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F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 39| RESPONSEPREFACE
$s=D | HIGHEST WELL BEING Enfield Oaks Nursing and Rehabilitation
Center acknowledges receipt of the
E:ach resident must recelve and the facility must statement of deficlencies and proposes
provide the necessary care and services to attaln this plan of correction to the extent that
or malntain the highest practicable physical, the summary of findings is factually
mental, and psychosocial weli-baing, In correct and in order to maintain
accordance with the comprehensive assessment compliance with applicable rules and
and plan of care. provisions of quality care of our
residents. The plan of corrections is
submitted as written allegation of
campliance. Enfield Oaks Nursing and
; , ‘ Rehabilitation Center's response to this
This REQUIREMENT is not met as evidenced statement of deficiencies and plan of
by: correction does not denote agreement
Based on observation, record review and staff with the statement of deficiencies nor
interview the facility failed to provide medications tloes it constitute an admission that any
as ordered for 3 of 10 {residents #57, #67 and deficiency is accurate. Further, Enfield
#35) sampled resldents. Resident #57 did not Oaks Nursing and Rehabilitation Center
receive a dally dose of Coumadin as orderad, (rizscel:vnf:nttgz oﬂl??t: ::;g;'g:t of — I I
oo 19 e e rdr
Ambien and Zoloft recommended duri resolution, formal appeal prochures
P unng & and/or any other fegal proceedings.
psychiatric consult. Findings include:
1. Resident #57 was re-admitted to the facifity on
10/4110) with diagnoses of cerebral vascular
accldent (CVA), diabetes mellitus (DM), bilateral
below the knee amputations, coronary artery
disease (CAD}, and atriat fibritlation,
Resident #57's quarterly Miniraum Data Set
{MDS} dated 4/7/11 indicated that the resident
was cognitively aware and did not reject care,
Review of Resident #57's medical record showed
& Physician's Telephone Order dated 5/31/11 to
repeal the International Normallzed Raflo {INR}
oh 6/2/11 and cali the physician with the results.
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE e {0 EATE
o ZINAVAL R ZV/JZ;W%/ ‘/é'ﬂlmtw/ﬁ%ﬁ’\‘ 7-% "0 { /

Any daficloncy stalement enqﬁé with an asterisk {*) dencles a deficlency which the institution may be excusad from correcting providing it is defermined thal
ofher safeguards provide sufficlent protection to the patlents. {Beainslructions.y Excopt for nursing homes, the findings stated above ate disclosable B0 days
foliowing e dale of survey whether or not a plan of coscection is provided, For nursing homes, ihe above findings and plans of correction are disclosable 14
days following the date these documends are made avaitable to the facliily. H doficlencies are cifed, an approved plan of cotrection is requisile to conlinued
program participation,
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Review of Resident #57's medicat record showed
that the INR (a laboralory fost measure of blood
coagulation) was drawn on 6/2/41. The resulls
were 2.0 with a normal range being 0.8-1.2. The
rasulls wore faxed to fhe facility an 6/4/11. There
was an unsigned handwyitien nole on the iab
result dated 6/7/11 al 1:26 PM which read,"called
In {o fname of physlician] nurse [nama of nurse)*
A large hash mark separated the next staloment
which was, "Goumadin Smg at night once a day,”

Review of Resident #57's Medicafion
Administration Record (MAR) for June did not
show any entry for the Coumadin order from
IFTEER

Review of the Nurse's Notes dated 8/7/11 at 2:02
PM read, Lab results for (PT} called in to
physician's nurse, Also faxed resufls (2). The
nole was signed by Nurse #4,

I an Inferview on 6/21111 of 2:20 PM, nurse #1
indicated that when & taboratory result same inlo
the facilily the physiclan should be called with the
result, If any changes 1o medicalions ware
needed a physician's telephone order shoutd be
wrilien and then transcribed onto the MAR. The
order should then be faxed to the pharmacy so
the medleation could be detivared and
adminfstered, A secondary chegk would be done
by the nurse responsible for reviewing the labs fo
make sure nothing was missed,

i an interview on 6/21/11 at 2:30 PM, the
Director of Nursing (DON) indicated that it was
her expocialion that a nurse receiving &
telephona order would write the order on a
telophone order sheel and transcribe the order

Resident #67 was assesseod by the DON,
The physician was notified of Goumadin
held and failure to transcribe an order fo
restart Coumadin. An order was obtained
to “obtain a PTANR and call physician with
resulis”,

100% chart audif has been completed (to
include resident # 57) by the
DON/assigned RN on all astive residents to
ensure all orders have been transcribed on
the telephone order form, faxed to the
pharmacy, and transcribed onto the MAR,

400% chart audit will be conducted by the
DON/charge nurse utllizing a Ql tool twice
a waek for 4 weeks and then once weekly
tor 4 weeks to ensure all orders have been

transcribed and faxed to the pharmacy,
Any areas of concearn will be followed with

physician notification and interventions as
indlcated by the physiclan,

Nursing staff have beon in-serviced on the
procedure of transcribing and following
physician orders.
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onto the MAR. She would expect {he nurse to fax
1he order to the phamacy so the medicallon
could be delivered and administered as ordersd,

I an inferview on 6/23/14 at 2:50 PM, the DON
indicatedt that Nurse #4 who took the order for the
Cournadin was no longer employed by the facility,
Nurse ##5 who would have done the secondary
theck on the laboratory resulis was also no
longer employed st the facility.

2. Residem ##67 was admitted to the facility on
02128111, Thae resident's documented diagnoses
included hyperiension, end stage renal disease
with hemocialysis, and diabetes.

The resident was admilled to the factlily on 10
milligrams {mg) of Lisinoprit every morning and
20 mg every avening.

A 03124111 physician's ordar increased the
sesident's Lisinoprii to 40 mg daily.

Reviaw of Resident #67's April 2011 Medication
Administradlon Record (MAR) revealed the
nursing alaff documenied the 10 mg AM and 20
mg PM doses of Lisinopril were "D
{discontinued). Nursing staff hand wrote the
ordar to administer 40 my of Lisinoprif daily at
8:00 AM on the last page of the MAR,

Resident #87 was reviewad by the DON on
06/22/12014. The physician was notified of
discontinuation of the Lisinopril. An order
was ohtained fo start Lisinopril 20 my po
qd.

Nursing staff have been in-serviced on the
end of month MAR checks.

100% of active MARs were audited by the
DONfassigned nurse on all active residents
{to include resident # 67} to ensure al
orders are correct on the MAR.

100% MAR audit wiil be conducted by the
DONfassigned nurse utilizing a Qi tool
weakly X4 weeks, then biweekly X one
month and then monthly X 2 to ensure all
orders have been transcribed correctly with
identified areas of concern corrected,

Resident # 35 was reviewed by the DON.
The orders for Zoloft and Ambien were
transcribed unto a telephone order form
faxed to the pharmacy and placed on the
MAR.

100% chart audit has been completed (to
mclude resident # 35) by the DON/assigned
RN on all active residants to ensure all
orders have been transcribed on the
telephone order form, faxed to the
pharmacy, and franscribed onto the MAR,

100% chart audit will be conducted by the
DON/charge nurse utilizing a Ql tool twice a
week for 4 weeks and then once weekiy for
4 weeks to ensure afl orders have been
transcribed and faxed to the pharmacy. Any
areas of concern will be followed with
physician notification and interventions as
indicated by the physician.
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F 300 | Audits will be reviewed during monthly G (072112011
neetings to ensure continued compliance.
Any identified areas of concern will he

F 309 | Continugd From page 3

Weekly biood pressures documented on correctod. Areas of concern will be
Residont #67's Anilt 2011 MAR insluded 128/68 veviewed during the Quarterly Executive Qi
on 04i06/11, 110/62 on G4/13/14, 112160 on meeiing to encure systems continue to be
042012011, and 112062 on Q4f27/2011. compliant.

On the residen{'s May 2011 MAR the nursing staff
documented the 40 mg dose of Lisinopril was
"Dode,

Review of Resident #67's May 2011 and June
2011 MATs revealed the resident did aot receive
any Lisinoptil during these months,

Reviaw of physician orders, physician progress
notas, and dialysis documents revealed no order
or recemmendation lo discontinue Regldant #67's
Lisinogrii,

Weekly blood pressures documanied on
Resident #67's May 2011 MAR included 176/04
on 0504711, 13476 or 0B/11£11, 128/76 on
O5M8/11, and 128/82 on 05/25/41.

Weakly blood pressures documented on
Resident #87's June 2011 MAR included 122/70
on G6/08/2011 and 102/68 on 06/16/2011.

In an inlerview with the Direcior of Nursing (DON)
on 08122411 at 3:49 PM, she stated she learned
from a phone call o the facllity's pharmacy that
Resident #87's Lisinopril was not disconfinued
due o & physician order but due to the staff
documenting the medication was discontinued on
a pravious montiv's MAR. The DON also reporied
she was unaware of any decision by Resident
#G7's primary physiclan lo discontinue the use of
the resident's Lisinopril, especially since the

1 GRES CIS2567(02-99) Pravious Versions Ohsolola Event ID: HODBY 1 Faeiily ) 943153 If cantination shee Page 4 of 1
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1esident had a documented diagnosis of
hyperension.

pressure stable as the rasident was
hemodialyzed due to end stage renal diseas

tecumenting "DCY,

3. Resident #35 was admilted {o the facility
02716107 and readmilied on 03/28/11. The
resident's documented diagneses included
chronls obstructive pulmonary disease.

1 {in regard to} depression and anxisty” as
problem on 01707709, Approaches fo this
as ordered”.

A 04101711 psychiatrie consult documented
continues to repori depressed mood,
mofivation and eneigy....Sleep-difficuly...”

Recommendations included Increasing the
resident’s Zofoft from 100 miillgrams (mg) d

During a foliov-up Interview with the facility's
DON on 08/23/11 at 9:33 AM she stated Lisnapril
was important in keaping Restdent #67's blood

According fo the DON, each month two nusses,
one who checked behind the other, compared
physician orders and the pravious MAR agalnst
the medicalions which appeared on the new
MAR. She expialned the way In which the nurses
updated Resldant #57's April 2011 MAR was
acteptabls, but a betler method may have been
to have crossed out the old orders for Listnopril
and noted “changed” or “rewrition”, rather than

depression, Insomnla, aixiely, hypertension, and

The resident's care plan idenlified “Use of drugs

problem Inctuded “Administer meds {madications}

Resident #36 "...wilh depression, moderate,

hopelessness, and decreased {(symbol used)

a.

oh

a

ally to
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F 3089 | Continued From page §
150 mg dally and increasing the residents
Aurbien from 10 mg nightly to 12.5 mg nightly.

A 04104/11 notatlon from Resident #35's primary
physician made on a faxed copy of the 04/04/11
consull documented, "Agrae with Plan.*

i a 0472611 progress note Resident #35's
primary physician documented the resident had
"trouble sleaplng.”

Review of Resident #35's April, May, and June
2041 Medication Administration Records revealed
{he Increases to the resident's dosages of Zoloft
and Amblen were never made.

AL 452 PM on 06/22/11 a nursing assistant (NA
1t1) who cared for Restdent #35 on second shift
stated the resident frequently appeared sad, was
letharglc durlng the day at times, experienced
occasional anxiely, and dld nof always sleep well
at hight,

ALEI12 PM on 06722111 Nurse #2, who cared for
Rasident #35 on second shifl, siated the resident
suffered from some depression, anxiely, and
insamnata.

ALB;27 AM on 06/23M1 Nurse #3, who cared for
Residant #35 on first shifi, stated the resident
experigneed some sadness, but did not ¢cry. She
also reported the resident became anxious befors
dialysis treatiments and anxious when he did not
gel regutar simoke breaks. The nurse
comimented the resident yelled out at stalf
somelimes when he became anxious.

ALBAT AM on 06/23/11 NA#2, who cared for

F 308

FORM CMS-2587{02.99) Previvus Verstons Obsidole Byent i0; 1014

Facilty (D: 9231562

Econtinuation sheet Page 6 of 11



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 067272014
I“ORM APPROVED
OMI3 NQ. 0938-0391

Residenl #35 on {irst shift, stated the rasident
seemed sad, bul she had never seen him cry.
Ghe also reported the resident became anxious
before going to dialysts and when walflng to go
smoke. According to the NA, she heard other
staff members mention that Resldent #36 did not
always sleep wall al nighl.

AL 9:33 AM on 08/23/11 the Director of Nursing
{DON;} stated Resident #35 was diagnosed with
depression, and experisnced some anxiety
retated to dialysls and smoklng. She
sommented, in addilion, the resident frequently
bacame anxious at night, yolling ouf and sufiering
from Insominla, The DON explained whenaver
she or the hall nurses received consult notes,
these nofes ware reviewed for recommendations,
She reported if racommendations ware inade,
copies of the notes and recommendations were
faxed to the primary physicians. if the primary
physicians agreed with the consult
recommendatlons, an order was wiritten, the
pharmacy was nofifisd if any changes were made
to medications, and the MAR was updated If
netessary. The DON stated, unforunately, these
sleps ware not folowed in regard {o the
medigation changes racommended durlng
Resident #35's psychiatric consult.

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 6% OR MORE

F 332
§5=D

The facility must ensura that it Is free of
medication error rates of five percen! or grealer,

This REQUIREMENT is not met as evidenced
by

F332F 332 483.26(m){1) FREE OF MEDICATION
RROR REATES OF 6% OR MORE

rwedlnation Alde #1 has heen ussigned to
duties within her scope of practice other
¥han medication administration. Medication
Alde #1 wili be refrained by the Medication
Alde Instractor by 07/21/2011.

STATEMENT OF DEFICIENGIES K4) PROVIDBVSUPPLIRRICLIA (42} MULTIPLE CONSTRUCYION £X3) DATI: SURVEY
AKD BLAN OF CORRECTION IDENTIFIGATICN NUMBER: COMPLETED
A DUILOING
345101 B.WNG 06/23/2011
NHAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODI:
208 CARY 87
ENFIELD OAKS NURSING A B
l RSING AND REHABILITATION CENTER ENFIELD, NG 2782
atin AR Y RS T CORRECTION Xb)
{X4) a0y SUMNMARY STATEMENY OF DEFICIENEIES [[a] PROVIDER'S PLAN O . . (,
PREFTH (EACH BEFICIENGY MUST B PRECEDIED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD Bt comxEnon
ThG REGULATORY OR1SC IDENTEFYING IXFORMAYION) VAG CROBSREFERENCED TO THE APPROPRIATE
OEFIGIEHGY)
F 308 | Continued From page 6 F 309

07i2172011

FORM CMS.2507(02-59) Pravious Versions Obsolsty

Byont I HODS11

FadliyiD; 023163

{f codinuation sheal Page 7 of 11




DEPARTMENT OF HIEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: Q2772014
= O APPROVED
OME NO 003,020t

BYATEMENY OF DEFICHENGIES
AR PLAR OF

(K1) PROVIDERISUPPLIERICLIA

CORREGTION IDENTICICATION NUMDIER;

40 MULTIPLE CONSTRUCTION
AL GURIDING

COMPLEIED

OGN DT suRuey

i2asec on ohsarestions, record review and staff
interviaw, the facility failed 1o obiai an
medication error rafe of less than 5% d wring
rogdicalion pass obsetvallons as evidenced by 3
ariors from 57 opporiulies resulting in & 5.2%
medication error rate. Findings Inolude:

1. During medication pass, on 06122611 at 8:20
A, Medicalion Alde #1 (MAIH) was observed
preparing iedicalions for Resident #18. She
poured Allopurinet 100 miligrams {mg), Aspin
Bt g, Diovan 160 mg, Flomax 0.4 mg, KC).
(potassium chioride) 10 willlaquivalents {meg),
Mapab (generic Tylenol) 328 mg 2 tablets, Toprol
XL 80 mg, and Pataday 0.2% eye drops. $he
wontinte the room fo admintaler the medications.

Resident #18's physiclan's orders for June 2014
were verilied and i was noled that there Was an
order for Cotace 100 mg daily. This medication
was not administered duing the medicalion pass
abservation.

During an Interview with MAZ1, on 06/22/41 at
9:20 AM, she stated she did not realize she did.
not administer the Colace medication. She
poured the medication und wenl inlo Resident
#18's room and adminislered the medieation,

The Direclar of Nurses (DON) stated uring an
interview on 08/22114 al 2:45 M lhat she
expacted the medication alde as wall as the
nurges {0 double check the medlcation
adminisiration record (MAR) before administering
medications to restdents fo ensure aceuracy,

The DON stated that if this was dobe, there would
he o mediications everlooked or missed. She
commeided thal she was In the process of

345101 B VG e Uty |
HAME OF PROVIBER OR SUBPLIER SYREEY ADDRESE, CITY, SIATE, 22t COn
ENFIELD OAKS NURSING AND REHABILITATION CENVER A GAVST
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ThG REGULATORY OR LSC DENTIFYING IRFORMATION) YAG CROSS-REF*:ﬂhgf;ﬁé&%f‘:;‘ APPROPRIAYE "
- o112112041
#3321 Continued From page 7 - 3a2|F, 332 483.26{mj(1} FREE OF MEDICATION

ERROR REATES OF 5% OR MORE

Random medicatiion pass audit will be
performed by Consultant Pharmacist
menthly indefinitely with areas of concern
repartod to the DON. The DON will assure
rafraining andior In-services are completad

8 approvolate. Arcas of concern
(madication errors) will be followed with
physiclan nofification,

Audifs will be reviewed during monthly Q)
meetings to ensure continued compliance.
Any identified areas of concern will be
corrected. Areas of concern will be
reviawed during the Quarterly Executive QY
meeting to encure systems continue to he
compliant,

ovtas
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F 332 | Continued From page 8

providing an inservice for slaff on medication
adininistration,

2. a. During medication pass, oh 06/22/11 at
8,50 AM, Madication Alde #1 was ohsarved
preparing madication for adrinisteation to

(rag), Aggrenox 26/200 mg, stool softener
{genaric for Golace) 100 my, Coreg 12.5 mg,
Isosorb 10 mg, Norvase 5 1ag, Lovaza 1 gram
{gm}, Gualfenesin ER (genetlc for Mucinex
extended relpasoe) and Zaniac 150 mg. She

the remaining medications Including the
Gualfenesin. She mixed the medications In
pudding, went into Resident #40's room and
adminlstered the medications,

whole, do not ¢rush, break or chew",

instractions wera not to crush.

inferview on 06/22/11 at 2:45 PM that she
expected the medicalion alde as well as the
nurses to double check the medication

medications fo residents o ensure accuracy.

for edications avallabls for the nurses. She

Residant #40, She poured Aspirin 81 milfigrams

removed the Lovaza, the stool softener and the
Aggrenox from the medication cup. She crushed

Upon varification of Resident #40's physician's
orders for June 2011, I was noted that the order
for Guaifenesin included instructions of “Swallow

During an interview with MA#, on §6/22/11 at
9:20 AM, she stated she did not nolice thet the

The Direclor of Nurses (DON) stated dutling an

administralion record {MAR) bafore administering

The DON stated thal if this was done, there would
be no medications overlooked or missed. The
DON added that there was a "Da Not Crush® list

F 33z

FORMN CHS.2B67[02-99) Proviows Vorsions Ohsolélo EvenbID:HODBN

Fagitly I R23153 i conlinuation sheat Page 9 of t



PRINTED: 0612272011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVIED
—CENTERS FOR MEDIGARE & MEDICAID SERVICES OMI3 NO. 09380391
STATEMENT OF DEFICIENGIES (%8) PROVIDER/SUPPLIGRASLIA (X2} MULTIFLE CONSTRUCTION 3 38:1‘5 Sty
AND PLAN OF CORNEGTION PSENTEFICATION NUMBER: PLETER
A BUILDING
348101 N s - 0612312041
NJ‘;E(;T PROVINER OR SUPPLIGR STREET ADDRESS, CITY, STATE, 2P CODE
LD OAK . 208 CARY §T
ENHELD 5 NURSING AND REHABILITATION CENTER ENFIELD, NG 27823
NI R SOTION (30}
R4)103 SUMAMRY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRE X B
Srerix (EAGH DEFICIENGY MUST G5 PRECEDED BY FULL PREFIX (EACH CORRECTIVE: ACTION SHOULD : o
TAG REGULATORY OR LSG IDENTIEVING INFORMATION) A6 CROSS REFERENCED YO THE APPROPRIATE ‘
DEFIGIENGY)
F 332 | Continued From page 9 F 332

commaented that she was in the process of
broviding an inservice for staff on meadication
administration,

b. During medication pass, on 06/2211 at 8:50
AM, Medication Aide #1 was observed preparing
medication for administration to Restdent #40.
She poured Asplrin 51 millgrams {mg), Aggranox
281200 my, stool softener (generic for Colace)
100 mg, Corag 12,6 mg, Isosorh 10 Ing, Norvasc
5 myg, Lovaza 1 gram {gm), Gualfenasin ER
tgeneric for Mucinex extended roloase) and
Zontac 150 my. Sha removad the Lavaza, the
stool soflener and the Aggrenox from the
medication cup. She crushed the remalning
madications. She mixed the medications in
pudding, wenf Into Resident #40% reom and
administered the medications.

Upon verification of Resident #40's physitian's
orders for June 2011, il was noted that there was
an order for Kombiglyze XR 2.6/1000mg twice
daily. This medication was not administered
during the medication pass observetion.

During an interview with MA#1, on 08/22/11 at
9:20 A, she staled she did not realiza sha did
nol administer the Kombiglyze XR medication.
She commented that she had several big holties
of medications in hor drawer as she picked up the
Kombiglyze SR. She poured the medication and
went Iinto Resident #18's room and administered
the medicalion.

Fhe Dirsctor of Nurses {DON) stated tuting an
interview on 0622111 al 2:46 PM thal she
oxpectad the medicalion alde as well as the
hurses 1o double check the madicaiion

FORNM CMS-2967(02-99) Prevkons Vetsions Olisolots Bvont 10; HODG Foctily ID: 925153 f continuallon sheet Page 0 of 1
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administration record {MAR) before adminisiering
nedications 1o residents to ensure accuracy.

The DON stated that if this was done, fhere would
be no medications overlooked or missed, She
commanted lhat she was in the process of
providing an inservice for staff on madication
administeation,

FORM CMS-2557(02-00) Pravicus Viersions Olisiala Evend (0;H0D611
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(X4} 1) _ SUMMARY SYATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION 5
PRENIX (EAGH DEFICIENGY MUST BE PRECEDED BY VULL PREFIX {EACH CORRECTIVE ACTION SHOAHLD DI ORI HOY
TAG REGULATORY OR LEG IDENTIEYING INFORMATION) YAG CROSSREFERIE&G:H{Dt‘!’(‘s T@llz APPROPRIATE DAL
SFHNINGY)
. s e en g o ) , RESPONSE PREFACE
K ()2&? NFPA 01T LIFE SAFETY CODE STANDARD K 028} Enfield Oaks Nursing and Rehabiiitation
H8u . Centor acknowledges receipt of the statement
One howr {ive reted construction (with % hour of deficiencles and proposes this plan of
fire-rated doors) or an approved aulomatic fire correction to the extent that the summary of *
extinguishing system in accordance with 8.4.1 findings is factuatly correct and In order to
and/or 19.3.5.4 protecls hazardous areas, When malntain compliance with applicable rules and
the approvad atomatic fire extinguishin ! t provisions of quality care of our resldents,
il P NAE § gl g system The plan of correction is submitted as written
opHion Is used, the areas are separated from allegation of compllance, Enfleld Qaks _
other spaces by smoke resisting parlilons and Nursing and Rehabilitation Centor's response |
doorga. Poors are seli-closing and non-rated or to this statement of deficlencies and plan of
feld-applied protective plates that do not exceed correction does not denote agreement with the
‘A8 inchas from the beltom of the door are statement of deflclencies nor does it constitute
permitied.  19.3.2.4 : an admission that any deflciency is accurate.
e Further, Enfield Oaks Nursing and
Rehabilltation Center reserves the right to
submit documentation to the statement of
deflclencies through Informal dispute
) resolutlon, formal appeal procedures and/or
This STANDARD is not met as evidenced by: any other administratton of legat proceeding.
Based on the obsorvations and staff Interview K 028
during the tour on 7/14/2011 there was a build up
of lnt and dust found 1n the combustion chamber Gombustion Chambars of dryers in the laundry 0713072011
ol dryers n the laundry. Combustion chambers of dryers In the faundry
- . were inspected daily X 1 wesk.
CERIE 42 CFR 483,70 (a) The combustion chambers of dryers In the
K 076 | NEPA 101 LIFE SAFETY CODE STANDARD 1€ 0781 Yaundry will bs chacked and cleanad waskly
Sl indefinitely.
Medical gas slorage and administralion areas are
rprotected in acoordance with NFI?A 99, K076
; Standards for Heuallh Care Fagitities, [ " { All gas cylinders were individually chained or 07302011
: ‘ supported on 07/16/2011 in the cutside oxygen
{a) Oxygen slorage locallons of grealsr than storage area.
3,000 cu.fl, ave enclosad by a ohe-hour Placement of gas cylinders will be monitored
| separation. - once a week for the next elght weeks with
areas of concern corrected, Finding will he
(1) Localions for supply systems of grealer than ;z\;,"en‘;?g? onthiy by the environmental Qi
3.000 cuit, are venled Lo the oulside.  NFPA 99 ’
4.3.1.1.2, 19.3.2.4
VABORATORY 1TEE TGRS OR PROVIPEVSUBPITER REPRESENTATIVES SIGNATURE Ty £Xy DATE
[? 4 . ' ~
S RNt o T MM J@LMQ@%@ e 70 (? ~A23/ /

s A
Any defivioney s!u(éﬁlenl onding with ap asterisk {*) denotes a dofleioncy which the mnstilution mny he excisad from correcting providing it is deteniined that
othar safagunids provide sulflciont prolection 1o the patisnts. (See Inskuclions.) Fxcopt for nirsing homes, lhe findings stated above wre disclosable 90 doys
followtng the date of survey whether of nol 4 plan of cortaction is provided, For nirsing homas, the shove findings and plans of corraction are distlosable 14
diys foliowing the dule lhese dosuments are made aveliable Lo the faellily. 1 doilolencles are clled, an approved plan of correction is roquisie W continuad
frogram pmticlpation, .
- S
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DEFICIEG
K076 Continued From page 1 Ko18
This STANDARD 1s not met as evidenced by:
Based on Ihe observalions and staff Interview
during the tour on 7/44/2011 the facility had
oxygen eylinders that were nol proparly
individually chained or supported in ibe oulside
oXygen storage area.
GFRil: 42 CFR 483.70 (a) Kidd .
1144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144! Maintenance manager has initiated the use of a|07/30/2011
88 weekly generator testing log.
Generalors are Inspecled weekly and exercised Weakly inspections of the emergency
under load for 30 minutes par month in -generator will be conducted indefinitely (with
P . . - documentation in generator testing log) to
accordance with NFRA 99, 3.4.4.1, malntaln compllance,
Log of weekly Inspection of the emergency
genarator will be reviewed monthly by the
envirenmental QI commities to ensure log Is
maintainad and to ensure facility Is fn
compliance,
This STANDARD [s not met as evidenced by: K241
3ased on the observalions and slaff interview 100% audit to all hand sanitizer dispensers (to 130/2049
during the documantation review on 7/14/2011 it Include hand sanitizars In the therapy room, (073
was noted that the the faciliiy was not ;‘;1"9",‘23-13“" room 18) was completed on
doc .
@g:;_‘ﬁ?:gng;::gfgﬁ) c:kly lnspootion of the ,All areas of concern were corrected as
‘margency g ' evidenced by relocating all hand sanitizer
_— - , Hisponsors found to ba within 6 Inches of any
(,i-'RH: 42 CFR 483,70 (a) Ilght switch. All hand sanitizer dispensers
K 211 NFPA 101 LIFE SAFETY CODE STANDARD i 217} were placed more than 6 Inches bolow the light
S§=D switch to be in compliance. f
Where Alcohol Based Hand Rub (ABHR)
dispensers are hstalled it a corridor;
¢ The ¢orridor Is at least 6 feat wide
FORM OMS-260{02-00) Provious Vorsions Obsolete Byant 121000 Facity 1D: 923153 I coni.i.nuulion shust Page 20l 3
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K211

Continuad From page 2

0 The maximum individual fuld dispenser
capacily shall be 1.2 liters {2 liters in suiles of
ronms)

0 The dispensers have a minimim spacing of 4 #t
from each other

o Not more than 10 gallons are used In a single
gimeke compartment oulside a slorage cablnel.
¢ Dispensers are nol Instalied over o adjacent to
an lgnition source,

o If the floor is carpeted, the buliding is fully
sprinklered.  18.3.2.7, CFR 403.744, 418.100,
460.72, 482,41, 483,70, 483.623, 186.623

This STANDARD is not met as evidenced by:
Based on the obsarvations and staff interview
durlng the four on 7/14/2011 the Aleohol Basad
Hand Rub (ABHR) dispenser was found to bo
adjacent 1o an ignilon sotrce. The ABHR was

found within six Inches of a light switch at the

"

following localions: ! i
1. Tharapy
2. Room 26
3. Room 19

CFRif: 42 CFR 483.70 (a)

K211

J

o it
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