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F 000 | INITIAL COMMENTS F 000

The facility is in compliance with the

requirements of 42 CFR Part 483, Subpart B for

Long Term Care Facilities (General Health

Survey) recertification investigation survey

conducted on 07/13/11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Kofe

§5=E
Doors protecting corridor openings in other than
required enclosures of vertical openings, exils, or
hazardous areas are substantial doors, such as

those consiructed of % Inch s:olsd-bonded core This Pla of Carreatlo 3 the contr's credible
wood, or capable of resfsting fire for atleast 20 . allegation of compliance.
minutes. Doors in sprinklered bulidings are only . .
required to resist the passage of smoke, Therels Zreparadon a;;rﬁor ajed‘fu!;'g: g{ﬁg zﬁi;no{:;g:cﬂon
nio impediment fo the closing of the doors, Doors oes nof earistiluls adniiss ,
et with @ moans sultabl for Keplng el e The o
the door closed, Dutch doors mesting 19.3.8.3.6 corraction is prepared ondlor exsculed solely becanse
p

are pormitted,  19.3.6.3 1813 required by the provistons of federal and state lav.
Roller latches are prohiblted by GMS regulations K018 ‘ '
in alf health care facllifies. .  Door molding placed on doors with I

gaps between door and frame

« Al doors visually inspected and .
: molding placed on doors found to 09/2512011
have prebiem

v Door inspection for all new or
yeplaced doors wiil ocour priorto
being installed to ensuro that

problem does not reoceur

« Al doors will be audited 3x per

This STANDARD is not met as evidenced by: week for the next twelve weeks and
Surveyor: 27871 , then the process will be re-
Based on observations and staff interview at svaluated. Any problem jdentified
approximately 8:30 am onward, the followlng will be addressed immediate]y.
items were noncompliant, specific findings - Results of the audits will be brought
include: resident bedroom doors 1, 3 and 13 had to the monthly safety mesting & to
a gap at the fop of the door between the door and the reonthly Quality Assurance
it's frame. Doors are required to resist the " meeting
passage of smoke,
42 CFR 483.70(a)
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076

§8=

F
| . ..
AGORATORY PIRECTOR'S,OR Wﬁpmsemﬂwes SIGNATURE . TITLE %8) DATE
L/?'Ol.)w/n NSE AR QA /&O //

ny deficlenvy stalenont en?(g with an asterisk (*) denotes a deficlency which the Institulion may b excused from corracting sroviding It is determined thal
*het safeguards provida suffclent prolaction to the patlants, {Ses Instructions.) Excopt for nursing homes, the findings stated above are disclosable $0 days
lloving the date of survey whether or niot a plan of corraction fs provided. For nursing homes, the above findings and plans of correction are disclosable 14
. 3ys following the date Ihese documents are mada avaliable to the faciftty, If deficlencles are clted, an 2pproved plan of cortaclion Is requisile to continued

‘ogram pariicipalion, G
)
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K076 | Continued From page 1 K078
Medical gas storage and administration areas are
protected In accordance with NFPA 99, !
i This Plan of Corrzetion Is the ¢enter's credible
Standards for Health Care Facilities. i Hon‘f}cgmp enon
(a) Oxygen storage locations of greater than Preparation andlor executton of this plan of correction
3,000 cu.tt are enclosed by a one-hour dots nol conslitute acdnission or agreement by th
saparation provider of the truth of the facts alleged or conclusions
' set fort il the stotement 3‘/ dsv?cr‘encf? ?}sglan o
fipn t5 d (27 ey becanse
(b} Locations for supply systems of greater than 7,"!,” ::gggfgdlgfﬁl{:’;rﬂ;ﬂ;;:;;ﬁd:ra-;‘;ng state law,
3,000 cu.ft, are vented to the otside, NFPA 99
4.3.1.1.2, 19.3,24
K076 .
= Tank was immediately removed
from room #4
. +  Allrooms were inspected for “free-
Tstgfv 2;‘&!45%&;? Is not met as evidenced by; . " standing” oggen giindcrs to q h}’ ]
‘ hat the proble;n was an
Based on observafions and staff interview at ?;ﬁg:; igsue P
approximately 8:30 am onward, the foflowing item »  Staff sducated on proper oxygen e &
were noncompllant, speclfic findings Includes in cylinder vse and storage A TP
bedroom # 4 oxygen cylinder was not properly e Nursing Managom ent will audit w
chained or supported In a proper cylinder or 6xygenbcyﬁnd 6r us¢ and storage 3x
stand(cylinder was free standing), per week for the next twelve weeks
and then the process will be re-
evaluated. Audits will be presented
K 144 ;igﬁgfﬁi;g?amw CODE STANDARD K 144 at the monthly safety and quality
SSeF i o assurance meetings.
Generators are Inspected weekly and exerclsed
under foad for 30-minttes per month I
accordance with NFPA 99,  3,4.4.1.
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(xd4) ID
PREFIX

SUMMARY STATEMENT QF DEFICIENCIES
{EACH DEFICIENCY MUST BH PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

TAG

K144

IRN CMS-2587(02-98) Pravious Vertlons Obsolgle

Continued From page 2

This STANDARD s not met as evidenced by;
Surveyor: 27871

Based on abservations and staff Interview at
approximately 8:30 am onward, the following item

were noncompliant, specific findings include!

generator did not crank and transfer within 10

seconds when test was conducted on strvey,

42 CFR 483.70(z)

A

Event ID; 0NSO21

iD
PREFIX (EACH CORREGTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
K 144
This Pl of Correction is the canfor’s credible
allegatfon of compitance,

« Preparation endlor execution of this plan of eorrection
does not constitnie admisston or agreenent by the
Provider of the ruth of the Jaots affeged o conciusions
58l fortly in the stotersne of duficiencies, ‘the plan of
correalion It prepored oidior execipd solely becayse
itts nguimx;y the provisions of fedsral and state law,

K144

*  Generator Corpany immediately
called to facility to adjust time to 10
seconds or less on generator erank
test and transfer, Maintenance
Director educated on generatoy
timelines for cranleftransfer.

»  During weekly generator testing,
maintenance direotor will ensure
that generator oragks and ransfers
within 10 seconds or less. If
problew found, generator company
will immediete]y be called fo
adjust/repair

*  Maintenance Director will monitor

i generator crank/transfer at leagt

1 weekly, Generator Company will

i inspect at Jeast quarterly for

' eompifanes

*  Results from weekly generator
testing from maintenance director,
as well as, quarterly mspections by
the generator company will be
brought to both the safety and the
quality assurance manthly meeting
to ensure compliance with

crank/transfor timelines of 10

seconds or Jess,

|

X8}
CONPLETION
DATE

|
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