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The services provided or arranged by the facility
must meet profassional standarde of quality.

This REQUIREMENT is not mel as evidenced
by:

Based on observations, interviews, and record
review, it was determined the facility failed to
ensura services provided or ammanged by the
facility mel professional standards of quality for
one resident (#7), in the selected sample of 15,
Tha facility failed to implement physician‘s orders
regarding the discontinuation of a body (clip)
alarm and the implementation of a sensor alarm
for the rasident's wheelchair.

Findings include:

Resident #7 was admitted to the facility, on
10/01/08, with diagnoses which included
Advanced Alzhelmer's Type Demantia, Peripheral
Vascular Disease and Seizure Disorder.

A review of the physician orders, dated 06/29/10
(for the tima period of 07/01-31/10), revealed an
order to "Check alarm for proper placement and
working condition every shift, sensor alarm in
chair and under mattrass alarm on bed.” Further
raview of the physician order. dated 03/15/10,
revealed a body alarm was used in bed and a
wheelchair and the discontinuation of the body

conclusion that form the basis for the
deficiency.

F281

With respect to resident(s) affected by the
alleged deficient practice: Resident #7 has
been assessed and the medical record
reviewed to ensure that the ordered alarm
type is in use. The physician order was
obtained for the alarm by the Assistant
Director of Nurging on 8/6/2010, The
treatment record was up-dated by the
Assistant Director of Nurging on 8/6/2010,
to reflect the use of the alarm each shift.
The CNA care card and the nursing plan of
care were also revised by the Assistant
Director of nursing to reflect the use of the
alarm,

With respeéct to resident(s) having the
potential to be affected by the alleged
deficient practice: All current residents
requiring the use of alarms have been
assessed and the medical records were
reviewed by the Assistant Director of
Nursing on 8/8/2010, to ensure the correct
type of alarm is in use and dacumentation
in place for the alarms; including MD order,
nursing care plans, CNA care card and the
treatment records.
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(clip} alarm. The individual staff listed as
documenting the discontinuation order was the
Diractor of Nursing {DON)/acting Administrator.

An ebservalion, on 07/20/10 at 6:40 AM, revedled
Resident #7 was asleep in bed with a sensor
alarm applied to the bed. A wheelchair was
observad by Resident #7's bed which had a body
{clip) alarm attached to the back of the
wheelchair. Observations, on 07/20/10 at 11:15
AM, at 12:00 PM, and at 12:45 PM, revealed
Resident #7 was in a wheelchair with the body
afarm attached to the back of the wheelchair, but
the clip wag not atlached to the residen.
Observations, on 07/21/10 at 9:15 AM and at 1:20
PM, revesled the resident was in the wheelchair
and the body alarm was clipped to the resident's
clothing.

Interviews with Certifiad Nursing Assistants
{CNA) #1, #2, and #3, on 07/22/10 at 2:00 PM, ai
2:02 PM, and at 2:05 PM, respectively, ravealed
Residant #7 always wore the body (dip) alarm
when in the wheelchair. None of the CNAs could
recall the resident utilizing & sensor alarm when in
the wheelchair,

An intarview with the DON/acling Administrator,
on 07/22/10 at 2:25 PM. revealed Resident #7
had a body {clip) afarm applied to the bed and
wheelchair, prior to 03/15/10. She stated she had
slowily replacad all clip alarms with sensor alarms
because she felt the sensor alarms were more
effective. The DON had no explanation as to why
the sansor alarm was placed on Rasident #7's
bed, but not on the wheelchair, She stated it was
the responsibility of the nurga, who took the order,
{0 ensure it was implemenied.

483 25(a}(2) TREATMENT/SERVICES TO

F 281
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With respect to measures to effect
systemic changes to ensure the alleged
deficient practice does not racure; All
current licensed and unlicensed staff have
been educated by the Assistant Director of
Nursing to the procedure for instituting,
malintaining and evaluating the use of
alarms, Orders for the alarms wilk be
reviewed by nursing management during
the stand up meeting process to ¢nsure
orders, assessments, care plans and CNA
care cards are complete.,

With respect t0 how the facility will monitor
performances to ensure that solutions are
sustained:; The Director of Nursing will
monitor the ongeing campliance of alarm
uge to ensure that staff are following
procedures by conducting visual audits
weekly for three weeks. The findings from
the audits will be reported to the Pl
committea each month for three months for
ahy further recommendations.

F311
With respect to the resident(s) affected by

F3i
8-16-2010
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A resident is given the appropriate treatment and
services to maintain or improve his or her abilities
spacified in paragraph (a)(1) of this section.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvations, interviews and record
review, it was determined the facility failed to
provide restorative services to maintain andfor
improve ambulation for one resident (#3}, in the
selected sample of 15.

Findings include:

A review of tha facility's policy and procedure
{MDS book) for restorative services revealed
restorative services were nursing intarventions
tha! assisted or promoted the residant's ability to
attain his or her maximuem functional potential.
For ambutation activities to improve or maintain
the resident’s self-performance in walking, with or
without assislive devicas.

A record raview revealed Resident #3 was
admitied to the facility with diagnoses of Senile
Dementia and Osteoporosis.

A review of tha quarterly Minimum Data Sel
(MDS) assessment, dated 06/24/10, ravealad the
facility assessed Resident #3's decisions as poor
and ha/she required supervision. The
assassment ravealed the resident required limited
assistance of one slaff member for ambulation.

Attempts to intarviaw the resident were
unsuccessful, on 07/20/10 al 7:15 AM and at
11:16 AM.
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nursing program developed by the
Asgslstant Direetor of Nursing on 8/6/2010,
to maintain and/or improve ambulation for
thia resident.

With reéspect to the resident(s) having the
potential to be affectad by the alleged
deficient practice: All current residents
with restorative programs have been
evaluated and the medical records
reviewed by the Assistant Director of
Nurging on 8/5/2010, to ensure that
restorative programs are in place for these
residents,

With respact to measures to effect
systematic changes to ensure the alleged
deficient practice does not recur: All staff
licensed and unlicensed have been re-
educated by the Assistant Director of
Nursing before 8/14/2010 as to the
restorative protocols and have
demonstrated competency of these
programs.

With respect to how the facility will monitor
perfermances to ensure that solutions are
sustained: The Director of Nursing will
monitor this process by reviewing weekly
monitoring for three weeks, completed by
the Assistant Director of Nursing, including
visual audits of restorative programs to
ensure that residents’ restorative programs
are performed according to the restorative
plan of care. Monthly reports will be
submitled by the ADON for three months
to the PI Committee for further
recommendation,
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A review of the Restorative Program developed
for Resident #3, with & slart date of 07/13/10,
revealed the resident would ambulate 2-3 times a
day to all meals as part of the walk-to-dine
program. The intervention stated the resident
would walk to three meals each day, using a
rolling walker. The resident ambulated 250 feet
with rolling walker with contact guard assistance
and minimum assistancé and cues for safety.

A review of the July 2010 Restorative Fiow Sheet
revealed the facility staff ambulated Resident #3
to the dining room one time a day for five of nine
days.

Observations, on 07/20/10 at 7:15 AM (breakfast
meal) and at 11:15 AM (lunch meal) and on
07/21/10 =t 11:10 AM {lunch meal), ravealad
Certified Nurse Aide (CNA) #4 approached
Resident #3 while the resident was seated In the
whaealchair and told Resident #3 she would assist
him/er to the dining room 10 €at. The CNA
pushed Resident #3 in the whaelchair all the way
to the dining room. Tha CNA did not offer to
ambulate the resident on any occasion.

An interview with Regtorative Aide (RA) #1, on
07/21/10 at 1:45 PM, revesled Resident #3 was
supposed to be assisted to ambulate to the dining
room for meals. He stated he usually assisted
Resident #3 10 ambuiate lo the dining room in the
evening. When asked if Rasident #3 was
assisted to ambulate to the dining room for other
meals, he stated it depended on how busy staff
were; but the resident was usually assisted to
ambulate, He provided no explanation as to why
Resident #3 had not been assisted to ambulate to
tha dining room at least two times & day, per care
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plan, during five of nina days in July 2010.
interviews with CNA #3 and CNA #4, on 07/21110
at 1:40 PM and on 07/22/10 at 1:05 PM, revealed
Resident #3 sometimas refused to ambulate,
CNA #3 stated she had not workad with the
restorative program the past couple of days. She
slated RA #1 completed the Restorative care, on
07/20/10 and 07/21/10. The RA was supposad to
assist the resident to ambulate to the dining
room.
An interview with {he Assistant Director of
Nursing/Restorative Program Manager, on
07722710 at 12:45 AM, revealed the RAs
completed the walk-to-dine program. She stated
mogt the CNAs had been trained regarding
L rastoralive care, so they could help out with
’ restorative, when heeded. She did nol provide an
explanation as to why Resident #3 did not receive
ambulation {0 the dining room two times & day for
five out of nine days in July 2010,
F 323} 483.25(h) FREE OF ACCIDENT F323|F 323 F 323
$5xD | HAZARDS/SUPERVISION/DEVIGES With respact to resident(s) affected by the  8-16-2010
. : ) alleged deficlent practice: Residents # 3,
The. facility must ensure that the res_tdent #7 and #12 have been assessed and the
en\rlronmgnt remains a8 Ireg of acclde_m hazards medical record reviewed by the Assistant
as Is possible; qd_each resnd?nt receives Director of Nursing on 8/5/2010, to ensuré
adequatte sl‘lger\:lslon and assistance devices to interventions are in place 1o maintain
prevent accidents. residents at the highest practicable level of
safoty. Device assessments have been
completed by the Agsistant Director of
Nursing on 8/6/2010, for the davices
This REQUIREMENT is no! met as evidenced determined of need for these individuals.
by:
Based on ohservations, intarviews, and record
reviews, it was determinad the facility failled lo
provide adequate supervision to prevent
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accidents andfor to ensure the environmenl was
frea of accidant hazards for three residents (#3,
#7, and #12), in tha selactad sample of 15. The
facility failed to implement its' established policy
and procedures related to assesstment,
impternentation and monitoring of assistive and/or
restrictive devices for Reaidents #3. #7 and #12.
Findings include:

A review of the facility policy entitled "Restrictive
Device Management Program”, dated January
2008, reveated under the section entitled
"Assessment: |denlifying Residents in Need of a
Device”, if a resident was determined o need an
assigtive of restrictive device, the licensed nurse
completed a restrictive device evaluation. The
licensed nursa complated the evaluation to
determine the medical necassity of the device.
Evaluating was an extremely important step,
bacause once residents' device needs were
identifiad, appropriate interventions were
implemented. Devices could be categorized asg
either an enabler, a reminder, assistiva, or
restrictive,

A review of the facility's “falls management
program”, dated January 2008, revealed the
facitily would identify residents at risk for falls,
impiament interventions to prevent falls, ensure a
safe environment, reduce the likelihood of injury
and manage falls which occurred in the facility.
The licensed nurse/designee would check for the
placement and funclion of alarms, at leazt daily.
The licensed nurse would document the checks
on the Treatment Adminisiration Record (TAR).
If a device, alarm or restiictiva davica was
identified a3 not functioning, the licensed nurse
would immediately replace it with an operational
device.

Nursing.

cards are complete.

daevicesfequipment for residents #3, #7
and #12. Nursing care plang, CNA cara
cards and treatment sheets have been
revised to reflect interventions by the
Assistant Director of Nursing on 8/15/2010.
With respect to resident{s) having the
potential to be affected by the alleged
deficient practice: All current residents
have been assessed by the Assistant
Director of Nursing by 8/16/2010 and
medical records reviewead for device use.
Device assessments have been reviewed
andfor revised on 8/5/2010 to ensure the
correct device/equipment is in use by the
Assistant Director of Nursing. Physician
orders were reviewed by the Assistant
Diractor of Nursing on 8/5/2010, to ensure
the inclusion of each resident’s device.
Nursing care plans, CNA Cara Cards and
treatment administration records were
reviewed to ensure the inclusion of the
device ordered by the Assistant Director of

With respect {0 measuras to effact
systemic changes {0 ensure the alieged
deficient practice does not recur: All staff
were re-educaled by the Assistant Director
of Nursing by 8/16/2010, as {o the protocol
for device assessment and use for
residents and for the protocol to be used
prior to the implementation of any device.
Orders for devices will be raviewed by
nursing management during tha stand up
meeting process to ensure orders,
assessments, care plans and CNA care
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1. Arecord review revealed Resident #3 was
admitted to the fagility with diagnosas of Senile
Dementia and Oslaoporosis,

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 06/24/10, revealed the
facilily assessed Resident #3's decislons were
poor and he/she required supervision. The
restdant had sustained falls within the past
31-180 days,

A review of the Comprehensive Care Plan, dated
04/27/10, for the problem, "risk for falls related to
impaired balanca, poor coordination and
unsteady galit”, revesled intarventions insluded
two staff to assist the resident with transfers, a
sensor alarm on the bed and bedside mats for
injury prevention. )

A review of the Certified Nurse Aide {CNA} Care
Plan, dated July 2010, revealed the CNAs were to
apply a clip alarm to the resident's wheelchalr and
a sensor alarm to the bed; bul did not address the
floor mats to be placed on each side of the bad.

A review of the July 2010 Treatment
Administration Record {TAR), reveslsad the facility
faited to ansure the use of the floor mats and
alarms ware tranacribed on the TAR in order for
the licansed staff to docurment monitoring
activites of the assistiva devicas,

Obsarvations, on 07/20/10 at 1:15 PM, on
07/21/10 at 9:40 AM and on 07/22/10 at 2:10 PM,
revealed Resident #3 was lying on hisfer back in
bed. There were no floor mats on the floor on
each side of the bed. Further obsarvation
revesled ons fioor mat was located belweean the

F 323 | With respect to how the facility will monitor
performances to ensure that solutions are
sustained: The Assistant Director of
Nursing afong with the Director of

Nursing wilt conduct weekly reviews for
three weeks, of the medical record and
visual audits of the residents requiring
assistive devices to énsure compliance
and that residents' plans of care are being
followed for proper equipment and device
use. The findings from the audits will be
reported to the Performance Improvement
Committes every month for three months
by the Assistant Director of Nursing for

further recommendations.
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headboard and the wall.

An observstion, on 07/21/10 at 1110 AM,
raveated Resident #3 removed hismer jacket
alarm, which was clipped to the resident's jacket
and transferred unassisted to the bed from the
wheelchair. A CNA came into the room and
assisted the resident to lie down in the bed. The
resident requasted to use the bathroom. Tha
CNA assisted the resident to stand and the
sengor alarm on the bed did not alarm. The CNA
ambulated the resident to the bathroom.
Aftarward, the CNA aseisted the rasident back
into the wheelchair and wheeled the resident to
the dining room for lunch. Tha CNA did not
check the sansor alarm to datarming why the
alarm did not sound. An observation, on 07/22/10
at 9:30 AM, revealad the senaor alarm did not
sound when pressure was applied to the mattress
and released, Observation revealed the alarm
box was not intact. The battery comparnment was
axposed due to the fact there was no back for the
box and the battery fell from the box during the
examination,

An interview with CNA #4, on 07/21/10 at 1:40
PM (provided care for Resident #3 on 07/21110),
revaaled she noticed the bed sensor alarm did
not sound when she stood the resident up from
the bed and she did not report the problem to
licensed staif, Additionaily, she did not report the
residant had removed his/her jacket after removal
of the clip alarm and transferred without
assistance, She stated the resident should have
floor mals on each side of the bed when in bed
and provided no explanation for iha lack of floor
mats.

An Interview with CNA #5, on 07/22/10 at 10:50
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AM, revealed she usually checked bed alarms,
chair alarms and floor mate at the beginning of
her shift to ensura they were in placa and in
working order. She was not sure about the use of
floer mats for Resident #3. She chacked the
CNA care plan and found no indication floor mats
were to be utilized by the resident's bed.,

An interview with LPN #2, on 07/2210 at 12:25
PM, revealed she repaired the alarm box the day
before and did not know tha box had no back to
the battery comparimeant.

An interview wilh Registered Nurse (RN) #1, on
07/22110 at 10:46 AM, revealed if the alarms,
floor mats or any other assistive devices werg
implamented as 8 nureing measure and a
physician's order was not received for the davice,
the nurse would need 10 key the device into the
computer system in order for the usa of the
davice to be ranscribed to the TAR.

An interview with the Acting
Administrator/Diractor of Nursing, on 07/22/10 at
10:30 AM, raveated when a davice was
implemented for a resident, staff naeded to key
the device into the computer o ensure the davica
was printed onto the TAR. She stated the reasan
staff needed a physician's grder for each device
was {o ensure the use of a devige would be
tranecribed onta tha TAR,

2, Resident #7 was admitted to the facllity, on
16/01/08, with diagnoses which included
Advanced Alzheimer's Type Damentia and
Seizure Disorder.

Observations of Resident #7, on 07/20/10 at
11:15 AM, at 2:00 PM and at 12:45 PM, revealed
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the resident was in @ wheelchair with a body
alarm aftached 1o the back of the wheelchair, but
the clip was not attached to the resident.

An interview with CNA #2, on 07/22/10 al 2:02
PM, revesled she was assigned fo provide care
for Resldent #7 on 07/20/10. She checkad the
alarms for the residents on her assignment
periodically throughout the day. CNA #2 provided
no explanation for the unattachad body alarm for
Resldent #7, observed on 07/20/10,

An interview with the Diraclor of Nursing
{DONYacting Administeator, on 07/22/10 at 2:25
PM, revealed whan an order was takan off as an
active treatment, the order should automatically
print out on the TAR. The CNAs were
respensible for ensuring any alarm was In place,
during provision of care. The licansed staff was
respansible for manitering the placernent and
function of the devices, at least once a shilt, when
they completed tha TAR, She stated the body
glarm was not includad on the comprehansive
care plan, the TAR, or the CNA care plan and she
had no explanation far tha omission.

3. Resident #12 was admitted to the fagility, on
10/01/06, with diagnoses which included
Demantia with Behavioral Disturbances and
Alzheimers Disease.

A review of nurses notes, dated 08/25/10 at 11:45
PM, revealed the resident was found on the floor
by the bed on his/her knags, Resident #12
sustained no injuries and the physician was
notified of the fall. After the fall, bilateral bed
bolsters were placad on Resident 12's bed.

An observation, on 07/21/10 at 1:45 PM. revealad
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Resident #12 was asleep in bad with g winged
maitress and bilateral bed bolsters,

An interview with Licensed Praclical Nurse {LPN})
#1, on 07/22/10 at B:50 AM, revealed she had
dacumented the incident in the record, on
06/25/10. She stated the resident never rolied
out of the bad and the cause of the the fall was
not detarmined. She discussad the use of
bolsters with the physician, but did not complets a
restrictive device evaluation on the resident, prior
to the application of the bed boisters. Additionally,
she did not write a physician order for the device,
She stated she did not feel a restrictive davice
avaluation was needed as she did not fee! tha
device was restrictive.

An interview with the DON/acting Administrator.
on 07722710 at 10:50 AM, ravealed all residents
should be assessad for any device, prior to
application of tha device. She staled an
assessment would be completed on the
restrictive device evaluation form, which would
assist in datermining if the device was a restraint,
an enabler, an assislive device, or a raminder.
She stated all devices should have a physician
order, prior to application. The DON/acting
Administrator ravenaled she could not find any
rastrictive davice evaluation form or physician
order for the use of the bilateral bed bolsters in
the clinical record. She further revealad sha
could not determine when the winged mattress
was implamented for Resident #12's bed, but
when it was applied the bed bolsters should have
been discontinued, She belisved at the time of
the fall, Resident #12 was using a standargd
petimeter defined mattrass.

F 334 | 483.26(n) INFLUENZA AND PNEUMOCOCCAL
58=D | IMMUNIZATIONS

F 323

F a34|F 334

F 334

With respect lo resident(s) affected by 3‘16‘2010|
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The faclity must davalop policies and pracadires
that ensure that --

(i) Bafore offering the influenza Immunization,
each rasident, or the resident's legal
rapresentative receives education regarding the
benefits and potential side effacts of the
immunization;

(i} Each rasident is offered an influenza
immunization O¢tober 1 through March 31
annually, unlass the immunization is medically
contraindicated or the residant has already been
immunized during this time period:

{ifi) The resident or tha resident's lagal
reprasenhtative has the opportunity to refuse
immunization; and _

{iv) The resident's medical recard includes
documentation that indicates, at a minimum, the
following:

{A} That the resident or resident's lagal
representalive was provided education ragarding
the benefits and potential side affects of influenza
immunization: and

{B) That the resident either receivad the
influenza immunization er did not receive the
influenza immunization due 1o medical
contraindications or refusal,

The facility must develop policies and procedures
that ensure that —

(i) Bafore offering the pneumococeal
irnmunization, each rasident, or the rasident's
legal representative receives education regarding
the benefits and polential side affects of the
immunization;

{ii) Each resident is offerad a pneumococoul
immunization, unless the immunization is
medically contraindicated or the resident has
already bean immunized,

F 334, the alleged deficient practice: Residents #
6 and #13 medical records have been
reviewed for immunization consents/
declinations by the ADON on 8/6/2010.
The residents’ iegal representatives have
received educalion regarding the benefits
and potential gide effects of immunization.
Each resident's medical record has the
declination form or the consent form signed
by the responsible party by 08/14/2010.
Immunizations will be given this influenza
season for residents consenting to the
immunization,

With respect to resident(s) having the
potential to be affected by the alleged
deficient practice; All current residents’
medical records have bsen reviewed by
the Assistant Director of Nurging on
8/6/2010, to ensure the completion of each
regidents and/or responsible parties -
education regarding the benefits and
potential side effects of immunization have
been completed. Each resident will have
the declination form or the consent form
signed by the responsible party by
08/14/2010. Immunizations will be given
this influgnza season for all residents
consenting to the immunization.

With respect to measures to affect
systemnic changes o ensure the alleged
deficient practice does not recur; Licensed
staff have been re-educated by the
Assistant Director of Nursing by 8/15/2010,
regarding the policy and procadures for
resident immunizations and have
demonstrated understanding of the policy.
A log of resident consents/deciinations and
education on the immunization process will
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(iii) The resident or the resident’s legal
representalive has the opportunity to refuse
immunization; and

(iv) The resident's medicai record includas
documentation that indicated, at a minimum, the
following:

{A) That the resident or resident's legal
representative was provided education regarding
the benefits ang potential side affects of
pneumococcal immunization: and

{B) That the resident either raceived the
preumococcal immunization or did not receiva
the pneumococcal immunization due to medical
contraindication or refusal,

(v} As an altarnative, based on an aszasement
and practitioner racommendation, a second
pneumococcal immunization may be givan after §
years following the first pneumocogcoal
immunization, unless medicelly conteaindicated or
the resident or the resident's legal reprasentative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record reviews, it was
determinad the facility failed to offer the flu
vaccine for two residents { #6 and #13), in the
selected sample of 15, Resident #6 and #13 did
not recaive the 2009 influenza vaccing, The
residents’ consent forms had not been returned
to the faciiity by the guardians and the facility
essumed tha failure to return the forms
represented a refusal,

Findings include:

Assistant Director of Nursing.

each resident's regponsibie p
declination in their medical re

this documentation each infiu
to ensure that all residents ar

further recommendations.

With respect to how the facility will monitor
performances to ensura that solutions are
sustained; The Assistant Director of
Nursing wilt provide education to all new
licensed staff regarding resident
immunizations. A log will be maintained for
all residents with new residents added by
the ADON. This log will be reviewed prior
to each influenza season to ensure that

educaled as to the risks and benefits of
immunization and have either & ¢consent or

DON will monitor this process by raviewing
accordingly. Results of the audits will be

reported to the Performance Improvement
Committee monthly for three months for
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1. Arecord review revealed Resident #13 was
admitted with diagnozes to include Dementia with
Behavior Disturbances, Paychosis, Anxiety and
Hypertansion.

A review of the physician’s orders, dated
11/06/09, ravealed an order for the "annual
influenza vaccine if not allergic to eggs”.

A review of the immunization record revealed
there was no consent form or documentation of
receiving or refusing the influenza vaccine for the
current year.

2. A record review revealed Resident #6 was
admitted with diagnoses of a closed fraciure of
the pelvie and Depression.

A review of the physician's ordars, dated 11/2009,
revealed an order for the "annuat flu vaccine if not
allergic 10 eggs”.

A raeview of the immunization record revealed
there was no consent form or documentation of
Resident #6 receiving or refusing the flu vaccine
for the current year.

A review of an immiinization report reveaied the
resident refused the vaceine, on 01/05/10.

An intarview with the acting Director of Nursing
(DON), on 07/22/10 at 1:06 PM, ravaaled she
was responsibla for obtaining the consant forms
for racidents to raceive the yearly influenza
vaccine. The consent forms were mailed with
the: August billing to the responsible party. The
résponsibie party of Residents #6 and #13 did not
return the consent forms to the faciliity. The DON
stated when a consent form was not returned to
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A Life Safety Code survey was initiated and
: conducted on 07/21/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire} and .
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
I ;
!
? i
|
!
|
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Any deficiency statement ending with an asterisk ("} denotes a deficiency which the institution may be excused from correcting providing # is determined that
other safeguards provide sufficient protection to the patients. {(See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fellowing the date these documents are made available {o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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