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. FOOO|INITIAL COMMENTS . F OO0

A standard health suivay was conducted on The walls on the east and west wiiig hallways on

03/06-08/12, Deflclent practice was idsniified | thefirst floor were sanded,  water proof sealer

with the highest scope and severity at "E" lavel. was applied and the walls repainted on 03/14/12. :
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253| The two fans in roem 104 were cleaned and the r
gg=E | MAINTENANCE SERVICES ) commode was tighterred down in room 112 im- 0328012

mediately on 03/08/12.. The missing tiles were
replaced in room 112 and the door in room 104
was repaired and repainted on 03/09/12, -All
waork was completed by the Maintenance De-
partimeiit,

The facliity must provide housekeeplng and
maintenance services necessary to maintain a
sanltary, arderly, and comfartabie Intarlor.

The Administrator, Maintenance Director and
the Housekeeping Supervisor conducted a tour
of the facifity on 03/09/12 and completed a “to’

This REQUIREMENT s not met as evidenced : do list” of necessary repalrs and ¢leaning to be ‘ :
by: done. The Adininistrator reminded the House- :
Baspd on observation, Interview, and record ' keeping and Nursing Department of the Mainte- o
raviaw, it was determined the faclilty failed to nance Log Book located at each nurses stalion i
provide housekeeping and maintenance services "| where they have been instructed to docurment i
necessary to maintaln a sanitary, orderly, and any needed repairs with emphasis on reporting ‘
comforiable Interior, A buildup of scale/mineral to the Maintenance Director and the Administra- ;
deposlts was noted an the walls of the east and tor_‘of‘ nny.safeiy issues that must be taken care i
west hallways on the first floor, two fans were -| of immediately. !

neted with a bulldup of dust In rasident room 104,
missing tils and a ipose commode were nbserved
In resident room 112, and s chippsd, splintered
door was observed in resident room 104,

The Administrator wrote a plan on G3/08/§2
informing employees of procedure to follow
when they observe any needed repairs or urgent
safety hazards. The Administrator inserviced ail
Departments on 03/09/12 regarding procedure.
A memo was posted at the {line ¢lock reminding
staff of procedure to follow,

The findings include;

An Interview conducted with the facility

Malntenance Director on 03/08/12, at 2:10 PM, The Administrator reminded the Housekeeping

revealed the faoi!ity dld not have a writlen PUHC}’ ond Nursing Departments to be observant every- ;
regarding malntanance services, However, day of any needed repairs and {o report acgord- i
according to the Malnienance Director, it was ingly, !
faoflity practice/procedura for staff to notify the , ‘
Maintenance Directar of items in need of repalr or " Continued.....oiriiin -

leg the items in a maintenance raquest log kept ' ' s

IKTORY DIRECTOR'S OR PROYIDERIBUPPLIER REFRESENTATIVE'S SIGNATURE AUTLE E : HO)DATE /
o "M. L S A A 3 ‘ kS, 9.48( J‘z__)

Any deficlency statemant ending with an astersk {*) danotas a deficlanoy which the Instifutlon may ba axcussd from correcling providing i fa deleng-lined that
other safeguards provide sulliclant protection to tha patients. {See Metruslions.) Except for nursing homes, tha findings stated above are discloseble 90 days
following the dale of survay whether ar not a plan of correction is provided. For nursing homes, the above findings and plans of correction &ra disciosable 14
days following the date these docurments are made avaitable to the facliity. If daficlencles are gited, an approved pran of correctlon is raquisita to conlinued
program participation, o : .
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| resident bathroom 112, and & ¢hipped, spiinterad

at aach nurses’ station.

Observations conducted during an environmental
tour conducted on 03/08/12, from 2:10 to 3:.00
PM, with the facllity Maintenance Director,
ravealad a bufidup of scale/mineral deposits on
walls of the east and west hallways on the first
floor, two fans with a bulldup of dust in resident
room 104, & missing tile and a loose commods In

door in resldent room 104,

A review of the maintenance {cg for the months of
December 2011, January 2012, Fabruary 2012,
and March 2012 revealed no evidence tha items
identified in need of repalr had been documented
on the maintenance log,

An Interview conducted with the facility
Maintenance Director on 03/08/12, at 3:00 PM,
revealed the Maintenance Dirsctor made rounds
daily in the facllity and reviswed mainfenancs logs
to identify items in need of repalr, Howsver, the
Malntenance Director was not aware of the ftems
in nead of repalr [dentifled during the :
environmental tour, Further nterview with the
Diraefor revealed the hallways on the first floar
had been sanded and painted and the minaral
daposits had rsturned, In addition, according to
the.Maintenance Direclor, there was no
malntenance schedyle to disassamble and clean
fans used In resident rooms. -

The Housckeeping Supervisor has been in-
strucied to make a weekly tour of all rooms to
observe for any additional needed repairs.

The Maintenance Department has been re-
minded to check the Maittenance Log daity
for needed repairs.

The Quality Assurance Committee will review
the Iviaintenance Log at our monthly meeting
and the Administrator or designated teamn will
corluct a monthly tour of the building to as-
sure that all needed repairs have been identi-
fied angd completed.
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K 000 | INITIAL COMMENTS K 000
GFR: 42 CFR 483,70(a)
BUILDING: 01
PLAN APPROVAL: 1985
SURVEY UNDER: 2000 Existing
FAGILITY TYPE: SNFINF
TYPE OF STRUCTURE: Two story, Type
11(000)
SMOKE COMPARTMENTS: 6
FIRE ALARM: Complete fire alazim system with
heat‘and smoke detection -
SPRINKLER SYSTEM: Complete automaﬂc
(wef) sprinklar system
GENERATOR: Type [} diesel generator
A [He safety code survey was initiated and
concluded on 03/07/12. The findings that follow
demonstrate noncomplance with Tiie 42, Code -
of Federal Regulations, 483.70 (a) et seq (LHe ) )
Safely from Fire), The facility was found not to be The Maintenance Director contacted .
in substantiai comphkance with the Requirements “Nixon Power Service” on 03/07/12 03/08/12
for Parlicipation for Medicare and Medicaid. and they immediately sent out a service
: man o check our generator.
Deficiancies wera cited with the highast
deficiency identified at "F" level. Continned......oovvvvceceniveinnnne
K 144 | NFPA 101 LIFE SAFETY GODE STANDARD K 144 ’
§5=F
" | Generators are inspecied weekly and exercised
{ under load for 30 minutes per)rnonth in
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offer safoguards provide sufflcient protection fo the petiants, (See insiructions.) Except far nursing homes, tha findings stafed above are disclosable 90 days
following the date of survey whether or not 8 ptan of sorrection is provided. Fer nursing homes, the above findings antt plans of corraction are disclosabie 14
days foliowing he dafe these documents are made avallable to the facility. if defisiencles aje clied, an approved plan of corraction ks requisite io continued
program pamdpauon
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D

accordance with NFPA 89, 3.4.4.1,

This STANDARD is not met as evidenced by:
Based on observaffon, interview, and record
review, the facility falfed tp maintain the gensrator
sat by NFPA standards. This deficlent practice
affected six of six smoke compartments, staff,
and all the residents. Tha facility has the capacity
for 104 beds with a census of 100 on the day of
the survey.

Tha findings Include;

During the Life Safely Code four on 03/07/12, ai
10:40 AM, with the Direclor of Maintenanca
(DOM} a record review of the generator monthly
load test revealed the generator would transfer
powar in 15 seconds Instead of the minlmum of .
10 seconds as required. The DOM demonstrated
at ihe generator set that he would have to
manually pult a transfer switch lever to put the
generator under load for the monthly fesiing:
Generator testing requires an automatle fransfar
switch for {esting purposes. An Interview with the
DOM on 03/07/12, at 10:45 AM, revealed (he
DOM was not awara the genarator was required
lo have an automatic transfer switch,

Reference: NFPA 110 (1999 Edition),

'The service man reported that the genera~
tor was in good working order and com-
pleted a load test revealing that the gener-
ator fransferred power in 5 seconds rather
than the 15 seconds that the Maintenance
Director had documented. Please see at
tached report. The service man demon-
strated the procedure to foliow when con-
ducting the load test and insiructed the
Maintenance Director to use the automatic
transfer switch rather than manually pull-
ing the lever. The Maintenance Director
refurned a dembnstration to ensure that
the he understood the proeedure to be
followed when conduecting the load test,

The Maintenance Director and the Ad-

" ministrator reviewed the Preventative

Maintenance Tels Program noting that the
Maintenance Director is required to fest
the generator underload via engaging the
transfer switch for emergency power
weekly rather than monthly as required by

_regulations.

The Maintenance Director will time the
load fest accurately to ensure that the
emergency power is engaged within 10
second requirement.

Continged.............. e
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§-4.5 Level 1 and Leval 2 transfer switches shall
he operated maonthly. - The monthly test of a
transfer switch shall consist of electrically
operafing the transfer switch from the standard
position to the alternate position and then & return
to the standard position, ‘

Reference: NFPA 909 (1099 Edition),

3-4.1.1.8 + Load Pickup,

The generator set{s) shall have sufflcient capacity
to pick up the load and meet tha minimum
frequency and voitaga stabilily requirements of
the emergency systerm within 10 seconds afier
loss of normal powar. {110: 3-4.1] 3-5.3.1
Sourcea. ' .

4.1.1.2 and 3-4.1.1.3 80 that all functions
spaclled herein for the emargenoy system will be
automatlcally reatored to operation within 10
seconds after interruption of the normal source.

The Medical Records Coordinator will
review (e Maintenance Director’s weekly
report to ensure the test has been complet-
ed and that the Emergency Power was
engaged within the 10 second regulation,
She shall submit the repart to Tels.

A copy of the weekly test will be filed in
the Life Safety Book in the Administra-
tor's office for review.
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