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F 282 | 483.20(k)(3){il} SERVICES BY QUALIFIED F 282 is plan of Correction is the Carver
s8=D | PERSONS/PER CARE PLAN T%n..S‘p 4 ’ , .
Living Center’s credible allegation
The services provided or arranged by the facility of compliance. Preparation and/or
must be provided by qualified persons in execution of this plan of correction
accordance with each resident's written plan of does not constitute admission or
care. , .
° agreement by this provider of the
truth of the facts alleged or
This REQUIREMENT is not met as evidenced conclusions set forth in the statement
by: jencies. The Plan o
Based on observation, staff inferview and record (g'c{efictfn l s d 5/ ,
review the facility falled to apply a wheelchair ortection s prepare a'n ) o .
alarm as indicated per the care plan for 1 of 9 executed solely because it is required
sampled residents {Resident #235), by provisions of federal and state
W,
Resident #235 was admitted to the facility on h
10/17/11. Cumulative diagnoses included ¥ 282 |1. The chair alarm for resident
Dementia and Altered Mental Status. The '
admission Minimum Bate Sat (MDS} completed #2%5 W%S plac.ed on the
on 10/29/11 indicated Resident #235 cognitive resident’s chair and tested
status was severely impaired. The MDS revealed for functioning. 11/08/11 £l /05*/11
Resident #235 required extensive assist with
fransfer and walk in the corridor or unit. His
balance was indicated not steady and only able fo NA #1 was fzounseled and
stabilize with human assistance with walking. then in-service on
following and
A review of the care plan dated 10/20/11 revealed implementing the care plan
Resident #235 was identified a potential for falls TP
due to a decline in cognitive status and unsteady flevelt?pf:_d l?y the facxhty s
gait. The care plan dated 10/24/11 indicated interdisciplinary team.
“Chair alarm on when in chair.” 11/08/11 o2/
2. The facility identified all
A review of the fall investigations for Resident : $
residents with any fall
#235 completed on 10M19/11, 10/27/11 revealed . . 3171 .,
the resident was found in the floor both dates in ‘mte'n.fentlons on then
his room, due 1o attempted to stand unassisted. individual care plans.
As part of the interdisciplinary follow up 11/11/11 etfiete/
completed on 10/25/11 the facility added a chair
LABORATORY DIREGTOR'S-QR PROVIDER ER REPRESENTATIVE'S SIGNATURE TILE (X6) DATE
C-7 oM 4 /‘/ i bl G‘jc;ﬁ. /Yéx}’, rdl/

Any ﬁef‘éiemi ement ending}é.h an asterisk {*} denotes a deficiency which the insfitution may be excused from comecting 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
foliowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plang of comection are disclosable 14
days following the date these decuments are made available to the facilily. 1f deficlencies are cited, an approved plan of correction is requisite to continued

progeam participation.
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alarm as a short term approach. On 10/27/11, the
facility indicated as part of the interdisciplinary
team follow up for long term approaches, a chair
alarm intervention. The resident was documented
as noncompliant with following the facility's fall
prevention interventions.

On 11/8/11 at 11:05 AM, Residen{ #235 was
observed sitting in the wheelchair in front of the
400 hall nurses station. There was no alarm
attached to the wheelchair. The staff was not
within view of the resident for 4 minutes.

In an interview on 11/8/11 at 11:10 AM, Nurse #1
stated the resident was a fali risk due to unsteady
gait and had a tendency fo stand up unassisted.
Nurse #1 informed she had not checked the
resident since coming on her shift to ensure the
wheelchair alarm was intact. She addéd she
expected the nursing assistant (NA) fo have put
the alarm to the wheelchair after placing the
resident in the wheelchair.

In an interview on 11/8/11 at 11:25 AM, NA #1
indicated she was aware Resident #235 was fo
have a wheelchair alarm in place when in the
wheelchair. NA #1 added she did not recall
putting the alarm to the wheelchair after geiting
the resident up for the morning. NA #1 concluded
Resident #235 did have a tendency to stand
unassisted and was at risk for falls due to
unsteady gait.

In an interview on 11/8/11 at 11:40 AM, the
Director of Nursing (DON) indicated she expected
all staff to ensure the resident wheelchair alarm
was infact. She added the resident did have a
tendency fo take the alarm off. The DON

her designees compared all .
the care plans of identified
residents with the actual
intervention practiced and
directed specific clinical
action if appropriate.
11/28/11
Facility Department
Managers will check that
all fall preventative
equipment is in place for
the appropriate residents as
part of their Guardian
Angel Rounds five times
per week. 11/28/11 and
Ongoing
Clinical staff received in-
service training regarding
following and
implementing care plans for
residents, as developed by
the facility’s
interdisciplinary team.
11/28/11
The facility’s D.O.N. and
her designees will conduct
audits of a random resident
sample four times the first
week following the state’s
recertification survey then
twice a month for one
month, once a month for

CARVER LIVING CENTER
DURHAM, NG 27704
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F 282} Continued From page 2 F 282 two mo?thsland once_p er
concluded she expected the alarm to be intact to quarter for three quarters. , { / ] /} y
the wheelchair as indicated per the care plan. 11/18/11 1f
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F425| 4. The Nursing Department
s8=F | ACCURATE PROCEDURES, RPH \ will present the findings of
The facility must provide routine and emergency all ‘fare p lan COI?IP hfmce
drugs and biclogicals to its residents, or obtain audits at the facility’s QA
them under an agreement described in Committee monthly for
§4?3.75{f3 of this paﬁ T?{\je f_at_:i!ity rdnay pt_afngtitt four months and then
unlicensed personnel to administer drugs if State
law permiis, but only under the general quarteﬂy for three quarters. fat
supervision of a ficensed nurse. 11/10/11 ifrafi
A facility must provide pharmaceutical services Faciiity Department
(including procedures that assure the accurate M ers will review the
acquiring, receiving, dispensing, and anagy . .
administering of all drugs and biologicals) to meet results of their Guardian
the needs of each resident. Angel Rounds at the
The facilty must empl tain th o5 of facility’s daily QA Meeting
e facility must employ or obtain the services o .
a licensed pharmacist who provides consultation five times per week. /" / 9“? }/
on all aspects of the provision of pharmacy 11728/11

services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews, the
facility failed to date multi-dose vials of a
tuberculin diagnostic agent when opened in 2 of 4
medication rooms, and failed to remove expired
insuiin vials from 2 of 7 medication carts.
Findings include;

1. The facility policy titled Expiration of Opsned
Multi-Dose Vials, undated, page 36, read in part
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"Policy: All multi-dose vials of injectable 1. The facility immediately
medications and vaccines shalt be dated by the : . .
designated staff person at the time that the seal dlsp_osed of a'll identified
is broken and the first dose drawn. eXPU.-'ed multi-dose
Subsequently, the following expiration dates shall medication vials. 11/8/11 i 3{‘/ Vi
be observed: 30 days: PPD (Tuberculin Purified
Protein Derivative). 2. All medication rooms,
An inspection of the 300 hall medication room refngeratprs and cal'ts_
refrigerator on 11/8/11 at 3:08PM revealed two, were audited for multi-
opened, undated muiti-dose vials of PPD, PPD is dose medication vials for
a diagnostic agent used as a skin test for gl :
tuberculosis. The manufacturer's product appropriate labelmg. ) ] , q/ / /
information for storage requirements read in part: 11/10/11
"A vial of PPD which has been entered and in use
for 30 days must be discarded.” The The facility in-serviced
Tgnufacturer’s labet on the PPD vial refld licensed nurses to clarify
Discard opened product after 30 days. labeli £ .
Oxidation and degradation may occur after 30 abeling o m.ult1~dose
days resulting in reduced potency and possible medication vials.
inaccurate test results. 11/22/11 /{/ b 1/ I
In an interview on 11/8/11 at 3:12PM, Nurse # 2 ere
3. The facility’s D.O.N. and

acknowledged the vials of PPD were opened but
not dated. She stated the vials should have been
dated by whoever opened them. She stated no
staff was assigned to check the refrigerator to her
knowledge. Nurse #2 stated the pharmacist
checked the refrigerator but she wasn't sure how
often.

In an interview on 11/8/11 af 4:08PM, the Director
of Nursing stated the staff was supposed to date
all injectable multi-dose vials when the seals were
opened. She stated PPD vials had 30 day
expiration date after opening. The staff audited
the medication rooms periodically and the
pharmacist also checked them monthly. Her

her designees will
randomiy monitor multi-
dose medication vials for
labeling accuracy and
storage four times in one
week following the
state’s recertification
survey, twice per month
for two months, once per
month for three months.
11/18/11

nfiifr
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expectation was for the staff to date PPD vials consultant will monitor

when opened and discard them after 30 days.
The phannacist was unavailable for inferview.

2. The facility policy titted Expiration of Opened
Multi-Dose Vials, undated, page 36, read in part_
"Policy: All multi-dose vials of injectable
medications and vaccines shall be dated by the
designated staff person at the time that the seal
is broken and the first dose drawn.
Subsequently, the following expiration dates shall
be observed: 30 days: PPD."

An inspection of the 100 hall medication room
refrigerator at on 11/8/11 at 3:40PM revealed
one, opened, undated multi-dose vial of PPD.
PPD js a diagnostic agent used as a skin test for
tuberculosis. The manufacturer’s product
information far storage requirements read in part:
“A vial of PPD which has been entered and in use
for 30 days must be discarded." The
manufacturer's label on the PPD vial read
"Discard opened product after 30 days."
Oxidation and degradation may occur after 30
days resulting in reduced potency and possible
inaccurate test results.

in an interview on 11/8/11 at 3:45PM, Nurse# 4
acknowledged the vial of PPD was openad but
not dated. She stated whoever opened the vial
should have dated it. Nurse #4 stated the night
shift staff checked the refrigerator. She was not
sure how fong the PPD could be used after it was
opened.

In an interview on 11/8/11 at 4:08PM, the Director
of Nursing stated the staff was supposed fo date

all multi-dose medication
vials monthly and include
the results in the
Consultant Report.
11/28/11 1fasfu .
The Nursing Department
will present the results of
the multi-dose medication
vial monitoring monthly

at the facility’s QA
Comrmittee meeting.

11/10/11 / '/ */7/
The Pharmacy Consultant
will present the
Consultant Report
quarterly at the facility’s
QA Committee mecting.
11/10/11

ol
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all injectable multi-dose vials when the seals were
opened. She stated PPD vials had 30 day
expiration date after opening. The staff audited
the medication rooms periodically and the
pharmacist also checked them monthly. Her
expectation was for the staff to date PPD vials
when opened and discard them after 30 days.

The pharmacist was unavailable for interview.

3. The facility. policy fitled Expiration of Opened
Multi-Dose Vials, undated, page 36, read in part
"Policy: Al multi-dose vials of injectable
imeadications and vaccines shall be dated by the
designated staff person at the time that the seal
is broken and the first dose drawn.
Subsequently, the following expiration dates shall
be observed: 28 days: Insulin products.”

An inspection of the 300 hall medication carf #1
on 11/8/11 at 3:20PM revealed one 10cc {cubic
centimeters) vial of Novolin (insulin) R (regular),
with an opened date of 9/5/11.

The manufacturer's product information for
Novolin R read in part: "Storage - Novolin R vials
in use: throw away an opened vial after 6 weeks
(42 days) of use, even if there is insulin left in the
vial."

In an interview on 11/8/11 at 3:25PM, Nurse #3
examined the insulin vial and acknowledged it
had expired. She stafed there was a 42 day
expiration date on all insulin products after they
were opened except for Lantus, Nurse #3 stated
she had attended a pharmacy in-service on
insulin storage within the last few weeks. She
stated each nurse was responsible for ¢checking
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their cart for outdated iterns. The pharmacist also
checked regularly dusing her monthly visits.

in an interview on 11/8/11 at 4:08PM, the Director
of Nursing stated the staff was supposed io date
ali Injectable multi-dose vials, including insulin,
when the seals were opened. She stated the
pharmacist checked the drug storage areas
monthly for outdated items. The facility staff also
conducted audits periodically. The staff was
supposed fo check the dates on the insulin vials
each time beafore administration. Her expectation
was for the staff to check expiration dates every
time insulin was given, discard the vial if past the
expiration date, and open and date ihe new vial.

The pharmacist was unavaitable for interview.

4. The facility policy litted Expiration of Opened
Multi-Dose Vials, undated, page 36, read in part
"Policy: All multi-dose vials of injectable
medications and vaccines shali be dated by the
designated staff person at the time that the seal
is broken and the first dose drawn,
Subsequently, the following expiration dates shali
be observed: 28 days: insulin preducts.”

An inspection of the 306 hall medication cart #2
on 11/8/11 at 3:23PM revealed one 10cc vial of
Novolog {insulin}, with an opened date of 9/19/11,
and one 10cc vial of Humulin (insufin) R, with an
opened date of 10/3/11.

The manufacturer's product information for
Novolog read in part: "Recommended Storage -
Novolog, vials: after initial use a vial may be kept
at tomperatures below 30 degrees Celsius {86
degrees Farenheit) for up to 28 days."
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The manufacturer's produet information for
Humulin R read in part. "Storage, in-use
(opened). In-use vials must be used within 31
days or be discarded.”

In an interview on 11/8711 at 3:25PM, Nurse #3
examined the insulin vials and acknowledged
they had expired. She stated there was a 42 day
expiration date on all insulin products after they
were opened except for Lantus. Nurse #3 stated
she had attended a pharmacy in-service on
insulin storage within the last few weeks. She
stated each nurse was responsible for checking
their cart for outdated items. Ths pharmacist also
chacked regularly during her monthly visits,

in an interview on 11/8/11 at 4:08PM, the Director
of Nursing stated the staff was supposed to date
all injectable multi-dose vials, including insulin,
when the seals were opened. She stated the
pharmacist checked the drug storage areas
monthly for ouldated items. The facility staff also
conducted audits periodically. The staff was
supposed fo check the dates on the insulin vials
each time before administration. Her sxpesctation
was for the staff to check expiration dates every
time insulin was given, discard the vial if past the
expiration date, and open and date the new vial.

The pharmacist was unavailable for interview.
F 441! 483.65 INFECTION CONTROL, PREVENT F 441 a4l
gs=p | SPREAD, LINENS
1. The glucometer used for

The facility must establish and maintain an resident #235 was

{nfection Control Program designed to provide a o

safe, sanitary and comfortable environment and completely sanitized. Fr (51//
to help prevent the development and transmission 11/8/11
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of disease and infection. was counseled and .

(2) Infection Control Program received in-servicing

The facility must establish an Infection Control [ regarding following
(Pf??ram under which it - . proper infection control
1) Investigates, controls, and prevents infections / / /
inthe facilfy: | procedure. 11/8/11 HIE!
(2) Decides what procedures, such as isolation, .
should be applied 1o an individual resident; and 2. All facility glucometers
{3} Maintains a record of incidents and corrective were completely
actions related to infections. sanitized. 11/8/11 ! ,/{//P "
(b) Preventing Spread of infection . .
(1) When the Infection Control Program Facility licensed nurses
determines that a resident needs Isolation to were re-inserviced on

prevent the spread of infection, the facility must

ific gl
isolate the resident. specilic glucometer

(2) The facility must prohibit employees with a §amta_t10n technique and

comumunicable disease or infected skin lesions infection control

from direct contact with residents or thelr food, if procedures in general.

direct contact will transmit the disease. 11/8/11 JY ‘P | /

{3) The facility must require staff to wash their
hands after each direci resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidencad
by:

Rased on observation, record review and staff
interviews, the facility faifed to properly disinfect a
glucometer for 1 of 1 sampled resident (resident
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#235) observed receiving blood glucose
monitoring. Findings include:

The facllity’s policy titled Blood Glucose
Monitoring and Cleansing, dated 9/20/11, read in
part: "Resident Blood Glucose Testing
Procedure: Cleanse glucose monitor with Sani
Wipes. Let dry for 2 minutes before re-using the
glucometer.”

The Center for Disease Control {CDC) and
Pravention Guidelines for Glucose Monitoring
read in part: "Any time blood glucose monitoring
equipment is shared between individuals there is
a risk of transmitting viral hepatitis and other
blood horne pathogens. Decontaminate
environmental surfaces such as glucometers
regufarly and any time contamination with blood
or body fluids occurs or is suspected. Glucose
test meters approved for use with more than one
person must be cleaned and disinfected following
disinfection guidelines.”

Accu-check or fingerstick blood sugar (FSBS)
tests involve sticking a resident's finger for a
blood sample, which is then placed on a strip.
The strip goes into a glucose meter that reads the
bloed sugar lavel.

Resident #235 was admitted to the facility on
10/17M 1 with multiple diagnoses including
diabetes. Review of the resident' s clinical record
revealed a physician order dated 10/17/11 for
FSBS four times daily.

Observation on 11/8/11 at 11:28AM revealed
nurse #1 preparing to obtain a finger stick blood
sugar for resident #235. Nurse #1 removed the
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F 441 | Continued From page 9 F 441 3. The facility’s D.O.N. and

4. The facility’s Nursing

her designees will
conduct random
monitoring of glucometer
sanitizing technique for
five days, three times per
week for three weeks,
once per week for four
weeks, and once per

month. 11/16/11 , /;{,,//;

Department will

report monthly the results
of the glucometer
sanitizing audits to the
QA Committee. 11/10/11 Nﬁ S/)
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glucometer from the medication cart and inserted
a test strip into the glucometer. Nurse #1 wiped
the resident's finger with an alcohol pad, obtained
a blood sample by disposable lancet, and applied
a drop of blood to the test strip. After reading the
test results, Nurse #1 removed the test strip.
Nurse #1 disposed of the used test strip, alcoho!
pad, and fancet. Nurse #1 wiped the end of the
glucometer where the strip had been inserted
with a disinfectant wipe. Nurse #1 did not
disinfect any other areas of the glucometer.

In an interview on 11/8/11 at 11:33AM, Nurse #1
stated she was trained when hired and
periodically thereafter on the proper use and
cleaning of giucometers. Nurse #1 stated she
was trained to wipe the entire surface of the
glucometer with a disinfectant after each use.
Nurse #1 acknowledged she had only disinfected
the area where the test stiip was inserted info the
glucometer. She stated "it was just a case of
nerves today, ¢ forgot.”

In an interview on 11/8/11 at 4:56PM, the Director
of Nursing (DON) stated the staif was trained
when hired and in-serviced perlodically thereafter
on the proper use and cleansing of glucometers.
The staff was monitored by the DON, assistant
DON, and pharmacist during medication pass
observations. The DON stated the entire surface
of glucometers should be wiped with a
disinfectant after each use. Her expectation was
for staff to follow proper procedures for cleaning
and disinfecting glucometers during FSBS
monitoring.
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1. A special fire expansion
s; éH [2) NFPA 101 LIFE SAFETY CODE STANDARD K012|  ring was installed around the (@) ol
Bullding construction type and height meets one pve pipe located in the
of the foliowing. 19.1.6.2, 19.1.6.3, 19.1.6.4, mechanical room.
19.3.5.1 2. All facility mechanical
' rooms were inspected for
' /
properly sealed wall J2fo q/ /
and ceiling penetrations.
This STANDARD is not met as evidenced by: 3. All facility mechanical
A. Based oh observation on 12/09/2011 thele is ) rooms will be inspected for j
a 3 Inch PVC conduit that is not properly sealed properly sealed wall / 35/0? 1"
pggftrr(;aéir;r\‘g the rated celling of the maln switch and ceiling penetrations as & g:fﬂ g
?12 CER 483.70 (@) . component of the facility’s &
K 038 | NEPA 101 LIFE SAFETY CODE STANDARD Kosg|  monthly inspection
55=D schedule.
Exit access is arranged so that exits are readity 4. The results of the monthly
accessible at all Bres In accordance with section ' mechanical room inspections
71, 1924 will be presented
to the facility’s Quality
Assurance Comumiittee for M} :g/ 4
: three months. The QA g"gﬂ gy
, , Committee will make n
This STANDARD is not met as evidenced by recommendations as

A Based on ohservation on 12/09/2011 the only

exit door with a magnetic lock would relock when | . - appropriate,

the FACH was placed In the sitent mode. The b

B. Based on observatlon on 12/09/2011 there Is K038a ;gniﬁzieziway door od /2 /I 3/,/

an exit from the laundry does not have an exit ZnCEUC J0CK Was repaire

discharge path to a public way. and ﬁmf.t'x(‘)ns pmpcrl}_f.

42 GFr 483.70 (a) 2. All facﬂﬁy doors with :
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062  magnetic locks were checked 19/ aé’*///
88=D for proper function,

Regquired automatic sprinkier systems are
continuously maintained in reliable operating
condition and are inspeacted and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA

LABQRATORY DIRECTOR'S OR PROVIDERSUPPLIER REPRESE{.\H’ ATIVE'S SIGNATURE TITLE (¥8) DATE
' (}AZ/V&MU/,{%D Adm‘m:&qur_/tﬁ, i&fax fash

Any deﬁcléncyéia{ement eanf{g with an asterisk (") denotes a deficlancy which the Instilution may ba axcusad from correcting providing it is determined that
olher safequards provide suificlent protection to the patients. (Sea instyctions.) Excapt for nurslng homas, the findings stated above are disclozable 80 days
following the date of survey whelher ar nota plan of correction Is provided. For nursing homes, tha abovs findings and plans of corrsction are disclosable 14
days followinyg the dale these documents are made avallable to the facility. If deflciencies are cited, an approved plan of corraclion is requisife to continued

program participation. .

See attached.
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i DEFIGIENEY)
45| NEPA 101 LIFE SAFETY 1. Lights were installed to the
Eég"g 1 LIFE SAFETY CODE STANDARD K045t exterior comer of the 200 }:\(;(,} Y
Hlumination of means of egress, including exit Hall. . '
discharge, Is arranged so that fallure of any singte 2. The entire exterior of the
lighting tixture (bulb) will nat feave the area in : facility was Inspected to
lQarknes}s. (T hIdeOBS ngtthreferﬁto e_;nergencg ; . ensure that there is sufficient Y a[lé./)f
lghﬂng‘ n accordance with section 7.8.)  19.2, exterior lighting,
3. The facility’s exterior
lighting will be inspected
" weekly for three months and
This STANDARD is not met as evidenced by: then monthly as a component pafiifi
A. Based on observation on 12/09/2011 there o Y: P / /
. . of the facility’s monthly ar
was a lack on egress lighting for the exit . ) Sagoiny
discharge path out side the icked unit. inspection schedule. ¢
42 GFR 483.70 (a) . 4. Thf: re§ult§ of ‘thc wchiy
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K os2| exterior lighting inspections
SSaD will be presented to the
Required automatic sprinkler systems dre Facility’s Quality Assurance
conﬁ{l}lousiy mainlginﬁd In refiable operating Committee monthly for three
condition and are frispected and tested ths. The QA } 1/? H
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA montas. 14 4 o
26,075 . Committee will make Onast A
. : recormmendations as ‘?L
. appropriate.
This STANDARD is not met as evidenced by
A, Based on observation on 12/09/2011 there
were mixed s_prinkler heads in the 100 Hall dining K06 1. The sprinklex heads in the
room. All sprinkler heads in the same smoke 062 100 Hall Dining Room arca
| area must be the same or shown to be .
compatible . . and kitchen dry storage
42 GFR 483.70 (a) area were inspeoted by a
certified sprinkler company
and found to be ' }R./IQ/H
completely compatible.
'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Ao pigis Trafar /i /:e: /20l

yfstalernent enl%[ng with an astarisk (%) donates a deficlohey which the Institution may be exeused from correcting providing It is determined that
olher safegtiards provide sufficlont protection fo the patlents, (See Instructions,) Except for nursing homes, tie findings stated above ate disclovable 90 days
following the dule of survey whether or not a plan of correction is provided. For aursing homes, the above findlrgs ahd plans of cottection are disclosable 14
duys following the date these documents are made avaliable to the facllity. If deficiencles are cited, an approved plan of corraction Js requisite {o continued

prograrm patficlpation, )
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3. All facility doors with | x/a ?'/1/

magnetic locks will be
checked monthly as a
component

of the facility’s monthly
inspection sohedh}é."

4. The results of the monthly
magnetic door lock checks
will be presented to the
facility’s Quality Assurance
Comuuittee for three months,
The QA. Committee

will make recommendations

. as appropriate,

1A dischargc path will be
constructed frotm the lanndry
sxit door to a public

way. '

2. All facility exits were
checked to ensure that there
was a discharge path to a
public way.

3. A monthly check will be
made to ensure that all exits
have free and clear discharge

paths to a public way.
+ The results of the monthly

discharge path checks will be
presented to the

Facility’s Quality Asswance
Comuittee annually,
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K 062 | Confinued From page + K062 1. The sprl{ﬂc}er heads in the
% 075 100 Hall Dining Room area
' and kitchen dry storage 244 /”
area were inspected by a / ]
; certified sprinkler company
This STANDARD is not met as evidenced by; and found to be
A. Based on observation on 12/09/2011 there letely cotpatible
were mixed sprinkler heads in the dry storage completely p .
room of the kitchen, The sprinkler heads In the .
same smoke area must be the same or shown fo KI4TH 1. The cited GFCI receptacles / Q/o&/)/
be compatible te each other, were replaced.
42 CFR 483.70 (a) 2, All facility GFCI y /l y
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD receptacles were tested. / Q/f
S8=E 3, All facility GFCI

FORM G145-2567(02-99) Provioys Verslons Ol:s":l;teln

Electrical wiring and equipment is in accordance
with NFPA 76, Natiohal Flectrical Code. 9.1.2

This STANDARD s not met as evidenced by:
A Based on obsstvation on 12/09/2011 the
GFCI receoticals in the bath room of rooms
401,493, 413 ang several mmore failed to work
when tested.

42 CFR 483.70 (a)

—

receptacles will be tested
weekly for three months, then
tested monthly as &
component of the facility’s
monthly inspection schedule,
4, The results of the weekly
GFCJ receptacle tests will be
presented to the

facility’s Quality Assutance
Corumittee for three months.
The QA Committee

will make recommendations

as appropriate.

This plan of Correction is the Carver
Living Center’s credible allegation
of compliance. Preparation and/or
execution of this plan of correction
does not constitute admission or
agreement by this provider of the
triith of the facts alleged or
conclusions set forth in the statement
of deficiencies. The Plan of
Correction s prepared and/or
executed solely because it is required
by provisions of federal and state
law,
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