PRINTED: 08/01/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES SEP 03 2013 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF BEFICIENCIES {X1) PROVIEER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CCRRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345403 B.WING 07/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

65490 TRYON ROAD

CARY HEALTH AND REHABILITATION CARY, NC 27518

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION i X8
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 | 483.15({h)(2) HOUSEKEEPING & F 253
g88=F | MAINTENANCE SERVICES

I, The corrective action taken for the areas

The facility must provide housekeeping‘ant-i identified during the survey was to repair,

mai.ntenance services necassary t9 mglntatn a tighten, replace, adjust or install new

sanitary, orderly, and comfortabla fnterior. products as indicated. The Maintenance
Director, or his assistant, corrected all items
listed.

2. The corrective action developed to address
other areas in the building in need of repair
was to do a comprehensive inspection of all

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews, staff and
resident interviews the facility failed to provide

maintenance services necessary to maintain a resident rooms, bathrooms, common areas,
safe, clean, orderly, and comfortable interior on 3 shower rooms and hallways to identify places
of 4 resident halls {100, 200, & 300). The that need repatrs, adjustments or
findings include: replacements completed. Included with this
POC is an attachment of the inspection, The
On 07/22/2013 at 11:30 a.m. a tour of the facility areas of concern are identified as a ]_’ 2or3
was conducted. During the wu.;r the following with a T being highest priority of repair, 2
areas were‘observed to be in disrepair and in medium level of priority and 3 low level of
nead of malntenance: priority, We will systematically go through

the building addressing these areas based on

100 Hali - .. \
a the level of priority assigned. .

To the [eft of resident room 108's door a hole was
observed in the hall wall just below the hall's hand
rait.

The 100/200 hall resident cornamon shower/bath
room across from the nurse's station was
observed to have 13 missing tiles on shower stall
floor. The edges of the tiles around the missing
tiles were obsarved to have sharp sdges and
could come in contact with any resident in
shower chair; The electrical (GFI) wall socket to
the right of the sink was observed to onfy have 1
screw holding the socket in place {second screw
was in plate but not securing the socket to the
elecirical box). The bottom portion of the
elecirical socket was cbserved to be bent
outward 3/4" from the wall allowing easy

LABORATORY DIRECTOR'S OR PROVIDE 5 ENTATIVE'S SiGNATURE ] TITLE {X6) DATE

Any deficiency statement ending with an asterisk {*) denotes a-ﬁ‘eﬁciency 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 correction are disclosable 14
days following the date these documents are made avaiiable to the facility, If deficiencies are ¢ited, an approved plan of correction is requisite 1o continued
program participation,
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when in the resident's wheel chair.

300 Hall -

An observation of the wall to the right of the door
of resident room 322 revealed a hole in the walt
just below the hand rail.

The 300/400 hall commeon shower/hath room was
observed to have an open {no cover} 4" drain
hole in floor where a bath tub used to be next io
the shower stall. The open drain hole was in
close proximity of any resident seated in a shower
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observation of the socket wiring and/or the
possibility of water from the sink to be spashed 3. All staff will be in-serviced as to the use of
under the cover plate/socket and into the the Maintenance Log Request Books. The
electrical box; The sink n_ext to the shower stall staff will be instructed to assist in identifying
was observed (o be continuously areas that need repair or replacement by
sunning/dripping. The water faucet handles were listing them in one of the Log Books. There
observed to be fully closed but would not shut off will be a Loz Book at each nursing stati
{he flow of running/dripping water. The sink was v a Log ook a .eac NuIsmg sia 1911
observed to have a yellow stain color where the and one at the Rec‘e;‘mon Desk at the main
running/dripping water was hitting the sink bowel; entrance to the facility. The Maintenance
The towel bar next to the shower stall under the Director or his assistant will check the books
wall cabinet was missing the bar and the left end at Jeast twice a day 5 days per week for any
iowel bar holder. The left metal towel bar bracket new requests for repair/maintenance, The
was observed still attached to the wall. The metal Inspection Sheets will be done for all areas of
bracket was abserved to have sharp edges and the facility ont a monthly basis to ensure
observed {o be at a height easily within reach of repairs are being completed, The
any resident in a shower chair or shower bed. Maintenance Director or his assistant will be
. responsible for this inspection. The
The door to resident room 112 was observed to Executive Director will meet monthly with
not open or shut properly. The botiom of the door the Maintenance Director to monitor the
would drag on floor and stick/stop when the door . £ work beine done
was ¥ opanfshul. An interview was conducied PFOGICss of work bemg done.
with Resident # 30, Resident #30 indicated the 4. The results of the inspections will be
door had bean warped and would stick when addressed at least quarterly during our i
opening and closing the door since 03/22/2013, Quality Assurance / Performance '
Resident #30 indicated the warped/fsticking door Improvement Committee meeting. Any areas
made it very difficult to enter and/or exil the room of concern will be addressed as needed 08720713

during this meeting.
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chair whose feet could touch the fioor and
possibly get caught in the hole; Two copper pipes
were observed to be coming 8 - 10 inches out of
the back wall next to the shower stall and the
apen drain hole approximately 1 1/2 feet from the
floor. The pipe's ends were observed to have
been crimped flat and had sharp edges and
corrosion on the ¢rimped ends which faced the
center of the room. The pipes were at a level that
any resident in a shower chair could easily hit the
pipes with their legs or hands. There was no
covering over the pipes to protect any residents
from possible injury; The shower stall was
observed to have a dark substance on the
white/tan tile grout in the shower stall corners and
afong the shower side walls at the floor; The grab
bar next to the commode was observed fo be
loose on the wall mounts; The sink next {o the
shower stall was cbserved to have a missing hot
water handle. There was no way for staff or a
resident o turn on and use the hot water at this
sink.

On 07/23/2013 at 10:10 a.m. an observation was
madse of resident room 101. The towel bar at the
resident's sink was observed to have loose towel
bar brackets and loose wall mounts.

On 07/23/13 at 2:25 p.m. a second observalion
was made of the itemns previously noted on
07/22/13 and found to be in need of maintenance
repair and/or replacement. None of the items
were observed to have been repaired or
replaced.

On 07/24/13 at 5:05 p.m. a third observation was
made of the items previously noted on 07/22/13
and 07/23/2013 and found to be in need of
maintenance repair and/or replacement. None of
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the items were observed to have been repaired or
replaced.

On 07/24/2013 at 4110 p.m,, an interview was
conducted with the staff nurse covering the
100/200 halls. The nurse was asked how
information of an item found in need of repair or
replacement was documented and the facilify's
maintenance manager notified. The nurse
indicated each nurse's station had a maintenance
request binder and there was a binder also at the
receptionist's desk. The nurse indicated that in
each binder there were lined log sheets that staff
would fill out indicating what item and where it
was located needed to be fixed. The nurse
indicated the maintenance manager wouid check
the books daily and repair the items. The nurse
also indicated the maintenance manager would
slgn off the repair on the entered line in the log
book when he completed the repair.

On 07/25/13 at 7:15 a.m. a fourth observation
was made of the items previously noted on
072213, 07/23/2013, and 07/24/2013 and found
to be in need of maintenance repair and/or
replacement. None of the items were chserved
to have been repaired or replaced.

On 07/25/13 at 8:40 a.m. a review was conducted !
of the 100/200 hall's maintenance request log
book which covered maintenance request dating
back to June 2011. There were no entries in the
logs showing any one had identified any of the
observed ifems found to be in need of
maintenance repair or replacement.

On 07/25/13 at 11:65 a.m. a review was
conducted of the 300/400 hali's maintenance
request log book which covered maintenance
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request dating back to January 2012. There were
no entries in the logs showing any one had
identified any of the observed items found fo be in
need of malntenance repair of replacement.

On 07/25/13 at 2:10 p.m. a review was conducted
of the recaptionist’s area maintenance request
log book which covered maintenance requests
dating back to August 2011. There were no
enfries in the logs showing any one had identified
any of the observed items found to be in need of
maintenance repair or replacement.

07/25/2013 at 4:30 p.m., an observation was
conducted with the facility’s maintenance
manager of each of the items observed during
the previous 4 days (07/22-25/2013) and found in
need of maintenance repair andfor repiacement.
The maintenance manager indicated during the
ohservation of each item that he had not
previously known the items were in need of repair
andfor replacement and he had not seen any of
the items documented in any of the facility's
rnaintenance book’s logs.

07/25/2013 at 4:50 p.m., an interview was
conducted with the facility’s maintenance
manager. The maintenance manager was asked
to explain the process for items found by
staff/residents/visitors in need of repair and/or
replacement. The maintenance manager
indicated there were three maintenance log
books - one al each nurse's station and one at
the front receptionist's desk area. The broken
items would be reported to the facility's staff who
would document the things foundfobserved to be
broken or needing repairfreplacement. The
maintenance manager indicated he would review
each of the binder's logs severat times a day and
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repair and/or replace the items documented in
the fogs. The maintenance manager indicated
there was no other place that a maintenance
request would be logged except the three
maintenance request books {(binders). The
maintenance manager did indicate he carrled a
spiral notebook around and would write
information from the morning Stand Up meetings
andfor other verbal requests for maintenance
repair/replacement in it

07/25/2013 at 5:05 p.m., a review of the
maintenance manager's spiral notebook was
conducted with the maintenance manager. There
was no decumentation in the maintenance
manager's spiral notebook to indicate any of the
items observad and noted during the week's
observations and additionally observed with the
maintenance manager on 07/25/2013 were
known by him as needing maintenance repair
andfor replacement. The maintenance manager
was asked if he knew or had been informed
about any of the items observed needing to be
repaired or replaced. The maintenance manager
Indicated he was never informed verbally or in
writing {via the log books or other means) of any
of the items observed and he had not deferred
any maintenance nor had any staff informed him
verbally or in writing the items were to be
maintenance deferred for a later date.

On 07/25/2013 at 6:40 p.m., an interview was
conducted with the facility's administrator
concerning the items observed and found in need
of repair and or replacement. The administrator
provided documentation indicating the facility was
planning a renovation In the future. There were
no specific dates to indicate when such
renovations were to take place. The
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documentation did indicate general areas of the
facility that were to be renovated and the
approximate dollar amounts which were to be
spent in each area, There was no information the
administrator could provide fo indicate the facility
knew about each of the items observed during
the week and observed with the maintenance
manager which needed maintenance repair
andfor replacernent for resident safety and
comfort. The administrator coutd not provide any
information to indicate the items observed were
documented in any of the facility maintenance
request book logs or other sources to indicate the
facility knew the items were in need of
maintenance repair andfor reptacement. The
administrator could not provide any information to
indicate the facility's maintenance manager knew
about the items and/or the iterns were being
deferred for ordered parts and to be repaired at a
later date.

F 329 | 483.25(1) DRUG REGIMEN 1S FREE FROM F 329
ss=p | UNNECESSARY DRUGS

Each resident's drug regimen must be fres from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for ils use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above,

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsycholic drugs are not
given these drugs unless antipsycholic drug
therapy is necessary to treat a specific condition
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as diagnosed and documented in the clinical
record; and residents who use antipsychotic-
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.
This REQUIREMENT is not met as evidenced 1. The con‘ect.ive action taken for this concern
by: was to obtain a telephone order for resident
Based on record review and staff interviews the #68 to discontinue accu checks and stiding
facility failed to act on the pharmacist's scale insulin,
recommendation and action documented by the 2. The corrective action we took to ensure other
physician to discontinue accuchecks and sliding residents will not potentially be affected was
scale insulin for 1 of 10 sampled residents to complete an audit on current residents for
(Resident #58} reviewad for unnecessary drugs. further incomplete pharmacy
recommendations,
Findings include: 3. The systemaltic change made to ensure this
) ) B does not happen in the future was to educats
Resident #§8 was admited to th.e facility 7/7/2007 the Medical Records department regarding all
and re-admitted 8/3/2010. Her diagnoses sigied pharmacy recommendations are to be
inciuded diabetes meilitus (DM} type I}, gastric . . . .. .
esophageal reflux, coronary artery disoase, and given to the Director of Clm‘xcai Services
dementia. {DCS) for follow through with the
appropriate personnel (attending physician,
Review of the Quarterly Minimum Data Set Medical Director, etc.).
(MDS) dated 5/13/2013 found that Resident 4. The DCS will audit 10 charts monthly for 3
#68 had short and long term memory deficits and months, then guarterly for 6 months, The
was moderately impaired in decision making. The results of the DCS’s monitoring will be
MDS also noted that Resident #68 received 5 presented and discussed at the monthly
insulin injections during the 7 day look-back Quality Assurance / Performance
period. Improvement Commitiee meeting, Any
‘ additional training required will be provided
The Care Plan dated 5[21/201'3 was reviewed. A as needed when an issue is discovered, i 08/20/13
problem documented was at risk for
hypoglycemic or hyperglycemic episcdes i
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secondary to diabetes mellitus. Interventions
included monitoring biood sugars and
administering medications as ordered.

Physician's orders reviewed included accuchecks
before meals and at bedtime with a sliding scale
to administer Novotog 100 unitfmt (miliiiters) SQ
{subcutaneous} injection as follows:

For blood sugar 80-198 = 0 units;

200-248 = 3 units;

250-299 = 5 units;

300-348 = 6 units;

350-400 = 7 units

> 400 or < 60 call physician.

The Medication Administration Records (MAR) for
6/1-6/30/2013 and 7A1-7/31/2013 In review
documented that Resident #68 had accuchecks
done before each meatl at £:30 am, 11:30 am,
and 4:30 pet and at bedtime at 9:00 pm resulling
in insulin injections being given. The MARS
indicated the start date for the accuchecks and
insulin injections was 8/3/2010.

A Pharmacy Consultation Report dated 6/26/2013
was reviewed. The pharmacist's recommendation
read as follows: Please re-evaluate the use of
sliding scale insulin as monotherapy. Do we need
1o start an oral DM medication? In reviewing most
recent MAR in chart use of sliding scale insulin is
mostly at 11:30 am and 21:00 pm. Also, please
consider reviewing frequency of accuchecks fo
determine If this can be decreased.

The Physician's Response was. I accept the
recornmendations above, please implement as
written. The physician also hand wrote DC
(discontinue) accuchecks and sliding scale and
signed the report. 1

FORM CMS-2567{02-99) Previous Versions QObsolete Event 10: 865411 Faciity ;. 923078 If continuation sheet Page 9 of 19



PRINTED: 08/01/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF GORRECTHON IDENTIFICATION NUMBER: A BUILDING COMPLETED
345403 B. WING 07/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2(P CODE
CARY HEALTH AND REHABILITATION 6590 TRYON ROAD
CARY, NC 27518
(X4} 1D SUMMARY SYATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFIGIENCY MUSY BE PREGEDED BY FULL PREFIX {EACH CORRECTWVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 | Continued From page 9 F 328

In an interview on 7/24/2013 at 4:21 pm Nurse #
1 was asked who was responsible for entering
orders from physician signed pharmacy
recommendations into the chart and the
corresponding changes on the MAR. The nurse
responded that she thought the pharmacy printed
out a sheel which was given to the Director of
Nurses (DON) and the DON then updated the
MAR. Nurse #1 indicated that was the way it was
done months ago with the former DON.

At 4:35 pr on 7/24/2013 the DON stated in an
interview that the physician came to the facility
every Thursday and signed pharmacy
recommendations af that time. The signed
recommendations were then given to the DON.
Asked who gave them to her, the DON

responded that typically the physician did, but she
never received this recommendation. The DON
stated that when she received a pharmacy
recommendation, she printed it on colored paper
and put that copy on the chart. The original was
given to the physician for his raview. When the
physician returned the signed recommendation,
the DON or her designee wrote the order in the
chart, updated the MAR, and replaced the
colored copy with the signed one in the chart.
After rechecking all signed recommendations
received since 6/26/2013, the DON stated that
she did not receive this one for stopping
accuchecks and sliding scale insulin.

F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F 431
ss=E | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
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package drug distribution systems in which the
quaniity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, and
interviews the facility failed to discard expired
medications in 3 of @ medication storage areas
and date opened insulin in 2 of 8 maedication
storage areas.
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controlted drugs in sufficient detait to enable an 1. The corrective action taken was to remove all
accurate reconciliation; and determines that drug expired medications or undated medications
records are in order and that an account of all fiom the med carts as well as the medication
controlied drugs is maintained and periodically C0OS
reconciled, ’ . .
2. The corrective action taken to ensure no other
Drugs and biologicals used in the facifity must be residents would be affected was Lo complete
labelad in accordance with currently accepted a ful‘l ﬁu.dlt of all mcd-icat‘mns located in each
professional principles, and include the medication cart, medication xoom and
appropriate accessory and cautionary emergency drug box in the building. The
insteuctions, and the expiration date when pharmacy nurse consultant completed this
applicable. audit with assistance from our administrative
HULSES.
In accordance with State and Federal laws, the 3. The systematic process that was completed to
facility must store afl drugs and bislogicals in ensure compliance in the future was the
locked compartments under proper femperature education to Heensed staff by the DCS,
controls, and permit only authorized personnel to ADCS and Unit Supervisor on dafing
have access to the keys. medications when opening as well as
The facility must provide separately locked, rer (;e\v%nglrr:icd:icit.loxl?, forlfa xgu:gmn (iftes
permanently affixed compariments for storage of and to mcg € ) aung 1(1113111}; omles “:1 en
controlied drugs listed in Schedule i of the opened fo be dispensed. 1his same © ucation
Comprehensive Drug Abuse Prevention and v.nll be used during orientation for new
Control Act of 1976 and other drugs subject fo Jicensed staff member hired in the future.
abuse, except when the facility uses single unit 4. The Director of Clinical Services, ADCS or i

Unit Supervisor will audit 5 medication caits |
and both medication rooms weckly for 2 ‘
months, then biweekly for 2 months then i
monthly for 2 months. The DCS will bring |
the results of the monitoring to be presented
and discussed at the monthly Quality
Assurance / Performance Improvement i
Commitice Meeting. Any conceris ]
" {dentified during the audits will be addressed .
at that time with additional training being

provided as necessary. { 08/20/13
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Findings include:

1) On 7/24/2013 at 10:55 am with Nurse #3
present an observation was made of the
medication cart for the split 100/200 hall. Found
in the cart were Novolin R insulin with an opened
date of 6/10/2013 with discard after 28 days
prinied on the jabel, Novolog insulin with an
opened date of 6/112013 with expires 28 days
after opening printed on the labetl, Humulog
insulin with an opened date of 6/24/2013 with
discard 28 days after opening printed on the
label, Lantus insulin with an opened date of
6/10/2013 and expires 28 days after opening
printed on the label, Humulin R insulin with an
opened date of 8/10/2013 with discard 28 days
after opening printed on the tabel, and Lantus
insulin with an opened date of 6/1/2013. There
were also 2 opened bottles of Lantus insulin and
one of Humulog insulin with no date opened.

When asked who was responsible for checking
medications in the medication carts for expiration
dates, Nurse #3 said the nurse using the cart was
responsible for checking. The nurse also
indicated that the pharmacist checked the carts
monthly when there. Per the Pharmacist's Review
notes, the pharmacist was last at the facility
6/28/2013.

At 2:45 pm on 7/24/2013 an observation was
made with Nurse #2 present of the 100 hall
medication cart. Found in the cart were Novolog
insulin with a date opened of 6/22/2013 with
discard 28 days after opening printed on the label
and lpratropium Bromide0.5/Albuterol Sulfate by
Sandoz with an expiration date of §/2013. There
was also one opened bottle of Novolin R with no
date opened. When asked who was responsible

F 431
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for checking for explred medications, Nurse #2
responded that nurses checked their own carts
and the pharmacist went through the carts once a
month.

In an interview on 7/24/2013 at 4:38 pm the
Director of Nurses (DON) stated her expectation
was that purses would check the expiration date
on medications before giving itto be sure it wasn't
expired and insulin should have the date opened
recorded on the label. The DON added that there
was not 2 designated person or shift responsible
for checking for expired medications and the
pharmacy checked the carts at the end of the
month. The DON was unable o located a
medication storage policy, but provided an Insulin
Storage Recommendatlons sheet froma
company that supplies their insuling, The sheet
indicated that all of the above insulins once
opened expired in 28 days excepl Novolin R
which explred in 42 days after opening.

2) On 07/24/13 at 3:30 p.m. an observalion was
made of the 100/200 hall's medication room with
the 100/200 hall charge nurse. During the
observation of the left side of the medication
room's wall there were several shelves of colored
plastic bins observed. in one of the bins five -
Scc new/fult (unused) Heparin flush syringes were
observed. The charge nurse indicated any staff
nurses would get one of the Heparin flush
syringes when need to conduct patient care of
follow a physician's order. Two of the five - 5ce
Heparin flush syringes located In the same bin
were observed to be expired (by 54 days) and
documented the following information on the
syringes:

Lot 216041N

Expiration 05/13.
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Each of the cormimoen use showerf/baih rooms was
observed to have 3 call fight pull chord/switches
{commode area, shower stall, and bath area}.
Each of the 3 cali light switches was activated in
each common use shower/bath room. During
these tests/activations it was revealed that 4
switch in each common use shower/bath rooms
was not 100% operationat and did not operate the
hall's call light located just outside the
showar/bath room door o indicate where
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On 07/24/13 at 3:37 p.m., an Interview with the
charge nurse was conducted. The charge nuse
indicated the 2 Heparin flush syringes were
expired and should ot have been available for
use with the unexpired Heparin flush syringes.
F 463 | 483.70(f) RESIDENT CALL SYSTEM - F 463
§5=D ROOMS/TOILET/BATH
1. The corrective action taken to repair the call
The nurses' station must be equipped to receive bell light above the door for each shower
resident calls through a communication system room was to replace the burned out bulbs.
from resident rooms; and toilet and bathing 2. The corrective action taken to ensure no other
facifities. potential call bell issue existed was to
complete a full test audit of each cafl bell pull
) ) _ station in the resident rooms, resident
';;us REQUIREMENT is not met as evidenced bathrooms and alt pull sta tons in t‘he
Based on obsarvations, record reviews, and siaff common shower roorps. This auc.ht
interviews the facility failed to ensure 20of2 completed by the Mamtenant;e birector
resident common use shower rooms had call ight tested to ensue thgt when activated the call
systems that were 100% functionat. The findings bell system enunciated the call bell had been
include: activated and that the light above the door for
_ each pull station fimetioned propetly.
On 07/22/2013 between 11:30 a.m. and 12:30 3. The call bell systern will be tested weekly for :
p.m. a tour of the facility was conducted. During the next month, then biweekly for one month l
the tour the 100/200 halt resident commeon use and quarterly for the next 6 months by the
showerfbath room and the 300/400 hall resident Maintenance Director or his assistant. ‘
common use showes/bath room was observed. 4. The resulis of the tests of the call bell system

will be discussed at our monthly Quality
Assurance / Performance Improvement l
Committee Meeting. The Executive Director .
will monifor to ensure the tests are completed |
and any needed repairs are made. I‘ 08/20/13

|
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assistance was needed.

On 07/23/13 at 2:25 p.m. a second observation
was made of the items previously noted on
07422113 and found to be in need of maintenance
andfor repair which included the 100/200 hall's
and 300/400 hall's common use shower/bath
room call fight. The common use shower/bath
room's call light system was still observed not fo
be 100% operational as the hall light indicating
where assistance was needed would not come on
when tested.

On 07/24/13 at 5:05 p.m. a third observation was
made of the items previously noted on 07/22/13
and found to be in need of maintenance andfor
repalr which included the 100/200 hall's and
300/400 hall ' s common use shower/bath room
call light. The commen use shower/bath room's
call light system was still observed notto be
100% operational as the hall light indicating
where assistance was needed would not come on
when tested.

On Q7/24/2013 at 4:10 p.m., an interview was
conducted with the staff nurse covering the
100/200 halls. The nurse was asked how
information of an item found in need of repair or
replacernent was documented and the facility's
rmaintenance manager was notified. The nurse
indicated each nurse's station had a maintenance
request binder and there was a binder also at the
receptionist's desk. The nurse indicated that in
each binder there were lined log sheets that staff
would fill out indicating where and what was
broken and needed to be fixed. The nurse
indicated the maintenance manager would check
the books daily and repair the items. The nurse
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indicated the maintenance manager would sign
off the repalr entry line in the log book when he
completed the repair.

On 07/25/13 at 7:15 a.m. a fourth observation
was made of the items previously noted on
07/22113 and found te be in need of maintenance
and/or repair which included the 100/200 hall's
and 300/400 hall's commen use shower/bath
room call light. The common use shower/bath
roont's call light system was still observed not to
be 100% operational as the hall light indicating
where assistance was neaded would not come on
when fested.

On 07/25/13 at 8:40 a.m. a review was conducted
of the 100/200 hall's maintenance request log
book which covered maintenance request dating
back to June 2011, There were no entries in the
togs showing any one had identified any of the
observed items found to be in need of
maintenance repair or replacement.

On 07/25/13 at 11:55 a.m. a review was
conducted of the 300/400 hall's maintenance
request log book which covered maintenance
request dating back to January 2012, There were
no entries in the logs showing any one had
identified any of the observed items found to be in
need of maintenance repair or replacement.

On 07/25/13 at 2:10 p.m. a review was conducted
of the receptionist's area maintenance request
log book which covered maintenance requesfs
dating back to August 2011, There were no
entries in the logs showing any one had identified
any of the observed items found to be in need of
maintenance repair or replacement.
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07/25/2013 at 4:30 p.m., an observation was
conducted with the facility's maintenance
manager of each of the 100/200 hall's and
300/400 hall's commeon use shower/bath room's
call light systems. The maintenance manager
indicated during the observations of the call light
systemss that both were supposed to be 100%
operational and he had not previously known the
items were in need of repair and/or replacement
and he had not seen either of the kems
documented in any of the facility's maintenance
book's logs requesting repair.

07/25/2013 at 4:50 p.m., an inferview was
conducted with the facility's maintenance
manager. The maintenance manager was asked
to explain the process for items found by
stafffresidents/visitors in need of repair andfor
replacement. The maintenance manager
indicated there were three maintenance log
books - one at each nurse's station and one at
the front receptionist's desk area. The staff would
document things found/observed to be broken or
needing repairfreplacement. He would review the
binder's logs several times a day and repair
andfor replace the iterns documented in the logs.
The maintenance manager indicated there was
no other place that a maintenance request would
be logged except the three maintenance request
books {binders}). The maintenance manager did
indicate he carried a spiral notebook arcund and
would write information from the morning Stand
Up meetings and/or other verbal requests for
maintenance repair/replacement in the spiral log
book.

07/25/2013 at 5:05 p.m., a review of the
maintenance manager's spiral notebook was
conducted with the maintenance manager. There
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was no documentation in the maintenance
manager's spiral notebook to indicate he had
been notified of either of the two common use
shower/bath rooms having non functional call
light switches andfor lights. The maintenance
manager was asked if he knew or had been
informed about the call light systems in the
common use shower/bath rooms neading to be
repaired or replaced. The maintenance manager
indicated he was never informed verbally or in
writing (via the log books or other means) of
either of the call light systems not being 100%
functional nor had any staff informed him verbally
or in writing the items were to be maintenance
deferred for a later date.

On 07/25/2013 at 6:40 p.m., an inferview was
conducted with the facility's administrater
concerning the items observed and found in need
of repair and or replacement. The administraior
provided documentation indicating the facility was
planning a renovation in the future. There were
no specific dates fo indicate when such
renovations were to take place. The
documentation did indicate general areas of the
facility that were to be renovated and the
approximate dollar amounts which were o be
spent in each area. There was no information the
administrator could provide to indicate the facility
knew about each of the items observed during
the week and ohserved with the maintenance
manager which needed maintenance repair
and/or replacement for resident safety and
comfort. The administrator could not provide any
information fo indicate the itemns observed were
documented in any of the facility maintenance
request book logs or other sources fo indicate the
facility knew the items were in need of
maintenance repair andfor replacement, The

F 463
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administrator could not provide any information to
indicate the facility’s maintenance manager knew
about the items and/or the items were being
deferred for ordered paris to be repaired at a later
date.
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: ‘ . 1. The unsealed penefration around
A Based on observation on 08/14/2013 the ;:le%mﬂder riser has been
facility is one (1) story, type 111 protected ,fully 2. An fns' ection of the other
: sprinkled ,with delayed egress locks. ' ) spri IkI]::r risers. water lines
}; é)j EZ) NFPA 101 LIFE SAFETY CODE STANDARD Kdi2 olectrical and eable penefrations
Building construction type and height meets one Eﬁgﬁg}; ;311;]; ii;ﬂiigg
: ;)fgtgesf?tlowmg, 19.1.6.2, 19.1.6.3, 18.1.6 .4, inspected by the Maintenance
o e : Director or his designee to ensure
" they are sealed.
3. The measures we will take in the
: future to ensure compliance will
This STANDARD is not met as evidenced by Eglf;ﬁz::i};;“;?;egeg?gicfc;gs
A. Based on observation on 08/14/2013 there i2 cetiings and srnoke or firs
was an unsealed penafration-around the sprinkler GlIngs ar ,
riser In the riser room. - partitions prior to the service
42 CFR 483.70 (a) : ;;rov;cciler Ie;v:ing the bmécgng,
. ny identifted areas will be
%égfg NFPA 101 LIFE SAFETY CODE STANDARD K029 properly sealed during the
One hour fire rated construction (with % hour 4 ?ﬁgﬁ;gﬁ;mme Director or his
fire-rated doors) or an approved automatic fire | designee will report all service
extinguishing system in accordance with 8.4.1 calls for contractors 1o the
andfor 18.3.5.4 protects hazardous arsas. When Administrator. The
the-approved-automatic-fire extinguishing-system{-==+ - : e, - :
-app g g:Sy Administrator will monitor to
option is'used, ine areas-are-separated from - Ghisute the Maintenance Director
other spaces by smoke resisting partitions and or his designee has inspected for
doors. Doors are seif-closing and non-rated or breach £ P
field-applied protective plates that do not exceed : aches and tha.t they were
-app P p sealed, The Maintenance
48 inches from the bottom of the door are Direct: e )
itted.  19.3.2.1 1rector wi 1ep0}'t any issues to
permitie the Monthly Quality Assurance,
Performance Improvement
Commitiee meeting in the future. 09/13/13
This STANDARD is not met as evidenced by:
A. Based on observation on 08/14/2013 the.
following doors failed to close and latch :
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (H6) DATE -

Bt 22 T o i S 57/20/12

.y deficiency statement ending with an asterisk %) defiotes a déficlancy which the Institution may be excused from comrecting providing it Is determined that
ther safeguards provids sufficient protection to the patisnts. (See instructions.) Except for nursing homes, the findings stated above are disclosabls 90 days
slowing the date of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
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K029
K029 | Continued From page 1 K 029 ) )
© | a. House Keeping Supply near room 117 1. The comective dction taken for
b. Wheel chair and Ambutatory Storage the identified doors not closing
¢. Dry storage in the Kitchen properly was to adjust the doors
d, Laundry to close properly. ) ‘
42 CFr 483.70 (a) 2. The Mam’[enanf:e Director and his
K 050 { NFPA 101 LIFE SAFETY CODE STANDARD K 080 Assistant have inspected the other
85D , doors i the facility to ensvre they
Fire drills are held at unexpected times tunder open, close and latch properly.
varying conditions, at feast quarterly on each shift. | 3. The Syswm?.c Cha.nge we }II;WE
The staff is familiar with procedures and is aware émp le’?en}:e fls.?.) mSpeCth? P
that drills are part of established routine. , oors in the facility monthly for
Responsibility for planning and conducting drills is the nex]t ﬂlfee months, then
assigned only to competent persons who are 4 q;‘amr v lor two qugjﬂem‘
qualified to exercise leadership. Where drilis are - The monitoring of this process
conducted between 9 PM and 6 AM a coded will be done by the Maintenance
announcement may be used instead of audible Director. The results of the
alarms.  19.7.1.2 inspections will be brought to our
Quality Improvernent,
Performance Improvement
Conumiftee meeting each month, 09/13/13
This STANDARD is not met as svidenced by:
‘A, Based on observation and staff interview on K050
08/14/2013 the stafi did not know the fire drill
procedure. 1. The Staff has been inserviced on
. 42 CFR 483,70 (a) . e NETEUUUIN RNV B the proper procedures for a fire
K061 | NFPA 101 LIFE SAFETY. CODE STANDARD . oKoet) o dnll
S8D 2. All new staff when hired will be
Required automa-tic sprinkler systems have trained in the proper procedures
valves supervised so that at least a local alarm for a fire dxill to ensure if there
will sound when the valves are closed.  NFPA ever was a fire, the staff would
72,8.7.2.1 know how 1o respond.
3. The systemic changes we will
make are that we will have a
wrap up meeting afier each fire
drill to ensure everyone who
' participated in the drill
This STANDARD is not met as evidenced by: understands proper fire
A. Based on observation on 08/14/2013 one(1) procedures,
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tamper alarm on the back-flow device for the
spnnkler falled to transfer a s;gnal and the alarm
for riser #2 failed aiso,

42 CFR 483.70 (a)

K 061

K061

KoEo

4. The Executive Director will

* alarms are functioning properly.

monitor on a monthly basis the
results of the fire drills and to
ENSWre wrap np meetings with
stalf are being done, The results
of the drills will be presented to
the Quality Assurance,
Performance Improvement
committee during our monthly

meetings, 09/13/13

The tamper alarms for both the
back-flow device and for riser #2
have been repaired and function
properly,

While the service conliractor was
here he inspected the two other
tamper alarms to ensure they
were functioning properly,

The systemic change we will
make is fo have the Maintenance
Director or his designee to test
the tamper alarms monthly for the
next 3 months and quarterly
going forward to ensure the

‘The results of the monthly and
quarterly moniioring of the
tamper alanms will be reported to
the Quality Assurance,
Performance Improvement
committee during our monthly

" meetings, 08/13/13
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