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A Regertification survey was initiated on 04/04/11
and cohcluded on 04/07/11, and a Life Safety
Code Survey was completed on 04/06/11.
Deficiencies were cited with the highest scope

and severlty of an "F", Cor;:cﬂve c:lzﬂor: tfo beda::c;m_;mshed 5/22/11
F 160 | 483.10(c)(6) CONVEYANCE OF PERSONAL F 160/ forthose residents found fo be
558 | FUNDS UPON DEATH aftected by the deficient practice:
. 7 We feel that this citation was written in
Upon the death of a resident with a personal fund | error, as our analysis shows that all

deposited with the faciiity, the facility must convey -
within 30 days the resident's funds, and & fina funds have been conveyed within 30
accounting of those funds, to the individuat or days of death of the r?s'dem'

probate jurisdictlon administering the resident's However, we have written a new
estate. policy on conveyance of those funds.

How the facility will identify other

residents having the potential to be

This REQUIREMENT is not met as evidenced affected by the same deficient

by: -

Bsz;sed on interview and record review it was practice:

determined the facility failed to convey resident _ All residents are equally affected by
funds to the individual administering the residents' this deficient condition.

estate within thirty (30) days of residents' death Measures put info place or systematic

changes made to ensure that the
deficient practice will not recur:
We are evaluating those accounts on

for two (2) of five (5) unsampled residents.

The findings include;

Closed record review of two (2) of five (5) a monthly basis to ensure that we are
unsampled residents revealed a death date of complying with our policy of payment.
accounts revealed closing dates of 03/08/11 and berformance to ensure that solutions
02/15/11, respectively.

are sustained:
An Interview with the Accounts Receivable The Chief Financial Officer will monitor
Representative (ARR) on 04/07/11 at 4 PM those accounts on a monthly basis to
revealed she knaw accounts were to be closed no ensure prompt payment.
later than thirty (30) days following the death of a Person responsible for compliance:

resident. Further interview with ARR revealed

she was not able to determine why the accounts Chief financial Officer.

LABORATORY bIHECTDH'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ' (X6) DATE

WW(@WW Adwwiistoodns Residont 51311

de [clencﬂ statemeant dmg with an asterisk (*) denctes a deficiency whioh the [hstitution may be excused from corraotlng providing It is determined that
oth sgfeguards provide sufficient protection to the pallents, (See Instructions.) Except for nurslng homaes, the tindings stated above are disclosabls 80 days
following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correctlon are disclosable 14
days following the date these documents ara made available to the facllity. If deficlencles are cllad, an approved plan of correction is requlsite to contlnued
program paricipation.
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were not closed within thirty (30) days.
F 252 | 483,15(h)(1) F 252 Conective action to be accomplished | 5/22/11
ENVIHONMENT aifected by the deficient practice:
The facility must provide a safe, clean, All plastic guards have b'ee” removed
comfortable and homelike environment, allowing from the walls and door jams, and the
the resident to use his or her personal belongings - affected areas have been prepared
to the extent possible. and painted.

How the facllity will identify other
residents having the potential to be

This REQUIREMENT is not met as evidenced affected by the same deficient

by: practice:

Based on observation and interview, it was All residents are equally affected by
determined the faciilly failed to provide a sefe, this deficient condition.

clean, and homelike erivironment as evidenced

7 M t int 1 ti
by the lack of maintenance performed on the wall easures put Info place or systematic

edge guards and lower kick rails in the hallways changes made o ensure that the
and resident areas. deficient practice will not recur:

Plastic protective covers are no longer
The findings include: be used in the facility. The painted

doors jams are re-painted as wear
oceurs an the door jams.
How the facllity monitors its

Observation on 04/05/11 at 9:55 AM, revealed -
the top of nineteén (19) of twenty-two {22) plastic
wall edge guards were loose from the wall and

door Jams. Observation revealed the wall edge performance 1o ensure that solyfions
guards were loose from the wall at the floor level are sustained:

and ohservation revealed the locse wall edge The Director of Madintenance performs
guards had sharp edges exposed. routine inspections of the entire facility

on a moenthly basis to ensure that the

Ohservation on 04/05/11 at 10:30 AM, revealed in o .
facility is safe and clean. Door jams

the hallway between rooms N9-N7, the lower kick

rail endcap was missing, exposing the bare metal are repainted as necessary
end., Person responsible for compliance:

) . ] Director of Maintenance.
interview with the maintenance assistant, on

04/07/11 at 11:10 AM, revealed the wall edge
guards should be removed when they become
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damaged of loose. He further stated he was
unaware there were so many that were pulling 5/22/11
away from the wall. .

F 3321 483.25(m){1) FREE OF MEDICATION ERROR
ss=£ | RATES OF 5% OR MORE

The facility must ensure that it is free of
medication ervor rates of flve percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined the facility failed to
ensure a medication error rate of less-than five
(B) percent wes maintained. Observation of the
Medication Pass on 04/05/11 and 04/06/11
revealed five (5) etrors were made of forly-two
{42) opportunities, resulting in an 11.9 percent
medication error rate. The errors involved four
(4) unsampled residents. '

The findings include:

1. Review of the Clinical Record for Unsampled
Resident A revealed & Physiclan's Order for
Librium, five (5) milligrams (mg), to be given
every morning. Observation.of the Medicatlon
Pass on 04/05/11 at 9:40 AM revealed the drug
was not available on the medication cart.
Interview with Licensed Practical Nurse {LPN) #4
at the time of the observation revealed the facility
had run out of the medication and the nurse had
sent a request to the Pharmacy for the drug to be
delivered. Continued interview revealed a
medication refill order should be sent five (5) days
before the supply was depleted. She further
stated she had ordered the medication "a while

F332| corrective action fo be accomplished for those
residents found to be affected by the deficient

practice;

There was no identified reaction or side-effects
related to the medication errors experience by
unsampled residents A-D. Resident A’s
medication was found on the cart, LPN #4 was
not aware that Librium was maintained and
locked in the controlled box, Nurse #4 was
educated to look in all places for medications.
How the faclllty will Identify other residents having
the potential to be atfected by the same deficient

practice:
All residents are equally affected by this deficient

condition.

Measures put into place or systemaltic changes
made to ensure that the deficient practice will not
recur;

All full-time and part-time nurses/CMT's shall be
required to watch a Med Pass Error and
Prevention Video (sign off sheet attached) and
complete the quiz (attached) by May 11, 2011.
PRN or peol nurses shall not be permitted to
schedule days to work after May 11, 2011 until this
requirement is met. A new policy was developed
Medicafion Adminisiration [attached) and shall
be reviewed with all full-time and part-time
nurses/CMT's. PRN or pool nurses shall not be
permitted to schedule days to work after May 11, 2011
until this requirement is met, A new policy was
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back". . Interview with the Nurse Manager on
04/06/11 at 9:10 AM revealed a six-pack of the
medication had been delivered on 04/34/11 and
should have been placed on the medication cart.
She could not explain why the dose was missed,

2. Observation of the Medication Pass on
04/05/11 at 9:50 AM revealed the morning
medicatlons for Unsampled Resldent B Included
Gualfenesin 100 mg. (Guaifenesin is given to
help thin respiratory secretions.) Registered
Nurse #10 administered all of the resident's
medications, including the Gualfenesin, prior to
administering a nebulizer (breathing) treatment.
Review of the Physicians' Orders revealed the
Guaifenesin was to he administeroad after the
nehbulizer treatment. Subsequent cbservation of
the medication pass on 04/07/11 at 10:00 AM
revoaled LPN #7 administered the Guaifenesin,
with the other oral medications, prior to the .
nebulizer treatment. Interview with LPN #7 at that
time revealed she did nol realize the Guaifenesin
should have been given after the nebulizer
treatment. Review of the Medication
Administration Record {MAR) with the nurse
confirmed the error.

3. Review of the Medication Pass for Unsampled
Resident C on 04/06/11 at 10:30 AM revealed
LPN #9 administered two (2} drops of Restasls to
each eye. Continued observation revealed LPN
#9 administered Flonase, one spray to éach
nostril. Review of the Physicians' Orders
revealed Resident C was to receive one (1) drop
of Restasis to each eye twice daily. Continued
review revealed an order for Fionase, two (2)
sprays to each nostril twice dally. Interview with
LPN #9 on 04/06/11 at 11:00 AM confirmed she
had made two (2) errors of administration. The

deveicped Medication Administration {attached)
and shall be reviewed with all full-time and part-
fime nurses/CMT's, PRN or pool nurses shail not be
permitted to schedule days to work after May 11,
2011 until this requirement is met, A new policy
was developed Opthalmic Administration
{attached) and shall be reviewed with all full-iime
and part-fime nurses/CMT's, PRN or pool nurses
shall not be permitted to schedule days to work
after May 11, 2011 until this requirement is met.
Upon hire, during orientation nurses/CMT shali be
required to review the Med Pass Error and
Preventfion Video and complete the quiz, They
will also be required to review the Nursing
guidslines manual to review all nursing policies.
How the facility monitors its performance o
ensure that solutions are sustained:

All nurses/CMT's are audited on med
administration using the Medication
Adminisiration Audit tool [attached) initially and
then annudlly by the Assistant Director of Nursing
or Vice President of Nursing and Client Services.
Upon hire and during orientation nurses/CMT's
shall be audited on med administration using the
Medication Administrafion Audit tool. The
Administrative Assistant shaill review (see attached
audit) all Health Care Center nurse/CMT
evaluations and orientation check-off information
for completion. The report shall be sent to the
ADON for review guarterly. The findings will be
reported to the Quality Assessment and
Assurance Committee for their review and
recommendations, if any.
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STORE/PREPARE/SERVE - SANITARY

The facllity must -

(1) Procure tood from sources approved or
considered satistactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by: '

Based on ohservation, interview and record
review, it was determined the facility failed to
ensure food was prepared, distributed, and
served under sanitary conditions. This was

() ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 05)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHQULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO&S-AEFERENCED TO THE APPROPRIATE DATE
. ‘ DEFIGIENGY)
F 332, Continued From page 4 _ F332] pMembers of QAAC include: The
nurse stated she was nervous and got mixed up. Medical Director, 2 members of the
4. Review of the Clinical Record revealed board (Resident Care Policies
Unsampled Resident D was to receive two (2) Committee}, Administrator, Vice
drops of Artficlal Tears to each eye four (4) times President of Nursing and Client
daily. Observation of the Medication Pass on Services, Assistant Director of Nursing
04/06/11 at 4:20 PM revealed Artificial Tears eye (Chairman of the Committee]Director
drops were not available for Unsampled Resident . . . o e
D. Interview with RN #3 at that time revealed she of Social Services, Director of Activities,
did not know why the eye drops were not Consuttant Pharmacist, Staff
avallable. Observation of the medication cart with Development Coordinator, Director of
LPN #8 on 04/07/11 at 10:10 AM revealed a new RAI.
bo“!e Of A_r“ﬂc!al TearSWilh an unbl’oken Seai was Person responslble for ComglIGHCe:
in the resident's drawer. Review of the MAR VP of Nursing & Client Services
revealed two (2) doses were missed on 04/06/11,
in the aftemoon and at bedtime. LPN #8 stated
'Resident D recelved only two (2) applications of
the eye drops on 04/06/11, Instead of four (4)
applications as ordered, -
F 371 483.35() FOOD PROCURE, F a71] Corrective action to be accomplished | 5/22/11
SS=E tor those residenis found to be

affected by the deticient practice:

All dietary staff have been inserviced
regarding proper hand-washing
techniques, proper use of gloves, and
proper use of hair nets/resiraints, The
facility polices and procedures
regarding hand-washing, gloves, and
hair nets/restraints have been
reviewed and revised to emphasize
proper techniques and procedures.
Copies of the revised polices and
procedures are attached to this POC,
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| the facility's hand washing poicy.

-| food two (2) times-without washing his hands.

evidenced by.the facllity failure to utilize proper
hand sanitation and approptiate hair coverings.

The findings Include:

Review of the facllity's "Hand Washing Policy",
dated 02/10, revealed hands needed to be.
washed before work, after using the rest room,
after smoking, eating and prior to leaving work,
Further review of the policy revealed employees
should wash their hands before and alter a task is
completed, even if gloves are worn.

Review of the facility's "Employee Sanitary
Praclices", dated 05/08, revealed all employees
are to wear halr nets or restraints and to follow

Observation of dietary staff in the serving Kitchen
on 04/04/11 at 5:40 PM reveated Dietary Aide #5
touched hls face twice then continued to plate

Further observation revealed Dietary Alde #5
removed utensils from the drawer, opened the
refrigerator for supplies and brought up trays of
soup bowls, all while wearing the same gloves he
was using to piate residents’ food. Contlhued
observation revealed he was reminded by a fellow
staff member to change gloves. Hewas
observed to change gloves without washing
hands prior to donning new gloves. Observation
at 6:06 PM revealed Dietary Aide #5- opened the
refrigerator using the same gloves he used to
plate residents' food, then went back to plating
food for residents without washing his hands or
changlng gloves. Further observation revealed
Dietary Aide #4 did not wash his hands helween
nhumetous glove changes while he acled as a

residents having the potential to be
affected by the same deficlent
practice;
All residents in the facility have the
same pofential fo be affected, as they
all eat the facility’s food.
Measures put into place or systematic
changes made to ensure that the
deficient practice will not recur:
All staff have been inserviced
regarding sanitation, hand-washing,
glove use, and hair nets/restraints. The
facility conducts weekly audits by the
dietary manager or representative to
- ensure compliance. The dietary
manager also conducts ddily visual
audits for compliance.
How the facllity monitors lts
performance to ensure that solulions
are sustained:
The facility monitors its performance
via weekly audits of the sanitation
process as well as daily observations.
Any deficient practice is addressed
immediately by the dietary manager
through re-education of the affected
staff person(s). Periodic reports
regarding the facility's compliance
are made to the Quality Assurance
Committee.
Person responsible for compliance:
Dietary Manager
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F 371

‘the refrigerator doors to get pureed foods, then

"runnet"” for kitchen staff. Continued observation
at 6:15 PM revealed Distary Aide #4 baggied
sandwiches for tray line, removed items from
refrigerator for tray line then returned to handling
sandwiches without washing hands or changing
gloves.

Ohservation on 04/04/11 at 6:05 PM revealed the
bouffant hair covering for the Dietary Manager did
not completely cover her hair, leaving bangs and
long side curls unrestrained. Further observation
on 04/04/11 at 6:15 PM revealed Dietary Aide #5
had hair touching the nape of his neck with just a
ball cap to cover his hair.

interview with Dietary Aide #5 04/04/11 at 6:30
PM revealed he had been inserviced about hand
washing before and after food service but that's
all he remambers. He further stated that hair
needed to be covered.

Interview with Dietary Aide #4 on 04/05/11 at 1:565
PM revealed he should wash hands before and
after food handling. Further interview revealed he
should have taken his gloves off-before opening

should have washed his hands before donning
new gloves to confinue meal service, Dietary
Aide #4 further stated thal hair needed to be
completsly covered.

Interview with Dietary Aidos #2 and #3 on
04/06/11 at 11:15 AM revealed hands needed to
be washed before and after using gloves, and
hands needed to be washed after touching
anything, such as refrigerator handles ot the
telephone. Further interview revealed hair
needed to be completely coverad with either a
hair net or bouffant hat. '
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Interview with the Dietary Supervisor on 04/06/11
at 11:20 AM revealed hands needed to be
washed after complating one task belore going to
another task and after removing gloves. Further
interview reveated that men with long hair should
either wear a hair net or tuck their hair under a
ball cap.
Interview with the Dietary Manager on 04/06/11 at
4:00 PM revealed hands should be washed upon
entering the kitchen, before donning or after
removing gloves, or if your person is touched.
She further stated that gloves need to be
removed before opening the retrigerator, and
hands washed before donning gloves. Further
interview revealed gloves are ptimarlly used for
food handling. She turther stated that complete
halr coverage is mandatory for all dietary staff by
use of either a hair net, bouffant cap or ball cap.
She further stated that if the ball cap does not :
completely cover the hair, then a halr het must be Corrective aclion fo be accomplished | 571117
| worn under the cap. : for those residents found to be
F 441 | 483.65 lNFECTION CONTHOL, PREVENT F 441 atfected by the deficient practice:
§5=D | SPREAD, LINENS The nurse involved with this deficient
The facillty must establish and maintain an practice has beeninstructed as to the
intection Control Program designed to provide a proper handling of medications, i.e.,
safe, sanitary and comfortable environment and medications are not to be touched
.| to help prevent the development and transmission with a bare hand, but only using a
of disease and Infection. gloved hand or with the appropriate
(a) Infection Control Program instrument and of:cordmg to nursing
The facility must establish an Infection Control protocol. The resident was
Program under which it - determined to be asympiomatic fo
(1) Investigates, controls, and prevents infections infection following the deficient
|(g)ﬂl139 fe_lgtllty; hat ]  as Isola practice, and dll residents’ conditions
ecides what procedures, such as Isolation, . i
should be applied to an individual resident; and are reviewed weekly.
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(3) Maintains a record of incidents and corrective
aclions related to infections.

(b) Préventing Spread of Infection’

(1) When the Infection Control Program
determines that a resident needs isolation to

| prevent the spread of infection, the facllity must
Isolate tha resident.

(2) The facllity must prohibit-employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the diseass.

(8) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(¢) Linens

Personnel must-handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT s not met as evidenced
by

Based on observation and interview, it was
determined the facllity failed to ensure adequate
Infection control practices were malintalned during
medication administration. The nurse handled
Pills belonging to Unsampled Resident C with her
bare hands prior to administration.

The findings include:
Observation of the Medication Pass on 04/06/11

at 10:30 AM revealed Licensed Practical Nurse
"t (LPN) #9 placed her finger In a cup containing

Measures put into place or systematic
changes made to ensure that the

deficient practice will not recur:

All residents have the potential to be
affected by this deficient practice.
New policies and in-services with
nurses/CMT's have been identified
and put into place to ensure that
infection control practices are
mdadintained during medication
administration. A new policy was
developed Medication Administration
(aHached) and shall be reviewed with
all fulltime and part-time
nurses/CMT's. PRN or pool nurses shall
not be permitted to schedule days to
work after May 11, 2011 until this
requirement is met, All nurses/CMT's
vpon hires shall review this policy
during orientation.

How the facility monitors its
perdormance to ensure that solutions
are sustalned:  All nurses/CMT's shall
be audited on med administration
using the Medication Administration
Audit tool {attached) initially and then
annudlly by the Assistant Director of
Nursing or Vice President of Nursing
and Client Services. Upon hire and
during orientation nurses/CMT's shall
be audited on med administration
using the Medication Administration
Audit tool. The Administrative Assistant
shall review {see attached qudit) dll
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pills belonging to Unsampled Resident C, The
nurse moved the pills about with her finger to
identify them. Continued observation revealed
the nurse poured the pills Into the paim of her
hand and back into the cup. Subsequently, the
nurse administered the pills to the Resident,

Interview with LPN #9 on 04/06/11 at 11:00 AM
revealed she knew she shouldn't have touched
the pilis with bare hands.

Health Care Center nurse/CMT
evaluations and orientation check-
off information for completion. The
report shall be sent to the ADON for
review quarterly. The findings will be
reported to the Quadiity Assessment
and Assurance Committee for their

review and recommendations, if any,

Members of QAAC include: The
Medical Director, 2 members of the
board [Resident Care Policies
Committee), Administrator, Vice
President of Nursing and Client
Services, Assistant Director of Nursing
{Chdirman of the
Committee)Director of Social
Services, Director of Activities,
Consultant Pharmacist, Staff
Development Coordinator, Director
of RAI

Person responsible for compliance:

The VP of Nursing and Client Services.
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K 000 | INITIAL COMMENTS K000
A Life Safety Code survey was initiated and e
concluded on 4/5/2011. The facility was found not EC E ﬂ VH W
to meet the minimal requirements with 42 Code of
the Federal Regulations, Part 483.70. The highest MAY ¢ § 201
Scope and Severity deficiency identifisd was an - g
"F“. BV:
Type ©f Structure: 2000
Exisiting/TypeV-Protected with complete sprinkler
system _
Plan Approval Date; 4/19/1976 .
I Lorreclive action 1o be accomplished
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K osp| Soweclive action fo be accomplished | 5/22/11
SS<F ' for those residents found to be
If there Is an automatic sprinkler system, it is affected by the deficient practice:
installed in accordance with NFPA 13, Standard The automatic sprinkler system has
for tr;: Installa:tion of Sprink!fer Sgirlstemis, to h been extended to provide coverage
v mplete cover ] ; ;
Building. Tho Syetom is proparly mainiained In to the two canopies on e east wing
accordance with NFPA 25, Standard for the . g, ’
Inspection, Testing, and Maintenance of south, and east wing exits.
Water-Based Fire Protection Systems. itis fully How the facility will identify othet
supervised. There is a reliable, adequate water residents having the potential to be
: SUPtply for the SY?tema Hlthmr?d _s”prinkle:j affected by the same deficient
systems are aquippad with water How and tamper lice:
| switches, which are electrically connected to the % i Iv affected b
building fire alarm system. 19.3.5 'residenis are equaly artecied by
) this deficient condition.
Measures put into place or systematic
‘ changes made to ensure that the
. : . _ deficient practice will not recur:
This STANDARD is not mgl as gwdc_anced by: The automatic sprinkler system is
Based on ohservation and interview it was testod tacturer’
determined the facility failed to ensure the ested per manutaciurer s
building had a complete sprinkler system, . recommendations and state
according to NFPA standards. The deficlency has regulation.
the potential fo affect all residents, siaff and
visitors. The facility is llcensed for (68) beds and
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE
Gomson Adwindsttodoe/Lreaident SA1-\

An eﬂcianog statement piding with an asterisk (*) denotes a deficlency which the Institution may be excué'ed fréom correcting providing It is detarmined that
ather safeguards provide gulficient protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether ar not a plan of correction Is provided. For nursing homes, the above findings and plans of cotraectlon are disclosable 14
days following the date these documents are made available to the facllity. If deficlencles are clted, an approved plan of corraction Is requislte to continuad
program participation.
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K056 Continued From page 1 . K 056 How the facilily monitoss its
lhe_census on the day of the survey was (66) performance to ensure that solutions
residents, ' : .
_ are sustained:
The findings include: Any problems found during routine
inspections or maintenance will be
Observation on 4/5/2011 at 11:30 AM with the V. corrected immediately.
P. Adminstration and Maintenance Director, Person responsible for compliance:
revealed two canopies and three overhangs with :
no sprinklers. The two canoples are located at the V.. of Operations
front entrance on the East Wing of the building.
The three overhangs are located on the East
Wing exit, the South Wing exit and the North
Wing exit. The two canoples and the three
overhangs are all over four (4) feet in widih,
d Interview with the V. P. Administration and the
w, Maintenance Director on 4/5/2011 at 11:30 AM,
Indicated that they were not aware of the
requirement that the canoples and ovethangs
needed to be sprinkled,
Reference: NFPA 13 (1999 Edition) 5-13 8.1
Sprinklers shall be installed under exlerior rools
or canoples exceeding 4 Ft. (1.2m) in width,
'Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limlted combustible construction.
K 073 [ NFPA 101 LIFE SAFETY CODE STANDARD K 073| Comective action to be accomplished | 5/22/11
SS=E ' for those residents found o be
No furnishings or decorations of highly flammable affected by the deficient practice;
character are used.  19.7.5.2,19.7.6.3, 19.7.5.4 A new policy has been written which
addresses decorations in the facility.
) The policy states that ali decorations
This STANDARD is not met as evidenced by: must be of made non-combustible
Based on observation and interview, it was materials or must be treated with
determined the facility failed to ensurs that no flame-retardant material to ensure
combustible decorations were used In the fagility,
according to NFPA standards. The deflgiency has that they are safe.
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the potential to affect all residents, staff, and
visitors. The facility is licensed for (68) beds and
the census on the day of the survey was (66)
residents.

The findings include:

Observation on 4/5/2011 at 10:50 AM with the
Malntenance Director, revealed hanging ‘
decorations on the residerit rooms doors’
numbered S-5, 5-6, and 5-9 on the South Wing,
and N-1, N-2, N-3, N-8, and N-12 on the North
Wing.

Interview with the Maintenance Director on
4/5/2011 at 10:50 AM, revealed the facility did not
have a policy or system in place to ensure the
decorations were treated with a flame retardant
material.

Reference: NFPA 101 (2000 Edition) 19.7.5.4
Combustible decorations shall be prohibited In
any health care occupancy unless they are
flama-retardant.

(X4) ID SUMMARY BETATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF GORRECTION - (%6}
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K073 | Gontinued From page 2 KO073| How the facllity will identify other

residents having the potential to be
affected by the same deficient
practice:

All residents are equally affected by
this deficient condition,

Measures put into place or systematic
changes made to ensure that the
deficient practice will not recur:
Routine inspections are made to
ensure that all decorative hangings
are flame retardant. Also, employees
have beeninserviced regarding the
new policy. If inappropriate materials
are found to be in use for decorations,
the decorations are to be removed
immediately.

How the facility monitors its
pedormance to ensure that solutions
are sustained:

The Director of Maintenance or his
designee will make monthly
inspections of the facility to ensure
that only flame-retardant decorations
dre used.

Person responsible for compllance:
Director of Maintenance.,
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