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INITIAL COMMENTS

A standard heatth survey was conducted on
04/03-05/12. Deficiencies were cited with the
highest scope and severity at "E” level.
<183.10(e), 483.75{)(4) PERSONAL
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
records.

Personal privacy includes accommodations,
rmedical treatment, written and telephone
communications, personal care, visits, and
rmeetings of family and resident groups, but this
does not require the facility {o provide a prlvate
roam for each res;dent

Except as provided in paragraph (e){(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individuai outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
imstitution; or record release is required by faw.

T he facifity must keep confidential all information

- contained in the resident's records, regardless of
the form or storage methods, except when

release Is required by transfer to another
hrealthcare institution; law; third party payment
contract; or the resident.

¢ This REQUIREMENT is not met as evidenced

by
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Any deficiency stalement ending thh an asg;k( denotes a deﬂc:ency which the institution may be excused from carrecting providing i is determined that
other safeguards provide sufficient pratection to the patients . (See instructions.} Except for nursing hiomes, the findings stated above are disclosable 20 days
fallowing the date of survey whether of not a pian of correction is provided, For nursing homes, the above findings and cians of correction are disclosable 14
days following the date these documents are made available to the faciity. ¥ deficiencies are cited, an approved plan of carrection is requisite to continued
program particios fon,
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Based on observation, interview, and policy
review, it was determined the facility failed to

. pravide personal privacy for one unsampled

| resident {Resident A). Observation on 04/03/12,
at 12:40 PM, revealed Licensed Practical Nurse
(LPN) #1 failed to close the privacy curtain and
close the door after the resident stated he/she
needed to use the bedside commode. Resident A
was observed to be visible/exposed to anyone
that passed by or entered the resident's room
while using the bedside commode.

The findings include:

A review of a pamphiet given to al! residents by
the facility entitled "Resldents Rights," {dated

! March 2010} revealed residents would be
assured of at least visual privacy in multi-bed
rooms and in the tub, shower, and toilet rooms,
; The facility had no policy/procedure related to
ensuring resident privacy.

Observation on 04/03/12, at 12:40 PM, revealed
Resident A informed LPN #4 the resident needed
o use the bedside commode. The LPN was
observed te leave the room as the resident
transferred his/her seff to the bedside commode.
The LPN failed to close the privacy curtain and
the door. The resident was observed fo then
lower his/her clothes and sit on the bedside
commode. The resident was exposed and visible
o anyone that passed by or entered the

' resident's room.

Resident A was cognitively impaired and could
not be interviewed.

{ An inferview conducted with LPN #4 on 04/03/12,

i
i
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; at 2:05 PM, revealed Resident A had asked to
! use the bedside commode and did not want the

curtain closed. The LPN stated she was aware
she shouid have closed the door and the privacy
curtain. According to LPN #4, the resident had
used the bedside commode before she could get
back to close the privacy curtain.

An interview conducted with the Director of
Nursing {DON} on 04/04/12, at 3:30 PM, revealed
staff was expected to close the door and to pult
the privacy curtain anytime a resident used the
bedside commode and/or when a resident would
be exposed when care was provided. The DON
stated all Department Managers monitored

residents daity as part of the quality monitoring
1 and monitored for resident privacy. The DON

stated the facility had not jdentified any problems
with privacy.

483.13{(a) RIGHT TO BE FREE FROM
PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident’s medicai symptoms.

i This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, record review,

! and palicy review, if was determined the facifty
i failed to ensure two of twenty-four sampied

residents were free from physical restraints
(Residents #9 and #12). Resident #9 and
Resident #12 were observed 2 be in a reclined
Geri~hair (chair that prevents rising), hawever,

. there was no evidence the faclity had conducted

F 164
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assessments prior to placing the residents in the
reclined Geri~chairs. In addition, there was no
evidence the facllity had informed the resident's

: responsible parties of the risks/benefits reiated to
the use of pfacing Residents #9 and #12 in the
reclined Geri-chairs.

: The findings include:

- A review of the facility's Restraint Evaluation and
Utifization Guideiine policy/procedure {dated
January 2011) revealed physical restraints
tincluded any manua! method or mechanical

| device, material, or equipment attached or
adjacenf tp the resident's body that the resident
cannot remove easily, which resiricted freedom of
moverment pr normal access to one's own body.
The policy revealed the interdisciplinary team
{IDT) would be responsible to discuss the factors '
that resulted in the restraint use and evaluation,
The policy further revealed a medical symptom
was reqguired to support the use of the restraint, 5
the least restrictive device would be used, and a
physician's order for the restraint would be
documented.

1. Observation of Resident #9 on 04/03/12, at
2:55 PM'and 4:05 PM, revealed the resident was
in a reclined Geri-chair in front of the 300 Wing
nurses' station. Resident #9 was aiso observed
on 04/04/12, at 9:40 AM, 10:30 AM, and 1:45 PM,
in a reclinegd Geri-chair in front of the nurses’
station,

A review of the medical record for Resident #9
reveaied the facility had admitted the resident on
01/03/12, with diagnoses that inciuded Senile

5 Dementia, Depression, and Anxiety. ‘
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: revealed the CNA had observed Res:dent #9
; trymg mget up out of the: Gen«cha:r and lf the

up unassmted The UM alsa stated the reSIdent
was unabie_ to lower the fest of the Gemchaar .

: and had not assessed t?ze
Gen-c:f'naar as a restramt for Resadent #‘9

i
.
i
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An interview conducted with the Director of
Nursing (DON) on 04/04/12, at 3:30 PM, revealed
if a resident had been assessed to require a
restraint, the facility was required to use the least
restrictive device. The DON stated the facility
was also reguired fo do a restraint assessment,
inform the resident's responsible party, obtain
physician consent, and place the restraint
intervention on the resident's care plan. in 0
addition, the DON stated the use of restraints was
reviewed at the Interdisciplinary Team {iDT)
meeting. The DON stated she had not
considered a Geri-chair a restraint and that the
reclined Geri-chair for Resident #9 had not been
assessed as a restraint.

2. Areview of the medical record for Resident
#12 reveaied the facility admitted the resident on
03/07/11, with diagnoses that included a Closed
Femur Fracture, Hypertension, Alzheimer's
‘ Disease, Cardiac Pacemaker, and Diabetes
Mellitus.
A review of the annuai comprehensive
assessment with a reference date of 02/03/12,
reveated Resident #12 reguired extensive
assistance of two staff persons for bed mobility,
transfers, and toileting, The resident's
ambulation status was assessed as "did not
occur,” and the resident was assessed fo have no
limitation in range of motion. Resident #12 was
also noted to be receiving therapy services for
therapeutic exercises. Continued review of the
assessmant revealed restraints were not utifized
for Resident #12.

 Resident #12 was observed on 04/03/1Z, at 10:30
AM, to be sitting in a reclined Gen-chair with both
lower extremities elevated. On 04/04/12,
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Resident #12 was observed at 8:35 AM and 1:45
M, 1o be sitting in the reclined Geri-chair with the
foct of the chair in a raised position, However, a
review of documentation in the medical record
revealed no evidence the facility had conducted
an assessment of Resident #12 that included a
medical symptom for the use of the reclined
Geri-chair.

Interview conducted with Certified Nurse Alde

: (CNA) #2 on 04/04/12, revealed Resident #12

was nonambulatory. CNA #2 stated the
Geri-chair was reclined when Resident #12 was
in the chair due to the resident's attempts to
scoot/slide from the chair.

Interview with Licensed Practical Nurse (LPN) #2
on 04/04/12, revealed an assessment was
required to be conducted when a Geri-chair was
used for a resident. The LPN stated she believed
the assessment would be documented in the
nurse's notes; however, the LPN was unable to
provide the documentation. LPN #2 further
stated the Geri-chair was In a reclined position
due to Resident #12's weakness and tendency to
slide down while sitting upright in a chair,

An interview conducted with the Unit Manager
(UM} on 04/04/12, revealed a therapist would
"screen” a resident for use of a restraint device
and stated the Interdiscipfinary Team {IDT) wouid
make the final decision for the restraint use. In
addition, the UM stated she was responsibie to

! complete a restraint assessment when a restraint
! device was used for a resident. The UM stated

she did not consider the reclined Geri-chair to be
a restraint for Resident #12 and did rot cormplete

| the required assessment.
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F 252 | 4B3.15(h)(1)
SS=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

The faciiity must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not mst as evidenced
by: -

Based on cbservation and interview, it was
determined the facility failed to provide a clean,
comfortable, and homelike environment. During
the environmental tour conducted on 04/03/12,
combination closet/drawers and nightstands on
the 100 and 200 Halls were damaged and
marred.

The findings include:

The Administrator was asked for a policy related
to maintenance repairs on 04/G5/12, at 1:00 PM;
however, a policy was not provided.

. Observation during the initial environmental tour
on 04/04/12, revealed combination closet/drawers
in rooms 101-8, 164-B, 111-A, and 115-B.
Attempts were made to open the closet doors,
however, the closet drawers also opened.
Further observation revealed the closet doors and

“drawers could ot be opened individually. The
closet doors on the combiration cioset/drawsrs in
rooms 167-B and 200-A did not iatch shut when

! closed. Observations aiso revealed the outer

- finish of the closet/drawers was loose and peeling

| off from tha surface. in addition, the finish on the |
!

F 252
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nightstand in room 100-Awas also observed to
be {vose and peeling from the surface.

An interview with the Maintenance Supervisor
(M3) on 04/05/12, at 11:40 AM, revealed any staff
may submit repair requisitions to the Maintenance
Department when needs are identified. However,
the Supervisor stated he had not received
requisitions for concerns identified during the
environmental tour conducted on 04/04/12,

An interview with the Administrator on 04/05/12,
at 1:00 PM, revealed he was aware that some of
the cioset/drawer combination sets were old and
in need of replacemenrt, and that he had

' submitted a request for new furnishings from the
facility’s corporate office on 03/13/12, and was
stiil awaiting approval {o purchase the items. ;
F 323 : 483.25(h} FREE OF ACCIDENT F 323
858=p | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents. '

This REQUIREMENT is nat met as evidenced
by:

Based on observation, interview, record review,
! and review of facility policy/procedures, it was

i determined the faciity failed fo ensure one of
twenty-four sampled residents (Residenis #5)
received adequate supervision and assistive
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devices to prevent accidents,

Resident #5 was assessed by the facifity to be at
risk for falls. On 11/16/11, staff implemented the
use of a safety alarm on the wheeichair and the
bed. Staff was required to check proper function
of the safety alarm during each shift.
Observations on 04/03/12, revealed the resident '
| in the wheelchair with the alarm pad in the seat of
" the wheeichair; however, the alarm mechanism
was not attached to the alarm pad but was
attached 1o the bedside commode in the
resident's room.

! The findings include:

The facility had no poilicy/procedure related to the
use of safety alarms. This was confirmed by the
Director of Nursing (DON) on 04/03/12, at 5:15
PM.

' Review of the medical record of Resident #5
revealed the facility admitted the resident on
10/05/11, with diagnoses that included

: Congestive Heart Failure, Anxiety, Subdural
Hemorrhage, and Cerebrovascular Accident.
Review of the comprehensive assessment for

i Resident #5, with a compietion daie of 11/14/11,
revealed the resident had been assessed as at
risk for falls and had sustained a fall since the last
prior assessment. Review of the comprehensive
care pfan for Resident #5, dated 11/23/10,

| revealed the resident was at risk for falls due fo

! side effects from medication, unsteady balance,
and a history of falls. Further review of the
comprehensive care plan revealed the facility had
added an intervention on 11/16/11, for the

' resident to have a safety alarm in the chair and
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the bed. The alarm was to be checked by staff

i every shift for proper functioning. An additional

! intervention was ad ded on 11/30/11, after
Resident #5 sustaimed a non-injury fall and
indicated staff was to place the bed alarm out of
the resident’s reach as the resident wouid unplug
the bed/chair alarm .

Observations on 04./03/12, at 11:45 AM, 12:15
PM, 2:10 PM, 3:00 FM, 4:00 PM, and 5:00 PM,
reveaied the residentwas in a wheelchair with a
seat alarm pad in the chair and a cord from the
pad wrapped around the right handie of the
wheeichair. The alam mechanism was observed
aftached to the resident's bedside commode
during each observation and not to the pad in the
wheeichair, Without the alarm mechanism the
pad alarm was not operational.

~ Interview with Registered Nurse (RN) #1 on
04/03/12, at 5:20 PN, revealed the resident's
alarm shouid have & "box" attached but there was
no box attached. RIN#1 confirmed the alarm
would not work without the box. According fo RN
#1, the resident nee ded the alarm to aiert staff if
the resident attempted to rise from the chairin an
effort to prevent further fails. :

Interview on 04/03/1 2, at5:30 PM, with Certified
-1 Nursing Assistant {CNA)Y #1 revealed the CNA

! was responsible for the care of Resident #5 on
04/03/12. CNA#1 stated the resident had a pad
alarm in place In the seatof tha resident's
wheelchair. The CNAhad transported the
resident to the dining room and was unaware the
| resident’s atarm mechanism was not attached to

' the wheelchair, The CNA stated he had observed

the cord and assumed the alarm was intact.
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$S=p i NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

{njections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or iieostomy care;
Tracheostomny care;

Tracheal suctioning;

Respiratory care;

Foot care; and

! Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on review of the facility policy,
observation, interview, and record review, it was
determined the facility failed to ensure cne of
twenty-four sampled residents received the
proper treatment and care related {o respiratory
care. Resident #2 was observed at 10:10 AM on
04/03/12, to receive oxygen at two liters per :
minute (2 L/m} via nasal cannula. However, the i
facility did not have a physician's order for the
oxygen use.

The findings include:

A review of the facility's policy/procedure (dated
2006} for oxygen administration revealed a
licensed nurse was responsible to check the

i physician's order for liter flow and method of

: administration for oxygen use.

Review of the medical record for Resident #2
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reveaied the facility initially admitted the resident
on 02/17/12, and readmitted the resident on

03/15/12, with diaghoses that included History of
Recurrent Prieumonia, Congestive Heart Failure,
and Dementia. Review of the Admission Clinical

. Health Status for Resident #2 dated 02/17/12 and

03/15/12, revealed the resident required the use
of oxygen. Areview of the Minimum Data Set
(MDS3) assessments dated 02/24/12 and
03/22/12, also revealed Resident #2 required the
use of oxygen.

A review of the physician's admission orders
dated 02/17/12 and 03/15/12, for Resident #2
revealed no evidence the physician ordered the
use of oxygen for Resldent #2 on the 02/17/12 or

i the 03/15/12 admissian. A review the physiclan's

telephone orders revealed oxygen was ordered
on 04/03/12, after the lack of an order was
brought to the facitity's attention.

Observation of Resident #2 at 10:10 AM, 11:25
AM, 12:15 AM, 2:10 PM, 3:30 PM, 4:45 PM, and
6:07 PM on 04/03/12, confirmed the resident had
oxygen infusing at 2 L/m via nasal cannuia.

: An interview was conducted with Registered

Nurse (RN) #2 at 8:50 PM on 04/04/12, The RN
was unable fo find a physician's order for oxygen
use for Resident #2 prior to 04/03/12, when a
telephone order was received from the resident's
physician.

: An interview was conducted at 10:30 AM ons

04/04/12, with the Director of Nursing (DON).
The DON stated that according fo the nurses
notes Resideni #2 had oxygen In use at the fime

¢ of admission on 02/17/12 and 03/18/12.
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However, the DON had no explanation why the
oxygen for Resident{ #2 was not on the
physician’s admission or readmission orders,

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334
s8=F ;| IMMUNIZATIONS

| The facility must develop policies and procedures
that ensure that ~

(i) Before offering the influenza Immunization,

- each resident, or the resident's legal
representative receives education regarding the
benefits and potential side effects of the
immunization;

(il} Each resident is offered an influenza
immunization Qctober 1 through March 31
annually, unless the immunization is medicaly
contraindicated or the resident has already been
immunized during this time period:

(i) The resident or the resident's legai
representative has the opportunity to refuse
immunization; and

(iv} The resident's medical record includes
documentation that indicates, at a minimum, the
following: .

{A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of influenza
. immunization; and

(B) That the resident either received the
influenza immunization or did not receive the
influenza immunization due to medical
contraindications or refusal.

i The facility must develop policies and procedures
that ensure that -

(i} Before offering the pneumococeat
immunization, each resident, or the resident's

| legal represertative receives education regarding
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developed policies/procedures fo ensure

; residents were offered and received influenza
and pneumococcal vaccines. Six of twenty-four
sampled residents (Residents #7, #8, #12, #15,
#17, and #18) had no evidence the
pneumococcal vaccine had been offered and/or
administered. One of twenty-four sampled
residents (Resident #10) had no evidence the
resident had been offered or received the
influenza vaccine,

The findings include:

The facility had no policy/procedure relatecd to
pneumococeal and influenza immunization of
residents. The Administrator confirmed on
04/04/12, at 3:20 PM, that the facility had no
policy/procedure but followed the Minimum Data
Set (MDS) guidetines for inluenza and
pneumaococcal vaccination,

" 1. Review of the medical record of Resident #10
revealed the facllity admitted the resident on
02/12/10, with diagnoses that included Diabetes
Metlitus Type !l, End Stage Renal Disease,
Coronary Artery Disease, and Gastroparesis.
Further review of the medical record revealed an
immunization record for the resident that
indicated the resident had received an influenza
vaccine prior to the resident's admission to the

i facility on 02/12/10. There was no evidence the
resident had been offered/received the influenza
vaccine during the fall of 2010 or 2011,

interview on 04/04/12, at 3:20 PM, with the
Director of Nursing {DON} reveaied the DON
could find no evidence the resident had been
offered and/or declined the influenza vaccination.
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According to the DON, it was facility practice to
obtain a consent/declination for the influenza
vaccination and the form was to remain in the

: resident's record; however, no form could be

i found for Resident #40.

2. Review of the medical record of Resident #7
revealed the facility admitted the resident on
03/21/08, with diagnoses that included Dementia,
Hypertension, Depressive Disorder, and Cellulitis.
Further review of the medical record revealed an
immunization Record in the resident's record that
documented the influenza vaccine had-heen
administered but there was no evidence the

| pneumococcal vaccine had been offered and/or
administered. Review of the electronic record for
Resident #7 revealed on 03/17/11, the resident
had not heen offered/administered the
pneumacoccal vaccine because the resident had
received the vaccine previously; however, there
was no evidence the resident had received the
vaccine,

3. Areview of the medical record for Resident
#16 revealed the facility had admifted the resident
on 02/05/08, with diagnoses that included

. Alzheimer's Disease, Congestive Heart Failure,
and Atrial Fibrillation. A review of the
immunization record for Resident #16 revealed
the responsible party had signed a consent form
on 02/05/08, for the administration of the
pneumococcal vaccine; however, there was no

: evidence the pneumococcal vaccine had been

: administered to the resident.

An interview conducted with the Direcior of
Nursing {DON) on 04/05/12, at 2:25 PM, revealed
it was the responsibility of the Unit Manager (UM}

FORM CMS-2567(02-89) Previous Versions Obsolete Evant |D: O5QW11 Faciiity (D 160280 If cantinuation sheet Page 18 of 22



PRINTED: 04/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
185244 04/05/2012
NAME OF PROVIDER OR SUPPLIER ' _ STREET ADDRESS, CITY, STATE, ZIF CODE

105 HARMON HEIGHTS

GOLDEN LIVINGCENTER-STANFORD
STANFORD, KY 40484

'(x4) D SUMMARY STATEMENT OF GEFICiENCIES ‘ (bs] PROVIDER'S PLAN OF CORRECTION B (X85)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
) DEFICIENCY)
F 334 | Continued From page 18 F334

to ensure immunizations were up to date and
administered. The DON confirmed the
pneumococcal vaccine had not been

; administered to Resident #16 but should have
been administered. The DON aiso revealed the
facility did not have a policy related to the
pneumococcal vaccine.

An interview conducted with the UM of the 100
Wing on 04/05/12, at 2:30 PM, revealed she was
responsible for ensuring residents received their
immunizations. The UM revealed Resident #16
had not had a pneumnococcal immunization and
shouid have received the vaccine.

4. Areview of the medical record for Resident
#18 revealed the resident had been admitted by
the facility on 01/14/2000, with diagnoses that
included Cerebral Palsy and Cerebral vascular
Disgase. A review ofthe immunization record for
Resident #18 revealed the resident had received
a pneumococcal immunization on 12/03/04, and
had been due another pneumococcal

i immunization in 2009. A review of a consent by
| the responstbie party for Resident #18, dated
10/14/11, revealed the responsible party had
provided consent for the resident to receive a
pneumococcal immunization. There was no
evidence provided that the pneumococcal
immunization had been administered to the
resident.

An interview conducted with the DON on
04/05/12, at 2:25 PM, revealed it was the UM's
! responsibiiity to ensure immunizations were up to
date and administered. The DON reveaied the i
| pneumococcal vaccine had not been i
administered 1o Resident #18 and the ! i
i \ |
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: immunization should have been administered to
i the resident,

An interview conducted with the UM of the 100
Wing on 04/05/12, at 2:30 PM, revealed she was
responsible for ensuring the residents received

! their immunizations. The UM revealed Resident
: #18 had not had a pneumococeal immunization

and the immunization shouid have been provided.

. 5. Review of the medicai record for Resident #8
' revealed the facility admitted the resident on

11/03/11, with diagnoses to include Dementia,
Psychosis, Diabetes Mellitus, Protein Calorie
Mainutrition, Hypertension, Alcohol Dependence,
Peripheral Vascular Disease, and gastrosiomy
Status. A review of the Immunization Record for
Resident #8 reveaied the responsible party had
signed a consent form on 11/03/11, for the

i administration of the pneumococcat vaccine for
the resident. However, there was no documented

evidence the pneumococcal vaccine had been
administered o Resident #8.

An interview conducted with the DON on

: 04/05/12, at 2:25 PM, revealed it was the UM's

responsibility to ensure immunizations were up to
date and administered. The DON revealed the
pneumococcal vaccine had not been
administered fo Resident #8 and the
immunization should have been administered to
the resident.

i 8. Review of the medical record reveaied the
 factiity admitied Resident #12 on 03/07/11, with

diagnoses to include Closed Femur Fracture,
Hypertension, Alzheimet's Dissase, Cardiac

‘Pacemaker, and Diabetes Meliitus,

{
i
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A review of the Resident Immunization Consent
or Refusal Form dated 03/07/11, revealed the
Resident's Power of Attorney (POA) signed the
document to authordze consent for Resident #12
Io receive the influenza and pneumococcal
vaccines. The document noted the influenza
vaccine had been administered to Resident #12
on 10/05/11. However, there was no evidence

{ the facility had administered the pneumococcal
. vaccine as reguested by the Resident's POA.

An interview conducted with the Admissions
Director (AD) on 04/05/12, revealed the AD was
respansible for obtaining the consent/refusal for
the immunizations from either the resident or the
family member upon admission to the facility.
The AD stated a copy of the immunization
consent/refusal form was sent to the Director of

i Nurses (DON} and the MDS nurse, and a copy

was also placed in the resident's medicat record,
The AD stated she also verbally communicated
this information to the nursing staff.

Interview conducted with the DON on 04/05/12, at

3:20 PM, revealed there was no documented
evidence the pneumococcal vacgine had been
administered to Resident #12. The DON also
stated a staff person had been responsible to
conduct an audit to ensure residents®
immunizations had been administered as
directed; however, the audit had not been

‘conducted as befieved by the faciity

Administration. The DON stated the employee
responsibie was no longer emploved at the
facility. The DON also stated the faciiity foilowed

! the MDS guidefines regarding immunizations and
| did not have & poiicy/procedure.
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This Plan of Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admiysion or agreement by the
provider of the truth of the Jacts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and stafe law.

F 164 Privacy/Confidentiality of Records

1. What actions did the provider fake to correct the
alleqed deficient practice for the resident{s) found to
have boen affected?

There is no corrective action to be
implemented for the affected resident(s)
found to have been affected by the deficient
practice. '

2. How will the provider identify other resident(s) who
have the potential to be affected by the alloged
deficient practice and what actions will be faken

All residents have the potential to be
affected by the deficient practice.

3. Whaf action did the provider fake fo assure that the
alleged deficient practice does not recur? :

Staff, which will include all nursing staff,
dietary staff, therapy staff, and
administrative staff will be in-serviced by
the Director of Clinical Education starting
4/23/12 and must be completed 5/9/12 on
detailed aspects of privacy and the resident
rights as applies to privacy of residents.
Additionally, weekly "huddles" will be
performed by the Director of Nursing and
Director of Clinical Education, which



This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does nol constitute admission or agreement by the
pravider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
1t Is required by the provisions of federal and state law.

involve all nursing staff members (CNA,
LPN, and RN} will occur which will address
aspects of privacy for one month.
Non-Clinical rounds are completed weekly
by Dept Heads and will monitor for privacy
of residents.

4. What qualify assurance measurss _have been
implemented fo monitor and assurs that the deficient
praclice doss net recur on an ongeing basis?

The Executive Director (ED)} will complete 4
weekly surprise audits by observation during
ED rounds to determine privacy practices for
each of the three units. Additionally the
Interdisciplinary Team-All Department
Heads (IDT) audits will report any potential
issues to the ED} for corrective action. All
findings related to the weekly audits will be
brought to the QA&A meeting for one
month or until compliant.

Expected date of completion:

5/9/12



This Plan of Co}'reczion is the provider’'s credible
allegation of compliance.

Preparation and/or exacution of this plan of correction
does not constitute admission or agreement by the
provider of the ruth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

F221:Right to be free from physical restraints.

1. What actions did the provider take io correct
the alleged deficient practice for the resident(s)
found to have been affected?

Res# 9 and 12 are curently in reclining geri chairs.
Res. #9 & #12 were re-assessed by Unit Manager on
4/4/12 utilizing the Restraint and Device Assessment
for potential restraint related to use of the rectining geri
chair. Based on this assessment the reclining geri chair
did not meet the criteria of a restraint for residents #9
and # 12 due to the definitions of the Restraint and
Device Assessment which noted extensive assistance
with transfers, ambulation, and bed mobility for resident
#9 and fotal assistance for all Activity of Daily Living
for resident #12. The reclining geri chairs for resident
#9 and #12 is used to enable the residents to be out of
hed and provide the most appropriate positioning device
as folerated without restricting their normal activity.

2. How will the provider identifv other resideni(s)
who have the potential to be affected by the
alleged deficient practice and what actions will
be taken

All residents have the potential to be affected by this
deficient practice,

There are no residents curently in reclining geri chairs
that meets the criteria of a restraint.

An Audit determined no resident’s were identified to be
affected by the deficient practice with 28 residents
identified 1o have the potential to he affected by the
deficient practice. All residents in reclining geri chairs
were reassessed using the Restraint and Device
assessment as of 4/27/12 and completed 5/3/12 by the
Unit Managers and/or DNS. As a result of this audit, no




This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not comstitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statemeni of deficiencies. The plan of
correction is prepared andfor executed solely because
it is required by the provisions of federal and stare law,

residents were identified using reclining geri chairs
assessed as being restraints due to the chairs not
restricting their ahility for mobility. All other Residents
that may require use of a reclining geri chair, and/or
other assistive devices will have a Restraint and Device
assessment completed pror to placing them into the
reclining geri chair or other assistive devices to
determine if meets criteria of a restraint. Based upon
completion of this assessment the reclining geri chair
will have documentation to support appropriale use
based on the resident’s need.

3. What action did the provider take to assure
that the alleged deficient practice does not recur?
In-service provided by Director of Clinical Education to
RN's LPN's and CNA's on the Restraint Evaluation and
Utilization Guideline began 4/23/12 and will be
compieted by 5/9/12.

The care plan and consent will reflect the use of the
restraint as well as inciude the Risk vs. Benefits
explanation fo the resident/family.

Residents who have physical restraints will be
evaluated a minimum of Quarterly for potential
reduction.

4. What guality assurance measures have been
implemented to monitor _and_assure that the
deficient practice does not recur on an ongoing
basis?

Residents will be agsessed by the Interdisciplinary team
for the need of restraint use upon admission and as
needed with change of conditions.

Restraint orders, consent and care plan.andits will be
conducted monthly for one month then quarterly by the
unit manager/designee.

Results of the audits will be taken to the monthly




This Plan of Correction is the provider's credible
allegation of compliance.

FPreparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or execuied solely because
it is required by the provisions of federal and state laow.

Quality Assurance Committee meetings X 3 months 1o
discuss findings and develop action pians as indicated.

Date of Compliance 5/9/12




This Plan of Correction is the provider’s credibie
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

¥ 252 Safe/Clean/Comfortable/Homelike
Environment

1. What actions did the provider fake fo correst the
alleged deficient practice for the resident{s} found fo
have been affected?

New furniture was being ordered as of
March 2012 for affected residents' rooms
and a "priority ship" was placed on these
items 4/5/12.

2. How will the provider identify other resident{s} who
have the potential fo be affected by the alleged
deficient practice and what acfions will be faken

A facility wide audit by the Executive
Director /designee is to be conducted by
5/9/12 to identify any other furnishings
which may be a safety concern.

3. What action did the provider take to assure that the
alleged deficient practice doss not recur?

The maintenance department will inspect
furnishings on a monthly basis for potential
safety concerns and wear. Housekeeping will
keep a log of damaged or worn furnishings
and the housekeeping director will
communicate logged information to the
maintenance department



This Plan of Correction is the provider's credible
allegation of compliance.

FPreparation and/or execution of this plan of correction
does notl constitute admission or agreement by the
provider of the fruth of the jacts alfeged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

4. Whal quality assurance _measures have been
implemented fo_monifor and assure that the deficient
practice does not recur on an ohqoing basis?

Interdisciplinary Team (IDT) members will
evaluate their rooms on a weekly basis for
any damaged furnishings. The Executive
Director will monitor the Building Engines
systern to ensure it is being used for repair
tracking, and receive a copy of housekeeping
logs used by that department to compare
identified issues with corrective actions
taken. The findings of these audits and plans
will be taken to the Quality Assurance and
Assessment (QA&A) meeting for evaluation
monthly X 3 months. The QA&A team will
determine when sufficient measures are in
place and evaluate effectiveness of present
plan and revise if needed.

Expected date of completion:

5/9/12




This Plan of Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the fruth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
# is required by the provisions of federal and state law.

F 323:Tree of Accident Hazards/Supervision
/Devices. :

1. What actions did the provider fake to correct the
alleged deficient practice for the resideni(s) found fo
_ have been affected?

Resident # 5°s Alarm mechanism was attached to the
alamm pad and checked io assure proper functioning.
The care plan was reviewed and accurate.

2, How will the provider identify other resident{s} who
have the potential fo be affected by the alleged
deficient pracfice and what actions will be taken

All residents have the potential 1o he affected by the
deficient practice. All residents utilizing assistive
devices (13 alarms} were reassessed {0 ensure proper
functioning and placement of alarms. Audits were
conducted by the Unit Managers/designee utilizing the
physician orders of residents with alarms and completed
on 4/27/12. Based on completion of audits no other
residents were found to be affected. All other residents
not currently utilizing assistive devices (Alarms,etc.)
were re-assessed by the Unit Managers and completed
on 4/27/12 for the potential need of assistive devices.
Based on compietion of re-assessments no other
residents were identified needing assistive devices at
this time

3. What action did the provider fake fo assure that the
atfeged deficient practice does nof recur?

The Unit Managers/DNS/ADNS/designee will conduct
daily monitoring through observation, of all residents
utilizing assistive devices to ensure proper




This Plan of Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or execuled solely because
it is required by the provisions of federal and state law.

functioning/placement. Other residents will be assessed
by the Unit Managers at least quarterly/significant
change by nse of the clinical assessments to determine
need for assistive devices.

The nursiug staff (RNs, LPNs, CNAs) will be re-in-
serviced by the Director of Clmical Educator on
identifying potential hazards, supervision, and safety
concerns related to the use of assistive devices/etc, The
charge nurses will ensure the CNA's are checking
alarms every shift and docurnent on CNA record when
assistive devices are used.

The in-servicing began on 4/23/12 and will be
completed by 3/0/12.

4. What quaiily assurance measures have been
impiemented fo moenifor and assure that the deficient
practice does not recur on an ongoing basis?

The DNS/designee will randomly audit the
decumentation rtecords of 5 residents requining
supervision and or assistive devices (alarms) per unit
weekly X 4 weeks beginning on 5/9/i2. The Unit
Managers/Department Managers will document safety
hazards om Non-Clinical Rounds sheet and the
DNS/ADNS/Designee will review the resulis of the
audits datly. Accident and Investigdtion reports are
reviewed monthiy by the DNS and ED for trends and
analysis. Results of audits will be taken to monthly
Quality Assurance Committee Meetings X 3 months,
then Quarterly thereafter to discuss results of the audits
for further action plans as indicated. ‘

Date of Conpliance: 5/9/12



This Plan aof Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sef forth in the statement of deficiencies. The plan of
correction is prepared and/or execuled solely because
it is required by the provisions of federal and state law.

F 328 TREATMENT/CARE FOR SPECIAL
NEEDS

1. Whaf actions did the provider fake te correct the
alleged deficient practice for the residenifs) found fo
have been affscted?

Resident # 2 had a clarification to the physician
order for oxygen fo include the amount of oxygen to
be used. Neo further corrective action was needed for
this resident.

2. How will the provider identify other resident(s} who
have the potsntial to be affacted by the alleqed
deiicient practice and what actions will be taken

An Audit was conducted by Director of Nursing
Services and Unit Managers on 4/3/12 for residents
with Oxygen. A follow up audit was completed on
4/6/12 and no residents were noted to be affected.
An audit was conducted for residents with special
nceds, such as:

Injections, Parenteral and Enteral [luids, colostomy,
ileostomy or urostomy care, trach. care, )
Trach, suctioniug, respiratory care, foot care and
prosthesis was completed 4/27/12. No other residents
with the special needs were noted to be affected.

3. What action did the provider take fo assure that the
alfeged deficient practice does nof recur?

The Director of Clinical Education will conduct an
in-service to RN's, and LPN's related to

transcription ol nursing orders and components of
decumentation. In-servicing began 4/23/12 and will




This Plan of Correction is the provider's credible
allegation of compliance.

FPreparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sef forth in the statement of deficiencies. The plan of
correction s prepared and/or executed solely because
if is required by the provisions of federal and siate law.

be completed by 5/9/12.

Residents identified with special needs will have
their orders reviewed during the clinical start up
process by the interdisciplinary team and follow up
will be completed as needed by the unit
managers/designee, Audits will be conducted
monthly for one monih and then quarterly by the
unit managers/designee.

4 What qualfty assurance megsures have been
implemented to monftcr and assure that the geficient
practice does not recur on an ongolng basis?

The unit managers/designee will monitor new orders
of residents during the clinical start up process for
accuracy.

Monthly for 3 months a review audit of the physician
orders for residents will he conducted by the unit
manager/designee for accuracy,

The Director of clinical education will submit the
results of the review to the QA&A committee. The
results of the audits will be taken to the monthly
QA&A committee for 3 months and aetion plans
developed/revised as indicated.,

Date of Compliance: 5/9/12




This Plan of Corvection is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does no! comstitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state Imw.

F 334:Infiuenza and Pneumococcal Immunizations:

1. What actions did the provider take to correct the
alleged deficient practice for the resident(s} found to

have been affected?

Resident # 10 : was re-eduncated on risks and benefits
of the flu vaccine and facility obtained the refusal for
the Influenza vaccine.

Resident's # 7, 8, 12, 16, 17,and 18 were re-educated
on risks and benefits, offered, and administcred
puneumococcal vaccine as applicahle. Documentation
completed on the consent/refusal immuonization form
and docnmentation in the medical record for
immunization.

2. How will the provider identify other resident(s) who
have the potential to be affected by the alleged
deficient practice and what actions will be taken

Audits were initiated om 4/6/12 by the Unit managers
{or other residents that are candidates for recciving
the pneumococeal vaccine for consent and/or
admiuistration of immunizations. The RN or LPN
will educate the family/resident of the risks and
benefits of vaccine and administer vaccines
accordingly. The RN or LPN will document on
immunization record of refusal or consent to ohtain
the vaccine and placed on the medical record. The
audit will he compieted by 5/9/12.

3. What action did the provider take to assure that the
alleged deficient practice does rot recur?

The Director of Clinical Education will re-in-service




This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and siate law.

RN's, and LPN's on education, eligibility, consent
and administration of immunizations for all
residents upon admission and annually as indicated.
The in-service began on 4/26/12 and will be
completed by 5/9/12.

Upon admission the Charge Nurse/Unit
Manager/Designee will obfain the resident’s past
history of vaccinations to include specific dates of
receiving the vaccination if received. If the
resident/family is unaware of the date last received
staff will obtain a consent to vaccinate and offer the
vaccination and administer in accordance with the
physician orders to include diseussion of Risk vs.
Benefits with the resident/family.

Flu vaccines will be offered annually by the facility
to residents. Documentation will oecur for-all
residents receiving/refusal of vaecines on the consent
form and/or in the electronic record.

4. What gquality assurance measures have been

implemented to monitor and assure that the deficienmt
practice does not recur on an engoing basis?

The Unit Mangers/designee will monitor daily
during the clinical start uwp process of new
admissions to ensure preumococcal vaccine/flu
vaccine has been offered/declined. Documentation
will include consent to obtain/decline, date of consent
to recejve, and/or reason for refusal. Flu vaccines
will be offered annually. The DCE will submit the
results of the monitoring to the QA&A committec.
Unit managers will auodit immupizations on-
admission and monthly and submit to the QA&A
committee monthly for one quarter. The committee
will review and recommend any rcvisions to the
process to gssure continued compliance inclsding the




This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitule admission or agreement by the
provider of the fruth of the facts alleged or conclusions
set forth in the siatement of deficiencies. The plan of
correction is prepared and/or executed solely because
1t is required by the provisions of federal and state law.

necessity for continued monitoring.

Date of completion: 5/9/12
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CFR: 42 CFR 483.70(a)
BUILDING: D1

PLAN APPROVAL: 1888
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One stary, Type
111(200) :

SMOKE COMPARTMENTS; Five

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system

GENERATOR: Type I naturai gas generator

A life safely code survey was initiated and
concluded on 04/03/12, The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Reguiations, 483.70 (a) et seq (Life

| Safety from Fire). The facility was found not ta be
j In substantiaj compliance with the Requirements
for Participation for Medicare and Medicaid.

Deficiencies wera cited with the highest
; deficiency idenfified at "F" level.

K 025! NFPA 101 LIFE SAFETY CODE STANDARD K 025
SS=F

| Smoke barters are constructed to provide at
i least a one haif hour fire resistance rating in

LAGORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

B et A . W 4 Ckegifve Py YIS

Any daficlency statemant ending with an asterisk (*) danotes a deficiency which the institution may be excused from correcting providing i is determined that
other safeguards provide sufficient protection to the patients . (Ses instrucflons.) Except for nursing homes, the findings stated above are disclosable 90 days
folicwing the date of survey whether or not a plan of correttion is provided. For nursing homes, the above findings and plans of caraction are disclosable 14
days foflowing the date these documents are made available to the facility. ¥ deficlencies are cited, an approved plan of corraction is requisite to continued
program participation.
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accordance with 8.3. Smoke barriers may
terminate at an atrium wail. Windows are
protected by fire-rated glazing or by wired glass
panels and stee! frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by: L
Based on abservation and interview, the facility i
failed to maintain the fire/smoke wall assemblies
in the altic area. This deficient practice affected
four of five smoke compartments, staff, and
approximately forty-five residents, The facility
has the capacity for 128 beds with a census of
120 on the day of the survey.

The findings include:

During the Life Safety Code survey on 04/03/12,
at 10:50 AM, with the Director of Mainterance
(DOM), cbservation revealed gaps around
sprinkler piping and wiring in the fire/smoke
barrier wall in the altic area of the Zone 4
corridor. These penetrations must be sealed with
an approved material to help prevent fire/smoke
from spreading to other areas of the building in a
fire situation. An interview with the DOM on

1 04/03/12, at 10:50 AM, revealed the DOM thought
he had repaired all the fire/simaoke barrier walls,
During the survey, another fire/smoke barrier wail
above the corridor fire doors in Zone 3 in the attic
area was observed to have gaps around wiring

FORM CMB-2567(02-99) Previous Varstons Obsolata Event ID:05QW21 Facilily 10: 100280 € continuation sheet Page 2 of 9
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passing beneath an access door. The facility was
cited for this same deficient practice on 04/28/10
and 03/20/11.

Observations conducted at 10:25 AM an
04/03/12, revealed the Zone 2 fire/smoke barrier
wall was not reasonabiy accesstble for
maintenance and inspaction purposes. An
interview with the DOM on 04/03/12, at 10:50 AM,
revealed this area of the attic was difficult o
matntain due to the limited access.

Reference: NFPA 101 (2000 Edition).

8.3.2* Continulty.

Smoke barrlers required by this Code shall be
continuous from an auiside wall to an outside
wall, from a floor to a flaar, or from a smoke
barrier to a smoke barrier or a combination
thereof. Such barriers shall be continuous
through all concealed spaces, such as those
faound above a ceiling, Including interstitia
spacss,

8.3.6.1

Fipes, conduits, bus ducts, cables, wires, air
ducts, pneumnatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protected as
follows:

{1} The space between the penetrating item and
the smcke barrier shall meet one of the following
conditions: ‘

a. [t shall be filled with a material that is capable
of maintaining the smoke resistance of the smoke
barrier, '

'b. It shall be protected by an approved device
that is designed for the specific purpose.

(X4) (D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
E DEFICIENCY)
: !
K 025 | Continued From page 2 K025
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(2) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shall be

| solidly setin the smoke barrier, and the space
between the item and the sleeve shall meet ore
of the following conditions:

a. [t shall befilled with a material that is capable
of maintaining the smoke resistance of the smoke
barrier.

b. I shail be protected by an appraved device
that is designed for the specific purpase.

(3) Where designs take fransmission of vibration
inta consideration, any vibration isolation shali
meat one of the followlng conditions:

a. Itshall be made on elther side of the smoke
barrier.’

b. ft shall be made by an approved device that
is designed for the specific purpose.

K 062 : NFPA 101 LIFE SAFETY CODE STANDARD K062
38=F

Required automatic sprinkier systems are
continuously maintained in reliable operating
condition and are inspected and tested

; periodically.  19.7.6, 4.6,12, NFPA 13, NFPA 25,
9.7.5

This STANDARD s not met as evidenced by:
Based on observation and interview, the facility
failed to maintain the fire sprinkler system by
NFPA standards. This deficlent practice affected
eight of eight smoke compartments, staff, and all
the residents. The facility has the capacity for
128 beds with a census of 120 on the day of the
survey.

The findings include:

H

i
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Continued From page 5

A-10-2.2 Obstruction Preventicn Program

{a) Dry Plpe and Preaction Systems - Scale.

1. Dry pipe and preaction systems using
nancoated ferrous piping should be thoraughly
investigated for obstruction from corrasion after
they have been in service for 15 years, 25 years,
and every 5 years thereafter.

1-8* Records.

Records of inspections, tests, and maintenance
of the system and its components shal be made
avallable to the authority having jurisdiction upon
request. Typical records include, but are not
limited to, valve inspections; flow, draln, and
pump tests; and trip tests of dry pipe, deluge, and
preaction valves,

1-8.1

Records shalt indicate the procedure performed
(e.g., inspection, test, or maintenance), the
organizaticn that performed the work, the results,
and the date.

9-7.1

Fire department connections shall be inspected
quarterly. The inspecticn shall verify the
following:

(@) The fire department connections are visibie
and accessible.

(b) Couplings or swivels are not damaged and
rotate smoothly.

{c) Plugs or caps are in place and undamaged.
{d) Gaskets ara in place and In good condition.
(e} ldentification signs are in place.

{f} The check valve is not leaking.

{g) The automatic drain valve is in place and
operating properly.

NFPA 101 LIFE SAFETY CODE STANDARD

K 082

K078

{
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105 HARMON HEIGHTS
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oo SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
K 076 | Continued From page 8 K 076
8-3.1.11.2.

Storage for nonflammable gases greater than
8.5 m3 (300 ft3) but iess than 85 m3 (3000 ft3)
{(A) Storage locations shall be outdoors in an
enclosure ar within an enclosed interior space of
noncomhustibie or limitad-combustible
censtruction, with doors (or gates outdoors) that
can be secured against unauthorized entry.
(B) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stared with any flammable
| gas, liquid, or vapaer,
{C) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibies or
materfals by one of the fallowing:
(1Y Aminimum distance of 6.1 m (20 ft)
(2) A minimum distance of 1.5 m (5 ft) if the
enfire storage location is protected by an
automatic sprinkler system designed In
accordance with NFPA 13, Standard for the
installation of Sprinkier Systems
(3} An encicsed cabinet of noncombustible
construction having a minimum fire protection
rating of % hour, An approved flammable liquid
storage cabinet shail be permitted to be used for
cylinder storage. '
B-3.1.11.3 Signs.
A precautionary sign, readable from a distance of
51t (1.5 m), shall be conspicuously displayed on
each door or gate of the storage room or
enclosure. The sign shall include the following
wording as a minimum;
CAUTION I
OXIDIZING GAS(ES) STORED WITHIN }
NO SMOKING
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This Plan of Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the staterent of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

K025

1. Whef actions did the provider take fo_ correct the
alleged deficient practice for the resident(s) found to
fhave been affected?

There is no correction. No residents were
identified as being affected by this deficient
practice.

2. How will the provider identifv other resident{s) who
have the polential fo be affected by the alleged
deficient practice and what actions will be iaken

All residents have the potential to be
affected by this deficient practice.

3. What action did the provider take fo assure that the
alleged deficient practice does not recur?

All penetrations in affected zones observed
during survey will be seated with an
approved fire sealant material by 5/9/12. The
Director of Maintenance {(DOM) or
Maintenance Assistant will perform attic and
firewall inspections quarterly. A fire rated
access panel/door will be installed in the
main break room to help access to needed
areas in the attic space. This access
panel/door has been ordered and a contract
has been procured for installation to be



This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
_ set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

completed 5/9/12.

4, What quality assurance measures have been
implernented fo monifor and assure that the dsficient
practice doas nof recur on an ongoing basis?

The DOM/designee will do a semiannual
audit of the building zones which could be
affected by the deficient practice. Both
quarterly inspections and semiannual audits
will be put inte Building Engines, the facility
work order software system. Audit results
will be brought to the Quality Assurance and
Assessment (QA&A) meeting on a
semiannual bases for review ongoing for one
year.

Expected date of completion:

5/9/12



This Plan of Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreemenmt by the
provider of the truth of the facis alleged or conclusions
sef forth in the siatement of deficiencies. The plan of
correction is prepared andior executed solely because
it is required by the provisions of federal and state law,

K 062

1. What actions did the provider take fo correct the
alleged deficient practice for the resident(s) found fo
have been affectsd?

There is no correction. No residents were
identified as being affected by this deficient
practice.

2. How will the provider identify ather resident(s) who
have the potential to be affected by the alleged
defivient practice and what actions will be taken

~ All residents have the potential to be
affected by this deficient practice.

3. What action did the provider fake fo assure that the
alleged deficient practice does not recur?

Covers were replaced 4/26/12 to ensure
foreign material is kept out of the fire
sprinkler system, A sprinkler flush quote
has been obtained as of 4/9/12 and is
scheduled to be completed May 4, 2012.




This Plan of Correction is the provider’s credible
allegation of compliance.

FPreparation and/or execution of this plan of correction
does not constitute admission or agreemen! by ihe
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and siate law.

4. What qualify assurance measures have been
implemented to monifor and assure that the deficient
practice does not recur on an ongoing basis?

The Director of Maintenanc/designee will
perform semiannual checks of the building
fire system/sprinkler mechanics and contract
any needed work to be done by an approved
agency/company. Any and all reports from
sprinkler/fire maintenance company will be
reviewed by the DOM and the Executive
Director consecutively. The DOM will bring
finings of building fire/sprinkler systems and
any concerns to the Quality Assurance and
Assessment meeting for review and
discussion.

Expected date of completion:

5/512



This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conchusions
sel forth in the statement of deficiencies. The plan of
correction is preparved and/or executed solely because
it is required by the provisions of federal and state Iaw.

K076

1. What actions did the provider take to correct the
alleged deficient practice for the resident(s) found to
have been affected?

. There is no comrection. No residents were
identified as being affected by this deficient
practice.

2. How will the provider identify other resident(s) who
have the potential to be affected by the alleged
deficient practice and what actions will be taken

All residents have the potential to be
affected by this deficient practice.

3. What action did the provider fake fo assurs that the
alleged deficient practice does not recur?

Oxygen cylinders were relocated on 4/4/12
to ensure there were no more than 12
cylinders within one smoke compartment.
Staff will be in serviced by 5/9/12 as to the
regulation of 12 cylinders per smoke
compartment and where the compartments
are located. Signage will also be placed in
oxygen cylinder storage areas by 4/26/12 as
reminder to staff on the regulation regarding
cylinder storage.




This Plan of Correction is the provider’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreememt by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or execuled solely because
it is required by the provisions of federal and siate law.

4, What qualify assurance measures have been
implemented fo monifor and assure fhat the deficient
practice does nof recur on an onqoing basis?

Weekly checks will be performed by the
maintenance department to ensure the proper
storage and amount of cylinders per smoke
compartment. This will be tracked by
Building Engines, the facility work order
software in order to prompt maintenance
employees to complete the check. The
Executive Director will complete weekly
audits for a one month period to ensure
compliance. Findings will be brought to the
Quality Assurance and Assessment meeting
for review and recommendations.

Expected date of completion:

5/9/12





