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¥ 157 | 483,10{b)(11} NOTIFY OF GHANGES Fi57| Haymount Rehabilitation
gg=G | {INJURYIDEGLINE/RCOM, ETC) and Nursing Center
A facility must immedlately Inforen fha residant; ad{nOWIedges receipt of
consuit with the resident’s physiclan; and if the Statement of
known, nolify the resident's legal representalive Deficiency and proposes
or an Inlerested family member when theca is an .
aceidant invalving the residani which resulls in the plan of correction to the
fjury and has the polenilal for requidng physictan extent that the summary of
Intervention; a significant charge In The residants findings is factually correct
physical, mentel, or psychoseclal stalus (Lo, a and in order to maintain
delerivration In health, menta), or psychosacial” i ith .
status In elther life threataning canditfons ar compliance wit 3PPllcﬂble
clinlcal complications); & nead o aiter irdatmant rules and the provision of
significantly (ie., a need to discontinta an quality care to residents.
existing form of frealmont dus to adverse ..
consequences, of o commance a nov form of The plan of correction is
treatment}; of a decislon o fransfer or discharga submitted as written
the resident from the facility 8s 3pacified In allegation of compiiance. .
£483.12(g).
The fackity must also promptly notlfy the resident The below response to the
and, If known, e resldant's Jegal representativa Statement of Deficiency
of Interested family reomber when herels a and the plan of correction
change in room of roommate assignment as
spucified in §483.15(a)(2); o1 & change in d(?es not d.enc.)te agreement
rasident rights under Federal of State law or with the citation by
tegulalions as spacified In paragraph (b}(1) of Haymount Rehabilitation
Uhis soction. and Nwrsing Center, The
The facibly must record and periodically vpdale facmt‘y reserves the right to
the address and phona number of e resident’s submit documentation to
legal tepresentalive or Inlorosted family member, refute the stated deﬁciency
through informal appeals
This REQUIREMENT fs nol met a3 gvidenced procedures and/or other
bg: 'd socansation. Intervies vt tof and administrative or legal
ased on obsarvation, Interviews with staff a ] .
reskdent, and fecord taviaws {he faciity failed to proceedings.
A fi
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F 157 | Continued From page 1 F 157
nofify the physiclan of 1 of 1 sempled residents :
{resident #114) about continued complaints of F157

paln and discomfort in the sesident’s loft aem and
the dialysls accass sita resulting fn confinved use
of as needed pafn medicalion.

Resident #114 was reassessed for
pain by the DON and MD was

FORM CHS2567(02-93) Provishs Yertions Obsviela

Findings nchdes notified of findings. (7/26/12) T26f12
Resident #114 tefis shunt site was
Reskent #1314 was admitied 1o the facility 472612 reassessed by the Unit
and readmitad 62512, Her diagnoses Indluded Coordinator on 7/26/12. T26/12
end staga ranal dizease.
Resident #114 was reassessed by
‘he aninieien dala sel (MDS) assessment dated the P{& for p.ain.and effectiveness
F1oA2 revealed resident #114 was cognitively of pain medication, (7/27/12) 72712
Intact, She was not coded for impaiment for dalfy .
dacision making. She required fmlted one person Sgﬁi‘ﬁgﬁ;‘?ﬁ%rgzidffnpai i
asslsltanca for hed mobﬁ{‘iy. transfass, waking, medication. (7/26/12) 10612
drassing, loffet use, bathing and personal
hyglane. Sha required sel up help enly for The facility audit was completed
locamation on the unit and eating. She was riol by the DON and Administeator of
coded for patn or dialysis, each resident medication record
for review of PRN medications.
Ahosplial consultation nofe dated &/17/12 Findings were documented on
rovealed rsldent #114 had an artédovenous PRN Audit sheet. (8/10/12) 3/10/12
{AV) fistuta {a surglcat connecllen of an artery . L
and veln for dielysis) placad in frer fefl arm on ;:Jlihizigg L:E::é‘igifsgéefﬂ;ﬁ{ﬁ:
3/5112 dute lo stage four chronlc Kdney disease. MD. (8/11/12) 81112
Whan shs was adimilied to he hospltal on B2
her chvanic kidnay disease had progressed Inte The MD reviewed all use and
end stago renal discase and hemodialysls was - PRN medication for resident #114
socemmendad. The fistula i het lafl uppae amm and all other residents and made
had not malted for use so a catheler was changes as needed for cach
Insedted in her chest for dialysls. Residenl #114 individual resident. (8/11/12) 8/11/12
was dischaged to tna facfily on EF26/E2 vh Licensed nursing staff was i
ardars for dlsysls hree days a wesk. - serviced on the gﬁ;} p(‘)’;’f:y‘g; he
DON and RN supervisor
A physlclan's order daled 6/26712 raagi: Tylenot medications andI;le noti{f)it;:ation 815712
850 miligrams {tmg) by mouth every six hours s of significant changes.
Event 10: WEHUTS Fogiy 10 @230 [ comtizuation sheet Pags 2of28
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HAME GF PROVIDER 0R SUPPLIER STREET ADDRESS, DIFY, STATE, ZIP $0DE
. 2346 BARRINGTON CIRGLE
HAYMOUNT FTEHABILITATION & NURSING CENTER, ING FAVETTEVILLE, NO 28363
H9ID * GUMMARY STATEVENT OF DEFICIENGIES I PHOVOERS PLAN OF CORRECTION ()
BREFIX (EACHEERCIENCY MUST BE PRECEDED BY FUiL PREFIX {EACH CORRECTIVE AGTION SHOULD B8 .
B REGULATORY ORLSCIDENTIFYINGINFORMATION) TAG CROSS-REFEREHCED T0 THE APPROPRIATE e
DEFICIENCY}
F157 | Continued From pags 2 F157} Ten percent of resident
neadsd, charts witl be audited
. weekly x4, then monthly
A slgnificant change MDS assessment was
compleled on 6/4/42 and rosident #14 ramalned E% the{njq'uarterly x2 by th«-e
coded as cognitively fatect She required N, Unit Coordinator, or
sxlensive one person asslstance for bad mobllty, ,RN, deﬂgnee for
dressing, balhing and pareonal hyglene. She n_otlﬁcation to MD for /112
required one person limited asslstance for significant changes.
fransters, walking, Jocomation oty the unil, eating :
and lofleting, She was coded lo usa pain Ten percent of all resident
medicatlons as needed and to hava moderata, receiving PRN medication
cceaslenal pain. She was also coded for dialysis. will be audited by the DON
] ) and/or Unit Coordinator for
A hospital procedure nate for rasldant #114 daled usage of PRN medication
26112 revealed (he loft arladovanous fistulegram and notification to the MD
demonsirated a modarale degree of stanosls n ation o the :
{abnoimel rarrowing) fa the proximal portion of These audits will be
the leftupper exirerlty possibly tesulling n the conducted weekly x4, then 8/17/12
lack of thil. Bafioon angloglasty was performed monthly x2, then quarterly. gzngoing
and there was good rosult with only minimal .
| residual narrowing. Good fow Was Seen Findings will be submitted
througheut the enllre graft with no focaf narrawing to the QA by the DON for
of blockage. Residsnt #114 was discharged back any and all findings
to the facikly on §/8/12. The procadure discharga monthly x3 and then
instrt_sc*jons read; "Laft am restricion; No light quatterlyx3 and then as
clothing, bleed prTssur; ot neadis st‘ild(s lateft needed. Changes will be
amn, Repori or calt for b eading, swalllng or made by the QA committee
severe pain i left arm. )
. as needed and appropriate 2012
A nurse's nole datad 61312 Indicaled resident plan will be implemented and on-
114 rstumed front her procedure with 3 bandage by the DON and staff will going
Tntact on her lef upper amm dry and intact with no be re-in serviced 1o the
complalnts of pain and na swelling noted. revised plan by the PON or
designee as needed.
A nurse's nola on 67142 raad; "resident slales
left arm tendar to fouch.”
A nurse's nafe on 8/43/12 Indleated resident #114
Eveal IWENUH FeoTy 10 923148 Fosaliouatonshast Pege 30126
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F 157 | Continued From page 3
complalned of “lefl arm silo pal” and she was
madicated wilh Tylenol.

Antrsa's nole on /15112 revealed rasklenl #114
complalned of palis in her "laft amn fislidla site bul
niol severa” end sho was madicated with Tyfenol,

Anurse's note on 81812 revealed resident #1114
was medicalad with Tylenol for complalnls of fef
alm sofeness,

Anurse’ s nols on 620112 Indicalad tresldent
#114 was medicated with Tylenof for complalnie
of tefl anm paln,

Anwrse's nole daled 6722112 Indlcated resident
#114 complained of left arm paln &nd was
medicaled with Tyknol

Anurses fiola on 8720/12 read; “resident went to
dialysts loday cante at 530pm with ordor o go
see (physician) dft {due ta) c/o {complalnts of)
paln In Ll ann accass Menday july 2, 2012.7

Review of the Juna 2012 medication
administratlon record (MAR) revealed resident
#4114 recoivad Tylonol 860 mg ance a day on
S/HI12, 6182, 67202, 6124112, 62212,
Bi28112, 6126012, 612812 and 6/30/12. She
received Tylenol 650 mgg twice a day on /12412,
B/1312, 64512 and BHOMZ,

A physiclan's prograss note from the surgeon's
assistant daled 7i2112 revealed resident #114's
lefk AV fistuta was "ot working” There was no
Beull or thrll, She planned o discuss the findings
with the surgeon for a possible procedure lo
declot {rernove the clot In) the AV fsiula,

F 157
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A nurse’s qote dated 7242 Indicated that
rasidant #4154 had refurned from her doctors
appaintment and quoled the phiysiclan assistants
nole thal the fistuln was nol working and thars
was no brui o7 thrl,

A nursa's nole daled 71612 Indicated tha resident
was medicaled for complaints of AV fistula site
paln,

A nurse's nole on 7412 and TH3H2 revealed
tesident #1114 was medicated with Tylenol for ef
atm paln,

A nuese's nole on 720117 indicaled vasident 114
was medlcated for lsft hand and left arm pain.

Review of the July 2012 madieation
sadreinislratlon record {MAR) revealed resident
114 teceived Tylenof §50 my orca a day on
Ti2Mz, TIY12, TISH2, 1i6/42, THOME, THA2,
THEH2, THBH2, THTI2, TI2312 and 712512,
She recaived Tylenol 550 mg hwice a day on
71912, THAN2, THAH2, TH3HR2, THBNE,
THOM2, 712012, 112412 and 712612,

The national nstitula of Heallh nurneclcal pain
seale classified pah from 4-6 as moderale and
7-10 a5 sovere, Reviaw of the July 2042 MAR
fevealed ceskdent A134 complained of savere
pain on 76112 and TH712 and modssate pain
on N2, THOM2, TH 2, TH2M2, THBA2,
7149112, THR0HE, 12412, TI252 and TI20/12,
fain was nol asseseed and the sita of the paln
was not documented evary time Tylsnol was
administered,

Fis7
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“{ in front of her and mads a fistwith bofh hands,

Rewlew of a faciity pollcy tled "PRN Orders"
1ead; "PRHN {on requast or as needed) orders
shall bs used as liils as'possibie. 1Fa resident
uses a PRN medicatlon repeatedly over ssveral
days o longer, the nursing staff will discuss wih
the physiclan whalhes the current medication
remnains appropriate, whether olhet or addilicnal
radicalions are indicaled, whether any addional
avatuation s naeded, or whether & standing order
would ba more appropriale.”

On 712412 &l 2:20 PM resldent #114 was
chservad In bed in her soom, She frovined as she
rubbed her lofi arm and shoulder. She said her
laft arm had hurd slnce sarly Juna wher she had
a procedure on her AV fiskla. She indicaled she
recahved Tytenol for paln almest every day butil
did not halp much,

On 7726112 &l 8:50 AM the resident was
Inferviewad, She steled her et arm had hurt
feant her shouldat fo her Engenips daily shhce the
AV Nstuta proceduse in early June. She dessribed
hor paln as “exciuclaling” at Unes and sakd she
could only ake Tylenol for the pali due fo fer
heart, Sha indlcated that Tylenol helped
lemporashy. Resident #114 seid het left am paln
had negatvely impacted her ife. She sald she fell
dapressed and Ured lithe Ime because she did
ok sleap well al aight due lo the paln in hee left
arnt. She sald some days she could not brush har
hair or butlon her shitt dus o the pain in het feft
arm, She explained thal she was fft handad but
has had lo Jearn fo use her fight arm to feed
herself becavse her left aom was palnful,
Rasldent #114 hald both of her aems siralghl eul

The fist on The Aght hiand closed tghlly but the fist
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on lhe 1efl hand was not fully dlosed, She
reported it was loo palnful to make a Mght fisk wilh
har left hand, She sak? & lof of thmes she Jusl
daalt will the pain on her own because she felt
0 0np had helped her.

On 7/26H2 af 10:37 AM nurse #1 was
Intervlswed, She indicaled ihal rasident #114
was alerl and orlented and coghitivaly Intact,
When asked aboul the residant’s lafl arm paln
she stated “something was dona to har Isft am,
was not sure what had been done.” She sald
residant #114 had recalvad Tyleno! for paln
almost dalty bul sha tad navar called the
physician, She sakd she had reported the
resideni's left art pain fo the unil supervisor but
coutd not rzcall when she reparted it

On 712612 at 14:56 AM nurse #2 vas
inlesviswad, Sho sald she worked second shift
and was often e nurse who racsived resident
#114 back from dialysls, When asked aboul
residant #114's Jeft ant paln, nurse §2 sald the
resident usvally complalned of paln around a
lavel 8. She sald she did not noilfy the physlclan
because ha was already aware of (e resident's
left arm paln and that the fistula was not worklng,
Nurse #2 afso reporled “last week” resident #114
complained of Jaft hand numbnass end said she
{ivuese 423 did naf nolify the physiclan. Nurss #2
could not explain why she did nof nallfy the
ghyslclan,

On 7126142 al 12:25 PM nurse #3 was
imerviewsd. Sha ssld she worked weskend days
with resident #114. She seid the reskdent
occasionally complalnad of laft arm paln, Nuise
#3 sald she had not contacled {he physiclan

FORM EAS-2001102-53) Provfous Verslons Obselsla Evert ID:WSHUTE FedfiylD; 023449  [Foontinuation sheet Page 7of 26
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Conlinued From paga 7
bacause jasldent #114 had only oocasionaky
complalned of Joft amn pain o her,

0 7126112 at 1:05 PM the unit supenvisor was
interviswed, She sald 2426/12 was the firsLlime
she had baan Informed of resident #114's left ama
paln. She said had she knovin she would have
caltad he physiclen and informed him.

On 7125012 at 2:40 PM the Director of Nursing
(DON) was interviewed, Shs sald sha expected
the nursing slaff to contact the physlclan for
condinued conplaints of pain, conlinusd tse of as
needed pain madicalions or if paln medications
were Insffactive,

On 712742 af 11,10 Al the facility physiclan wias
interviewed, He said ko could not recalt or find
docurnentation that anyens from the faciliy had
potifled him of residant #114's loft arm pain, He
seld bie expacted the faclify o nolily him i 4
sesident used as needad pain fnedieation for
sevoral conseculive days 5o that they could
discizss Ihe need for a rollfne pain madication.
He a'so expected e facliity to nolfy him for a
tosident who corplaingd of eontinved paln.
483.10(s), 483.75()(4) PERSONAL
PRIVAGY/CONFIDENTIALITY OF RECORDS

The rasident has fhe rlght fo personal peivacy and
confidentlaiily of his of her personatand clinfcal
fecords.

Personat privacy Includes accommodations, -
wadleal fraalment, writien end tefephone
cammurications, personal care, visils, and
meatings of family and esident groups, but this
doas ol require tha facily to provide a private

F 187

F 164
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room for each residont. Social Worker met with resident
#91 regarding Resident rights and
Exoapl 2s provided in paragraph (e)3) of this Resident safety. (7/27/12.) 12112
sacilen, tha resident may flg?pmve of reluse the Care plan meeting was held with
releasa of parsonal and clinicat recards lo any resident and his responsible party
Individuat oulslda the facitity, regarding resident rights and 82112
safety by the Care plan teant on
Tha resldants rght to refuse release of personal 812/12.
and clinical records does 1ot apply vihen the Residents requiring assistance
rackiznt s teansforred o another health care were identified through the MDS. | 8/16/12
Tnstitullon o record release is required by law.,
Department Heads will monitor
. resident dignity and privacy
Tha faclllty. must Regp co’nﬂf!enﬂ:t al mso;?taﬁczu{ dring Weekly Round Checks.
contalned in he resident’s records, regaralass Findines will be documented on
the farm or storage methods, exceplwhen the Resident and Room Audit
telease Is requlead by transfer to anather Sheet. by the Dept Head assigned. | 8/16/12
haalthears ngtitution; faw; thid pardy payment F;I;dingsd“i')ill 316 correctfld a:ild and on-
. : : addressed by the Dept, Hea going
contract;or the rosident. immediately on rounds.
Licensed staff and C.N.A.’s were
This REQUIREMENT Is not met as evidencad in-serviced on Resident Rights
by: and Dignity by the Social Worker.
ton itarvlaws and ol Dietary, Therapy, and
Basad on.'Obsaw?::;?i "}{?g;e;}s @ Vo 1 Ii Housekeeping staff in-serviced by
tacord review the facll ffai o move 10 Social worker and/or their
sampled residents {iosiden! #91) depsndant for Department Manager. 8116112
reposifonng fo a private acea to repostlon fim.
Licensed staff and C.N.A.’s not
. . in-serviced by the Social worker
Findings lnclude: will be in-serviced upon refurs fo §/16/12
work by the DON or RN designee. | and on- -
‘ going
Resident #01 was admitted lo the faclity on New employees (licensed nurses
91M2, His flagnoss eluded a carebral vaseular and c.rnlx:a. ’s) will iae'in-se_wicedCE '
' ith Jel 4 paraivsls, upon hire during orientation an 8/16/12
atcldent (sroke} i helded paray annually thereafter by the Social and on-~
- . Worker or DON. going
The quartery minimum dzla set assessment
daled 5/8/12 for resident #91 revealed ha was
cognilively intact. He required axtensive
asslstance of two peopla for bed mobiity and was
EvenlIDWSHUH  continyaon sheet Page $0f28
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dependant on twe psapla for fransfers, He had
range of motion impalrment In bilaferal upper and
lower extremities.

Resident #91% care plan dated 2/8/12 dentilad
hia requlred slatf assistanca for all activities of
daily living relafed lo mpelrsd mobllity. There
wers no intervantions refated to repostioning.

On 7/26/12 al 1:00 PM resident #31 was
observed in a high back whaelchalr by the 100,
200 and 300 hall nurses statlon In ne dangsr of
falling. There were four rasidents, two facilty staff
membais and & vistior In {he Immediate area,
Nurslng assistant (NA} #4 was slopped by a
momber of he malntenance staff es sha pushed
a residest through the hall of fhe nurse's station,
NA # walked over 1o resldant #91, stood behind
Kis wheelchalr and lold him she wes going to
repusilion him, NA #1 reclined the back of
resident #91's wheelchalr agproximately ihiry five
degieos, she placed each of her atms under his
ams and slid him ug in the chals then relorned
the back of his wheelchair lo iis previous upright
pesiiion, NA#1 moved arourd o resident #91's
fight side and pulled him {o the right and placed a
pilow undler his Tef shoulder and uppar arm then
reposiiioned a pillow behing his nack,

On 7726/42 at 1:05 P residant #61 stated that
he had rather go fo his room lo be fepositiongd,
%l can be embarrassing.” Reskdent #91 indlcated
he askad fo be repositoned for cemfor, Ha safd
NA#1 did not ask him if he wanled bo relun (o
Hls raom belore she reposilioned him.

On 7/26/42 at 4:18 PM NA #1 indicaled she was
told by maintenance stalf that resldent #91 asked

Fi64

Doecumnented findings from the
Weekly Round Check sheet will 8/24/12
be reviewed weekly x4 by the
Administrator for any negative
findings.

Findings will be submitied to the
QA by the Administrator
n=mentily x3 and quarterly
thereafter. Changes will be made 82012
by the QA Cominitice as needed and on-
and staff will be re-in serviced by going
the Social Worker to the revised
plan as needed.
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to b reposilioned, She sald sha should have
movad resident #91 fo & privals area such as his
oo o repositlon him. NA#1 staled residents
should be reposilienad In thelr zaoms o respet
thelr privacy and dlgnity and she did not think
before sha repocilionad resident #3H in the
haliway.
On 712612 at 2:38 PM tha Direclor of Nursing
indicated her sxpactation was fhat resldenis be
repositionad n thelr rooms and notn he
haliways unless it was an smergency sildaliortto
prevent a fall.
F 2781 483.20(8), 483.20(k)(1) DEVELOP F2719 F270
=6 | COMPREHENSIVE CARE PLANS
: Resident #141 care plan was 8/13/12
Afacity must use the results of the assessmant updated on pain.
to davslap, teview and tevise lhe resident's Residents who have pain were
wmpfehe_nsive pla of caro. identified through the MDS. 8312
The fechiy must develop a comprahansive cate Ten percent of the residents
plan far each resident that Includss maasurable ‘d‘z‘“_:;ﬁed 33 ha‘c’i“;g pain will have
objectives and timetables to meat a fesldents audits sonducted b the MDS
' , inator to ensure that a care
medlcal, nursing, 3ﬂ.d me‘nlaI and psychosostal plan is generated for all residents
needs that are identified in the comprehansive triggcring for pain. Andits will be 8/13/12
assessment documented on Monthly Pain ’
‘ Care plan Audit sheet. (8/13/12).
"The care plan mist describe the services that ars .
\ L All residents w
1o ba fumnished 1o slfain or maintain-the rasidents pai[fzs; tf:: SD‘ggeaf;s [ﬁfjts od for
Yyhast praciicabls physlcal, menlal, and Coordinator, Findings
peychosocial well-being as requirad under documented on Pain Assessment
§483|25; and any sevices thal would olhamrise Sheet in each individual clinical kY]
be required unider §483.25 bul ate not provides g‘;‘ig;‘;-zgs‘r 8/12; 8/9/12; and
due fo the resident’s exercise of rights under '
§483,10, Inchuding Lhe right to refusa Irealment Licensed nurses wers in-serviced
unler §483,10{514). on Pain Management and Asnvie

Assessment/ Care plans by the
DON and RN Designee.
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. Licensed nurses not in-serviced by

F 279 | Continuiod Frem page 11 F278]  the completion date listed above
This REQUIREMENT & not mal as evidenced will be in-serviced by the DON on
by: or before next scheduted day of 18/16/12

Based on observation, Inleryiews with resident work
and staff, and record reviews he facillty falled to All findings will be submitted to
davelop a comprehensive care plan for pak for 1 the QA committee by the MDS
of 1 rasidents {restdent #114) with identified Coordinator monthly x3, then
maderate lo severs paln fn her leftarm and C{“aﬁcgy x2, then as needed
frequent use of as needad paln medications. Lt fépg::z::‘?agﬂg;:d 01
necessary by the QA committee and
Findings include: and licensed nursing staff will be On-
re-in serviced by DON or going
Resklent #114 was admitled fo the faclilly 412612 designee to the revised plan as
and recdmitied B5H2. Her dlagnoses Inclded needed.
ond stage renal disease.
The mirimum data sef {MDS) assassment dated
51212 rovealed residont #114 was cognifivaly
intact. She required linlted ona patson
assistance for bad mobifity, transfers, walking,
dressing, toilet use, batling and persenal
hygiena. She required set up help only for
focornotion on ther ualt and sating. She was nol
coded for paln or dlalysls.
Acslgnificant change MDS assessment vias
completed on /4412 and residord 1114 remained
coded as cognitively Intact. She required
oxlensive one person assislance for bad moblility,
dressing, balhlng and personal hyglens ang ons
parson limited assistance for ransfers, walking,
iscamotion an the unk, ealiag and tollsting, She
was codod lo use paln madications on an as
needed hasls and {o have moderals, occasionsl
pain. She was also coded for dialysis,
"The cara plan for reskdent #1 14 dafed 6M/12 did
not include pain,
Event 1wt Fadity D 423143 ) # econtinirakion shael Page 120f26
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A physiclan's order dated 525112 raad; Tylerol
650 mifigrams {mag) by mouth every si hours as
peaded.

Roview of the May 2012 medleation
adminislration cacord (MAR] revealed resident
#114 1scelved Tyleno! 650 mg once aday on
526112, BRTN2, 512612, 52042, 6i30F12 and
5{31112. She recelved Tylenol 650 mg twica on
512812,

Reviaw of the Juna 2012 medication
admintsteation record (MAR) ravealed reslient
#114 recelved Tylonol 650 mg ence a day on
811112, 6118112, 620112, B123/12, 82212,
6125412, BI26H2, 62812 and 6/30f12, She
recelved Tyisnol 658 mg twica a day on 81212,
8132, B15H2 and 6HOMZ

Review ofthe July 2012 medication
adminisiration record (MAR) revealsd resident
#114 racalvad Tylanol 650 mg once a day on
TIM2, TH112, TI5HE, HEH2, THOH2, TH4H2,
THBN2, T16it2, THTHZ, TI3HZ and TI25H2,
Sha recaived Tylenal §50 mg hvice a day on
TIOH2, THINZ, TH2H2, THIH2, THBH2, |
702, 7120012, 7724712 and 772612,

On 126/12 at 8:50 AM the resideni was
interdewed. $he staled her left arm had hud
from her shouider {o her fingettips dally since the
AV fislula procedure In early June, She dascribed
her peln as "excrucialing” al fimes and said she
could only take Tylaref for the pain-dug to her
heart, She indicaled thal Tylenol helped
temporarily, Resident #114 sald herlsft arm paln
had regalively impacted her lifs, She sald shs falt
depressed and Tred all e Lime becauss she did

Far8
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not steep weli at night due to the pair: in her left
arm. She said some days she could not brush her
halr or button her shirt due to the pain in her left
arm. She explained that she was [eft handed but
has had te learn to use her right arm to feed
herself because her left arm was painful.
Resident #114 held both of her arms straight out
in front of her and made a fist with both hands.
The fist on the right hand closed tightly but the fist
on the left hand was not fully closed. She
raported it was too painful to make a tight fist with
her left hand. She said a lot of times she just
dealt with the pain on her own because she felt
no one had helped her.

On 7/26/12 at 3:15 PM the MDS nurse was
interviewed. She safd she was responsible for
doing the significant change MDS. She recalled
that resident #114 had complained of moderate
pain and had received pain medication. The MDS
nuese said resident #1414 should have had a care
plan for pain.

F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309
gs=c | HIGHEST WELL BEING

Each resident must receive and the facility must
provids the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychesocial well-being, in
accordance with the comprehensive assessment
and plan of care.

‘This REQUIREMENT is not met as evidenced
by:

Based on observation, intervisws with resident
and staff, and record reviews the facility failed to

FORM CMS-2667(02-99) Previous Versions Obselele Event ID:WSNU 11 ‘ Faditty ID: 923149 ) if continuation sheet Page 14 of 26
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assess a dialysls accass sile after a procedure Resident #1114 was reassessed for
and failed to assess coninusd complalnts of l6fl pain by the DON and MD was'

anm peln far 1 of 4 sampled dinlysis resident
{reskient #114).

Flndings inciude:

Restdent #114 was admilled o the facllity 4/25/12
and readmilted 525712, Her diagnoses included
end staga renal diseass,

The minimum data set {(MDS) assessment dated
E2H2 ravealsd resident #114 was cognitively
inlact, She was not coded for impalrment for dafy
dacislon making. Sha requized imiled one parson
assistanca for bed mobiNily, transfers, walklng,
drassing, loflel use, bathing and personal
hygtens, She tequired set up help only for
tacomollen on the unil and eatng. She was not
coded for pain of dialysls.

A hospital consultation note daled 517112
tevealed resident #114 had an artedovancus
AV} fistuta (a surgleal conneclion of an artery
and veln for dialysis) placed In her Joft arm on
af5#12 dus lo slage four chronle kidnay disease,
VWhen she was admilled lo the hospltal on 5812
her chronic kdney disease had pragressed Inlo
end stage tenal dispase and hemedialysls was
racommaended. The fistula in her lef wpper arm
had nof matured for use so a calhater was
Inserled i har chest for dinlysts. Reslidant #114
was discharged 1o the facllity on 5726112 with
orders for dialysls hres timas a week.

A physielan's arder daled 6/26/12 read; Tylencl
650 milllgranis {mg) by moulh every six hours s
naeded.

. notified of findings. (7/26/12)

The shunt site for resident #114
was reassessed by the Unit
Coordinator and findings reported
to the MD, (7/26/12).

All residents with physician’s
orders for dialysis were identified
as having a shunt site by the DON.
Two other residents were
identified.

“The shunt site of the 2 identified

residents was re-assessed by the
Unit Coordinator. No negative
findings were noted.

All 3 resident will shunt sites will
be assessed daily for bruit and
thrill by the charge nurse.
Findings will be documented on
the MAR daily by the charge
nurse, (7/27/12)

Resident #114 was reassessed by
the PA for pain and effectiveness
of pain medication. (7/27/12}

Resident was ordered an
edditional PRN dose of pain
medication.

126/12

H2ef12

72712

7130112

772712

72712

TR26/12
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Licensed nursing staff was in-serviced
F 368 | Conlinued From page 16 F308; onthe }’RN policy by the DON and RN
supervisor of medications and MD
notification. (7/28/12, 8/15/12)
Asignificant changs MOS assessment was 8715712
complated on 8/1H2 and resident #1114 remalned Care plan conforence was held with
coded a8 cognilively fntact, She tequired resident #114 and family to discuss plan
axiensive one person asslstance for bed moblify, of care wmltcm}:ihisli)i on Pai;:z{ _
X ting
dressing, bathing and pessanal hyglene. She management and ADL care. Mee
required one person [lmited assistance for g‘;{lgf‘ged by Interdisciplinary Teamon k)45
transfars, waling, focormotion an tha unil, saling '
and lolleting, She was coded lo use pain Licensed nursing staff was in-serviced
madlcations as needed and lo hava modera's, on the notification to MD of significant
occasional pain. She was also coded for ialysls. changes by the RN supervisors and 8/15/12
DON.
The care plan for resident #114 daled 814/12 . ) .
- o L Licensed nurses were in-serviced on the
idanlified the {o1l0\:.fmg, " require rel?al cftaiysm. Dislysis Policy and the procedure for s/
The goal reed; [ will suffer no complications due assessing bruit and thrill by the DON. 3
fo dlatysis through 8/2/12. Inlarventions Included;
“Morlor my shunt for patency, thell (3 vibrallon Licensed nurses will be in-serviced
thal Is felt over an arary and causad by {uibulent upon hire and anaually thereafleronthe L v
Blood flow), beuit the soung blood makes as it Dialysis Policy and the procedure for
moves thiough artedes).” checking bruit and thrili by the DON
cug ‘ and/RN designee.
A physician's oxder dated 616712 Indicaled Licensed nurses not in-serviced by the
rasident #114 was schadufed lo have a completion date for in-service on
sislulogtam (an X-ray laken of a fisluta aftera Dialysis Policy and checking of bruit
conlrast medium has been Infected) of her left and thrill by the DON/RN designee 2/16/12
amm AV fisitla on 6/6H2. prior to next scheduled working day.
i 100 % audit will be conducted on
A hospital procedute note fe.r tesident #114 daled residents with & shunt site will be
616112 revealed the loft arlerlovenous fistulogram conducted by the DON weekly x4, then $/17/12
demonslrated a mederate degree of stenosis ‘monthly thereafter.
{abnormal nrowing) in the proximal portion of N ‘
e [l upper extremlty possibly resulling inlhe Findings will be taken to the QA
1ack of itudl, Balloon anglaplasty was performed C}?mml“ee blY fixlzﬂ DhON monthly x3,
and thare was good result with only minimal then quarterly x2, then as needing. Any
Good negative findings will be reviewed by
sesldual nartowing. Geod flaw was seen the QA.committee and changes witl be
throughoul the entlre graft with no focal narrowing made to the plan &S indicated by the QA
or blockage. Resldent #114 was discharged back Committee, Staff will be re-in serviced 80112
to tha faci ity on 8/6/12. The procedure dischargs by DON or designee as needed.
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instructions read; "Left arm restriction; No tight
clothing, blood pressure or neadle sticks In left
arm. Report or call for bleeding, swelling or
severe pain in left arm."

A nurse's note dated 6/6/12 indicated resident
#114 retumed from her procedure with the
bandage on her left upper arm dry and intact, with
no complaints of pain, and no swelling noted.

A nurse's note on 6/7/12 read; "resident states
left arm tender to touch.”

There were no assessments documented of
resident #114's left arm or left AV fistula site on
6/7/12, 6/8/12 or 6/9/12.

A nurse's note on 6/10/12 read; "shunt bruted
thritl to touch." -

A nurse's note on 6/13/12 indicated resident #114
complained of "left arm site pain” and she was
medicated with Tylenol,

A nusse's note on 6/15/12 revealed resident #114
comptained of pain in her "leftarm fistula site but
not severe" and she was medicated with Tylenol.

A nurse's note on 6/18/12 revealed resident #114
was medicated with Tylenot for complaints of left
arm soreness. -

A nurse's note on 6/20/12 indicated resident #114
was medicated with Tylenol for complaints of left
arm pain.

A dialysis note from the nephrologists dated
6/20/12 indicated the left arm AV fistula was not
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developing we!l and resident #114 may b
referred back to the surgeon. | :

Thers were no assessments documented of
resident #114's left arm or left AV fistula site from
6/11/12 through 6/20/12.

A nurse's note on 6/21/12 read; "Permacath site
and fistula site in left arm are both geood no
bleeding noted.”

A nurse's note dated 6/22/12 indicated resident
#114 complained of left arm pain and was
medicated with Tylenol.

There were no assessments documented of
resident #114's left arm or left AV fistula siie on
6/22/12, 6/23M12 or 6/24/M12.

A nurse's note on 6/25/12 indicated the left AV
fistula site was; "clear with no bleeding noted.”

A dialysis note on 6/27/12 from the nurse
practitioner at the dialysis center read; "Will have
patlent scheduled to see {surgeon) due to pain in
feft AVF since angiogram and no thrill or bruit
noted during rounds."

A nurse's note on 6/29/12 read; "resident went to
dialysis today came at $30pm with order to go
see {physician) d/t (due to) cfo (complainis of)
pain In Lt {left) arm access Monday July 2, 2012

There were no assessments documented of
resident #114's left arm or feff AV fistula site from
6/26/12 through 6/30/12.

Review of the June 2012 medicatlon
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administration record (MAR) revealed resident
#114 received Tylenol 650 mg once a day on
611712, 6/18/12, 612012, 621112, 6/22/12,
6/26/12, 6/26/12, /28/12 and 6/30/12. She
received Tylenol 650 mg twice a day on 8/12/112,
613412, 6/16/12 and 6/19/12.

There were no assessments of resident #114's
pain level in the June 2012 nurse's notes or on
the June 2012 MAR.

Review of the "Dialysis Visit Findings and Orders"
communication sheets for June 2012 revealed no
concerns of left AV fistula pain or left arm pain
discussed between the facility and the dialysis
center,

A physician's progress note from the surgeon's
assistant dated 7/2/12 revealed resident #114's
left AV fistula was "not working,” there was no
bruit or thril. She planned to discuss the findings
with the surgeon for a possible procedure {o
declot (remove the clot in) the AV fistula.

A nurse's note dated 7/2/12 indicated that
resident #114 had returned from her doclor's
appointment and quoted the physician assistant's
note that the fistula was not working and there
was no bruit or thrill.

A nurse's note dated 7/6/12 indicated the resident

was medicated for cormplaints of AV fistula site
pain.

Nurse's notes on 7/41112 and 711312 revealed
resident #114 was medicated with Tylenol for left
arm pain.
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A nurse's note on 7/20/12 indicated resident #114
was medicated for left hand and left arm pain.

There were no assessments documented of
resident #114's left arm or left AV fistula site in
July 2012.

Review of the July 2012 medication
administration record (MAR) revealed resident
#114 received Tylencl 850 mg once a day on
712012, 7312, 75042, 7/60M2, THOM2, THAM2,
7M5M2, T16M2, TM7/12, 7/23112 and 7/25M12.
She received Tylenol 650 mg twice a day on
719112, 742, 711212, 71312, TH8N2,
7H9M2, 7/20/12, 7124112 and 7/26M12.

The national Institute of Health numericat pain
scale classified pain from 4-6 as moderate and
7-10 as severs. Review of the July 2012 MAR
revealed resident #114 complained of severe
pain on 7/16/12 and 7/17/12 and moderate pain
on 79/12, 7M0M2, 711112, 71212, 71812,
71912, 7120142, 7/124/12, 7/25/12 and 7/26/12.
Pain was not assessed and the site of the pain
was not documented every time Tylenol was
administered.

Review of the "Dialysis Visit Findings and Orders”
communication sheets for July 2012 revealed no
concerns of left AV fistula pain or [eft arm pain
discussed between the facility and the dialysis
center,

On 7/24/12 at 2:20 PM resident #114 was
observed in bed in her room. She frowned as she
rubbed her left arm and shoulder. She said her
left arm had hurt since early June when she had
a procedure on her AV fistula. She indicated she
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received Tylenol for pain almost every day but it
did not help much.

On 7/25/12 at 4:30 PM the dialysis cénter nurse
was Interviewed. She indicated resident #114
received dialysis through a catheter in her chest
and the AV fistula in her leff atm was not used for
dialysis, The nurse reported that resident #114
had complained of left arm pain on several
oceasions and she (the nurse) had reported the
teft arm pain to the nurse practitioner at the
dialysls center but could not recall when she
reported the pain, The dialysis center nurse said
the left AV fistula was assessed each time she
was at dialysis but she could not recall when the
AV fistula was found to he without a bruit or thiill.
The nurse reported that the resident had an
appointment scheduled July 30, 2012 with the
surgeon for the left AV fistula. The dialysis nurse
indicated that resident #114 received Tyleno] for
her feft arm discomfort and reported to the staff at
the dialysis center that the Tylenol was effective.
She said the facility and the dialysis center
communicated by the written "Dialysis Visit
Findings & Orders" sheet and by phone. She
could not recall specifically any concerns she had
called to the facility for resident #i14.

On 7/25/12 at 4:45 PM the nurse practitioner (NP}
at the dialysis center was interviewed. She
reported that she made rounds weekly and
assessed the AV fistula site for residant #114.
She said resident #114 had complained of pain in
her left arm since she had the balloon angioplasty
procedure [n early June, The NP reviewed her
notes and indicated on 6/7/12 following the
fistulogram there was a faint bruit and thrill at her
left AV fistula site. She noted that on 6/28/12,
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there was no bruit or thrill. She would have the
resident see the surgeon for follow up. The NP
said resident #114 was scheduled fo see the
surgeon op July 30, 2012,

On 7/26/12 at 8:50 AM the resident was
Interviewed. She stated her lsft arm had hurt
from her shoulder to her fingertips daily since the
AV fistula procedure in early June. She described
her pain as "excruciating” at times and said she
could only take Tylencl for the pain due to her
heart, She indicated that Tylenol helped
temporarily. Resident #114 said her left arm pain
had negatively impacted her life. She said she felt
depressed and tired all the time because she did
not sleep well at night due to the pain in her left
arm. She said some days she could not brush her
hair or button her shirt due to the pain in her left
arm. She explained that she was left handed but
has had to learn to use her right arm to feed
herself because her left arm was painful.
Resident #114 held both of her arms straight out
in front of her and made a fist with both hands,
The fist on the right hand closed tightly but the fist
on the left hand was not fully closed. She
reported it was too painful to make a tight fist with
her left hand. Resident #114 said no one at the
facility had palpated her left arm to assess for a
thrill or listened to her fistula to assess for a bruit
even after she complained of pain and asked for
Tylenol. She said she could not recall that any
nurse had asked her fo rate her pain prior to
Tylenol or after to see if it had helped. She said a
lot of imes she just dealt with the pain on her
own because she felf no one had helped her.

On 7/26/12 at 10:37 AM nurse #1 was
interviewed. She indicated that resident #114
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was alert and oriented and cognitively intact.
When asked about the resident's left arm pain
she stated "something was done o her left arm,
was not sure what had been done.” Nurse #1 said
when the resident had complained of left arm
pain she had only "looked" at the left arm but did
not lock at it every time and she had never
palpated or listened to the left arm AV fistufa. She
indicated the facility communicated with the
dialysis center via paper sheet and via phone but
was not aware of any concerns with the AV
fistula. She said resident #114 had received

"1 Tylenol for pain almost daily but she had never

called the physician. She said she had reported
the resident’s left arm pain to the unit supervisor
but could not recall when she reperied it. Nurse
#1 said she had never assessed the left AV
fistuta for bruit or thrill because someone had told
her It didn't work. Nurse #1 could not recall who
had told her the AV fistula did not werk or when
they had told her. Nurse #1 said she was not
aware of resident #114 being unable to perform
tasks with her left hand.

On 7/26/12 at 11:56 AM nurse #2 was
interviewed. She said she worked second shif
and was often the nurse who recelved resident
#114 back from dialysis. She said the resident
received dialysis through her chest site. When
asked about resident #114's left arm pain, nurse
#2 sald the resident usually complained of pain
around a level 8 and she had assessed the
resident's left AV fistula each day she had worked
with her and could "feel a thrill but there had not
been a bruit." Nurse #2 said she was not sure
why she had not documented her abnormal
findings. When nurse #2 was read the NP note
from 6/28/12 that there was no thril or bruit she
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said she had never felf a bruit or thrifl in the AV
fistula and could not explain why.she had not
documented the abnormal findings, She said she
did not notify the physician because he was
already aware of the resident's left arm pain and
that the fistula was not working. Nurse #2 also
stated "last week" resident #114 complained of
left hand numbness and said she did not notify
the physician. Nurse #2 could not explain why
she did not document the left hand numbness or
notify the physician or why she did not document
any of her assessments of resident #114's left
arm,

On 7126112 at 12:25 PM nurse #3 was
interviewed. She said she worked weekend days
with resident #114. She said the resident
occasionally complained of left arm pain and that
she assessed the left arm AV fistula each time
she worked with the resident. She said she last
assessed the AV fistula "this past weekend" (July
21 and 22} and the fistula was "normal.” When
Nurse #3 was read the NP note from 6/28/12 that
there was no thrill or bruit she said that she "may
have gotten busy last weekend and not assessed
the AV fistula.” Nurse #3 could not explain why
she did not document any of her assessments.

On 7/26/12 at 1:05 PM the unit supervisor was
interviewed. She said her expectation was that
an active dialysis access be assessed daily and
or before and after dialysis for bieeding, signs of
infection, bruit and thrill. She said she expected a
non-acfive site to be assessed weekly, If a site
had a recent procedure or a resident complained
of pain in a iimb with a dialysis access she
expected the site to be assessed daily and at
each complaint of pain. The unit supervisor also
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expected the staff to document the assessmant.

On 7/28/12 at 2:40 PM the Director of Nursing
{DONj) was interviewsd. She said she expectad
staff to assess an AV fistula daily. If the site had
a recent procedure she expected the AV fistula to
be assessed every shift. The DON also indicated
she expected the staff to document the
assessment. The DON stated the facility did not
have a policy or procedure for dialysis residents
or the assessment of dialysis access sites.

On 7/26/12 at 3:11 PM resident #114 was
observed in activites. She used her right arm and
hand to perform the activity.

On 7/26/12 at 3:45 PM the certified occupational
therapy assistant (COTA) was interviewed. She
recalled that resident #114 complained of left arm
pain and the pain did impair her ability fo dress
herself and brush her hair with her teft arm at
times. The COTA Indicated she told the nurse
however she did not document it and could not
recall who she told or the date resident #114 had
complained.

On 7/26/12 at 6:19 PM resident #114 was
observed in bed in her room. She used her right
arm to hold a news paper, her left arm was folded
across her abdomen.

On 7/27/12 at 11:10 AM the facility phystcian was
interviewed. He sald he could not recall or find
documentation that anyone from the facility had
notified him of resident #114's feft arm pain, He
indicated that resident #114 should have had an
order written to assess the left arm AV fistula and
the order should have included the frequency of
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the assessment. The facility physician said he
expected the facility to have a procedure in place
for assessment of dialysis access sites. He said
he expected that residents #114's left arm would
have been assessed for each comptaint of pain.

Unsuccessful attemplts were made to contact the
surgeon and the nephrologists for interview.
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This Life Safely Code{L5C) survey was
conducted as per The Code of Faderal Reglster
at 42CER 483.70(a); using the New Health Care
section of 1he LSC and its referenced
publications, This bullding I8 Type V gonstruction,
one story, with a complete automatic sprinkler .
aystom.

The daficlenctes determined durng the survey
ara as follows: ‘
K 042 | NEPA 101 LIFE SAFETY CODE STANDARD K012
55=D
Bulldlng construction type and height meels one
of tho following: 18.1.6.2, 18.1.6.3, 18.2.5.1

This STANDARD 1s hot met as evidenced by:
Based on chservation en Tuesday BI2H12 at
approximataly 1:30 PM the following was noted:
1) ‘There are o large holes and & smalier hole
in the top layer of sheetrock In the altic area
locaied above the Kiichen,

42 GFR 483.70
K 029§ NEPA 101 LIFE SAFETY CODE STANDARD K 028
88=T .
Hazardous areas are prolected in accordance

vilth 8.4, The areas are enclosed with a ene hour

“appeals procedures and/or other

(X4} ip SUNMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION X5}
PREFIX | - {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTON SHOULD BE COMPLETION
TAG REGULATORY OR L&G IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE ABPROPRIATE DATE
. DEFICIENCY) .
K 000 | INITIAL GOMMENTS ‘K ogo| Haymount Rehabilitation and

Nursing Center acknowledges
receipt of the Statement of
Deficiency and proposes the plan
of correction to the extent that the
summary of findings is factually
corvect and in order to maintain
compliance with applicable rules
and the provision of quality care
1o residents. The plan of
correction is submitied as writfen
allegation of compliance.

The below response to the
Statement of Deficiency and the
plan of correction does not denote
agreement with the citation by
Haymount Rehabilitation and
Nursing Center. The facility
reserves the right to submit
documentation to refute the stated
deficiency through informal

administrative or legal
proceedings.

K012
1. The two large holes and
a smaller hole in the top

=2

fire-rated barder, with a 3/4 hour fire-rated door, - X
without windows {in accardance wilh 8.4), Doors layer %fShee;“’;?‘ ‘}‘;‘ the
are seli-closing or automatic closing In attic above the kitchen
accordance with 7.2.1.8.  18.3.2.1 were patched by the
: Maintenance Director. 9/14/12
™ f'] [AY n - N f
T{A 3 EURPLIER REPAGSENTATIVE'S SIGRATURE }\\ TILE Tsyaf
AJUASA | - (L4 Adpuastrodoe Q1
Ani tency sl l ending with an ustedsk *} dencles a deficlency which the Insiisilon mey ba oxevsod from correcting providing i Is deternined Hyft

olitor aafeguards povkid sufficiont pralesiion o the patients, (Sos Instucllons.) Except for nursing homes, the findings sialed above ase dlsolosabla 20 days
i the above findings and plans of corraction are disclosable 14

rocifon Is requislle lo continued

a

following tha date of s0tvey whethes or not a plan of corraglien ta provided, For nuesing homes,
days foliowing the dale thesa documonts are made avallable (o the faclily, If defictenclos are clied, an approvad plan of cor

progrem pefileipation.
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{10 SUMMARY STATEAMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION ey
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYNG INFORMATION) - TAQ cnoss-a&ssaggg FE'?; lé?{ 5%5 APPROPRIATE OATE
K 028 | Gontinued From page 1 K 028 K012 cont.
2. The total attic arca was
This STANDARD Is not met as evidencod by: ﬁgﬁ;‘eﬁg"’;’;‘geﬁgﬁze
Basad on obaorvatlon on Tuosday 8/21/12 al o eg"t $/21/12
approximalely 1:30 PM the followlng was noted: 3 Th Maimelfm .
1) The certldor doors to fhe solfed finen, ' Diz ctor will .nse oot the
notishment and clean linen rooms located at the tot:ai i m,e; fcﬁ‘ toles
Long Term nursing staton did not close, latch and will fix as necessary
and seal, Contractors performing
. 42 GFR 48370 work in the attic area will
) be advised to
1€ 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 cortectfceport any holes
88<E . that are created from ‘
A fire alarm system required for life safely is sheir work 9/17/12
installed, festad, and malntalned in aceordance 4. The Mamt'enance :
with NFPA 70 Nalional Elecirloal Code and NFPA " Director or designee will
72, The systom has an approved maintenance complete a monthly
and festing program complying with applicable inspection of the attic
| requirements of NFPA 70 and 72, 8814 aroa for three months and
then quarterly thereafter.
Findings willbe
discussed by the Safety
Committee monthly.
Facili tocols and/
This STANDARD [s not met as evidenced by. hi se;lfchi:a; (:,fglsbzn o
Based on observation on Tuesday 8/21/12 at adjusted accordingly, 9/25/12
approximately 1:30 PM ihe following was noted: K029
1) Upon review of Fire Alarm inspection report ;
X . . d 1
dated 7/10/42 from YSC Fire and Sprinkler Ing. e oo ont.
thare are deficlencias nofed In the repart that and clean li;len located at)the
WBR; nzikcﬂéfetctfid: tside th did nol LT nursing station were
& Smoks delector oulsiae fnérapy ala no adjusied by the Maintenance
operate. Director.
o} Smpke datector heeded fo be cleaned. 5. Al corridor doors have 9/12/12
been inspected by the
42 GFR 483.70 Maintenance Director to
K 0691 NFPA 101 LIFE SAFETY CODE STANDARD K088 ensure proper closure:and
55=0 sealing, ‘
Copklng faclifies are protected In accordance 8/28/12
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S| e, | By | el il |
: 2 . PRE GH CORRECTIVE ACTION SHOULD BE GOMRLETION
TAG REGULATORY OR 136 IDENTIFYING RIFORMATION) TAQX GéOSS‘HEF&RENCED TO THE Agimommﬁ DAYE
. i DEFICIENGCY)
K068 Continued From page 2 K 069 K029 cont,
with8.23. 18.3.2,
3.2.6, NFPA 96 3. Staff will be in-serviced to
notify the Maintenance
Director of doors that do not
This STANDARD Is not mel as evidenced by: close and seal properly so,
; that the doors can be
Based on observalion on Tuesday 8/21/12 at corrected. ’
?pproxlmlately 1:30 PM the following was noled: 4. The Maintenance Director Nz
) The kitohen makeup air for the kifchen hood or designee will complete a
was not sufficient at the time of survey, The monthly inspection of all
kitchen was experlencing a negalive alr balance corridor doors. Findings will
at the time of the survey. be discussed by the Safety
Committee monthly. Facility
42 CFR 483,70 : protocols and/or in-servicing
K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K104 will be adjusted accordingly. 9/25/12
S55=D
Penetrations of smoke barilers by ducls are K052
proteclad In accordance with 8.3.6. 1. Maintenance Director was
already aware of the non-
functioning smoke detector.
_ _ _ The smoke detector is
This STANDARD s not mst as svidenced by scheduled to be replaced by
Based on obsarvation on Tuesday 8/21/2 at H14/12. . | a2
approximately 1:30 PM the followlng was noted: 2. All S“é‘)é‘e detectors will be
1) The two smoke dampers located above the ?;igfé’;io eﬁsif;’ﬁizct\z;k
I
kitehen did nof operate when tesled, properly and are cloan. Any
' deficiencies found will be
42 CFR483.70 corrected by the contractor
: service or Maintenance
Director. 0/14/12
3. Maintenance Director will
randomly check smoke
detectors during the two
-monthly fire drills.
Contfactor service will
continue to inspect smoks
detectors on an annual basis
to ensure they work properly 9/17/12
and are clean. .
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K052 cont,

4, Monthly checks and annual
inspections will be discussed by
the Safety Committee monthly.
e e Facility protocols and/or in- .
oo e servicing will be adjusted 9/25/12
' ' . accordingly.

. ’ K069

1. The kitchen makeup air for

) . the kitchen hood system was

v R . inspected by a contractor

i service. 9/17/12

. 2. Maintenance Director will
- inspect the hood system to

" . ensure proper functioning

weekly for 4 weeks and then

monthly thereafter. 912

s . 3. Inspections will be discussed

IR L h by the Safety Committee

. . - ' monthly. Facility protocols

T and/or in-servicing will be

adjusted accordingly. 9/25/12

K104
1. The two smoke dampers
located above the kitchen are
scheduled to be repaired by

9/14/12.
9/14/12

. A
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2. All smoke dampers will be
inspected by a contractor service
to ensure they work properly and
are clean. Any deficiencies found
will be corrected by the contractor
service or Maintenance Director. | /14712

3. Maintenance Director will
r : randomly check smoke dampers
B : during the two monthly fire drills.
: " Contractor service will continue
to inspect smoke dampers on an
annual basis to ensure they work
properly, 917712

Y

4. Monthly checks and annual
inspections will be discussed by
. the Safety Committee monthiy.
s ' : Facility protocols and/or in-
LT - servicing will be adjusted

Coa o accordingly. 9/25/12

- Rk
-l
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