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F 000, INITIAL COMMENTS : £ 000 To the best of my knowledge and belief, as an 7
i : agent of Sonth Shore Nirsing & Rehabilitation ;
.: &ﬁ?'c‘%lificgﬁon Slurvey was initiated on : Center, the following plan of correction '
! /13 and concluded on 04/19/13. Deficient . | constittes a writte i -
; practice was identified with a scope and severity seonstimtes # written allegation of substantial
“ofa D compliance with federal Medicare and
F 241" 483.15(a) DIGNITY AND RESPECT OF . F241 Medicaid requirements.

38=D INDIVIDUALITY
- Preparation and execution of this plan of

The facility must promote care for residents in a : :
¢ correction does not constitute ai admission or

I manner and in an environment that maintains or
: %?lhraeréf)esnfi‘a(:h resident’s di.gni_ty' and respectin i agreement by the provider of the truth of the
gnition of hifs or her individuality. ' ¢ facts alleged or conclusions set forth in the _
alleged deficiencies. This plan of correction s -
' This REQUIREMENT is not met as evidenced :; - prepared and/or executed solely because it is
by: required by the provisions of Federal and
. Based on observation, interview and recorg
. review it was determined the facility failed to

State law.

| provide care in a manner that maintained dlgnity - N I L 1anta

1 for one (1) of thirteen (13) sampled bﬁonth Shoiie Nursing and Rehahlln?t‘mn P5-11-2013

resldents(Resident #4). Observations, on - Center strives to ensure that the facility

; Q4/1 7713 and 04/18/13, revealed Resident #4's ! promnotes care for residents in a manner and

mdwelhng catheler bag was uncovered and not in . environment that maintains or enhances each |

a privacy bag when the resident was in a public , e ' i

. areg : i resident’s dignity and respect in fill £r2

? ’ . . C Bl
recegnition of his or her individuality, fy, G

| The ftndings include: Cem B

" Review of the facility's “Resident Handbook”, The‘calileter bag of res?dent 4 was p¥aced RN £ -

' dated March 2007, revealed the facility strived to . aprivacy bag by the Director of Nursing on e

, bromote care in & manner and in an environment | . 4/19/2013. %

‘ that matntained or enhanced each resldent's | ? i -

: dignily and respect in full recognition of his or her . i “ S

Cindividuality. Y © :' On 4/19/13, the Dircetor of Nursing visually %/@mww%

: : . reviewed all residents with a catheter to '

Review of the medical record revealed Resident - " enswre that dignity was aintained via a

- #4 was re-admitted to the facilty, on 01/28/13, ;

: - cover or fig leaf brand catheter bag, Front :

LABORATORY OIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE e :'XB} DATE
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Any deticiency statement ending with an asterisk {* denotes a detlcisnc i instituti i idi i
' t ! ; ! y which e institution may be exciised from corracting providing 11 is deletmined 1hat
oiher sateguards provide susficient protection to the patients. {See mstructions.) Except tor nirsing homes, the tindings siated above arge disciosable 80 days

program participation,
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F 241 ; Continued From page 1
with diagnoses which Included Multiple Sclerosis
fand Urinary Retenllon. Review of an Admission
i Minimum Data Set (MDS), dated 02/04/13,

 revealed the facility assessed Resident #4 as

- being severely cognitively im paired and utilized
, an indwelling catheter, Review of the Care Area
Assessment Summary (CAAs), daled 02/04/13,
revealed Resldent #4 ulilized an indwelling
~catheter due to urinary retention.

i Observation, on 04/17/13 at 2:40 PM, revealed

F 241 5/7713 thru 5/10/13, the Director of Nirsing
“will conducr ai teast 2 random audiis per day

~on various shifts 1o ensure that the facility

3

. Resident #4 was sitting in a recllining Gerl chairin

! the hallway outside of the resident’ S rQom,
. Further observation revealed an uncovered
“indwelling catheter bag contalned yellow urine

: was anchored to the chair. Additional observation |

; revealed staff, visitors and olher residents were 1n

[he hallway.

Addmonal observation, on 04/18/13 at 2:45 PM,
'revealed State Reglstered Nursing Assistani
(SRNA) #1 pushed Resident #4 in his/her

. Gerl-chair from the entrance of the facility to the
I resident’s room. Further observalion revealed
Resnden[ #4's mdwelhng catheter bag which

' conlained yellow urine was not covered as SRNA | ‘

i #1 pushed Resident #4 in his/her Geri-chair and
passed by visitors, slaff and other residents in the |
entrance way and hallways.

lnlervnew with State Registered Nurse Assistance |

| (SRNA)# 1, 0n 04/18/13 at 2:50 PM, revealed

: Resident #4's catheler bag should have beenina |

| privacy bag before leaving the facility to go lo an
ouhng however, the resident had left prior 1o her
; coming on duly,

!

Interview with Licensed Practical Nurse (LPN) #1,

. immedialely corrected,

' On 3/7/13, aresident council meeting was

* held by the Administrator-tn-Training and the :
© Social Service Director to review resident

. rights and dignity issues and to ensure that the
E facility is providing care in a manner and in an,
I environment that maintains each residen’s
dignity and respect in full recognition of his

: promoles care for residents in a imanner and

L environment that maintains or enhances each
resident’s dignity and respect in firfl

: recognition of his or her individuality, Any

. identified areas of concern witl be

or her individuality. No issnes were identified.;

Al nursing s1aff witl receive additional
education by the DON no fater than 5-10-13
regarding the imporrance of maintaining
dignity and respect by ensuring thar alf
catheter bags are covered, either by a i
pre-covered bag or be placed in a privacy bag.;
All sraff will receive additional education by
the Administrator-in-Training no tater than
5-10-13 regardimg ensuring dignity of all
residents and to ensuring that the facitity
promotes care for residenis in a manner and

environment that maintains or enhances each ;
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F 241 . Continued From page 2
!' on 04/18/13 at 3:35 PM, revealed Resident #4's
_Indwelling catheter bag should have been placed
- in a privacy bag before he/she went out of the

: facitity. LPN #1 Indicated a privacy bag should be

. on at all imes even in the facllity o promote
; dignity.

F 241 cresident's dignity and respect in fult
_recognition of his or her indjviduatiry,

“The charge nurses will check paiiens each
shift 10 ensure thai the calheter bags are

. covered, either hy a pre-cavered bag or arc

: placed in a privacy bag.

The Director of Nursing and the
. Administrator-in-Training will audit diring

f taity ronnds, Monday through Friday, for two

weeks, then monthly for three months, that
. care is delivered in a way that mainiains or
. enbances exch resident's dignity and respect
m full recognition of his or her individuatily,
. This witl inclide, but is not limired ta, the
' dignity of any resident that requires a foley

,' catheter.

- Results of 1hese audits will be forwarded to

i the monthly Continuons Quality

: tmprovenient {CQ1) Committee meeting for
further recommendations and continued

compliance.
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NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE. ZIi* COOE
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| CFR: 42 CFR 483.70()
Building: 01
: Survey under: NFPA 101 (2000 Edition)
* Plan approval: 1938, 1988
Facility type: SNF/NF

. Type of stnicture:  Type Il (211) 1988
: Type H (200) 1938

_l Smoke Compartments: 4

. Fire Alarm: Complele fire alarm with smoke
detectors in corridors ang electrical room.

: Heat delector located in basement.
New panelinstalled 2011,

_. Sprinkler System: Complete sprinkler system
‘ (drylinstalled 1988

Generator: Type |l powered via propane inslalled :
-2003

“Aslandard Life Safely Code SUrvey was

- conducted on 04/18/13. South Shore Nursing

“and Rehabilitation Center was found not to be in
compliance with the requiremants for participation :
in Medicare and Medicaid. The census on the

- day of the survey was 48. The facility is licenses
for 80 beds. The highest scope and severity was

fan"E".

" The foltowing demonstrate noncompiiance: _
K 038 NFPA 101 LIFE SAFETY CODE STANDARD : K038

tXd] 160 SUMMARY STATEMENT OF DEFICIENCIES ) 10 PROVIZERS PLAN OF CORREGCTION ) 5]
PREFIX (EACH DEFICIENCY MUS I BE PRECEDED 8Y FULL { PREFIX (EACH CORRECYIVE ACTION SHOULO BE ¢ COMPLETION
TAG REGULATORY OR LSC IDENTIF YING INFORMATION] : TAG CROSS-REFERENCEQ TO THE APPKOPRIATE | DATE
OEFIGIENCY)
‘To the best of my knowledge and belief, as an

K 000 INITIAL COMMENTS : K 000

cagent of South Shore Nursing & Rehabilitation
Center, the following plan of correction
“constiniles a written allegarion of substantial
compliance with federat Medijcare and

Medicaid requirements.

Preparation and execntion of this plan of
~ carrection does not constiture an admission or :
“agreement by the provider of the truth of the
facts alleged or conctnsions set forth ip the
alleged deficiencies. This pplan of correction is
" prepared and/or executed solely because it is
‘ regnired by the provisions of Federal and State

o law,

1
@wwmm\%%}
T

AR

i
i

LABO TORY OIRECTOR'S OR PRGV]OER"SUPPUE RRE FRESENTATIVE'S SIS NATURE
244,5 (Datdss.

TITLE (X8} DATE

R 5773

Any deficiency slalemen! ending with an asterjsk ("} denoles a deficlency which Jhe inslilion may be excused from corcecting providing il is delermined Ihal

olher safeguards provide sufficien proteclion 1o the patients. {See instruclions.y Excepl for

nursing homes, The findings slaled abave are disclosable 90 days

following Ihe date of survey whether or nol a plan of correction is provided. For nirsing homes, |he above findings and plans of carreclion are disclosable 14
days following Ihe dale Ihese documenls are made available fo 1ha facility. If deficiencies are ciled. an approvad plan of correcltion 1s requisite 10 conlinu ed

program panicipation.
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K038 Continued From page 1

S3:E
Exit access is arranged so lhat exils are readily

accessible al alt times in accordance with section

7. 19.2.1

. This STANDARD is not mel as evidenced by:

- Based on observalion and interview it was

. determined the facility faited to ensure exit doors

- thal had a magnetic locking device with delayed
egress hardware had lelters on the sign that

s indicated PUSH UNTIL ALARM SOUNDS and

' DOOR CAN BE OPENED IN 16 SECONDS was

- not less than 1 in. (2.5 cm) high for two (2) of five

- (5) exterior exit doors with delayed-egress locks,
The findings include:

Observalion, on 04/19/2013 at 10:00 AM,

revealed the exterior exit door for the Ambulance :

exil had a magnelic locking device with delayed

“egress hardware. Further obszervation revealed a .

sign on the door indicated a delayed function
~operation ( PUSH UNTIL ALARM SOUNDS and
DOOR CAN BE OPENED IN 15 ) had lettering
‘ that measured fess than 1 in. (2.5 cm) high,

- Observation, on 04/18/13 al 10:15 AM, revealed
the exlerior exit door from the Dining Room had
a magnetic locking device with delayed egress

- hardware. Further observation revealed a sign
on the door indicated a delayed function

K 038 South Shore Nursing and Rehabilitation Center  5-1t-2013

istrives to ensure compliance with NFPA |01
-Life Safery Code Standards requiring that exit
Edoors are readily accessible at all times in
-accordance with section 7.1 19.2.1

E’Fhe Maintenance Director, in conjunction with
-Sentry Fire Protection, on 4/19/13, installed
Iwo signs with letters of ane inch in height.

. The Maintenance Director was reedicaled an
4719713 by the Administrator-in-Training

t regarding the requirements for sigiage in the

. Nalionat Fire Protection Associatjon Standards
“as in the National Fire Protection Association
ctot7.2.1.54.

An audi) of alt exierior exil doors was
compteted on 4/19/13 by the Maintenance
Dyirector. The Maintenance Director wilt

. continue to perform this audii monthly for é
months to ensnre signs with letters of one inch :
in height are present on att exterior exit doors

¢ and signs are present and in good repair.

Resulis of the exterior exit door sigie audit
. will be forwarded to the Continuous Quality
: tmprovement (CQI) Committee for further
recommendalions and continued monitoring

- for compliance.
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K 038 Continued From page 2

operation { PUSH UNTIL ALARM SOUNDS and

- DOOR CAN BE OPENED IN 15 ) had letiering
. that measured less than 1 in. (2.5 cm) high.

- Interview, on 04/19/2013 at 10:00 AM, with the

Maintenance Direclor reveated the facitity was not

- aware that all doors equipped with delayed
. tocking devices required a sign with tetlers that

had & minimum height of 1 in. ( 2.5 cm ).

Reference; NFFA 101 (2000 edition)

' 7.2,1.6.1. Approved, listed, delayed-egress locks

. shall be permitted to be installed on doors serving
low and ordinary hazard contents in buildings '

“ profected throughout by an approved, supervised |

automatic fire detection system in accordance

. with Section 9.6, or an approved, supervised

‘ aulomalic sprinkler system in accordance with

; Seclion 8.7, and where permitted in Chapters 12
“through 42, provided that the following criteria are

i met.

(&) The doors shall unlock upon actuation of an
fapproved, supervised automalic sprinkler system
. In accordance with Section 6.7 or upon the
“acluation of any heat detector or activation of not

: more than two smoke deleciors of an approved,

supervised automatic fire detection system in

: accordance with Section 6.8,

{b) The doors shal untock upon loss of power
controlting the lock or tocking mechanism.

: (¢) An irreversible process shall release the tock

. within 15 seconds upon application of a force o

- the release device required in 7.2.1.5 4 that shall

: not be required to exceed 15 Ibf (67 N) nor be :
“required 1o be continuously applied for more than -
: 3 saconds. The initiation of the release process !

shall activate an audibte signal in the vicinity of

_the door. Once the door lock has been released
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K038 Continued From page 3
by the application of force 1o the releasing device, ;
re-locking shal be by manual means only. :
_ Exception: Where approved by the authority
having jurisdiction, a defay not exceeding 30
seconds shall be permitted.
“(d) * On the door adjacent to the ralease device,
- there shall be a readily visible, durable sign in
letters not less than 1in. (2.5 cm) high and not
less than 1/8 in. (0.3 cm) in stroke width on a
contrasting background that reads as follows:
( PUSH UNTH. ALARM SQUNDS
DOOR CAN BE OPENED IN 15 SECONDS
¢ Actual NFPA Standard: NFPA 101, 19.2.2.2.2.
Locks shall not be permitted on patient sleeping
 room doors. ;
. Exception No., 1: Key-locking devices that restrict :
- access to the room from the corridor and that are
operable only by staff from the corridor side shalt
be permitted. Such devices shalt not restrict
. egress from the room,
Exceplion No. 2: Door-locking arrangements
i shall be permitied in health care accupancies, or
" portions of heallt care occu pancies, where the
. clinicat needs of the patients require specialized
“security measures for their safety, provided that
i keys are carried by staff at all times
K 056 NFPA101 LIFE SAFETY CODE STANDARD
S8=D:
. M there is an automatic sprinkler system, i is
“installed in accordance with NFPA 13, Standard
" for the InstaMation of Sprinkler Systems, {o
provide complete coverage for all portions of the
building. The system is properly maintained in
“accordance with NFFA 25, Standard for the
" Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, 1 is fully
i supervised. There is a reliahle, adequate water
. supply for the system. Required sprinkler

K038

K 056 South Shore Nursing and Reliabilitation Center  $-11-2013
strives to comply with NIFPA 161 Life Safety
‘Code Standard that ensures that sprinkler heads :
‘are free from corrosion. :

_: The Maintenance Director, in conjunction with .
' Sentry Fire Protection, on 4/19/13, replaced the
{2) sprinkler heads in the Dish Washing room
. as well as the (1) sprinkler head near the

" Kitchen Mood.
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K056 Continued From page 4
: systems are equipped with water flow and tamper
swilches, which are electrically connected to the
“building fire alarm system. 19.35

" This STANDARD is not met as evidenced hy:
- Based on observation and interview, it was
determined the facitity faited to ensure sprinkler

' heads were free from corrosion for one (1) of four

{4) smoke compartments in {he facilty.
Observations, on 04/19/13, revealed three (3)
: sprinkter heads in the Kitchen smoke
. compariment were corroded.

The findings include:

; Qbservation, on 04/19/13 at 10:40 AM, revealed
 two (2) sprinkler heads in the Dish Washing
room was corroded.

Further observation, on 04/19/13 revealed one (
- 1) sprinkter head near the Kitchen Hood was
corroded.

Interview, on 04/16/2013 at 10:40 AM, with the

Maintenance Director revealed he was not aware _

- the sprinkler heads in the Dish Washing Room
“and near the Kiichen Hood were corroded.

. Reference: NFPA 25 ( 1698 edition )

©2-2.1.1* Sprinklers shall be inspected from the

- floor level annualty. Sprinklers shalt be free of
“corrosion, foreign malerials, paint, and physical
damage and shall be installed in the proper
orientation {e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that is painied,

K 056 The Maintenance Director was reeducated on the

impertance of ensuring all sprinkler heads in the
building are free from corrosion, foreign
materials, paint, and physical damage by the
Administrator-In-Training on 4-19-13.

The Maintenanee Director and
- Administrator-In-Training conducted an audit
of all the building's sprinkler heads on
4/19/2017 and replaced zll sprinkler heads that
were 110t fiee from corrosion, foreign materials,

paint, and physical damage.

Al sprinkler heads will be audited monthly to
enstre that all sprinkler heads are fiee from
. corrosion, foreign materials, paint, and

physical damage,

Results of the sprinkler head andit will be
forwarded to the Continuous Guality
~Improvement (COQ1 Committee monthly for
firrther recominendations and contjnued
. monitoring for compliance,
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' corroded, damaged, loaded, or in the improper
. orientation.
" Exception No, 1:* Sprinklers installed in
: concealed spaces such as above suspended
ceilings shall not require inspection.
Exception No. 2; Sprinklers installed in areas thai
are inaccessible for safety considerations due to
process pperations shall be inspected during
each scheduted shutdown.
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