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" signature HealthCARE of

) F ODO ”\“TEAL COMMENTS F DUO X Georgetown daes not beﬁeve
and does not admit that any
Astandard health survey was conducted on deficiencies existed, either
08/26-2812. Deficlent practice was idenfified : frer ¢
with the highest scope and severity at "E" level. ’ before, during ora ter the
survey. The Facility reserves all

F 281 | 483.20(k)(3)(i} SERVICES PROVIDED MEET F 281

56=D | PROFESSIONAL STANDARDS rights to contest the survey

R findings through informal

The services provided or arfanged by the facility dispute resofution, formal appeal
must maet professional standards of quailty. . proceedings or any

‘ administrative or legal
proceedings. This plan of

This REQUIREMENT is not metas evidenced o
. correction is not maant to

by
Based on observation, interview, record review, establish any standard of care,
and policy review, it was determined the facilily contract obligation or position
failed to foliow physician's orders for two of and the Facility reserves all rights
fourteen sarnpied residents {Resident #4 and to raise all ibl :

. N e i possihle contentions
Resident #9). Resident#4 had a physician’s 2nd defenses in any type of civil

order dated, 06/01/12, for oxygen fc be

administered at two liters per minute by nasal ot criminal claim, action or

cannula. However, observation on 08/26/12 and proceeding. Nothing contained in
08/27/12, reveaied facility staff failed io ensure . _ this pian of correction should be
the resident's oxygen was administered in considered as a waiver of any
accordance with the physician's orders.. Resident potentially applicable Peer

#9 had a physician's order dated 05/25/12, for
oxygen to be administered at two liters per mintite
by nasal cannuta. However, observation on

Review, Quality assurance or self
critical examination privilege

0B/2B/12, revealed faciiity staff falled o ensure | which the Facility does ot waive
the oxygen was administered as ordered by the and reserves the right to assert
physician. : < in any administrative, civil or

criminal claim, action or

Tha findings include:
7 indings Inctude proceeding. The Facility offers its

Areview of the facility's policy tiled, "Physician’s response, credible allegations of
Orders,” which contained no date, revealed a * compliance and pian of '
copy of any new order would be sent fo the correction as part of its angoing
Director of Nursing (DON) and o Medical efforts to provide quality of care

Records, and copies of the new order wouid be X
. to residents.

_ABORATORY DIREGTOR'S OR PROVIGER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%) DATE

W\Jm M fdriinshaty T334

hay deficlency statement ending with an asterisk (Eg)denotes 2 deficlency which the institution may be excused from correciing providing # is determined that

sther safeguards provide suficient protection fo the patients. (See instructions.) Excepl for nursing homes, fhe findings stated above are disclosable 90 days

wliowing the date of survey whether or not & plan of carrection Is provided. For nursing homes, the above findings and plans of corraction are distlosable 14

~ tays foliowing the date these documsnis are mads avakiabie to the facilly. If deficizncies are cited, an approved plan of correction Is requisfie to confiousd
yogram participation, '
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A standard health survey was conducted on o
06/26-28/12. Defictent praciice was identified
. with the highest scope and severlly at “E° level. . :
F 281 483.20(k){(3)(i} SERVICES PROVIDED MEET F 281 , . 19142012
$8=D | PROFESSIONAL STANDARDS F281 AB3.2001)(3)(7) Services

I provided meet professional
The services provided or arranged by the facility standards
must meet professional standards of quality.

Corrective Action for Residents

This REQUIREMENT is not mef as evidenced Affected:

by: . ,

Based on observation, interview, record review, - 1. Resident #4 resplratory status
and policy review, i was determined the facility was assessed with findings

failed lo follow physician's orders for two of q o
fourteen sampled residents (Resident #4 and reported to the physician and
Resident #3). Resident #4 had a physidian's - . POA o 6/27/12, by the Unit
orde'r Qiated_ 061011123 for oxygen to be Manager. New order was
administerad at two Blers per mindie by nasal

cannula, However, observation on 08/26/2 and received to change the oxygen to

08/27/12, revealed facility staff falled to ensure : . PRN and transcribed to the

the resident's oxygen was agminisiered in treat ; ;

acoordance with the physiclan's ordars. Resident | reatment administration record

#9 had a physician's order dated 05/25/12, for _ (TAR].

oxygen io be administered at two liters per minute

by nasal cannula. However, obsearvation on * 2. Resident #9 respiratory status

06/28/12, revealed facility staff failed to ensure was assessed with findings

the oxygen was administered as ordered by the ~ . )

physician, reported to the physician by Unit
o _ Manager on 6/27/12. Resident is

The findings inciude: : own responsible party. New

Areview of the facility's policy titled, "Physician's order was received to change the

Orders,” which cantained ne date, revealed a " oxygen to PRN and transcribed to

copy of any new order would be sent to the the TAR.

Director of Nursing (DON) and to Medical
Records, and coples of the new ordger would be

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIME {X6) DATE

SYbla Mekutty N1 : Mumisha iy 1-83 >
Any deficiensy statemeant ending WB{'I:)an asterisk (*) denotes a deficiency which the instiution may be excused from comecting providing it s detarminad that
other safeguards provide sufficlent protechion to the patients. {Ses instruclions.) Except for nursing hames, the findings stated above are disclosable 90 days
foliowing the date of survey whather or nof a plan of comestion is provided. For nursing homes, the above findings and plans of correction are disttosabls 14
days foliowing the date these documanis are mads available ‘o the facility. I deficiencies are cifed, an approved plan of correclion is requisite to confintad
program parficipation, ’ : ‘
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! PM, 2:00 PM, and 3:00 PM, revealed oxygen was
i not administered to #e resident.

taken fo the daly dlinical meating to be reviswed
to ensure for accuracy. The policy also revaaled
the DON would designate a nurse to review all
resident charts daily to ensure physician's orders
were not missed. ' ‘

1. Areview of the medical record for Resident #4
revealed the facility admitted the resident on
06/01/12, with diaghoses including Chronic
Respiratory Failure and Sick Sinus Syndrome. A
review of the physician's orders for Resident #4
dated-06/01/12, revealed the resident was to
receive oxygen at 2 liters by nasal cannula. A
raview of the admission Minimum Data Set ,
(MDS) for Resident #4 dated 08/08/12, revealed
the facility had assessed the resident io have
moderately impaired cognifion.

Observation of Resident #4 on 06/26/12, a{ 1:00
PM, 3:00 PM, 4:50 PM, and 5:60 Pi, and on
06/27/12, at ;30 AM, 10:30 AM, 11:15 AM, 1:10

An interview conducied with Licensed Practical
Nurse (LPN) #1 on 06/27/12, revesied i had
been her responsibility to ensure physician's
orders were being followed for Resident#4. The
LPN further stated Resident #4 frequently took off
the oxygen him/herself. However, the LPN
reveated the physician had not been notified of
the resident's noncompliance with wearing the

oxygen.

An interview conducted on 06/27/12, at 4:30 PM,
with the Uni Manager (UM) of the 100, 200, and
300 MNursing Units revealed the UM was
responsible o make rounds every "couple of

STATEMENT OF DEFICIENCIES () PROVIDERISUPPLIERIGLIA £X2) MULTIPLE CONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION HUMBER! ' COMPLETED
A BULDING
B. WING
_ 185141 _ 06/28/2012
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X4 I SUMMARY STATEMENT CF DEFICIENCIES - 2 PROVIDER'S PLAN OF CORRECTION {Xs)
PREFIX {EACH DEFICIENGY MLUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
U TAG REGULATORY OR LSC IDENTIFYING INFORMATIGH) TAG CROSS-REFEREMGED TO THE APPRCPRIATE DATE
) DEFICIENGY)
F 281 Continued From page 1 F 281 identification of Residents with

potentizl to be affected:

L. All resident physician orders
were audited by the Unit
Manager, Director of Nursing
(DON}, Medical Records Director,
and Staff Development
Coordinator {SDC} on 6-29-12 to
ensure that physician orders were
being fallowed.

2. No other residents were
identified.

Measures or systems changes to
prevent reaccurrence:

1, Al licensed nursing staff were
educated on the proper
procedure in fellowing physician
orders, documentation, and
notification of non-compliance
by the DON and SDC, Education
completed 7-14-12,

2. All new physician orders will be
reviewed in the clinical meeting,
five times per week,
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(%4 ID SUMMARY STATEMENT OF DEFICIENCIES : iD PROVIDER'S PLAN OF CORRECTION (x5)
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DEFIGIENGY)
F 281 | Continued From page 2 F 284 3. Following clinical meeting, Unit
hours” o ensure the residents were being ' _ Manager/DON reviews
provided the care they required. The UM also medication administration record
revealed Resident #4 took off histher oxygen d chart for ne
him/herself. The UM siated the resident's oxygen | . (MAR), TAR and chart for n W
saturation levels remained within acceptable order accuracy. Non-compliance
parameters but acknowledged there was no : will be corrected immediately and

evidence the physician had bean notified of the . . :
residenf's staﬁzsy\?.rimout ozygen. . reported/reviewed in weekly At
Risk meeting by the DON/Umt
An Inferview conducted with the DON on Manager
06/28/12, at 10:15 AM, revealed nurses were ’
expected to follow physician's orders and notify . .
the physician if a resigeni was noncompliant with 4. 11-7 shift nurse review all
the care being provided. The DON stated ' charts daily to ensure no orders
Resident #4 lakes off the oxygen him/herself and were missed. Any discrepancies
the nurse should have notified the physician of . . .
the resident's noncompliance with wearing the identified will be corrected
oxygen and of the resident's oxygen saturation - immediately and reported to the

levels, DON for further follow-up,

2. Areview of the medical record for Resident #9 interventions, andj/or education.

revesfed the resident was admitted by the facility

on 01/31/12, with diagnases including Atrial Monitoring changes/systems to
Fibrillation and Chronic Kidney Disease. ehsure no deficient practice:
Areview of the most recent guarterly MDS '
assessment for Resident #9 dated 05/02/12, 1. Medical Records, Unit
revealed the faciiity had assessed the resident fo - viedica . i audi
be independent with desision making ability. Manager, andfor SDC will audit

all oxygen orders for compliance,

Resident #9 acknowledged in interview weekly for four weeks, bi-weekly

cenducted on 08/28/12, at 1:55 PM, that he!she

takes off the oxygen. The resident revealed - for four wecks, and then monthly.
_he/she did nof waar the oxygen all the fime and Any discrepancies will be
Just needed If when he/she became short of corrected and reported to the

breaih.
’ DON for further follow-up,

An interview with LPN #1 on 08/28/12, at 6 2;10 interventions, and/or education,
PM, revealed Rasident #98 did not wear his/her
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g DEFICIENGY)
F 281 Confinued From page 3_ F 281 2, Findings of the audits will be.
oxygen all the ime and the LPN had not been . . litv A
aware Resident #9 was fo use the oxygen on a reviewed in the Quality Assurance
continuous basis. The LPN stated she had been ‘meeting monthiy for 3 months
_ | responsible for ensuring Resident #9 wore the and then at the discretion of the
-oxygen as ordered by the physician and that she i
should have notified the physician of the QA committee.
resident's noncomp lance with the oxygen use.
3. The QA commiftee consists of
An inferview conduoted on 06!27/‘12 at 4:30 PM, the following: Medical Director,
with the Unit Manager (UM) of the 100,-200, and .. . f Nursi
300 Nursing Units revealed she was responsible Administrator, Director of Nursing
to make rounds every "couple of hours™ to ensure {DON}, Minimum Data Set
the residents were being provided the care they Coordinator {MDS), Sodial Service
required, The UM stated Resident #¢ took off .
his/her oxygen him/hersetf. According to the UM, Director {S5D), Human Resource
the physician should be nofified whenever a Director {HR}, Business Office
resident was noncompliant with physician's i
orders-but there was no evidence in the medisal Manager (BOM), Dlet.ary
record {o show the physician had been notified of Manager, Rehab Services
Resident #8's noncompliance, Manager {RSM), Medical Records,
An interview conducted with the DON on Malntenant?e DEI:?C’COI’, .
08/28/12, at 3:20 PM, fevealed the nurse was Housekeeping Director, Quality of
responsible for checking the treatmeant shaats Life Director {Qol}, Chaplain.
and the care plan daily to ensure the residents
were receiving the care they required. The DON
stafed they discussed Resldent #9 refusing to
wear the oxygen as ordered by the physician in
the moming. clinical meeting a couple of weeks
prior but failed to notify the physician af that time.
The DON stated the physician should have been
notified immediately.
-F 371 | £483.35{)) FOOD PROCURE, : F 371
$S=B | STORE/PREPARE/SERVE - SANITARY
The facility must -
{1} Procure food from sources approved or
considered satisfactory by Federal, State or local
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An interview conducted with the Dietary Managar

rroom adjacent to the facility dishwasher.

authorities; and
{2) Store, prepare, distibute and serve food
under sanitary conditions

This REQUIREMENT is not mei as evidenced
by:

Based on observation and interview it was
determined the facility failed to ensure sanitation
was maintained In the dish room area.
Observation of the dish room floor on (8/26/12, at
645 P, revealed the dietary staff had placed
five dishwasher racks dlrectiy on the soiled
kiichen fioor,

The findings include:

on 06/26/12, revealed the facility had not
developed a policy for the storage of dishwasher
racks.

Observation of the Dietary Department at 5:45
PM an 06/26/12, revealed five dishwasher racks
had been placed on the soiled floor of the dish

An interview conducted with the fecility's dietary
cook revaaled the facility did not have shelf space
fo keep the racks stored six inches off the soiled
d;eiary floor., :

An interview was conducted with the Dietary
Manager on 06/26/12, at 6:00 PM. The Dietary
Manager also stafed there was not enough shelf

Store/Prepare/Serve - Sanitary

Corrective Action for Residents
Affected:

1. No residents identified as
affected,.

Identification of Residents with
notential to be affacted:

1. Ailresidents receiving meals
served out of the dietary kitchen
have the potential to be affected.

Measures or systems changes to
prevent reoccurrence;

1. An additional shelving unit was
added to the kitchen 6-27-12 to
allow for storage of the
dishwasher racks to be at least six
Inches off the dietary fioor.

2, All dietary staff were educated
on the propet storage of the
dishwasher racks, sanitation,
proper storage of food, cleaning

" schedules by the Regional Dietary
Consultant and facility Registered
Dietician on 6-27-12 and 6-28-12,
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The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient defail to enabile an
accurate reconciiiation; and determines that drug
records are in order and that an account of al
controlled drugs is maintzined ‘and periodicaly
reconciled,

Drugs and biologicals used in the facility must be
labeled In accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
appiicable,

In accordance with State and Federa! laws, the
facility must sfore all drugs and biclogicals-in
lecked compartments under proper temperature
contrads, and permit only authorized personnel fe
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
conirolied drugs fisted in Scheduie Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systerms in which the
guantity stored is minimal and a missing dose can
be readily detected.

racks weekly for four weeks, bi-
weekly for a month, and then
monthly to ensure compliance
with dishwasher rack storage.

Monitoring changes/systems to
ensure no deficient practice:

. 1. Findings of the dishwasher rack
storage audit will be reviewed for
compliance in the QA Committee
meeting monthly for 3 months
and then at the discretion of the
QA committee.

F431 483.60(b),{d),(e} Drug
records, label/store drugs &
biologicals

© Corrective Action for Residents
Affected:

1. No residents jdentified as
affected.
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. : 3. The Dietary Mana er,
F 371 Continued From page § S F 3T | q ny i & DY and
space fo store the dish racks off the soiled dish ; Reglstered Dietician (RD), and/or
room floor. Adrministrator will monitor the
. F 4311 483.60(b), (d), (e) DRUG RECORDS, F 431\  proper storage of the dishwasher
LABEI/STORE DRUGS & BICLOGICALS

7-14-2012}
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This REQUIREMENT is not met as evidenced
by: ’

Based on-observation and interview, the facility
failed fo ensure all medications were stored at
proper temperatures, Ohservations on 06f27/12,
reveated staff did not have access {o -
thermometers in the medication storage rooms
and, as a resulf, failed to ensure medications’
were stored in accordance with manufaciurer's
recommendations. In addition, three medication
carts were observed to be soiled with dust and
grit-on top of the carts and inside the drawers.

The findings include:

An interview with the Director of Nursing (DON}
on 0B/27/12, at 4:45 PM, reveaied the facility did
not have a policy rsfated fo monitoring
temperatures in the medication rooms or cleaning
the medication carts.

Observations on 06/27M2, at 4,00 PM, revesled
the medicafion storage room located on the
Transifionai Unit did not have & thermometar in
the room for staff to use fo mohitor fhe roorm
ternperatures. Further observation revealed
medications stored in the medication room such
as aptibiotics which, based on the manufacturer's
recommendations, required storage temperatures
below 77 degrees Fahrenheit,

An inferview with the Transifional Unit Manager at
4:395 PM, revealed the only thermometer in the
room was jocated inside the refrigerator. The
Unit Manager stated she was unaware of a need
fo moniior the medication room femperature.

potential to be affected:

1. Al residents have the potential
to be affected if medications are
not maintained at proper
temperatures or the medication
carts are soited.

Measures or systems changes to
prevent reoccurrence;

1. Thermometers wers placed in
both medication rooms 6-29-12,
by the Maintenance Director. A
monitoring log for daily
termperatures was also
implemented on 7-11-12 hy the
SOC and DON, [f the medication
room temperature exceeds the
medication guideiine, the
medications wil! be relocated to
the Med Cart storage room,
focated on the 200 hall. This
room routinely maintains
temperatures within pormal
range, and will be monitored as
well to ensure compliance
maintained. Maintenance and
Administrator will be notified
immediately for follow-up,
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PREFIX {EAGH DEFIGIENTY MUST BE PREGEDED BY FULL PREFX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG ' GROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICENCY)
F 431 | Continued From page 7 F 431 2. All medlcat;on‘carts we.re
In addition, observations of the medncahon FoOrns cleaned and all grit and sciled
located on the 100, 200, and 300 Nursing units substance removed on 6-27-12 by
on {86/27/12, revealed medications stored in» the the MDS, SOC, and Unit
reom but there was ne thermometer to meonitor
the room température of the medication room, Managers.
Licensed Practical Nurse (LPN) #2 acknowledged 3. A medication/treatment cart
in inferview conducted on 06/27/12, at 4:50 P, cleaning schedule has been
there was not a thermemeter focated in the - d by the DON on 7
medication rooms and she was unaware of the implemented by the on /-
need to'ensure the room temperature was 05-12 and a completion check-off
maintained at a temperature in accordance with created to ensure that the
the manufacturer's recommendations, e.g., below L | d
77 degrees Fahrenhait for antibiotics. schedule is being followed,
In addition, observation of the medication carts 4_ All licensed nursing staff were
located in the medication rooms located on the educated by the SDCand DON on -
100, 200, and 300 Nursing units revealed the p 5
carts were sofled with dust, grit, and pill debis. proper procedures jor
. maintaining medications at the
An intervizw with the Director of Nursing (DON) proper temperature;
on 06/27{12, at 4:45 PMW, revealed medication ) e d
aides were to clean the medication carts, but documenting, notification, an ‘
there was no schedule for cleaning and the DON interventions of temperatures out
had not monitored the carts recentiy. of compliance; process for _
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456 ) : 7-14-2012
ss=p.| OPERATING CONDITION cleaning carts, Education
completed 7-14-12.
The faciity must maintain all essentisl _
mechanical, electrical, and patient care Monitoring changes/systems to
‘ equ;pment in safe operating condition. - ;
ensure no deficient practice:
This REQUIREMENT is not met as evidencad 1. The SDC and/or DON will audit
bg i dob the cleaning schedule and
ased on interview and observation it was .
determined fhe facility failed to ensure the facity temperature log weekly and il
ice cream freezer was mainiained clean and frost validate for C‘Jmpleuon for three
i : months.
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R4y n SUMMARY STATEMENT OF DEFICIENGIES e PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED B8Y FULL FREFIX (EATH CORRECGTIVE AGTION SHOULD BE CORPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERFNCED TO THE APPRDPRIATE DATE
DEFICIENCY)

' : 2. ‘Findings of the weekly audi
F 456 | Confinued From page 8 F 456 nding ekly audits

wi . . .
free. Observation of the facility chest-type freezer il be rewewad. in the Quality

on 06/28/12, located in the facility hasement Assurance meeting monthly for 3
revealed a layer.of frost buildup on the interior months and then at the discretion

onhe-quarter inch thick. The frast had the
potential to cross-contaminate the stored ice
| cream.

of the QA committee.

The findings include:

A review of the facility policy (undated) revealed F 456 . ; A

the facility equipment would be fres of food, #83.70(c)(2) Essential 7-14-2012
grease, or soil. The poiicy also indicated the
Dietary Manager would be responsible for the condition
major equipment cleaning.

Equipment, Safe operating

, _ \ Corrective Action for Residents
During the final sanitafion audit conducted on

0128112, at 11:30 AM, the freezer was observed Affected:

to hava a one-quarter-inch layer of frost buildup , )

on the interior of the chestlype ice cream freezer. 1. No residents identified as
The frest had the potential fo confaminate the ice affected,

cream stored in the ice cream freezer.

. . . . identification of Resi i
An interview was conducted with the Dietary n of Residents with

Manager on 08/28/12, at 19:25 AM. The Dietary potential to be affected:
Manager stated there was not a formal cleaning 7 .
schedule for the freezer io be defrosted and 1. All residents receiving items
cleaned. The Dietary Manager further stated from the freezer have the

there was no way {o determine when the freezer

was previously cleaned and defrosted. potential to be affected.

NMeasures ar systems changes to
prevent reoccurience:

1. The freezer identified was
. defrosted and cleaned on 6-29-12
by the Dietary Manager.

FORM GMS-2567{02-99) Previous Versions Obsclete Event I0; HX8511 Facility II; 400364 If continuation sheet Page £ of @




F 456 Continued

Measures or systemn changes to prevent reoccurrence -
continued: '

2. Alf other freezers were inspected by the Dietary Manager -
ensure defrosted and cleaned on 6-29-12, The ice cream -
freezer was defrosted on 6-27-12 and cleaning completed 6-2
12, by the Dietary Manager.

3. A freezer cleaning schedule was re-implemented by the
Dletary Manager on 6-28-12 and a completion check-off
created {o ensure that the scheduie is heing followed.

4, All dietary staff were educated on the cleaning schedute b
the Registered Dietician, Dietary Manager, and Regional
Dietary Consultant. Education completed 6-29-12.

5. The Dietary Manager, Registered Dieti-cian, and/or
Administrator will monitor the freezers weekly for three
months and will validate the cleaning completion monthly.

Monitoring changes/systems to ensure no deficient practice

1. Findings of the weekly audit and monthly validation will be
reviewed in the Quality Assurance meeting monthly for 3
months and then at the discretion of the QA committee.
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xo1D SUMMARY STATEMENT OF DEFIGENCIES _SE.TEM#—— ROVIBER'S PLAN DF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED 3Y FULL PREFIX {EACH GORRECGTIVE ACTION SHOULD BE COMPLETION .
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE -
A DEFICIENCY)
K 000 | INITIAL COMMENTS ) -K 000
K 029 NFPA 101 LIFE SAFETY
CFR:. 42 CFR 483.?0(8} CODE STANDARD
BU“.‘DiNG: 01 | _ Corrective Actibn for Residents
PLAN APPROVAL: 04/13/76 ' Affected:
SURVEY UNDER: NFPA 101 2000 Existing 1, No residents identified as
FAGILITY TYPE: SNE/NF affected. .
| TYPE OF STRUCTURE: One story Type H (200) 2. Door closures added tathe

identified doors on 6-27-12 by the
Maintenance Director and

FIREALARM: Cornplets fire alarm system Malntenance Assistant.
{upgraded in Sepismber 2011) .

SMOKE COMPARTMENTSi 7

Identification of Residents with

SPRINKLER SYSTEM: Cornpleta (wet) sprinkier potential to be affected:

system added new dry system in Seplember 2011

GENERATOR: One Typs il Diesel generator. LAl esidents have the potential
New in September 2011 - to be affected by not having the

. : proper ciosures on rcoms
A standard Lifs Safety Code survey was

conducted on 06/27/12. Signature Healthcare of considered hazardous areas,
Georgetown was found not to be in compliancs

with the requirements for parficipation in i 2. Maintenance Director and
Wedicare and Medicaid. The facility is licensed Maintenance Assistant conducted
for 65 beds with a census of 55 on the day of the ‘

a review of all other doors cn 6-
27-12 to determine proper

survey.

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

Deficiencies were cited with the highest

LABORATORY DIRECTQR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE L {X5) DATE

St Mehithy Wi _ LM ety 23l
Any deficiency statement ending with arﬁ‘és{eﬁ.r;k {*) denctes a deficiency which the insfituion may be excused from correcting providing 1t Is determined that
ather safeguards provide sufficient proteation to fhe patients. (See instructions.) Excapt for nursing homes, the findings stated above are disciesable 90 days
fallowing thie date of survey whether or not & plan of corection is provided. For nursing homes, the above findings ang plans of correction are disclasable 14
days following the date these documents are made avaitable to fhs facility. i deficlencles ats citad, an approved plan of correction is requisite to confinued
program participation,
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STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(X7} PROVIDER/SUPPLIER/CLIA
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"t doors. Doors are seif-closing and hon-rated or

: of combustibles stored in the Sprinkler room
{ required the room to be considered a storage

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fre extinguishing systern
opfion is used, the areas are separated frem
other spaces by smoke resisting partitions and

fielt-applied profective plates that do not exceed
48 inches from the bottom of the door are
permiifed.  19.3.2.1

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure hazardous -
aregs were protected acsording to Nationaf Fire
Pretection Associafion {NFPA) standards.

The findings include:

Observation on 06/27/12, between 10:00 AM and
1:.00 P, with the Maintenance Director revealed
the door leading into the central supply storage
room did not have a seff-closing device installed
per the NEPA Life Safety Code. In addition;
observations revealed the Sprinkler room was
being used to store medical records, The amount

area and, as such, required a door closing
device. However, observations revealed the door

%4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
K 000 | Continued From page 1 K 000- closures. No other doors ‘
deficiency idenfified at "F" fevel. ' identifiad
K 028 NFPA 101 LIFE SAFETY CODE STANDARD K028| : 7-14-2012
S8=D b

Measures or systems changes to
prevent reoccurrence:

1. The Maintenance Director,
Maintenance Assistant and
Administrator reviewed the NFPA
code on 6-27-12.

2.  Maintenance Director and/or
Maintenance Assistant will
conduct a monthly audit to
ensure doors have proper
closure. Any findings witl be
corrected tmmediately and
reported to the monthly Safety
Committee for review and follow-

up.

Monitoring changes/systems to
ensure no deficient practice:

1. Results of the doar closure
audit will be forwarded to the QA
Committee, by the Safety
Committee, for review by the
Adrninistrator monthly x 3
-months and then at the discretion
of tha QA Committee,
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K 028} Continued From page 2 K 029

teading into the Sprinkler room did not have a
door closing device as required.

Inierview on 06/27/12, betwsen 10:00 AM and
1:00 PM, with the Maintenance Direclor revealed
fie was unaware of the above noted
requirements. The Administrator alsc
acknowledged during the exit interview conducted
on 06/27/12, at 1:15 PM, that he was unaware of
these requirsments.

Reference: NFPA 101 (2000 Edition). ‘

18.3.2.1 Hazardous Areas, Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be In
accordance with 16.3.5.4. Where the sprinkler
opfion Is used, the areas shall be separated from
other spaces by smoke-resisting partitions and
doors, The doors shall be seM-clusing or
automatic-cinsing. Hazardous areas shall
include, but shall not be restricted to, the
following;

(1) Botler and fuel-fired heater rooms

{2) Central/bulk laundries larger than 100 {2 (9.3
mz} :

{3} Paint shops

{4} Repair shops

(5} Solled finen rooms

(8} Trash collection rooms

(7) Reoms of spaces larger than 50 #t2 (4.6 m2),
including repair shops, used for storage of
combustible supplies and equipment in quantifies
deemead hazardous by the authority having
jurisdiction

3
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- PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052| K052 NFPA 101 Life Safety Code 7-14-2012

56=F

Afire alarm system required for life safety is
instalied, tested, and maintained in accordance
with NFPA 70 Nationa! Electrical Code and NFPA

72. The system has an approved mainfenance -

and'testing program complying with applicable
requirements of NFPA70 and 72.  6.6.1.4 -

This STANDARD is hot met as evidenced by:
Based on'intervisw and fire atarm inspection
review, the faciiify fajled fo test the fire alarm
sysiem quarterly per NFPA standards. The
deficiency had the petential to affect seven of
seven smoke compartments, ali residents, staff,
and visltors. The facliity is licensed for 65 beds
with a census of 55 on the day of the survey.

The findings include:

Fire alarm inspection review on 08/27112, at .
12:45 PM, wiih the Maintenance Direcior
revealed the facifity falled to provide
documentation to show the fire alarm had been
tested In the first quarter of 2012, )

Interview on 06/27/12, at 12:45 PM, with the

Maintenance Direclor reveated the company that

Standard

Corrective Action for Residents
Affected:

1. No r_esidénts were affected by
this practice.

2. The fire system was inspected
4-10-12 by Century Fire, a new
provider.

Identification of Residents with
potential to be affected:

1. All residents have the potential

to be impacted by this practice

Measures or systems éhanges to
prevent reoccurrence:

1. Malntenance Director has a
tracking log established to
identify scheduled inspections
and due dates. This log will be
reviewed with the Safety -

Committee monthly,

2. Maintenance Director,
Maintenance Assistant and
Administrator reviewed the
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‘condition and are inspected and tested

| Maintenance Director revealed medical records

Required automatic sprinkier systems are
continuously maintained in refiable operafing.
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25,
8.7.5

This STARDARD s not met as evidenced by:
Based on observation and inlerview, it was
determined the facllity faffed to ensure sprinkler
heads were maintained as required. The
deficierrcy had the potential to affect one smoke
compariment in the basement, and staff. The
facility is licensed for 65 beds with a census of 55
on the day of the survey.

The findings include;

Observation on 08/27/12, between 10:00 AM and
1:00 PM, in the sprinkler riser room with the

stored within 18 inches of sprinkler heads, This

_be'[ng affected

0D SURMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY HUST BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE ACGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE AT
. ‘ DEFICIENCY}
K 052 Continued From page 4 " Kospl Pprocesson 6-27-12 to ensure that
performed the inspections terminated the contract inspection dates complied with.
agreement on 03/21/12, with the facility and the Any compliance issues will be
earliest date that another company could inspect ; .
the system was 04/410/12. This was also immediately addressed.
confimed by the Adminisirator In the exit ,
conference. Maonitoring changes/systems to
NFPA Standard: NFPA101 9.6.1.4 ensure no deficient practice:
Afire alarm system required for life safaty shall . . il
be installed, tested, and maintained in 1. Maintenance Director wi
accordance with the applicable requirements of continue to keep facility records
ﬁggﬁn;?i:':ﬁ:gig?rfn%i%gcai Gode, and NFPA 72, on scheduled visits and track
K 082 | NFPA 104 LIFE SAFETY COBE STANDARD Kog2| compliance. This will be reviewed  |7.14-2012
S8=D ' : monthly with the Safety

Committee, with any identified
issues and resolutions
determined. The results will be
forwarded toa the QA Committee
for review monthly, unless
otherwise determined by the QA
committee.

K 062 NFPA 1G1 Life Safety Code
Standard

Corrective Action for Residents
Affected:

1. N'o residents were identified as
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practice would prevent the sprinkler pattern from
fully developing.

Interview on 08/27/12, between 10:00 AM and
1:00 PM, with the Maintenance Direclor revealed
he was aware of the storage reguirements.

Reference: NFPA 13 (1959 Edition).

5-5.5.2* Obstructions to Sprinkier Discharge
Pattern Developrment. |

5-5,6.2,1 Continuous or noncontguous
obstructions less than or equal to 18 in. {457 mim)
below the sprinkler deflector that prevent the
pattemn from fully developing shall comply with
5-5.5.2.

Maintenance Assi_stant.

STATEMENT OF DEFICIENCIES Py PROVIDERSUPPLIER/GLIA {(2) MULTIPLE CONSTRUCTION {3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFIGATION NUMBER: - COMPLETED
A BUILDING  pf- MAIN BUILDING 01 .
B. WING "
185141 06/2772012
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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oRd} 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION {5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 062 | Gontinued From page 5, Kogz|  tdentification of Residents with

potential to be affected:

1. All residents have the potential
tc be affected by the deficient
practice.

2. The medical records stored
within 18 inches of the sprinkter
heads were corrected on 6-27-12
by Maintenance Director and

Measures or systems changes to
'prevent reoccurrance;

1, All sprinkler heads audited by
the Maintenance Director and
Malittenance Assistant to ensure
18 inch standard met on 6-27-12.
No others identified,

2. Education on ensuring
sprinkler heads wera maintained
as required was conducted with
the department team by the
Maintenance Director and
Administrator on 6-29-12,
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- K 62 Continued

Measures or system changes to prevent reoccurrence -
continued:

3. The monthly maintenance checklist, conducted by the
Maintenance Director and/or Assistant will review afl sprinkle
heads to ensure 18 inch standard maintained. Any identified
non-complience will be corrected immediately by the
Maintenance team and communicated to the Administrator
anhd appropriate department manager for further follow-up a
education. Findings wili be reported to the Safety Committee
for follow-up,

Monitoring changes/systems to ensure no deficient practice

1. The results of the monthly maintenance checklist will be
reviewed with the QA committes monthiy for three months
then thereafter as determined by the QA committee. '






