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' : Parkview Nursing and Rehabilitation |
A standard health survey was:conducted on - Center acknowlgd_g:es receipt of the
12/05-08/14. Deficient praclice was identified Statement of Deficiencies and
with thekhighest scope and severity at "D tevel, proposes this plan of correction, to the
F 282 | 482.20(K)(3)(ii} SERVICES BY QUALIFIED F 2B2 | oxtant that the s o ines is
8%=D | PERSONS/PER CARE PLAN » xtent that the summary of finding
factually correct and in order to
| The services provided or arranged by the facility maintain compliance with applicable
must be provided by qualified persans in . rules and provision of quality of care
accordance with each resident's written plan of and safety of the residents. The plan of
care, :

‘| correction is submitted as a written

| allegation of compliance. Parkview
This REQUIREMENT is not met as évidenced ' Nursing and Rehabilitation Center's

by: o o F

Based on observation, record review, intarview, Lesp OI,ISE t.o the Statqment of .
care plan teview, and a review of facility policies, Deficiencics and Plan of Con:cctmn
it was determined the facility failed to ensure does not denote agresment with the
services were provided to one of eighteen statement of deficiencies, nor does it

sampled resldents-in accordance with tha |

resident's plan of care (Resident#13). The constitute an admission that any

. i facility failed to ensura that a care plan . deficiency is accurate. Further,
| intervention for the resident to have fiuids . Parkview Nursing and Rehabilitation
! restricted to 1500 milliliters. per day had been ' Center reserves the right to submit
implemented in accordance with the resident's :
plapn of care. A physician's order dated 09/06/11 . documentation to refuite any of the
revealed nursing staff should have provided 900 . |stated deficiencies through informal
milliters of fiu/d to the resident, per day, and the dispute resolution, formal appeal,

Dietary Department should have provided 600 and/or any other administrative or
milliiters of fluid, for a total of 1500 miliiliters of legal edi

fuid a day. On 12/01/11, 12/02/11, 12/03/11, cgal proceedings.

12/04/11, 12/05/11, 12/06/11, and 12/07/11, the
resident received greater than 1500 milliliters of
fluid per.day from the nursing staff. The diatary
staff was responsible to monitor for the 600
milliliters which had baen provided by the Dietary
Departmenl The fluids provided by the Dietary
Department were not inchided with the totals

i

. . i - X . _
LABORRTORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TTLE ’ (X6} DATE
\’w Quran ' Mﬁ\\_ﬁ\%mm - A-30(7
Any deficienay statement ending with an asterisk () denotes & deficlancy which the institutisn may be excused from somecting previding It is detarmined that

other safeguande provide sulficient protection to the patients. (Se instructions.} Excapt for nursing hames, the findings stated sbove are disclosable 90 days
following the date of survey whether ar not a plan of sarrectian ks provided. For nureing hames, the abova findings and plans of comection ara disciosable 14

days follawing tha datm thess doqumants sre made avaltable te e facliy. If deficiancies are clted, an approvad plen of correction Is requisite to cantinged
pregram particlpation. . : .
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documented by the nurses on the Medication . (F282 . . i
Administration Record (MAR), 1. Resident #13 did not have any

adverse outcomse as evidenced by

The findings include: 12/14/2011 pertinent labs which note¢

A review of the facility's poliey entitled "Care Plan” improvements in levels. Resi(.{ent and
{dated August 2010) revealed the ficensed nurse family were educated regarding fluid
was respensible for initiating the resident care ' restrictions 1o include no pitcher of

plan. The policy also revealed the care plan i wledpe
would be initiated Upon adrmission to the facilty water at bedside, They aclnowledg

and wolild be reviewed and révised on an and understand need for ﬂ‘-}id
ohgoing basis. restrictions as well as possible adverse

. \ i - outcomes with noncompliance. The
A review of the medical record for Resident #13°

revealed the facility admitted the resident on ' resxde‘nt's physician was made awarc
'11/25/09, with diagnoses which included Chronic | of resident noncompliance. Amount of
Kidney Disease requiring Dialysis and Diabetes fluid restriction was added to C.NLA.,
Mellitus. _ assignment sheet,
revi iy

‘:sl;eesli\:’ngrif ge?eng EESIQE’T#’JSQTJE tiit r(;ws%ifnt 2. All residents have the potential to be
had been assessed to have moderately impaired affected by the deficient practice. The
cognifion, The M%S alss revealed the reslidergj C.N.A. Preceptor compared a list of
;ﬂ;:;d the limite afs.srstance of one person for care plan interventions to actual care

| ' provided and the C.N.A. assignment
A review of the comprehensive care plan for ' | sheets on 1/2/12, Discrepancies were

Resident #13 revealed an entry dated 08/06/11 ad i i it
that indicated the resident was to hava fluids - | - corrected %gmedizi‘teliry by LI d the
restricted to no more than 1500 milliiters in 24 “ Manager/ Licensed Nurses and tt

hours, - : . Director of Nursing was notified.

A review of the Cerlified Nurslng Assistant (CNA)
Assignment Sheet dated 12/07/11 revealed
Resident#13 was on fluid restriction, however,
the assignment sheat failed to specify how much
fluid the resident was aflowed to consume,
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| milliliters; and on 12/07/11, the resident

- | received from the Dietary Department.

A review of the Medication Administration Record
(MAR) for Resident #13 dated December 2011
revealed nurses documented fluids the resident
received from nursing staff only. The fluids
received from the resident's meal trays were,
monitered by the dietary staff and were not
documented on tha MAR. Documentation on the
MAR ravealed on 12/01/11, the resident .
consumed 1163 miililiters of fluid; on 12/62/11,
the resident consurmed 1440; on 12/03/11, the
resident consumed 1780 milliliters; on 12/04/11,
the resident consumed 1550 miltiliters: on
12/05/11, the resident consumed 1560 milliliters;
on 12/08/11, the resident consumed 1180

consumed 2355 milliliters from the nursing statf
which were in addition to the 600 milliliters

Observation of Resident #13 on 12/07/11, at 1:10
PM, revealed the resident was sitting on the side
of the bed. The observation also revealed 2 cup
filled with lca water sitting on the overbed table
and within reach of the resident,

An interview conducted on 12/07/11, at 1:45 PM,
with CNA #1 revealed Resident #13was ona .
fluid restriction and sheuld not have had a cup
with ice water on the overbed table. The CNA -+
was unsure who provided the resldent with the ice
water, The CNA aiso revealed she was unaware
of how much fluid staff could provide the resident.
The CNA stated she received information on the
resident's care needs from the CNA Assignment
Sheet The CNA further stated she would have to
ask the nurse for the fluid imits for the resident
as she was unsure of the amount the resident
could receive. The CNA stated she did ot report

. what is provided on the meal trays
+ ¢.)all staff must report to the nurse

- provide fluids that are on the regident's

(%4} D SUMMARY STATEMENT OF DEFICISNCIES [) PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICTENCY MUST BE PRECEDED BY FULL PREFIX |EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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3. A )Nursing staff have been
reeducated 12/9, 12/ 12, and
12/13/2011 regarding fluid restriction
protocol by the Assistant Director of
Nursing and C.N.A. Preceptor. All”
staff will be reeducated J anuary 5,
2012 regarding: a) The NURSES
respensibility to maintain I&Qsg for
any resident who'is on fluid
restrictions and the total daily intake
must include the fluids consumed oy
the meal tray. b) Nurses only are
Tesponsible for the distribution of auy
fluids to these residents other than

wh-cn a resident requests any additional
ﬂu{ds other than what is available on
their meal tray d) CNAs can only

meal trays and report the amount of
those fluids consumed to the nurse.
CN.As must report any resident
noncompliance with fluid restrictions
to‘the nurse, who will inform the
primary physician,
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* |-Aninferview conducted on 12/07/11, at 2:15 PM,

the amount of fluids taken in by the resident per
shift to the nurse; The CNA stated she did not
manitor the resident's Intake from meals to
calculata the resident's intake for & 24-hour
period, The CNA also stated she was assigned
ta care for Resident #13 on 12/07/11.

An interview conducted on 12/07/11, at 2:00 PM,
with CNA#2 revealed she was aware Resident
#13 was on a {iuid restriction but was unaware of
the amount of fluid the resident was allowed to
have, The CNA also stated sha was 2ble to
docurnent outputs in the computer but had na
way of documenting fluid intakes and did not
have an intake sheet or anywhere to document
the resident's intake. The CNA siated she did not
report fluid Intakes for Resident #13 every shift.
The CNA stated she was unaware of how the
resident got the cup of ce water,

with GNA #3 revealed there was no place far the
CNAs to document the fluid intake for Regident
#13. The CNA also stated she had not been told
Resident #13 was on fluid restriction and had not
been keeping up with the rezidant's fluid intake.
The CNA stated she did not report fluid intakes fo
the nurse every shift as required, The CNA
revealed she was unaware of how the resident
got the cup of ice water,

An interview conducted on 12/07/11, at 2:10 PM,
with Lleensed Practical Nurse (LPN) #1 revealed
the resident shouid not have a cup of ice water
within histher reach dus to the residen{'s fluld
restriction. The LPN stated she did not know wha
had provided the ice water to the resident,

ACCO.rd'Ing to the LPN, she had talked to the

FQORN CM5-Z587(02-88) Pravious Vemlons Obuglete
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B.)The Director of Nursing or
desipnee will review daily intake totals
to ensure intake totals do not exceed
fluid restriction as ordered by
physician for seven days, then weekly
for 3 months. Reeducation will be
provided as needed during the
observations.

C.)The Director of Nursing and / or
designee will conduct random
observations and staff interviews
weekly for three months to ensure staff
compliance with fluid restriction

|protocol, Reeducation will be provided .

as needed during the observations.

- 1D)The CN.A. Preceptor and the Unit

l Mazagers will compare a list of care
plan interventions to the C.N.A.
assignment sheets and actual care

.| provided monthly for 3 months. Any

discrepancies will be corrected and a

| report given to the Director of Nursing.

E.) During the January and February
change over, Administrative nurses
will compare physician orders, care
plans, and C.N.A. assignment sheets to
ensure care plan interventions are
eurrent. Corrections will be made as
needed.
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F 282| Continued From.page 4 S F282| F.) The Director of Nursing/Assistant
CNAs on 12/07/11, 8t 2:00 PM, and the resident Director of Nursing/designee will
had glready taken in greater than 1500 rmilfiliters observe 10 residents weekly for 4
and would receive additionel fluids with the e
supper meal. The reported intake did not include woeks, then 10 residerits monthly for 2
the amount of fluids the resident had recefved : rnonths to determine if specific care
fram meais. The interview with the LPN revealed | planintervention are being followed.

CNAs had not routinely reported the resident's Discrepancies will be
fluid intake to her and she had not asked the P s will be corrected

GNAs to raport the fluid intakes to her. The LPN immediately and re-cducation provided
also stated the fluid intakes decumented on the as indicated.

MAR were enly what the resident received fram -

nursing staff ahd was in addition to what the

4. Results of the Di i
resident racelved from the Dietary Departmeant, rector of Nursing

The LPN stated Dietary monitored the amourt of observations, Preceptor and Unit

i fluids provided on the residents meal tray. ' Manager reports, and change over

P - _ results will be reported monthly for 3

. [ An interview conducted on 12/08/11, at .50 AM | .| months to the Risk _

with the Unit Manager (UM) for the fourth fioor of o e
the faciiity revealed the UM had been unaware '| Management/Quality Improvement
the CNAs had not reported resident fluid intska to | Committec by the Director of Nursing
nursing staff for Resident #13. The UM revealed for review and development of an
the Dietary Department monitored the fiuids : ction nl eded
delivered to the residents and these amounts - aclion pian a3 needed,

‘were not documented on the MARs. The UM
stated the fluid intake documented on the MARS
was the amount of fluids given to tha resident by
the nursing staff.

An interview conducted on 12/08/11, at 10:10 PM,
| with the Director of Nursing (DON) revealed it
was the responsibillty of the nurse to ensure the
CNAs were aware of the fiuid restrictions for
Resident #13. The DON stated the nurse was
respansible for documenting the fluids
administered to the resident on the MAR in
addition o the fluids given to the resident by the

' Dietary Department by monforing infakes for the
resident. The DON stated CNAs were expected
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to report fo the nurses regarding the amount of

fiuld consumed by Resident #12 every shift and -

prior to administering any additional fluld to the

resident. The DON further stated the faciity did

not currently have any monitors in place to ensura

staff was monftoring residents with fluid :

restrictions. ' 29112
F 309 | 483,25 PROVIDE CARE/SERVIGES FOR F30s| F309 _ - 01722

$3=D | HIGHEST WELL BEING . .
1. Resident #13 did not have any

Each resident must recelve and the facility must " |adverse outcome as evidenced by
provide the necessary care and setvices to attain : :

or maintain the highest practicable physical, | }2/14/201 1 pertinent labs wl'nch noted
mental, and psychosocial well-being, in unpmvemcnts in levels. Resu.:{ent 3,1'{‘1
accordance with the comprehensive assessment famly were educated regarding fluid

and plan of care, restrictions to include no pitcher of

water at bedside, They acknowledge
_ and understand need for fluid
This REQUIREMENT is not met as evidenced Irestrictions as well as possible adverse

by: . o outcames with noncompliance. The
‘Based on observation, interviéw, racord review, ident's physics 4
and policy review, it was determinad the facility - |Fesident s physiclan was made aware
| falled to provide the necessary cars and services of resident noncompliance.
to attain or maintain the highest practicabie _
physit:al: mental, and psychqsocia[ wel1~peing for - 2. No other residents bave flujd
one of eighteen sampled residents (Resident ! . g .
#13). Resident #13 had a physician's order dated restrictions ordered therefore no othér
08/086/11 for fiuids to be restricted to no more residents were identified to have the
t‘hhan 1500 m“Z”fEf Sl- ina 24—T0éigpiri0d- t;#e ’potcntial to be affected with regard to
pnysician’s craer also revealed distary staff was s oy :
to give the resident 500 milliiters of fluid with fluid restrictions.
meals and nursing staff was to give the resident
no more than 930 milliliters with medications and
snacks in & 24-hour period. A review of tha fiuid
intake record for Resident #13 revealed from
12/01/11 through 12/07/11, tha resident had
: consumed greater than the prescribed 200
| ' : :
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miliifters of fiuid provided by nursing staff and the
800 milliliters provided to the resident by the
Dietary Depariment. .

The findings include:

Ateview of the facility's policy titled "Fluid
Maintenance” (dated June 2009) revealed it was
the responsibility of the nurse to communicate fo
the nursing staff that the resident was on a fluid
restriction. The poliey also stated it was the
nurse's responsibllity ta monitor the resident's
hydratian status and to monitor for compliance.

In additioh, the policy revealed a resident thet

| required fiuid maintenance should nethave a
-water pilcher af the bedside.

Documentation in Resident & 3's medical record
revealed the faciiity admitted tha resident on
11/25/08. The resident's diagnoses included
Dlabetes Mellitus and Chronic Kidney Disease.

A review of the Annual Minimum Data Set (MDS)
assessment for Resident #13 dated 09/12/14
revealed the residsnt was assessad Lo require the
assistance of one person fo eat The
assessment further revealed the facility assessed
Resident #13 to have moderately impaired '
cognition. '

A review of the physician’s orders for Resident
#13 revealed an order dated 09/05/11 for fluids to
be restricted to 150C miliiiiters every day. Based

.an the order, the Dietary Department was [o

pravide 0Q millfliters of fluids and nursing staff
was to provide 900 millifiters in a 24-hour period.

A review of thé comprehansive plan of cara for

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EAGH DEFICIENCY MUST 3E PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFIGIENCY)
F 308 Continued From page & F 309

3. A.)Nursing staff have been
reeducated 12/9, 12/12, and |
12/13/2011 regarding fluid restriction
protocol by the Assistant Director of
Nursing and C.N.A. Preceptor. All
staff will be reeducated Januery 5,

-[i2012 regarding: a) The NURSES

responsibility to meintain 1&Os for
any resident who is on fluid

restrictions and the total daily intake

‘must include the fluids consumed on

the meal tray. b) Nurses only are
responsible for the distribution of any
fluids to these residents other than
what i provided on the meal trays

¢) all staff rqust report to the nurse
when a resident requests any addijtional
fluids other then what is available on
their meal tray d) CNASs can only
provide fluids that are on the resident's
meal trays and report the amount of
those fluids consumed to the nurse.
C.N.A.s must report any resident
noncompliance with fluid restrictions
to the murse, who will inform the
primary physician

I
!
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" SUMMARY STATEMENT OF DEFICIENCIES

i PROMVIDER'S PLAN OF CORREGTION

| the resident had been placed on fluid restrictions

1 #13 was to have been on a fluid restriction;

| allowed to have, The assignment sheet had been

| water on the residents overbed table.

Resident #13 revealed an intervention had been
added to the pian of care on 05/08/11, in which

of no more than 1500 millititers in a 24-haur
imeframe, . '

A reviéw of the assignment sheel for the Certified
Nursing Assistan (CNA) assigned to provide care
for Resident #13 on 12/07/11, revealed Resident

however, the assignment sheet did not specify
how many millifiters of fluid the resident was

developed and provided to the CNA by a nurse.

A review of the Metiication Administration Record |
(MAR) for Resident #13 revealed staff had
documentad the resident's fiuid intake provided
by nursing staff on the MAR. The review further.
revaaled on 12/01/11, the resident consumed
1165 milliliters of fluid; on 12/02/11, the resident
consumed 1440 milliiiters of fluid; on 12/03/11,
the resident consumed 1760 milliiters of fluids; -
on 12/04/11, the resldent consumed 1650
milliiters of fluids; an 12/05/11, the resident .
consumed 1560 millilffers of fuids; on 12/08/11,
the resident consumed 1180 millilitars of fluids;
and on 12707111, the resident consumed 2385
milfiliters of fluid,

Observatinn of Resident #13 on 12/07/11, at 110
PM, revealed a large drinking cup of ice and

An interview conducted 'c'm 1207!1 1, at 1:45 PM,
with CNA #1 revealed the facility ufifized the large
drinking cups as water pitchers and further statad

Resident #13 shauld not have had a water pitcher |

{%4) I D (%5
PRE)FIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL . PREFIX . [BACH CORRECTIVE ACTION SHOULD BE GOMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE QATE
o DEFICIENCY)
F 308 | Centinued From page 7 . Fang|

B.) The Director of Nursing or ‘
designee will review daily mtake totals

[to ensure intake totals do not exceed

fluid restriction as ordered by
physician for seven days, then weekly
for 3 months. Reedncation will be

provided as needed dvring the
:0bsérvations,

' C.) The Director of Nursing and / or
.designee will conduct random

|

observations and staff interviews
weekly for three months to ensure staff
compliance with fluid restriction
protocol. Reeducation will be provided
as needed during the observations.

4. Results of the Director of
Nursing observations will be
reported monthly for 3 months
to the Risk
Management/Quality
[mprovement Committee by
the Director of Nursing for
review and development of an
action plan as needed.
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because the resident was on fluid restrictions.
The CNA stated she was assigned to provide
care for {he resident on 12/07/11, but did not : .
know who had provided the resident with the ’ ‘ , !
waler. In addition, the CNA stated she was ‘
aware the resident was on fluid restrictipns but
was not aware of how much fluid the resident was
aliowed to have. Tha CNA further stated she
would need to ask the nurse for the fiuid limits for
the resident but had fafied to ask the nurse. The
CNA stated she had not been told to report to the
nurse the amount of fluids consumed by the
resident every shift

An interview conducted on 12/07/11, at 2:00 PM,
with CNA #2 revealed she had been aware o :
Resident #13 was on fluid restrictions, was not ‘ :
aware of the amount of fluid the resident was :
allowed to have, and had not asked the nurse.
The CNA also stated she had never been told to
report fluid intakes for Resident #13 every shift to
the nurse and had not documented the resident's
fluid Intake. The CNA also stated she referred to
the CNA assignment sheet for direction related to |
the restdent's care, : ‘

An intarview conducted on 12/07/11, at 2:15 PM, C .
with CNA #3 revealed she was not aware . '
Resident #3 was on fluld restrictions, had nat
documentad Residerit #3's fluid Intake and had -
not besn tald to report the resident's fluid Intake
tothe nurse, The CNA also stated she referred
to the CNA assignment sheet for diraction refated
to each resident's care nesds, ’

An interview conducted on 12/7/41, at 2:10 PM,
| with Licensed Practical Nurse (LPN) #1 revealed
Resident #13 was on fluid restrictions, should not
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been given a cup of ice/water, and LPN #1 was
not aware the resident had recelved the cup.of
water, The LFN stated CNAs had not reported
Resident 13's fluid intake to her and she had not
asked the CNAs for the information. The LPN
also stafed the resident's fivid intake documented
on the MAR was the amounit of fluid that nursing
staff had provided and was in addition to what the
resident had received from the Dietary
Deparment.

An interview conducted on 12/08/11, at 8:50 AM,
with the Unit Manager (UM) of the faurth floar
revealed the UM had not been aware CNAs had
not reported the resldent's fluld intake tothe -
nurses. The UM revesled the Dietary
Department monitored the fluids provided by the
Dietary Department to residents, and these
amounts wera in addition to what had been
documentad on the MAR by the nurses. The UM
stated the fiuid intake documented on the MAR
was the amount of fluids provided by nursmg
staff,

An interview conducted on 12/08/11, at 10:10 PM
with the Directar of Nursing (DON) revealed it
was the responsibiiity of the nurse to ensure
CNAs were made aware of the fiuid restrictions
for Resident #13 and also to monitor the .
resident's infake to ensure compliance with the
fluid restrictions. The DON stated the nurse
should document the fluid consumed by the
resident on the MAR and, according to the DON,
this amotint was in addition to the fiuids provided .
by the Dietary Department. The DON stated
CNAz were expected o report the amount of fiid
consumead by Resident#13 to the nurses avery
shift and prior to the administration of any
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additional fluid fo the resident, The DON further
stated the administrative staff did not currently
have any monitors in place to ensure staff

monitored residents with fluld restrictions.  F 469 3 01/22/12 |
F 465 ‘483.70(h)(4) MAINTAINS EFFECTIVE PEST F 468 ) ' . ' i
ss=D | CONTROL PROGRAM - 1. Resident rooms 520 and 515 ) 5

- were treated with Finito
The facility must maintain an effactive pest

control program so that the faaility is free of pests 12/8./_201 10y pest cont.n?],
and rodents. |, _ service. A follow-up visit by

pest control company was
conducted 12/14/2011 on the
5" floor. The 5™ floor nurses

’| This REQUIREMENT s not met as evidenced E station and hallways were
by: _ treated 12/14/2011 by pest
Based on observation, interview, record review, a ; control company.

review of the facility's policy and pest control
conlract, it was determined the facility failed to

maintain an effactive pest control pragram to 2, A ‘ff’é_llk ﬂ'-UTO_UEh of the entire
ensure the facility was free of pests. Gnats were facility was' conducted _ _ ,
obsarved on 12/05/11, at 7:00 PM, and on 12/15/201 1 by facility ;

- 112/06/11, 2£.9:10 AM and 5:23 PM in resldent

room 520-A, Gnats were also observed in mamtenance staff and pest B

resident room 515-A on 12/07/41, at 3:17 PM. A contro] service representative i
group interview conducted on 12/06/11, with nine "| . and any issues were addressed |
residerts assessed by the facility to be - at that time. According to the

interviewable, revealed the rasidents had contracted, | Tvi
complained about gnats being a problem in the riacted pest 001'11.1‘01 service
facilly, o o gnats are covered in the

existing contract as small flies.
The findings include; i

A-review of the facility's pest control contract
dated 11/22/11 revealed the pest control
sompany wollld reat the facility for small and

| large fiies, rodents, ants, and termmites. . However,
" [ there was no evidence the fachity wauld be
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In addition, a group Interview conducted on

{(%4) ID SUMMARY STATEMENT OF DEFICIENGIES s
PREFIX | . {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY CR LSC IDENTIFYING INFORMATION; TAG

F 462 | Continued From page 11

treated for gnats.

Gnats wera observad in rasident room 520-A on
12/05/11, at 7:00 PM, and on 12/05!11 atg:10
AM and 5 23 PM.

Gnats were also observed in resident room 515-A
on 12/07/11, at 3:17 PM, !

12/06/11, at 3:00 PM, with nine residents -
assessed by the facility to be interviewable,
revealed gnats had been an ongoing prcblem in
the facility, especially in resndent rooms. ;

An interview conducted with the Hausekeeping
Supervisor (HS) on 12/08/11, at 1:00 PM,
revealed staff reparts when they observe pests
and housekeeping staff thoreughly cleans the
room, However, the HS stated he had not been
awere of any problem with gnats.

An interview conducted with fhe Maintenance
Supervisor (MS) for the facflity on 12/08/11, at
1:18 PM, revealed the MS had not been made
aware of any problem with gnats and that 2 pest .
control company had treated the faeility on
12/05/11. The MS stated he monitored the
building once a week to check for pests.

An interview with the Administrator on 12/08/11,
at 1:30 PM, revezied Department Managers were
expected to monitor five rooms each week to
monftor for pests. If pests were idenfified, steff
was to report the findings to the HS or MS, The
Administrator stated any room identified to have
gnats was to be cleaned.

F 469

3, Housckeepmg Supervisor will

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-AEFERENCED TO THE APPROPRIATE
DEFIGIENGY)

. (%5)
COMPLETION
DATE

view Rooms 520 and 515 for
gnats daily for five days, then
weekly for three months,
Resident rooms will be
checked by Department
Managers for gnats weekly
for three months. The Unit
Masagers will cbserve
common areas on, their
respective units daily for five
days then weekly for three
raonths. All staff education
provided 12/9, 12/12, 12/13/11,
and 1/5/2012 regarding
procedure that maintenance is
to be notified immediately
when pests are sighted within
the facility, and the completion, -
content, and placement of a
maintenance repair request
form. Pest control company
will treat fam]ﬂy for gnats as
needed.

4. Results of the Housekeeping
Supervisor, Department
Manager and Unit Manager
monitoring will be reported
monthly for three months to
the Risk Management / Quality
Improvement Committce for
revicw and development of an

action plan as needed.
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PREFIX {EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREAX ; CEMPLETION
TAG REGULATORY GR LSCT IDENTIFYING INFORMATION) TAG DAT=
K 000! INITIAL COMMENTS : - K 000 _. ‘
Parkview Nursing and Rehabilitation

CFR: 42 CFR §483.70 (a) Center acknowledges receipt of the
BUILDING: 01 Statemenlt o'f Deficienceies an_d |
N propases this plan of correction, to the
PLAN APPROVAL: 1988 - : | extent that the sumamary of findings is
factually correct and in order to

SURVEY UNDER 2000 EXIStIng maintain CO]IIPHBII,C& V\rith aPPIlcab].e

FACILITY TYPE: SNF/NE ‘ ' rujes and PI‘OViSiOIl of quality of care |
‘ 1 and safety of the residents. The plan of
TYPE OF STRUCTURE; Five story, Type || . i correction is submitted as a written
(222) | | allegation of compliance. Parkview
SMOKE COMPARTMENTS: Thirteen , Nursing and Rehabilitation Center's
. response to the Statement of

COMPLETE SUPERVISED AUTOMATIC FIRE Deficiencies and Plan of Cormrection
ALARM SYSTEM . does not denate agreement with the

1 FULLY SPRINKLED, SUPERVISED (WET staternent of deficiencies, nor does it
SYSTEM) , : constitute an admission that any

deficiency is accurate. Further,

EMI_ERGENCY POWER: Type |l diesel generator Parkview Nursing and Rehabilitztion

A life safety code survey was initiated and Center teserves the right to submit
concluded on 12/06/11, The findings that follow documentation to refute any of the
demonstrate noncompiiance with Title 42, Code . : : ; '
of Federal Regulations, 483.70 (a) et seq (Lite Zi_atedt deﬂc‘fﬁles ;hm“ﬁh mfor;m]
Safely from Fire); The facility was found not fn _ iSpule Ie50l1hon, 1nTmal appeal,
substantial compliance with the Requiremants for and/or any other admimstrative or

'| Participation for Medizare and Medicaid. lega) proceedings.

‘Deficiencies were clted with the highest
. deficiency Identified at "F" level. S
K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K 054
8S=F L
All required smoke detectors, including those
aclivating door hold-cpen devices, are approved,

LABORATORY DIRECTOR'S QR PROVIDER/EUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE . (%8) DATE
&%m : - ' Admnisremr - A-2-5018,

Any deficleney statement ending with an asterisk {) denotes a deficiency which tha Institution mey ba excused from correcting providing It ls detarmined that
other safeguards provide sufficlent protection to the patients. (See ingtructions.) Except for nursing homas, the findings stated sbave are disclosable 50 days
following the data of survey whether or not a plan of correctlon e pravidad, For nursing homes, 1he above findings and pians of correction are dizclosahle 14
days following tha date these documants are made- avaitatle 1o the facility. If defickencles are cilad, an approved plan of comestion s resuizite 1o continued
program pamicipation, ' . . ‘
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| with the manufacturer's specifications.

maintained, inspected and lested in accardance
8.8.1.3

| and all the residents. The facility has the capaity

| detectors and heat detectors..

: has remained within its listed and markad

This STANDARD is not met as evidenced by:
Based on interview and record raview, the facility
failed to maintain the fire alarmm system by NFPA
standards. This deficient practice affacted
thirtean of thirteen 'smoke compartments, staff,

Tor 120 beds with a census of 83 on the day of
the survey, '

The findings include:

During the Life Safety Code tour on 12/06/11 at
2:00 PM, with tha Dlrector of Maintenance

{POM), a record review revealed there were no
reparts made availahle regarding the sensitivity
: festing of the smoke/heat detectors. A sensitivity |

| report antajls the testing of components
associated with the fire alarm system; i.e., smoke

An interview on 12/06/11 at 2:10 PM, with the
DOM revealed he depended on the facility " s fire
alarm contractor to maintain these items. '

Referance: NFFA 72 (1959 Edition).

7-3.2.1°

Detector sansitivity shall be checkad within 1 year
after instalfation and evary alternate year

: thereafter, After the second required calibration

| test, if sensitivity tests indicate that the detector

sensitivity range (or 4 percant abscuration light

(4] ID SUMMARY STATEMENT OF DEFICIENCIES ag PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMPLETION |
TAG REGULATQRY OR LEC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE |
) ‘ DEFICIENCY} .
K054 | Continued From page 1 K 054 11c 04 4 1/22/12

1. A)Addressable fire system .
installed by 1/22/12. :
B.)Contract signed on 12/15/11
with an alternate fire system
service provider
knowledgeable of NFPA
requirements.

2. All areas of facility had
potential to be affected,

3. A.) Installation of addressable
fire system.

B.)Contract with an alternate
fire system service.

C.) Administrator reeducated
Maintenance Director and
Assistant on 12/8/11 and 1/3/12
regarding required sensitivity
testing methods and respective
record keeping.

4. Service contractor
documentation will be
reviewed by the Director of
Maintenance or assistant upon
completion.

|
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gray smoke, if nof marked), the length of time
between calibration tests shall be permitted to be
extended to a maximum of 5 years. ifthe -
frequency is extended, records of
detector-caused nuisance alarms and
subsequent trends of thase alarms shall be [
maintained, Inzones or in araas where nuisance | !
adarms shaw any increase over the previaus year, |
calibration tests shall be performad.

T ensure that each smaoke detector is within its
listed and marked sengitivity range, It shall be
tested using any of the following methads;

(1) Callbrated test method

(2) Manufacturer's cafibrated sensitivity test
instrument . .

{3) Listed control equipment arranged for the
purpose .

(4) Smake detector/control unit arrangement
whereby the detector causes a signal at the
control unit where its sensitivity is outside its : . -
listed sensitivity range ' T - 1
(6) Other callbratad sensitivity test methods ' ‘
approved by the authority having Jurisdiction - I
Detactors found to have a.sensifivity outside the . :
listed and marked sensitivity range shall be S
cleaned and recalibrated or be replaced,
Exceptian No. 1. Datectors listed as fisld
adjustahle shall ba parmitted to be either adjustad ;-
within the listed &nd marked sensitivity range and
cleaned and recalibrated, or they shall be : '
repiaced.

| Exception No, 2. This requirement shall not apply
to single station detectors referenced in 7-3.3 and
Table 7-2.2. _
The detector sensitivity shall not be tested or
measured using any device that administers an
unmeasuraed concentration of smoke or other
aerosol inte the detector.

: b .
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7-3.2.2 _ :
Test fraquency of interfaced equipment shall be
the same as specified by the applicable NFPA
standards for the equipment being supervised.
7-3.2,3 ' : _
For restorable fixed-temperature, spot-type heat
detectors, two or more detectors shall be tested
on each initiating clrouit annually. Different |
detectors shali be tested each year, with records . :
kept by the building owner specifying which_ ‘ _ . ]
deteciors have been tested. Within 5 years, each . .
detector shall have been fested,
%
i
| ' - 1
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