 12-9-1/

A}vy deficlancy s(etorﬁont\andlngwfth an aetarlsk (*) denotes a deflclshoy which the Inetitutlon may ba excusad from corracting providing It ls detarmined that
other safepuards provide sufflejant protection to the patlents. (Ses instructions.) Except for nuraing homes, the findings stated above are disciosable $0 days
foliawing the date of supvay whether or not a plan of carraction le pravided, For nureing homes, the above findinge and plans of cerrestion are diaciosabla 14
days following the date thesa documants are made avallabie to the facliity. If deficlencles are cltad, an approved pian of corraction |8 raquisite to continued

pragram participation, ,
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Door openings in smoke barriers have at least a
20~-minute fire protection rating or are at least
1%-Inch thick solid bonded wood core. Non-rated
protective plates that do not exceed 48 fhches
from the bottom of the door are permitted.
Horizontal sliding doors comply with 7.2,1,14.
Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6, Swinging doors are
not required to swing with egrass and positive
latching Is not required.  19.3.7.5, 16.3.7.6,

110.3.7.7

This STANDARD s not met as evidenced by:
Based on obsarvation and interview, it was
determined the facillty falled to ensure cross
corridor doors located in a smoke barrier would
resist the passage of smoke In accordance with
NFPA standards. The deflclency had the
potential to affect twa (2) of flve (5) smoke
campartmentg, residents, staff, and visitors. The
facility is licensed for fifty alght (58) beds, with &
census of fifty two (62) on the day of the survey.

The findings include;

Observation, on 11/07/11 at 3:35 PM, with the
Maintenance Director revealed the smoke doors
located In the 100 Hall, would not close
completely.

interview, on 11/07/11 at 3:35 PM, with the

) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESE)E&ES (R-I)E APRROPRIATE
K 000 | Continued From page 1 K000
Deficiencles were clted with the highest K 027
deflclency Identifled at "F" level.
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027\1. Smoke Doors located in the 100 hall
852D ' were sanded and planed by the

Maintenance Director, on 11/08/2011,
and now close completely.

2. The Maintenance Director completed
an audit on 11/11/2011 to determine that
all smoke doors in the facility closed
completely. No other issucs were
identified. :

3. Maintenance Director was re-educated
on 12/06/2011 by the Administrator
regarding the standard that all cross
corridor doors located in a smoke barrier
would close and resist the passage of
smmoke and to complete a weekly
inspection of all fire doors in the facility.

4, The Maintenance Director will
complete an audit once a week for (4)
weeks and then once a month for two (2)
monthg ensure the doors in smoke
barziers close and resist the passage of
smoke. A summary of these findings will
be submitted to the Performance
Improvement Committee by the
Maintenance Director, montlly times
three (3) months for review and further
recommendations.
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K 027 | Continued From page 2 K o027
Maintenance Dinector revealed the doors were
Just painted the previous week and they were not
aware they would not close properly. 5. Date of compliance: 12/09/2011,
Referencs: NFPA 101 (2000 edition)
8.3.4.1* Doora in smoke barriers shall close the
apening leaving
only the minimum clearance necessary for proper
-| operation
and shall be without undarcuts, louvars, or grilles,
KK 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050(K 050
88=F
Flre drllls ars held at unexpected times under L
varying conditions, at least quarterly on each shift. 1. A fire drll was held by;hg 1011 at
The staff s familliar with procedures and is aware maintenance director on 12/08/2011 at
that drills are part of established routine. 12:45pm.
Responsibility for planning and conducting drllis is
asslgnad only fo competent persons wha are 2. The administrator reviewed the
guallfied to exercise leadership. Where drills are previous logs by 12/09/11 of drills, dates,
conducted bstwean 9 PM and 6 AM a coded and times to validate other drills were
announcement may be used Instéad of audible ) . :
conducted at various shifts and times.
alarms.  19.7.1.2 g
No residents were found to be affected.
3. Maintenance Director was re-educated
_ : _ . 12/06/2011 by the Administratox
Tnead on Inoniow and fre i eviow regurding conducting fire drills at randorg
determined the facllity falled to ensure fire drills ““c‘f’s. on e;wh ;l‘lﬁ'r.ﬁ‘ Stfheg"‘le of shifts
were conducted at unexpected times under and times 1ot fire drills has peen
varied conditions in eccordance with NFPA developed by the Maintenance Director
standards. The deficiency had the potential to and Administrator to conduct fire drills af
affect five (5) of five () amoke compartments, different times on all shifts.
resldents, staff and visltors, The facllity is :
licensed for fifty elght (58) beds with a census of
fifty two (62) on the day of the survey. ‘
The findings Include:
FORM CMS-2567(02-88) Pravious Verslons Obsolste Evont 0: QX6H21 Facllity ID: 100383 If continuation sheet Page 3 of 11
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K 062
85=D

Fire Drill review, on 11/08/11 at 8:00 AM, with the
Maintenance Director revealed the fire drills wers
hot belng conducted at unexpected times under
varied condltions. First shift fire drifls were being
conducted predictably between 9:30 AM to 10:00
AM and Second shift fire drills were conducted
predictably at 3:30 PM,

Intatview, on 11/08/11 at 8:00 AM, with the

Maintenance Director revealed he was not aware
the flre drllls were not being conducted as
required.

Reference: NFPA Standard NFPA 101 19.7.1.2,
Fire drills shall ba conducted at least quarterly on
each shift and at unexpeeted times under varied
conditions on all shifts.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems ara
continuously malntalined in reliable operating
condition and are inepected and tested
periodically,
5.7.5

This STANDARD (s not met as evidenced by:
Based on ohservation and interview it was
determined the facility failed to maintain the
sprinkler system in accordance with NFPA
standards. The deficiency had the potential to
affect one (1) of five (5) imoka compartments,
resldents, staff and visitors. The facllity Is
licensed for fifty eight (58) beds with a census of

10.7.6, 4.8.12, NFPA 13, NFPA 25,

K082

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (xa)
PREFIX (EACH DEFICIENOY MUST BE PREGEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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K 050 | Continued From page 3 K050

M. The Maintenance Director will
complete an audit once a week for (4)
weeks and then once a month for two (2)
months to determine that fire drills are
conducted at random times on each shift.
A sumumary of these findings will be
submitted to the Petformance
Improvement Committee by the
Maintenance Director, monthly times
three (3) months for review and further
recommendations,

5, Date of compliance! 12/05/2011.

K 062

1. Ttems stored within 18 inches of
sprinkler head in the closet of the
Admissions/Social Services Office were

immediately removed by the

Maintenance Director on 11/09/2011.

2. Residents residing in the facility have
the potential to be affected. The
Maintenance Director completed an audit
of the facility on 11/09/2011to determine
that no other items were being stored
within 18 inches of sprinkler head. No
other concerns were identified.
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K 062 Continued From page 4
fifty two (52) on the day of the survey,

The Findings include:

Observation, on 11/07/11 at 2:10 PM, with the
Maintenance Director revealed ltems being stored
within 18 inches of a sprinkler head located in the
Admissions/Social Services Office.

Interview, on 11/07/11 at 2:10 PM, with the
Maintenance Director revealed they were aware
items could not be stored within 18 inshes of a
sprinkler head, but not awara who placed the
itemsa a0 ¢losa to the sprinkler head.

Refarence: NFPA 13 (1999 Edition)

£-5.5,2* Obslructions to Sprinkler Discharge
Pattern Development, ,

5-6,6.2,1 Contintious or noncontiguous
obstructions less Than or equal o 18 In.

(457 mm) below the sprinkler deflactor

That prevent the pattern from fully developing
shall comply With 5-5,5.2,

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD
§S=D
Smoking regulatlons are adopted and include no
less than the following provisions:

(1) Smoking is prohlblted in any room, ward, or
compartment where flammabls liquids,

o

K 0623 Staff have been re-educated as of

‘ 12/06/2011 by the Administrator and
Director of Nursing regarding storage of
items stored within 18 inches of a
sprinkler head.- The Maintenance
Director will male rounds at least
monthly ongoing to ensure items are not
stored within 18 inches of a sprinkler
head.

4, The Maintenance Director will
complete an audit once a week for (4)
weeks and then once a month for two (2)
months to monitor there are no items
stored within 18 inches of any sprinkler
head in the facility. A summary of these
findings will be submitted to the '
Performance Improvement Committee by
the Maintenance Director, monthly times
three (3) months for review and fusther
recomunendations.

5. Date of compliance: 12/09/2011.

K 066
Koss|l - .
1. The open ash tray in the designated
smoking area was immediately removed
on 11/08/2011 by the Maintenance
Director and was replaced with an
approved NFPA ash tray.

FORM CM6-2587(02+6B) Previous Versions Obsalate Event 1D: OX8H21
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.and in any other hazardous [acation, and such

' (3) Ashtrays of honcombustible material and safe

combustible gases, or oxygen Is used or stored

area {s posted with signe that read NO SMOKING
or with the international aymbel for no smoking.

(2) Smoking by patients classlified as hot
responsible s prohibited, except when under
diract supervision,

deslgn are provided In all areas where smoking Is
parmitted.

(4) Metai contalhers with self-closing cover
devices Into which ashtrays can be emptied are
readily avallable to all areas where smoking is
permitted.  19.7.4

This STANDARD is not met as evidenced by:

Based on observation and interview, it was
determined the facility failed to ensure the Use of
approved ashtrays in the deslgnatad smoking
areg, In accordance with NFPA standards, The
deficlency had the potential to affect residents,
staff and vigitors. The facllity ia llcensed for fifty
elght (58) beds with a census of fifty two (52) on
the day of the survey.

The findings include:

Observation, on 11/07/11 at 4:06 PM, with the
Maintenance Director revealed an ashtray on a
table in the designated smoking area of an
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8, WING
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(Xdy I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION- (xs)
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) _DEFICIENCY)
K 066 | Continued From page 5 K 088|2, The Maintenance Director completed

an audit of the facility on 11/08/2011 to
determine that only NFPA agh trays were

present in designated smoking areas.

3. Maintenance Director and staff have
been re-educated as of 12/06/2011 by the
Administrator and Director of Nursing
regarding the use of NFPA approved ash
trays in all designated smoking areas.
The Maintenance Director will make
rounds at least monthly to determine that
only.-approved ashtrays are in use within
the facility.

4, The Maintenance Director will
complete an audit once a week for (4)
weeks and then once a month for two (2)
months to monitor the use of approved
NFPA ash tray in all designated smoking
areas. A summary of these findings will
be subuitted to the Performance
Improvement Conunittee by the
Maintenance Director, monthly times
three (3) months for review and further
recommendations. :
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K 066 | Continued From page 6 , K 086
unapproved type,

interview on 11/07/11 at 4:06 PM, with the
Malintenance Director ravealed. the ashtray would
ba removed and an' ashtray of the approved type
woulld be provided.

Reference: NFPA Standard 101 (2000 Edition).

19.7.4 Smoking (4)

Metal containers with self-closing cover devices
Into which ashtrays can be emptied shall ba
readily available to all areas where smoking is
permitted.

K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072
SS=E ' .
Means of egress ars continuously. malntained free
of all obstructions or Impediments fo full instant
use in the case of fire or other emergency. No
furhiehings, decorations, or other objects obstruct.
exlts, accoss to, egrass from, or visibility of exits,

7.1.10 ,

This STANDARD is not met as evidencad by:
Based on observation and interview, it was

‘| determined the facllity failed o maintain exit
access In accordance with NFPA standards, The
deflclency had the potentlal to affect three (3) of
five (5) smoke compartments, residents, staff,
and visitors. The facility is licensad for fifty eight
(58) beds with a census of fifty two (62) on the
day of the survey.

| The findings Include:

. Director.

5. Date of compliance: 12/09/2011.

K. 072

1. All linen carts, ice carts and
medication carts removed from the
corridors on 11/8/11 by the Maintenance

2. The Maintenance Director completed
an audit of the facility 11/08/2011 to
determine that each corridor was free of
all obstructions ot itnpediments to engure
full instant use in the case of fire or other
emergency. No further issues were
identified.

3, Staff have been re-educated as of
12/06/2011 by the Administrator and
Director of Nursing regarding the storage
of linen carts, ice catts, and med carts in
the cotridors and the need to maintain the
means of an egress continuously.

FORM CMS&-2667(02-86) Pravious Verslons Obsolete Event [D: OX9H21 Faciiity ID: 100383 If continuation shaest Page 7 of 11
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K072 Continued From page 7 K 0724, The Maintenance Director will
Observation, on 11/07/11 at 1:55 PM, with the complete an audit once a week for (4)
Maintenance Director revealed linen carts, ice weeks and then once a month for two (2)
carts, and med carts, were being stored in the : : B el '
100, and 300 corridors. months to determine no 'furmshmg.s or
other objects are stored in the corridors.
Interview, on 11/07/11 at 11:55 PM, with the A summary of these findings will be
Maintenance Director revealed the facillty submitted to the Performance
routinely stored linen carts, ice carts, and mead Improvement Committee by the
carts, In the corridors, Maintenance Director monthly times
Reference: NFPA 101 (2000 Edition) thres (3) m‘;”?hﬂ for review and further
Means of Egress Rellability 7.1.10.1 recommendations.
Means of egress shall be continously )
maintained free of all obstructions or 5, Date of compliance: 12/09/2011.
impedimentsg to full instant use in the case of fire
or other emergency. :
K 130 | NFPA 101 MISCELLANEOUS K130|K 130
S8=E
sC . . .
OTHER L DEF'O'ENG.Y NOT ON 2788 1. Slide bolt type lock identified on the
public restroom door located in 100 Hall
near the nurses station removed
11/09/2011 by the Maintenance Director.
. ' . The flip down liold open devices on the
ot dor vl o f e 00l
determined the faclllty falled to maintain doors 300 Hagv ‘m‘j 31591;;8’1“1 3;‘1"tf°°f were
within & required means of egress In accordance removed on 11/ y the
with NFPA standards. This deficiency had the Maintenance Director.
potentlal to affect two (2) of five (5) smoke
compartments, resldents, staff, and visitors. The 2. The Maintenance Director completed
facility is licensed for fifty eight (68) beds, with a | an audit of the facility doors on
census of fifty two (52) on the day of the survey. 11/10/2011 to inspect for other
The findings Include: unapproved locks or holc} open devices.
No other concerns were identified.
Observation, on 11/07/11 batween 4:30 PM and
4.00 PM, with the Maintenance Director revealed
FORM CM8-2547(02-88) Pravious Versions Obsolsle Event ID: OX8HZ1 Facillty [D: 100383 If continuation shest Pags 8 of 11




DEC-09-2011 FRI 03:00 PM CRESTVIEW FAX No. 502 633 7890 P. 020/022

PRINTED: 11/21/2011
FORM APPRQVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

CRESTVIEW CARE AND REHABILITATION CENTER

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 « MAIN BUILDING 01 '
B, WING
. 185409 14/08/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1871 MIDLAND TRAIL
SHELBYVILLE, KY 40065

X4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED HY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REQULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)
. : 3. Staff have been re-educated as of

K130 Cor:lt';nuept:: f/mdml pig(e I?d bolt type) nstalled K130|12/06/2011 by the Administrator and

an unhapproved lock (elide bolt type) was installe e o : :

on the egress side of a publle restroom door ];Llregiticgeolfgum?f rlezgarigxgg;:se of

iocated in the 100 Hall, near the nurses' station. Y e OCKs of holct op son

Further observation revealed the exit door at the doors within the facility, The

ond of the 100 Hall, the 300 Hall, and the Front Maintenance Director will complete

exit door, had flip down hold open devices rounds of the facility at least monthly to

mounted on the bottom of the doors. monitor that no unapproved locking or

: : hold open devices are in use,

[nterview, on 11/07/11 between 1:30 PM and 4:00 P

PM, with the Maintenance Diractor revealed they . . .

were aware of the locks, and the flip down hold 4. The Maintenanoe Direotor will

open devices, but not aware they could not be complete an audit once a week for (4)

used. weelks and then once a month for two (2)

months to determine that no unapproved
" ‘ ) locking or hold open devices are in use in

Reference: NFPA 101 {2000 Edition) 19.2.2.2.4 the facility. A summary of these findings

Doors within a required mesans of egress shall not will be submitted to t.he Performance

be equipped with a latch or Jock that requires the Improvement Committee by the

use of a taol or key from the egress side, Maintenance Director, monthly times
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 |three (3) months for review and further

88=F _ , recommendations.

E{ectrical wiring and equipment s In accordahce

with NFFA 70, Natlonal Electrlcal Code. 912 5. Date of oompliance: 12/09/2011.

This STANDARD is not met as evidenced by:

Based on observation and interview, it was K 147 See Next Page.......

determined thea facllity failed to ensure electrical BEe

wirihg was maintained In accordance with NFPA

standards. The deficlency had the potentlal to

affect five (6) of five (§) smoke compartments,

residents, staff, and visitors. The facllity Is

licensed for fitty eight (68) beds with a census of

fifty two (52) on1 the day of the survey.
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The findings include;

Observation, on 11/07/11 hetween 1:00 PM and
4:30 PM, with the Maintenance Direstor revealed:

1) A mattress pump and an axygen concentrator
pluggsd into a power strip located In room 143.

2) Arssident bed and a nebullzer plugged into a
power strip locatsd [n room 103.

3) Storage In front of electrlcal panels, and heat
tape wrapped around sprinkler piping plugged
into an extensjon cord that was plugged Into a
power sfrip, located in the Mechanical Room of
the 100 Hall,

4) An oxygen concentrator and a mini nebulizer
plugged into & power strip located in room 201.

5) Aresident bed plugged into a multi plug
extension cord located in room 302.

6) Anextenslon cord plugged Into a wall
receptacle in the faundry room, penetrated the
drywall behind the dryer to supply power for a wall
receptacle in tha rasident corridor,

[nterview, on 11/07/11 between 1:00 PM and 4:30
PM, with the Malntenahce Director reveasled they
were not aware of the extension cords and power
sttips baing misused, and storage in front of
elactrical panels was not permitted.

Reference; NFPA 99 (1998 edition)
3-3212D
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K147
Continued From page 9 K147 K 147

1. Power strips identified in room 113,
103, 201, 302, in the Mechanical Room
on 100 Hall were removed by the
Maintenance Director by 11/08/2011.
Stored items were immediately removed
from in front of the electrical panels and
the heat tape was removed by the
Maintenance Director on 11-08-11. The
extension cord in the laundry room was
removed and the wall receptacle in the
hall was removed and covered with a
blank plate, by the Maintenance Director
on 11/08/2011.

2. The Maintenance Director completed
an audit of the facility 11/09/20]1 and
inspected every room for power
strips/extension cords and inspected each
electrical panel to deterrine nothing was
being stored in front of the panels. No
other issues were identified.
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Minlmum Number of Receptacles. The number
of receptacles shall be determined by the
intended use of the patient care area, Thare shall
be sufflclent receptacles located so as to avold
the need for extension cords or multiple outlet
adapters.

110-26, Spaces

About Electrical Equipment. Sufficlent access
and working space shell be provided and
malntained around all elestric equipment to
permit ready and safe operation and malntenance
of such equipment. Enclosures housing electrical
apparatus that are controlled by lock and key
shall be considersd accassible to quallfled
persons.
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K 147 | Continued From page 10 K147

3. Maintenance Director and staff have
been re-educated as of 12/06/2011 by the
Administrator and Director of Nursing
regarding the use of power strips,
extension cords and storing items in front
of electrical panels. The Maintenance
Director will make monthly rounds to
determine that no power strips, extension
cords, or items are stored in front of
electrical panels ongoing.

4., The Maintenance Director will
complete an audit once a week for (4)
weeks and then once a month. for two (2)
months to monitor that no power strips,
extension cords, or items are stored in
front of eleoctrical panesls.

A summary of these findings will be
submitted to the Performance
Improvement Committee by the
Maintenance Director, montlily times
three (3) months for review and forther
recommendations.

5. Date of compliance: 12/09/2011.
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