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*Amended 11/1/2012

The Division of Health Service Regulation
{DHSR), Nursing Home Licensure and
Certification Section conducted a recertification,
pomplaint investgation and revisit survey on
October 14 through 18, 2012 and on November
1, 2012. It was determined the facility had

proyided substandard quality of care at the 1. Corrective action(s) ace omblish ed
Immediate Jeopardy level. A partial extended ) for those residents found to have
survey was conducted on 10/18/2012 and an exit b ffected by the aflesed
conference was held with the facility on een 'a ‘y &
111112042, deficient practice:
The SA determined the facility has Immediate .
Jeopardy at F221 and F323. The facllity was Resident #18 was assessed by the
notified of the Immediate Jeopardy at F323 on Iuterdisciplinary Team which
10/23/2012. The facility provided a credible includes the Dlrectm: (ff Nursing,
allegation on 10/24/2012 that was accepted by Nursing Home Administrator,
the SA on 10/24/2012. Resident Assessment Director,
An on-site visit was performed on 11/01/12 for Coordinator, the Social Services
validation of the credible allegation for F 323. The Director, Director of Rehabilitation,
Immediate Jeopardy at F 323 was abated on Staff Development/ Risk Manager
10/24/2012. and Dietary Managey, on 10/17/12
The Immediate Jeopardy began on April 1, 2012 with pelvic belt discontinued and
and was removed on 10/24/2012, self- releasing Velcro alarming seat
belt now in place, Resident placed
F 278 was amended this date with Resident #209 on one to one observation as part of
being removed from the citation because there his plan of care on 10/17/12. The 1:1
was no deficient practice. supervision will be provided 24
v hours per-day and will confinue
Amended S/S F221 & 323 on 11/8/2012. until resident is discharged;
F 221 483.13(a} RIGHT TO BE FREE FROM F 221 experiences significant change in
$8=K | PHYSICAL RESTRAINTS condition or Quality Assurance 12-5-12
. . Committee and Attending physician
The resident has the right to be free from any determines 1:1 continuous
Ebyﬁlc.al restraints lrpposed for purp 08eS of } observation is no longer necessary
iscipline or convenience, and not required fo to maintain resident safety.
treat the resident's medical symptoms. '

U\BORATORC‘TiOR PROVIDER/SUPEL PRESENTATIVE'S SIGNATURE TTLE . s (X6) DATE
A\ TN F\v OVU\ Qr%m?,\)'rﬁ»{\/mﬁ‘om W~21-12,

Any deficiency slale@ ending with an asterisk (*} denotes a deficiency which the Institution may be excused from correcting providing it is determined that
other safeguards provids 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 correclion are disclosable 14
days following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of correction Is requisite 1o continued
program participaticn.
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. :1 observation is defined as
F 221 | Continued From page 1 F 221 L:1 obs

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and staff
interviews, the facility failed to use a least
restrictive restraint, did not develop a plan for
reduction and elimination and did not monitor and
evaluate the resident's response to the restraint
for 1 (Resident #18) of 3 sampled residents on a
physical restraint.

The findings include:

Immediate Jeopardy began on 04/01/2012 and
was identified on 10/17/2012 at 6:20 PM.
Immediate Jeopardy was removed on 10/18/2012
at 7:30 PM. when the facility provided a credible
allegation of compliance. The facility will remain
out of compliance at a scope and severity tevel E
(a pattern of no actual harm with potential for
more than minimal harm that is not immediate
jsopardy)*.

Resident #18 was originally admiited to the facility
on 07/13/11 and was re-admitted on 09/29/11 with
multiple diagnoses including Hypertension,
Bipolar Disorder, Hepatic Encephalopathy, and
Traumatic Brain Injury.

The admission Minimum Data Set {(MDS} dated
07/20/11 indicated that Resident #18 had
moderate cognitive impairment, had no physical
restraint, ambulation did not occur during the
entire 7 day period and needed limited assistance
with transfer. .

continnous staff observation of

resident, Resident will be observed

at al times. The staff member
assigned will notify charge nurse for
relief for breaks and will not leave
resident until staff member is
present for relief. 1:1 observations
will be documented on 1:1 flow
sheet with behaviors recorded as
observed, Behaviors observed that
are determined to be potentially
harmful will be reported to the
charge nurse immediately.

2. Identify other residenfs who have
the potential to be affected by the
same deficient practice and what
corrective action taken:

A. All residents with restraints
have the potential to be affected
by this alleged deficient
practice. On 10/17/12 a
complete restraint reduction
assessment was completed on
all residenis with restraints by
the Interdisciplinary Team to
ensure least restrictive device in
use. Interdisciplinary Team
observed resident without
restraints, through staff
interviews and observations of
effectiveness of restraint use.
Care plan was amended in -
accordance with reduction.
Responsible party was notified
and in agreement with
reduction, to include risks and
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F 221 | Continued From page 2 Fogq o Measures/systematic changes put in

The significant change in status assessment
dated 12/22/11 indicated that Resident #18 had
memory and decision making problems, had a
trunk restraint used in chair or out of bed,
ambulation did not ocour during the entire 7 day
period and was dependent on the staff for
transfers.

The care area assessments (CAAs) summary for
physical restraints dated 12/22/11 indicated
“resident was provided with lap belt to wheelchair
in an effort to reduce injury related to falling.
Resident noted with frequent falls during
episodes of confusion/lethargy with elevated
ammonia level. Resident slides/leans forward
and falls from the chair. Provided with Gerl chair
during eplsodes of lethargy to maintain safety.
Provided 1:1 supervision as indicated."

The physical restraint consent form dated
12/23/11 was reviewed. The form indicated the
type of restraint used was pelvic restraint, the
specific farget behaviors were "unsafe transfers
and positioning in chair "and the medical
symptom was "encephalopathy” .

The care plan with 12/28/11 as date of onset was
reviewed. The care plan problem was "resident
is very impulsive with movements and has no
safely awareness placing him at risk for falls,
unsteady, staggeting gait and right knee buckles
attimes. Needs verbal cues to stay focused.
Requires naed for pelvic restraint and broda
chair, Resident will sit self down on foor at times,
will fie down to sleep on floor.” The goal was
"resident will be free of injury thru 12/28/12, will
receive least restrictive most effective restraint
through 03/28/12, will receive no injury or

place to ensure that the deficient

practice does not reoccur:

A. Corporate Clinical Consultant
who is a Registered Nurse in-
serviced the Interdisciplinary
team on 10/17/12 on the use of
restraints to include facility
policy on use of least restrictive
device, monitoring, response to -
use of restraints and their
effectiveness. In-service
included policy content to
include: Restrained individuals
shall be reviewed regularly (at
least quarterly) to determine
whether they are candidates for
restraint reduction, less
resirictive methods of
restraints, or total restraini
elimination, care plans shall
also include the measures taken
to systematically reduce or
eliminate the need for restraint
use and that Restraints shall be
used in such a way as not to
cause physical injury to the
resident and to insure the Jeast
possible discomfort to the
resident.

B. All narsing staff , to include
Licensed Nurses and Certified
Nursing Assistants, have beeit
in-serviced on facility policy on
use of restraints and proper
placement on 10/18/12 by the
Director of Nursing and Staff
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Development Coordinator and
F 221 Continued From page 3 E 221 RN Supervisor who is an RN.

breakdown related to restraint thru 12/28/12."
The approaches included "up to broda chair
{tiltingfreclining chair} as tolerated, pelvic restraint
to broda chair, ensure pelvic restraint is properly
placed/attached and functioning properly every
shift and PRN {as neaded), release during care
rounds, supervised activities and PRN (as
needed), frequent body audits for early
identification of breakdown, weights to broda
chair {added on 4/3/12), chair pad atarm to alert
staff of unsafe movements (added on 9/11/12),
low bed to wall and non skid socks when in bed
{added on 10/1/12)."

The "physical restraint elimination assessment”
form was reviewed, The Instruction on the form
indicated that “restrained individual should be
reviewed at least quarteriy to determine whether
or not they are candidate for restraint reduction,
less restiictive restraining measures or total
restraint elimination." Reslident #18 was started
on pelvic restraint on 12/23/11. The form did not
indicate that Resident #18 was assessed for
restraint reductionfelimination in March, 2012. On
61512, Resident #18 was assessed for restraint
reduction. The form revealed that the resident
was not a candidate for restraint reduction or
elimination program. The comments were
“resident continued with impulsive behaviors,
leaning down to pick up items, scoots/slides in
chalr, etc {etcetera) raquiring pelvic restraint for
safety.” On 9/5/12, Resident #18 was again
assessed for restraint reduction. The form
indicated that the resident was a candidate for
restraint reduction or elimination program but
there was no action ptan written. The comments
were "continued with impulsive behavior- leans.
Confinue with broda /pelvic restraint.” On

Review of requirement to check
restraints to include proper
placement every 30 minutes

and release and reposition
every 2 hours and when needed

and document completion every
shift on the resident’s
Treatment Record. The use of
physical restraints will be
determined by the
interdisciplinary team. The
Director of Nursing in
accordance with the
recommendations of the
interdisciplinary team will
assure the use of least
restrictive device. if emergency
restraint is applied to assure
safety of resident ox others
based on change in medical
condition, the interdisciplinary
team will convene to review
restraint assessment and
change in condition to assure
use of least restrictive device
within 24 hours of application
of the device. Team will be
available 7 days per week to
pariicipate in interdisciplinary
review when necessary.

C. All new nursing staff will
receive training on facility
policy on restraints and use of
least restrictive device,
monitoring, correct application,
response to use of restraints
and their effectiveness by’

|
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Registered Nurse/Staff
F 221 | Continued From page 4 F 221 Development during
10/M17/12 at 9:25 AM, MDS Nurse #1 was orientation.
interviewed. She indicated that she had D. Directed in-services on the
assessed Resident #18 for restraint reduction on following topics will be
9/5/12 but he was not a candidate for reduction completed for all staff
due to being impulsive. 1. Behavior Management
¢ 2. Restraints
The latest quarterly MDS assessment dated Local ombudsman will
08/24/12 indicated that Resident #18 had complete training on 11-30-12
severely impaired cognition, had a trunk restraint and management will video in-
used in chair or out of bed, ambutation did not service. Director of Nursing
occur during the entire 7 day period and was and/or Staff Development
dependent on the staff for transfers. Coordinator will complete
, o training with staff members
The_a nurse's nqtes and the incident reports were unable to attend on or before
reviewed. Resident #18 had several 12-5-12.
fallsfaccidents involving the use of the restraint, i
The nurse's notes and the incident report dated 4. Monitoring of ca‘arrectfve ?Ctm? fo
12/8/11 at 11:50 AM indicated that Resident #18 ensure the deficient practice will not
was observed on the floor in his room lying on his reoccux:
stomach. On 12/12/11, there was doctor's order ) e
for the use of the lap belt to wheslchair. There A. The interdisciplinary team
was no assessment for a lesser restrictive device (DON, NHA, Staff Development
prior to using a lap belt. There were no lesser Cooxdinator, Social Services
restrictive devices fried prior to using the lap beit Director, Director of Rehab,
aside from the alarms. Dietary manager and MDS)
will review al residents with
The nurse's notes and the incident report dated restraints weekly X 8 weeks
12/23/11 at 10:00 AM indicated that Resident #18 then monthly X 3 then_
. | had released the fap belt and he was observed on quarterly for continued use of
the floor on the hallway. The doctor was least restrictive device,
informed and a new order for pelvic restraintin a monitoring response to use of
broda chair was obtained. There was no restraints and their
assessment for a lesser restrictive device from effectiveness. Each patient who
lap bg!f to peIYIC res?ramt.‘ There were no lesser " has orders of restraint will be
restrictive dgvnces ln_ed prior to using the fap ?e]t reviewed by the team to assure
and the pelvic restraint aslde from the alarms: effectiveness and safety of
device in use, evaluate safety
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F 221 Continued From page & F 221

The nurse's notes and the incident report dated
178112 at 11:45 AM, Resident #18 had a fall in the
bathroom. He was observed in front of the broda
chair with his legs in the air. The pelvic restraint
was stilt tied to the chair. His pants and the pelvic
restraint were down around his mid thigh o the
knee area. He was tangled in his pants and the
pelvic restraint. The only intervention was staff
education. There was no assessment for the
continued needfeffectiveness of the restraint and
did not assess tha restraint as an accident hazard
and the risk to the resident.

The nurse's notes and the incident report dated
412112 at 8:45 PM indicated that Resident #18
was observed in his room with the broda chair
tipped over him, He was lying on the floor with the
broda chair on top of him. The interventions were
staff education and weights were added to the
broda chair. Again, there was no assessment for
the continued need/effectiveness of the restraint
and did not assess the restraint as an accident
hazard and the risk to the resident.

The nurse's notes dated 6/10/12 at 11:35 AM
indicated that Resident #18 placed himself in bed
with the broda chair on top of him and the pelvic
restraint was still attached. There was no
intervention found after this incident. There was
no assessment for the effectiveness of the
restraint and did not assess the restraint as an
accident hazard and the risk to the resident.

The nurse's notes dated 8/12/12 at 3:00 PM
indicated that Resident #18 was observed to get
up with broda chair attached and lying in bed with
the chair and pelvic restraint attached. There

and determine potential for
reduction to a Iesser resfrictive
device. This review will include
walking rounds to observe the
patient, staff interviews and
review of documentation
related to the use of restraints,
Resident review will be
documented on
interdisciplinary team notes
within the resident’s clinical
record.

B. Events involving accident,
injury or potential harm
related to the use of restraints
will be reported fo the
Administrator immediately by
way of cell phone. The _
administrator will evaluate the
event to:

Assure optima‘i”safety and
well- being of resident and
determine if policy was
adhered to, if policy was
not adhered to, the
Administrator will evaluate
the event to determine
furiher necessary actions to
assure continued
compliance.
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F 221 Continued From page 6

was no intervention put in place after the incident
and there was no assessment for the continued
need/effectiveness of the restraint and the risk for
accident hazard fo the resident.

Jhe nurse's notes and the incident reports dated
91712 at 8:15 PM revealed that Resident #18
was found tipped over in the broda chair with the
pelvic restraint in place. The interventions were
staff education and weights added to the broda
chair, There was no record that staff education
was provided and there was no additional weights
added to the broda chair. There was no
assessment for the effectiveness of the restraint
and the risk for accident hazard to the resident.

On 10/17/12 at 3:25 AM, MDS nurse #1 was
interviewed. She stated that the pelvic restraint
was to prevent fallsfinjury. She added that the
resident was very impulsive and his ammonia
level was high,

On 10/17112 at 11:15 AM, administrative staff
member #1 was interviewed, She stated that
PBA {personal body alarm), bad pad alarm and
lap belt ware tried prior to pelvic restraint, She
also stated that 1:1 supervision was provided the
end of 2011 but notin 2012. She indicated that
the pelvic restraint was used because he tried to
get up and slid down. He also had falls and this
had helped to prevent further falls. She thought
that the pelvic restraint was the safest for
Resident #18. She further stated that the facility
had conducted a quarterly restraint reduction by
taking the restraint off and by observing the
resident. If he continued to get up, the use of -
restraint was continued.

F221 C. Result of Audits related to the

use of restraints will be
reported to the facility Quality
Assurance Committee by the
Nursing heme Administrator,
The Quality Assurance
Committee consists of Director
of Nursing, Medical Director,
Nursing Home Administrator,
Nurse Assessment Coordinator,
Pharmacy Consultant, Social
Services Director, and Dietary
Manager monthly to review the |
need for continued intervention
or amendment of plan.

i
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F 221 | Continued From page 7

On 10/17/12 at 3:32 PM, therapist #2 was
interviewed. She stated that the 10 Ibs weights
were added a few months ago to prevent him
from fipping the broda chair over, She also
stated therapy depariment does not recommend
what iype of restraints to use. She indicated that
nursing decides what type of restraint to use.
She also added that PBA, seat pad alarm, seat
belt and Geri chair had been tried prior to pelvic
restraint, She also added that the broda chair
was used for positioning.

On 10/17/12 at 4:20 PM, Nurse Manager #1 was
interviewed. She stated that she was new fo the
facility but she had observed the pelvic restraint
of Resident #18 not correctly placed once. She
immediately trained the nursing assistant on how
to correctly apply the pelvic restraint. She stated
that she did not remember the exact date and
she did not have records of the training.

The Administrator was notified of the Immediate
Jeopardy on 10/17/2012 at 6:20 PM. The facility
provided a credible allegation of compliance on
1041812012 at 7:30 PM. The allegation of
compliance indicated:

Credible Allegation of Compliance:

1. Corrective actien(s) accomplished for those
residents found to have been affected by the
alleged deficient practice:

Resident #18 was assessed by the
interdisciplinary Team which includes the Director
of Nursing (DON), Nursing Home Administrator

F 221
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(NHA), Resident Assessment Director,
Coordinator, the Social Services Director,
Director of Rehabilitation, Staff Development/
Risk Manager and Diefary Manager on 10/17/12
with pelvic bslt discontinued and self- releasing
Velcro alarming seat belt now in place. Resident
placed on one fo one observation as part of his
plan of care on 10/17/12. The 1:1 superviston will
be provided 24 hours per day and will continue
until resident is discharged; experiences
significant change in condition or Quality
Assurance Committee and attending physician
determines 1:1 continuous observation is no
longer necessary to maintain resident safety.

1:1 observation is defined as continuous staff
observation of resident. Resident will be
observed at all times. The staff member
assigned will notify charge nurse for relief for
hreaks and will not leave resident until staff
member is present for relief. 1:1 observations will
be documented on 1.1 flow sheet with behaviors
recorded as observed. Behaviors observed that
are determined to be potentially harmful will be
reported to the charge nurse immediately.

All residents with restraints have the potential to
be affected by this alleged deficient practice. On
10717112 a complete restraint reduction
assessment was completed on all residents with
restraints by the Interdisciplinary Team to ensure
least restrictive device in use.

There are 10 residents with restraints in the
facility; all 10 residents were reviewed by the
interdisciplinary team in a meeting calted for this
purpose. The team completed the facilities
quarterly resiraint reduction assessment in review
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of least restiictive device use; review included
observation of residents while restraints were
removed for approximately 20 minutes each. @
residents remained in designated device at this
time; one resident was amended, in accordance
with MD order obtained, to device of lesser
restriction. Care plan was amended in
accordance with reduction. Responsible parly
was notified and in agreement with reduction, to
include risks and bensfits of the alternative plan.

Measure and Systemic Changes

‘The Corporate Glinical Consultant whois a
Registered Nurse in-serviced the interdisciplinary
team on 10/17/12 on the use of restraints {o
include facility policy on use of least restrictive
device, monitoring, response to use of restraints
and their effectiveness. In-service inciuded policy
content o include: Restrained individuals shall be
reviewad regularly (at least quarterly} to
determine whether they are candidates for
restraint reduction, less restrictive methods of
resfraints, or total restraint elimination, care plans
shall also include the measures taken to
systemnatically reduce or efiminate the need for
restraint use and that Restraints shall be used in
such a way as not to cause physical injury to the
resident and to insure the least possible
discomfort to the resident.

All assigned nursing staff, to include Licensed
Nurses and Certified Nursing Assistants, wilt be
In-serviced on facility policy on use of restraints
and proper placement on 10/18/12 by the
Director of Nursing and Staff Development
Coordinator and RN Suparvisor whois a
Registered Nurse { RN). No nursing staff will
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provide direct care until in-service attended.
Currently, 26 direct care staff have been trained
and are assigned to residents. 19 are scheduled
for 3PM. in-service on Oct 18, 2012 then will be
assigned to residents. 13 are scheduled for the
11pm In-service on Oct 18, 2012 and then wilt be
assigned fo residents. There are 87 in fotal.
In-servicing is scheduled before sach shift until al
staff are re-in-serviced. Review of requirement to
check restraints to include proper placement
every 30 minutes and release and reposition
every 2 hours and when needed and document
completion every shift on the resident's Treatment
Record. Part time licensed nursing staff, part time
nursing Assistants and new hires will not be
assigned to direct care until completion of this
in-service.

Training will be conducted by the Staff
Development Coordinator or RN Supervisar. The
Facifity existing restraint policy has been added to
the orientation program for all new nursing
employees.

The use of physical restraints will be determined
by the interdisciplinary team. The Director of
Nursing in accordance with the recommendations
of the interdisciplinary team will assure the use of
least restrictive device. if emergency restraint is
applied to assure safsty of resident or others
based on change in medical condition, the
interdisciplinary team will convene to review
restraint assessment and change in condition to
assure use of least resfrictive device within 24
hours of application of the device. Team will be
available 7 days per week to participate in
interdisciplinary review when necessary.

F 221
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All new hires will receive training on facility policy
on restraints and use of least restrictive device,
monitoring, correct application, respense to use
of restraints and their effectiveness by Registered
MNursefStaff Davelopment

Monitoring

The interdisciplinary team (BON, NHA, Staff
Development Coordinator, Soctal Services
Director, Director of Rehabilitation, Dietary
manager and Minimum Data Set (MDS)
coordinator will review all residents with restrainis
weekly X 8 weeks then monthly X 3 months then
quarterly for continued use of least restrictive
device, monitoring response to use of rastrainis
and their effectiveness. Each patient who has
orders of restraint will be reviewad by the feam to
assure effectiveness and safety of device in use,
svaluate safety and determine potentiat for
reduction to a lesser restrictive device. This
review will include walking rounds o observe the
patient, staff inferviews and review of
documentation refated to the use of restrainis.
Resident review will be documented on
interdisciplinary team notes within the resident's
clinical record.

Events involving accident, injury or potential harm
related to the use of restraints will be reported to
he Administrator immediately by way of cell
phone. The administrator will evaluate the event
to:

Assure optimal safety and well- being of resident
and determine if policy was adhered to, if policy
was not adhered to, the Administrator will
evaluate the event to determine further necessary
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actions fo assure continued compliance.
Result of Audits related to the use of restraints
will be reported to the facility Quality Assurance
Committee by the Nursing home Administrator.
The Quality Assurance Committee consists of
Director of Nursing, Medical Directar, Nursing
Home Administrator, Nurse Assessment
Coordinator, Pharmacy Consultant, Social
Services Diractor, and Dietary Manager monthly
to review the need for continued intervention or
amendment of plan.
The credible allegation was verified 10/18/2012 at
5:00 PM. as evidencad by staff interviews on
in-service training recsived on restraints, proper
placement of restraints, how to release restraints
and when to release restraints. Also, the IDT
team was interviewed on in-service training
received on the use of [east restrictive restraint,
proper application of restraint, correct positioning
of the restraint how to release restraints and
when to release resfraints. Resident #18 was
observed to have no pelvic restraint and was on
1:1 observation by a staff member, L " " ehed for (h
. orrective acnon CoHMphHs p
F 226 | 483.13(c) DEVELOP/IMPLMENT F 220 residents fouildotéslz:\?e(l)aeel; afi%cteudrby‘ﬁlee
35=p | ABUSE/NEGLECT, ETC POLICIES alleged deficient practice: l ]' !/2‘
i A. Noresidents identified.
The facility must develop and implement written B.  Certifications for all nursing assistants l')’
policies and procedures that prohibit have heen verified through HCPR 'f}'s"
mistreatment, neglect, and abuse of residents (Health Care Personnel Registry) and
© = ‘ maintained in personnel files. Audif
and misappropriation of resident property. completed on 11-8-12
2. Identify other residents who have the
potential to be affected by the same deficient
; : . ractice and what corrective action taken:
gh'ls REQUIREMENT is not met as evidenced zp& Alb residents who reside in the facility
¥ ’ have the potential to be affected by this
Based on the reviews of policy and employee alleged deficient practice,
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records, and staff interview, the facility failed to
verify the license of 1 of 2 nurses (Nurse #4) and
certifications of 2 of 2 nurse aides {Nurse Aldes #
7 & #8) prior {o offering employment.

The findings include:

The facifity's Abuse Prohibition Policy, dated
August, 2009 read that "Human Resources
Manager or designee, who assures thatall
pre-employment screenings are completed and
reviewed prior to hire.”

Screening per federal and/or state regulations, all
_ applicantsfemployees must complete and
application and pass a (n): Abuse registry check,
crirninal background investigation, licensure
and/or certification, and reference check {per

policy).

1. On 10/18/12 a sample of new employee files
were reviewed. It revealed that Nurse #4, was
hired on 8/20/12. A copy of her license
verification was in her personnel! file and
documented that on 8/21/12 at 11:16 am, the
facility checked her sfatus.

On 10/18/12 at 1:35 pm the Administrative Staff
#1 was interviewed. She stated thatin August,
she briefly performed some of the new employee
screenings, when the staff who was normally
responsible for the task, vacated her position,
however she shared that she did not handle the
pre-screening for any of the nurses. She shared
that normally when staff has to verify a license; it
was performed prior to the hire date.

2. On 10/18/12 a sample of new employee files

FIVE OAKS MANCR
CONCORD, NC 23027
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F 226 | Continued From page 13 F 226 Measures/systematic changes put in place to

ensitre that the deficient practice does not
recur:

A, Nurse#4 and Nurse Aides#7and # 8
have licenses/certifications in good
standing with NC Board of Nursing.

B. 100% audit of all licensed nurses and
CNA’s to ensure that all have current
updated licenses/certification completed
by Human Resource office byi1/8/2012.

C. Human Resource/Business Office
personnel were in-serviced by the
Administrator on 11/1/2012 on facility
policy for verification of
licenses/certifications prior to
employment.

D. Upon review of applications of potential
new nursing staff and prior to offering
employment the Business
Office/Human Resource will verify and
print a copy of their current license and
place copy in their personnel file,

E. Ne nursing employee will be able 1o
attend oricatatlon until a copy of their
Heense have been verified, printed and
placed in personnel file,

F.  Facility maintains copy of license for
nurse’s within personnel file, Audit was
completed by Human Resource office
by 11-8-12, HCPR (Heaith Care
Personnel Registry) was notificd on 10-
22-12.

|
i
|

Monitering of corrective action to ensure the
deficient practice will not recur;

A. Director of Nursing/Staff Development
Coordinator/Administrator will audi¢
100% of all new nursing employees
personnel file prior to orientation
weekly x 4 weeks then monthly x 3 to
ensure all Heense/certification have
been verified.
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F 226 | Continued From page 14 F 226 B. Report of findings and subsequent
were reviewed. 1t revealed that Nurse Aide #7 disciplinary action, if applicable, will be
was hired on 8/16/12. A copy of her nurse aide reported to the facility Quality
ceriification was in her personnel file and g‘ss".mnce Committee consisting of
: . ursing Home Administrator, Director
documented fhat on 8/20/12, it was verified. of Nursing, Medical Dircctor, Unit
) Supervisors, SDC/ Risk Manager, MDS
Qn 10118/2 at 1:35 pm, the Administrative Staff Nurse, Pharmacy Consultant, Woungd |
‘#1 was interviewed. She stated that in August, Care Nurse, Social Services Director, |
she briefly performed some of the nurse aides and Dietary Manager monthly to
g review the need for continued
pre-employment screenings, when the staff who intervention or mmendment of plan. |
was normally responsible for the task, vacated :
her position. She stated that when she must
validate cerifications, she always looked at the
Nurse Aide Registry online, prior to any offer of
employment, She offered that perhaps she might
- have viewed the certification and omitted printing
it, bafore the employment began.
3. On 10/18/12 a sample of new smployee files
were reviewed. It revealed that Nurse Aide #8
was hired on 8/16/12. A copy of her nurse alde
certification was in her personnel file and
documented that on 8/20/12, it was verified.
On 10/18M2 at 1:35 pm, the Administrative Staff
#1 was interviewed, She stated that in August,
she briefly performed some of the nurse aides
pre-employment screenings, when the staff who
was normally responsible for the task, vacated
her position. She stated that when she must
validate certifications, she always looked at the
Nurse Aide Registry online, prior to any offer of :
employment. She offered that perhaps she might 1. Corrective action(s) accomplished for those
have viewed the certification and omitted printing residents found (o have been affected by the
it, before the employment began. alleged deficient practice:
' Resident #18 had a modification to his
F 278 | 483.20(g) - (j) ASSESSMENT F278 quarterly MDS from 8/24/2012 D%ﬁ
g5=p | ACCURACY/COORDINATION/CERTIFIED completed on 10/30/2012 fo include . _ 2
. . days that resident ambulated by ;\gfff
The assessment must accurately reflect the MDS/RN,
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Restdent #17 had a modification to her
F 278 | Continued From page 15 F 278 quarterly MDS from §/13/2012
ident's stat completed on 10/30/2612 fo include
Tesident's status. coding days of antidepressant and
- anticoagulation use by MDS/RN,
A registered nurse must conduct or coordinate
each assessment with the appropriate 2, Identify other residents who have the
participation of health professionals. potential to be affected by the same deficient
. practice and what corrective action taken:

‘-
A registered nurse must sign and certify that the A.  All residents who reside in the facility
assessment is completed. have the potential to be affected by this

alleged deficient practice.

Each individual who completes a portion of the B.  All MDS’s have been reviewed by

ssessment must sign and certify the accuracy of Interdisciplinary feam to ensure
a . g ¥ accuracy of assessments,
that portion of the assessment.

3.  Measures/systematic changes put in place to

Under Medicare and Medicaid, an individual who ensure that the deficient practice does not
willfully and knowingly certifies a material and recur:
falsg stateme.nt. in a resident assessment is A. Corporate Resident Assessment
subject to a civil money penalty of n'ot mpre than Specialist/Registered Nurse in-sevviced
$1,000 for each assessment; or an individual who the MDS depariment on 10/30/2612 on
willfully and knowingly causes another individual proper ceding of the MDS.
to certify a material and false statementin a B. ?“?’ ’}e“'dM[?S “é'm ‘T"lt“t’,““’e od

. . . L. raining during the oricntation perio
resident assessment is subject to a civil money by Corporatc Resident Assessment
penalty of not more than $5,000 for each Specialist/Registered Nurse to ensure
assessment. accurate coding of the MDS.

)4
Clinical disagreement does not constitute a 4.  Monitoring of corrective action to ensure the
materiat and false statement deficienf practice will not recur:
A, Director of Nursing/Staff Development
Coordinator wili audit 10 MDS weekly
This REQUIREMENT is not met as evidenced x4 weeks then monthly x 3 to ensure ali
by: . have accurate coding,

Based on record review, observation and staff B. Repert of findings and subseguent
interview, the facility failed to accurately assess disciplinary ‘;“}0“: if applicable, will be
residents on areas of ambulation (Resident # 18) reported to the facility Quality

" id for 2 of 22 Assurance Committee consisting of

and med[cat{ons (Resident#17) for2 o Mursing Home Administrator, Director

sampled residents. of Nursing, Medical Director, Unit

The findings include: Supervisors, SDC/ Risk Manager, MDS
Nurse, Pharmacy Consultant, YWound
Care Nurse, Social Services Director,
and Dietary Manager monthly to
review the need for continued
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1. Resident #18 was admitted to the facility on
7/13/11 and was re-admitted on 9/29/11. The
quarterly MDS assessment dated 8/24M2.
indicated that ambulation did not accur during the
entire 7 day period.

.

Reaview of the nursing restorative notes in August,
2012 revealed that Resident #18 was on
restorative armbulation program 6 times per week.
The notes revealed that Residant #18 had
ambuiated with the use of rolling walker 6 times a
week,

On 1071612 at 2:38 PM, restorative alde 1 was
interviewed. He stated that Resident #18
ambulated at least 25 feet 6 times per week with
1 person assist.

On 10716/12 at 3:34 PM, Resident#18 was
observed walking using a rolling walking with 1
person assist.

On 107112 at 8:10 AM, NA#1 was observed
taking Resident #18 to the batiroom. Resident
#18 was able to ambulate with 1 person assist.
She stated that resident was able to ambulate but
with unsteady gait.

On 10/18f2 at 3:36 PM, MDS Nurse #1 was
interviewed. She acknowledged that ambulation
was not coded accurately on the MDS
assessment,

2. Resident #17 was admitted to the facility on
4/48/11 and was re-admitted on 1/27/42. The
quarterly MDS assessment dated 8/13M12
indicated that Resident #17 was noton

413 WINECOFF SCHOOL ROAD
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F 278 | Continued From page 17
antidepressant and anticoagulant medications.

Review of Resident #17's physician's orders
revealed that she was on Trazodone
(antidepressant) since 1/30/12 and on Coumadin
{anticoaguiant) since 7/16/12. On 8/4/12,
Coumadin was changed to Pradaxa
(anticoagulant).

The MARs (Medication Adminisiration Record) for
July, 2012 and August, 2012 were reviewed. The
MARs indicated that Resident #17 had received
Trazodone and Coumadin in July, 2012 and
Trazodone and Pradaxa in August, 2012 as-
ordered.

On 10/18/12 at 11:45 AM, MDS Nurse #1 was
interviewad. She agreed that the assessment for
Resident #17 was not coded accurately for the
use of the antidepressant and the anficoagulant
medications.

F 279 | 483.20(d), 483.20{k)(1) DEVELOP

$5=B | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care. )

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that.are
to he furnished to attain or maintain the resldent's

F 278

F 279

1. Corrective action(s) accomplished for those :
residents found te have been affected by the
alleged deficient practice:

A, Resident #17 had her Care Plan 2)"5
updated on 10/30/2012 fo include the \l
use of anticoagulant medication by the
Interdisciplinary team,

Resident #209 had her Care Plan
updated on 10/30/21012 fo inciude the
use of Psychotropic medication by the
Interdisciplinary team.

Resident #64 has an IDT note
completed on 10/ 17 /2012 by the Social
Worker to indicate that resident’s long
term plan is to remain in facility.
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highest practicable physical, mental, and
psychosociat well-being as required under
§483.25; and any services that would otherwise
be required under §483,25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483,10(b){4).

This REQUIREMENT is not met as evidenced
by: :

Based on medical record review and staff
interviews, the facility failed o develop a care
plan for two {2) of ten {10) residents reviewed for
the appropriate use of medications (Resident
#17, Resident #209) and failed to develop a care
plan for discharge planning for one (1) of three
{3) sampled residents who were reviewed for
community discharge (Resident #64). Findings
included:

1. Resident #17 was admitted to the facility on
4/18/11 and was re-admitted on 1/27/12. The
significant change in status assessment dated
52512 indicated that the resident was on
anticoagulant medication and the care plan
decision was to proceed o care plan. The
quarterly MDS assessment dated 8/13/12
indicated that Resident #17 was not on
anticoagutant medications.

The care plan for Resident #17 was reviewed,
There was no care plan developed to address the
use of the anticoagulant medication Pradaxa.

The MARSs {Medication Administration Record) for
July, 2012 and August, 2012 were reviewed.- The
MARs indicated that Resident #17 had received

potential to be affected by the same deficient
practice and what correcfive action faken;

A, Altresidents who reside in the facility
have the potential to be affected by this
alleged deficient practice.

B. Al Care Plans have been reviewed by
the Interdisciplinary team by 11/7/2012
to ensure all residents have
comprehensive care plans,

3. Mcasures/systematic changes put in place to
ensure that the deficient pracfice does not
recur;

A, Corporate Resident Assessment

registered nurses responsible for the
development and accuracy of care
plans. Interdisciplinary Team was also
include in the in-service on 10/30/2012
on the development of comprehensive
care plans,

B. Any new MDS (RN) Interdisciplinary
Team member will receive training
during the orientation period by
Corporate Resident Assessment
Specialist/Registered Nurse on
development and accuracy of care
plans. Any new Interdisciplinary Team ?
member will receive training dwring
orientation on develop of
comprehensive care plans, Training will
be completed by Corporate Resident
Assessment Specialist (RN).

4,  Monitoring of corrective action to ensure the
deficient practice will not recur:

A, Director of Nursing/Staff Development
Coordinator will audit 10 Care Plans
weekly x 4 weeks then monthly x 3 to
ensure all have aceurate comprehensive
care plans.

Specialist/Registered Nurse in-serviced -
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Trazodone and Coumadin in July, 2012 and
Trazodone and Pradaxa in August, 2012 as
ordered.

On 10M18/12 at 10:45 AM, MDS Nurse #1 was
interviewed. She stated that the care plan for the
use of the anticoagulant medication was
developed in May, 2012 but was discontinued in
August, 2012 when the Coumadin was changed
to Pradaxa. She further stated that it was an
error because Pradaxa was also an anticoagulant
medication. She further stated that she would
initiate a care plan for Resident #17 to address
the use of the anticoagutant medication.

2. Resident #209 was admitted on 8-21-12 with a
diagnosis of Depressive discrder.

0On 10-16-12, a review of the physician orders
dated 8-21-12 revealed that Resident #208 was
to receive Ambien (a hypnotic medication) &
milligrams (mg) as needed at bedtime and Zoloft
{an antidepressant medication) 50mg every day.

The September 2012 Medication Administration
Record (MAR) revealed Resident #2089 received
the Zoloft and Ambien throughout the month of
September.

A review of the resident Cars Plan (CP) dated
8-30-12 revealed no Psychotropic medication
was addressed and no approaches and
Inferventions were documented.

On 10-17-12 at 3:45pm, an interview was
conducted with Nurse #4 who was also the MDS
coordinator. She reported that she was new fo

disciplinary action, if applicable, will be
reported to the faciiity Quality
Assurance Committee consisting of
Nursing Home Administrator, Director
of Nursing, Medical Director, Unit
Supervisors, SDC/ Risk Manager, MDS
Nurse, Pharmacy Consultant, Wound

Care Nurse, Social Services Director,
and Dictary Manager monthly to
review the need for continued
intervention or amendment of pian.
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this position and was still learning how the MDS
process worked. She indicated that she had been
uhaware that the CP had to address psychotropic
medication use along with approachas and
interventions,

On 10-25-12 at 10:00am, a telephone interview
was conducted with Administrative staff #1. She
indicated her expectations were for the Care Plan
assessments to be accurate and be resident
specific.

3. Resident #64 was admitted to the facility on
5/24/12. Cumulative diagnoses included:
Piabetes Mellitus, chronic respiratory faifure and
chronic kidney disease with dialysis.

An Admission Minimum Data Set (MDS)
assessment dated 5/28/12 indicated Resldent
#64 was mildly impaired in cognition. Seclion Q
titled "Participation in Assessment and Goal
Sefting” indicated Resident #64 participated in
the assessment Resident # 64's overall goal was
to expect to be discharged to the community.

Care plans for Resident #64 dated 6/6/12 and
8/20/12 were reviewed. There was no care plan
noted regarding potential discharge to
community. -

On 5/22/2012, a Social Services Evaluation form
revealed Resident #64 planned to be short term
and return home.

On 5/22/2012 at 2:15 PM., an interdisciplinary
progress note indicated fong term plans per
resident was to go home.
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On 6/18/2012 at 2:45 PM., an interdisciplinary
progress note indicated long term plans were for
Resident #64 to return fo the community.

On 7/10/12 at 2:00 PM.,, an interdisciplinary
progress note stated discharge plans were
pending per physician approval.

On 10/16 12 at 3:16 PM., MDS Nurse #1 stated
the Interdisciplinary Team (IDT)} met weekly to
discuss a resident ' s progress in therapy, the
need for continued therapy/ nursing servicas and
potential discharge from the facility. She stated
that rehabilitation services and the Social Worker
have discharge planning meetings with the
resident and family. She reviewed the care plan
for Resident #64 and indicated she did not find a
discharge planning care plan.

On 10/16/12 at 3:24 PM., Administrative staff #2
stated Resident #64 indicated on admission that
she lived with her son and grandchildren and
planned to return to the community.
Administrative staff #2 said Resident #64's power
of attorney {POA) was concerned about her
returning home. She stated she met with
Resident #64 and the POA on 8/17/2012. During
that meeting, both resident and daughter agreed
Resident #64 would remaln in the facility.
Administrative staff #2 revealed she had not
documented in the medical record the
progression of the discharge plans and the
decision on 08/17/2012 for Resident #64 to

remain in the facility. 1. Corrective action(s) aecomplished for those 2
residents found fo have been affected by the
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F316 alleged deficient practice: ,6,\’)/
8s=D | RESTORE BLADDER A. Resident #33 had her indwelling \
: catheter secured with a leg strap on
Based on the resident's comprehensive 10/18/2012 by nurse.
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assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
rasident's clinical condition demonstrates that
catheterization was necessary; and a resident
who Is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and staff
interview, the facility failed to secure the
indwelling catheter for 2 (Residents # 135 & #33)
of 3 sampled residents with an indwelling
catheter. The findings include:

1. Resident #33 was admitted to the facility on
8/312 and was re-admitted on 8/30/12 with

multiple diagnoses including Pressure ulcer. The

admission MDS (Minimum Data Sef) assessment
dated 9/6/12 indicated that Resident #33 had
severe cognitive impairment, had a stage IV
pressure ulcer and had an indwelling catheter.

The care plan dated 9/12/12 was reviewed. One
of the care plan problems was "at risk for UTI
(urinary tract infection) related to Foley catheter in
place." The care plan indicated that the
indwelling catheter was used for the stage IV
pressure uleer on the sacrum/coccyx, The goal
was "will remain free of UTI through next review
and comfort and dignity will be maintainsd
through next review 12/18/12." The approaches
included "Foley catheter care every shift, empty
drainage bag every shift, change Foley catheter

Resident #135 had her indwelling
catheter secured with a leg strap on
18/18/2012 by nurse.

2. Identify other residents who have the
potential to be affected by the same deficient
practice and what corrective action taken:

A.  Allresidents with' indwelting catheters
have the potential to be affected by this
alieged deficient practice.

B.  All residents with indwelling catheter
were assessed on 10/18/2012 to ensure
that leg strap was in piace by unit
supervisors, ’

ensure that the deficient practice does not
recur:

A. Director of Nursing/Stafif Development
Coordinator will in-service all nursing
staff on Tactity policy on indwelling
catheter by 117772012,

B. Al new nursing stafl wiil be in-serviced
during erientation by the Stafl
Development Coordinator on facility
policy for indwelling catheter.

C, Education on policy regarding
indwelling catheter included that the
catheter remains secured with a eg
strap to reduce friction and movement
at the insertion site,

4.  Monitoring of corrective action o ensure the
deficient practice will not recur:

A.  Director of Nursing/Staff Development
Coordinator/Unit Coordinators will
audit 5 residents with indwelling
catheters weekly x 4 weeks then
monthly x 3 to ensure indwelling
catheters are secuved per facility policy.‘

3, Measures/systematic changes put in place fo '
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as needed, assess for signs/symptoms of UTH,
Foley catheter flushes with NS (normat saline)
with MD order as needed, drainage bag should
be lowered than the abdominal level to mairtain
patency.” :

]

On 10/16/12 at 10:34 AM, Resident #33 was
observed during the dressing change. The
treatment nurse and Nurse Manager #2 were in
the room to provide the dressing change.
Resident #33 was in bed with the indwelling
catheter In place, When the resident was turned
to her side, it was cbserved that the indwelling
cathetor was not secured to her thigh.

On 10/16/12 at 4:45 PM, Resident #33's
indwelling catheter was observed with Nurse #5.
The catheter was still not secured to her thigh.

On 10/16/12 at 4:46 P, Nurse #6 was
interviewed. She stated that residents with an
indwelling catheter should have a leg strap to
secure the catheter tubing in place. She stated
that she did not know why Resident #33 had no
leg strap on but she would secure the tubing
immediately.

2. Resident #135 was admitted to the facility on
2/14/12 and was re-admitted on 8/16/12 with
multiple diagnoses including urinary retention.
The quarterly MDS assessment dated 9/18/12
indicated that Resident #135's cognitive status
was intact and had an indwelling catheter.

The care plan dated 9/19/12 was reviewed. One
of the care plan problems was “resident had 16

disciplinary action, if applicable, will be
reported to the facility Quality
Assurance Commitiee consisting of
Nursing Home Administrator, Director
of Nursing, Medical Director, Unit
Supervisors, SDC/ Risk Manager, MDS
Nurse, Pharmacy Consultant, Wound
Care Nurse, Social Services Director,
and Dietary Manager monthly to
review the need for continued
intervention or amendment of plan.
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FR {French) Foley catheter in place secondary to
urinary retention with more than 200 cc (cubic
centimeter) post void residual, she is at risk for
trauma, UT} and discomfort.” The goal was "wilt
be free of complications related to Foley catheter
placement through 12/19/12." The approaches
included " secure Foley catheter to leg, below
bladder at all times, keep in Foley catheter hag
when out of bed and in hallway, ensure Foley
catheter tubing remain patent and not kinked and
monttor for signs/symptoms of UTL"

On 10/18/12 at 8:40 AM, Resident #135 was
abserved in bed. She had an indwelling catheter
in place and the tubing was not secured to her
{eg/thigh. Interview with the resident revealed that
a staff member had removed the leg strap days
ago and did not put it back on. She did not know
the name of the staff member and she did not
know why the staff member removed it.

On 10118712 at 11:50 AM, NA #1 was interviewed.
She stated that she had seen the resident this
morning with the catheter tubing not secured,

She stated that she would inform the nurse about
it.

On 10/18/12 at 11:58 AM, Nurse Manager #3 was
interviewed. She stated that she didn't know that
« | Resident #135 had indwelling catheter. NA#1
was ohserved informing Nurse Manager #3 that
Resident #135 needed a leg strap to secure her
catheter tubing.

F 323 | 483.25(h) FREE OF ACCIDENT F 323 T
ss=K | HAZARDS/SUPERVISION/DEVICES 1. Corrective action(s) accomplished for i‘v)-"s- i vl
those residents found to have been
The facility must ensure that the resident “f_re"t_ed by the alleged deficient
environment remains as free of accident hazards practice: - i
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on 07/13/11 and was re-admitted on 09/29/11 with
multiple diagnoses including Hypertension,
Bipolar Disorder, Hepatic Encephalopathy, and
Traumatic Brain Injury.

The admission Minimum Data Set (MDS) dated
07/20/11 indicated that Resident #18 had
moderate cognitive impairment, had no physical
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. Resident #18 accident history was
F 323 | Continued From page 25 F 323 assessed by the Interdisciplinary Team
as is possible; and each resident receives which includes the Director of Nursing,
adequate supervision and assistance devices to Nursing Home Administrator, Resident
prevent accidents. Assessment Directer, Coordinator, the
Social Services Director, Director of
Rehabilitation , Staff Development/
t Risk Manager and Dietary Manager on
10/17/12 with pelvic belt discontinued
This REQUIREMENT is not met as evidenced and self- releasing Velero alarming seat
by: helt now in place. Resident placed on
i . . one to oné observation as part of his
.Base.d on record r'gwew", observation and staff plan of care on 10/17/12, Review of
interviews, the facility failed to evaluate the need incident logs reveals no further falls as
for the restraint to prevent falls and did not of 10/24/2012, The 1:1 supervision will
identify and assess the use of the restraint as an be provided 24 hours per day and will
. accident hazard/risk to 1 (Resident #18) of 3 continue until resident is discharged;
samptled residents with accidents. experiences significant change in
condition or Quality Assurance
The findings include: Committee and Attending physician
determines 1:1 continuous observation
Iminediate Jeopardy began on 04/01/2012 and is no longer necessary to maintain
was identified on 10/23/2012 at 413 PM. resident safety.
Immediate Jeopardy was removed on 10/24/2012 o, .
when the facility provided a credible allegation of 1:1 Ubse""’_‘““’“ Is de_ﬁll_ed as continuous
compliance. The facility will remain out of stflff observation ofIESI_dﬁnt. Resident
. . will be observed at all tirtes, The staff
compliance at a scape and severity level E (a . . .
. . member assigned will notify charge
pattem' o‘f no actual harr.n wdh_potent.lal for more nurse for relief for breaks and will not
‘than minimal harm that is not immediate leave residen{ until staff member is
jeopardy)". present for relief. 1:1 observations will
be documented on 1:1 flow sheet with
behaviors recorded as observed.
« | Resident #18 was originally admitted to the facility Behaviors observed that are determined

fo be potentially harmful will be
reported to the charge nurse
immedintely.

Tdentify other residents who have the
potential to be affected by the same
deficient practice and what corrective
action faken:

i
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restraint, ambutation did not occur during the
entire 7 day period and needed limited assistance
with transfer.

The significant change in status assessment
dated 12/22/11 indicated that Resident #18 had
memory and decision making problems, had a
trunk restraint used in chair or out of bed,
ambulation did not eceur during the entire 7 day
period and was dependent on the staff for
fransfers.

The care area assessments (CAAs) summary for
falls dated 12/22/11 was reviewed. The summary
indicated " will continue with care plan with
continued staff support in an effort to reduce risk
for injury related falling. Has been provided with
1:1 supervision as indicated, broda chair with
pelvic restraint, tow bed and chair/bed alarms to
alert staff of unsafe movemeants. Will notify MD
of status changes and provide support as
indicated.”

The care plan with 12/28/11 as date of onset was
reviewed. The care plan problem was " resident
is very impulsive with movements and has no
safely awareness placing him at risk for falls,
unsteady, staggering gait and right knee buckles
at times. Needs verbal cues to stay focused.
Requires need for pelvic restraint and broda
chair. Resident will sit self down on floor af times,
will Be down to sleep on floor. " The goal was "
resident will be free of injury thru 12/28/12, wilt
receive least restrictive most effeciive restraint
through 03/28/12, will receive no injury or
hreakdown related to restraint thru 12/28/12. "
The approaches included " up to broda chair
{tiltting/reclining chair} as tolerated, pelvic restraint

falts/accidents have the potential to
be affected by this alleged deficient
practice. .

B. On 10/24/12 a complete audit by
the Interdisciplinary Team of all
residents with falls/accidents in the
Iast 30 days has been completed to
ensure all residents have
appropriate interventiens in place
to prevent reoccurrence and Care

" Plans have been amended to reflect
current interventions. Audits were
completed by review of
-FalfAccident report, review of

charts and updates to Care Plan.
IDT note completed in each
resident chart fo support findings
of audits.

3. Measures/systematic changes puf in
place to ensure that the deficient
practice does not reoccur:

A. The Corporate Clinical Nurse who
is a Registered Nurse in-serviced
the Interdisciplinar)'r'Team on
10/24/2012 on accident prevention
and monitoring as it relates to
providing an environment free
frem hazards that the facility has
control aver.

B. Allstaff have been in-serviced on
facility pelicy on Preventing
accidents by providing an
envirenment that is free from
hazards over whieh the facility has
controt by the Director of Nursing /
Staff Development Coordinator
and RN Supervisor by 11/7/2012,
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to broda chair, ensure pelvic restraint is properly the daily Interdisciplinary Team’s
placed/attached and functioning properly svery marning meefing during regular
shift and PRN (as needed), release during care business hours to ensure proper
rounds, supervised activities and PRN {as ‘“te""c“t"_’“s have bec"_p“t n
needed), frequent body audits for early E‘afe lt:l) 1""‘]"9“t ‘be“cc““ e“"le ;“t‘d
identification of breakdown, weights to broda :‘eg;;:é ¢ cf::g_e‘}?t"; . t:;’:,‘ei;';ﬁ::s( eda
chair (added on 4/3/12), chair pad alarm to alert o
D. All new hires will receive training
staff of unsafe movements (added on 9/11/12), on facility policy on preventing
low bed to wail and non skid socks when in bed accidents by providing an
(added on 10/1/12). environment that is free from
hazards which facility has control
The latest quarterly MDS assessment dated by Registered Nurse/Staff
08/24/12 indicated that Resident #18 had Development during orientation,
severely impaired cognition, had a trunk restraint E. Dirceted in-service on the topic of

used in chair or out of bed, ambulation did not
ocecur during the entire 7 day period and was
dependent on the staff for iransfers.

The nurse's notes and the incident reporis were
reviewed. Resident #18 had several
fallsfaccidents involving the uss of the restraint.
The notes and the report dated 12/8/11 at 11:50
AM indicated that Resident #18 was observed on
the floor lying on his stomach next to his bed in
front of the wheelchair. The immediate action
taken were iabs {laboratory) were ordered
(ammonia level), staff education and frequent
monitoring. On 12/12/11, there was a doctor's
order for " lap belt to wheelchair, check and
release on care rounds/PRN." On 10/17/12 at
11:15 AM, administrative staff #1 had provided
in-service records. The in-service was conducted
on 12/8/11 with the topics covered " Geri chair
when resident is lethargic and unable to sit
upright and wheelchair when resident is alert and
able fo sit upright and on 12/12/11, the topics
were lap belf restraint while up in wheelchair and
release resiraint on care rounds/PRN activities."

ensiu

A,

4. Monitoring of corrective action to

reoccuy:

“chart reviews who sustain

falis will be completed for all staff
on or before 12-5-12 utilizing DVD,
Mability and Safe Movement of the
Elderty. Director of Nursing andfor
Staff Development Caordinator
will be completing in-service. DVD
was purchased from NCHCFA,

re the deficient practice will not

The interdisciplinary team (DON,
NHA, Staff Development
Coardinator, Social Services
Director, Divector of Rehab,
Dietary manager and NMDS) wilt
review all residents through
incident reports, 24 hour reports,

falis/accidents daily in the morning
meeting during regular business
hours to ensure all have proper
interventions in place and Care
Plans have been amended.
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There was no assessment for a lesser restrictive
device prior to using a lap belt and there was no
lesser restrictive device tried prior to using the lap
beit aside from the alarms.

‘the notes and the report dated 12/23/11 at 10,00
AM indicated the staff was called to the red hall
nurse's station. Resident #18 was observed in
sitting position with the [ap belt released by him.
The doctor was informed and a new order was
recelved for pelvic restraint in broda chair due to
poor safety awareness. A doctor's order dated
12/23/11 revealed " pelvic restraint in broda chair
due to poor safely awareness; discontinue lap
belt restraint to wheeichair, check every shift and
release on care rounds, activities and PRN. The
irmmediate action taken was broda chair. On
10117112 at 11:15 AM, administrative staff
member #1 was interviewed. She stated that
there was no In-service record on how to properly
apply the restraint after the 12/23/11 incident.
There was no assessment for a lesser restrictive
devica from lap belt to pelvic restraint and there
were no lesser restrictive devices tried prior to
using the lap belt and the pelvic restraint aside
from the alarms.

The notes and the report dated 1/9/12 at 11:45
AM indicated that Resident #18 had a fall in the
bathroom. He was observed on his right side in
front of the broda chair with his legs in the air.
The pelvic restraint was still tied to the chair. His
pants and the pelvic restraint were down around
his mid thigh o the knee area. He was tangled in
his pants and the pelvic restraint, After he was
untangled, he stood up without assistance.
immediate action taken was staff education. On
10/17712 at 11:15 AM, the administrative staff

or potential harm will be reported
to the Administrator immediately
by way of cell phone, The
administrator will evaluate the
event 0!

Assure aptimal safety and
well- being of resident and
Determine if policy was
adhered to, if policy was nat
adhered to, the Administrator
will evaluate the event to
determine further necessavy
actions to assure continued
compliance

Tracking and audits will be
completed by the Staff
Development/RN or Director of
Nursing en falls/faccidents into the
AHT Quality Assurance log daily.
Result of Audits related to
sustained falls/accidents will be
reporied to the facility Quality
Assurance Commitiee by the
Nursing home Administrator. The
Quality Assurance Committee
consists of Director of Nursing,
Medical Director, Nursing Home
Administrator, Nurse Assessment
Coorvdinator, Pharmacy
Consultant, Social Services
Director, and Dietary Manager
monthly to review the nieed for
continued intervention ox
amendment of plan,
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member #1 was inferviewed. She stated that she
could not find any training/staff education record
for /9112 incident. There was no assessment for
the need/effectiveness of the restraint-to prevent
falls/accidents. There was no assessment 1o
identify the restraint as an accident hazard to the
resident.

The notes dated 2/25/12 at 2:00 PM indicated
that Resident #18 was combative and was taking
off pelvic restraint. He was observed walking with
very unsteady gait and was gelting out of the
broda chair multipie times. He was cbserved
sitting on the floor, refusing o gef up and he
required 2 plus staff members to sit him back
down. The pelvic restraint was put back on and
will continue to monitor him. On 10/17/12 at
14:15 AM, interview with the administrative staff
member #1 was conducted. She stated that she
could not find an incident report for 2/26/12
incident and did not know what intervention was
taken after the fall. There was no assessment for
the need/effectiveness of the restraint to prevent
fallsfaccidents. There was no assessment fo
identify the restraint as an accident hazard to the
resldent.

The notes/report dated 3/28/12 at 8:30 PM
revealed that Resident #18 was observed siiting
in the grass in the courtyard. The report indicated
that the restraint was in uge at the time of the
incident, The immediate action taken was 1:1
observation. On 10/17/12 at 11:15 AM,
administrative staff member #1 was inferviewed.
She stated that 1:1 observation was not provided
at that time instead the resident was frequently
monitored by the staff. She did not explain why
1:1 was not provided. There was no assessment
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for the need/effectiveness of the restraint to
prevent falls/accidents. There was ho
assessment to identify the restraint as an
accident hazard to the resident.

The notes and the report dated 4/1/12 at 3:00 PM
revealed that Resident #18 was found on the floor
in his room. The nursing assistant stated that the
resident had untied the pelvic restraint and had
1aid down on the floor. The staff assisted the
resident back in broda chair with the restraint on.
The Immediate actions taken were frequent
monitoring and reapplied pelvic restraint
appropriately. On 10M17/12at 11:15 AM,
interview with the administrative staff #1 was
conducted. She stated that the pelvic restraint
was applied appropriately but was not able to
explain how she knew that the restraint was
correctly applied prior to the incident. She further
stated that the resident was referred to therapy
on 4/2/12. The nursing referral to therapy notes
dated 4/2/12 read " Pt {patient) positioned
appropriately in pelvic restraint in broda chair.
May offer to ambulate with assist several imes a
day." On 10M7/12 at 3:06 PM, NA# 2 was
interviewed. She stated that she had chserved
Resident #18 on the floor on 4/4/12. He untied his
restraint by pulling the strap at the back of the
chair. She also added that she had observed the
resident standing with the broda chair and pelvic
restraint aftached. She also had observed
resident putting himself in bed with the broda
chair and restraint attached. There was no
in-service provided to the staff on how to apply
the restraints properly after the fall. There was no
assessment for the need/effectiveness of the
restraint to prevent falisfaccidents. There was no
assessment to identify the restraint as an
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accident hazard to the resident.

The notes and the report dated 4/2/12 at 8:45 PM
revealed that Resident #18 was observed on the
fioor in his room with the broda chair tipped over
him. The physical restraint was in use at the time
of the incident. When assessed, he was noted to
pe lying on the floor and the broda chair was on
top of him. The immediate actions taken were
staff education and weights were added to the
broda chair. On 10/17/12 at 11:15 AM,
administrative staff member #1 was Interviewed.
She stated that the staff members were
in-serviced on 4/3/12 and the topics were weights
added to the broda chair, monitor for incontinence
and frequent toileting on care rounds and PRN.
She further stated that the resident was referred
to therapy. The nursing referral to therapy form
dated 4/3/12 was reviewed, The form indicated
that the therapist had placed 10 Ibs {(pounds)
weight on each side of base of broda chair to
reduce risk of tipping. On 10M17/12 at 8:15 AM,
the weights on the resident's broda chair were
checked. The waights were 5 Ibs, on each side
of the base of the broda chair and not 10 Ibs as
recommended by the therapist. On 10/18/12 at
2:15 PM, therapist #1 was interviewed. She
stated that she was the therapist who
recommended the 10 Ibs weights on each side of
the base of the broda chair to reduce the tipping.
She also stated that she was the one whe put the
weights on the broda chair but unable fo
remember how many Ibs. of weights she had
used on each side of the broda chair. Again,
there was no assessment for the
need/effactiveness of the restraint to prevent
fallsfaccidents. There was no assessment to
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identify the restraint as an accident hazard to the
resident.

The notes dated 6/ 012 at 11:35 AM, revealed
that Resident # 18 placed himself in bed with the
broda chair on fop of him. On 10/17/42 at 11115
AM, administrative staft member #1 was
interviewad. She stated that she could not find an
incident report for the 6/10/412 incident and she
did not remember what immediate action was
taken after the incident, On 107112 at 9:43 AM,
Nurse #2 was inte rviewed. She stated that she
had seen Resident #18 in bed with the broda -
chair on fop of him and was gtilt attached to the
pelvic restraint. He was lying on his stomach.
She did not know how he did it but this behavior
was common to him. He was also observed
sitting on the commode attached to the pelvic
restraint and the broda chair was against the wall.
She added that the resident was on pelvic
restraint because he tried to stand up and he was
very unsteady. She also indicated that she had
observed him to untie the pelvic restraint. She
also reported that restraint was checked every
shift if it was on but not chacked for correct
placement. Again, fhere was no assessment for
the need/effectiveness of the restraint to prevent
fallsfaccidents. There was no assessment to
identify the restraint s an accident hazard to the
resident.

The notes dated 812172 at 3:00 PM indicated
that Resident #18 was very combpative, continued
to get up with the chair attached, tying in bed with
the chair attached, continued to get up walking,
swinging at staff and cursing. Haldol {anti
psychotic medication)iM (intramusculaﬂy} was

F 323
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administered. On 10/17/12 at 11:15 AM, interview
with the administrative staff member #1 was
conducted. She stated that she could not find the
incident report for the 8/12/12 incident and she
did not remember what immediate action was
taken. She reported that an in-service was
conducted on 8/8/12 and 8/3/12 o ensure that he
had socks/shoes when out of bed and toileting
during care rounds. She also stated that the staff
members were in-serviced on how to apply the
resirainis. On 10/M17/12 at 8:55 AM, Nurse #3
was interviewad. She stated that Resident #18
had been found in bad with the broda chair and
the pelvic restraint attached on several
occasions. It happened on her shift and it was
also reported to har by the other shift. She added
that the resident was using the pelvic restraint
because he tried to get up and he was very
unsteady. She further stated that he iried to
wiggle to gef out of the pelvic restraint. Nurse #3
reported that she checked the restraint if it was
on but not for proper placement. Again, there
was no assessment for the need/effectiveness of
the restraint to prevent falls/faccidents. There was
no assessment to identify the restraint as an
accident hazard to the resident.

The notes and the report dated 9/7/12 at 8:15 PM
indicated that Resident #18 was found silting in
the broda chair at the nurse’s station. The nurse
and the nursing aide heard a foud noise and
when they came out of ihe resident's room they
found the resident tipped over In the broda chair.
The pelvic restraint was still in place. The
immediate action taken were staff education and
weights added to wheelchair. On 10/17/12 at
11:15 AM, interview with the administrative staff

F 323
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#1 was conducted. She stated that she could not
find an in-service or staff education record for the
9/7H2 incident. She also stated that the waighis
were the same as what was recommended by the
therapy depariment in April, 2012. Again, there
was no assessment for the need/effectivensss of
the restraint to prevent falls/accidents. There was
no assessment to identify the restraint as an
accident hazard to the resident.

Review of the physiclan * s orders for October,
2012 revealed that Resident #18 was on Haldol
{antipsychotic) 5 mgs (milligram)three times a
day for Bipolar Disorder, Klonopin {antianxtety) 1
mgs three times a day for Agitation and
Trazodone (antidepressant) 100 mgs at bedtime
for Depression.

On 10/16/12 at 8:55 AM and 3:34 PM, Resident
#18 was observed up in broda chair with pelvic
restraint aftached. The restorative aide was
observed walking the resident using the gait beit.
AL3:45 PM, interview with the restorative aide # 1
revealed that Resident #18 was able to ambulate
but with unsteady gait.

On 10/17/12 at 8:10 AM, NA#1 was interviewed.
NA#1 was assigned fo Resident #18. She stated
that Resident #18 was using a pelvic restraint fo
prevent him from falling. He would stand up and
walk and he was very unsteady. She stated that
she had not received an in-service on how to
properly apply restraints.

On 10/17/12 at 9:25 AM, MDS nurse #1 was
interviewed. She stated that the pelvic restraint
was to prevent fallsfinjury. She added that the
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resident was very impuisive and his ammonia
tevel was high. She also indicated that the 10T
{interdisciplinary team} would meet after the
incident and discuss what interventions to put in
place. She reported that the interventions were
written in the incident report, in the care plan and
in the kardex.

On 10M 7112 at 11:15 AM, administrative staff
member #1 was inferviewed. She stated that
PBA (personal body alarm), bed pad alarm and
lap belt were tried prior o pelvic restraint. She
also stated that 1:1 supervision was provided the
end of 2011 but not in 2012. She indicated that
the pelvic restraint was used because he tried fo
get up and slid down. He also had falls and the
restraint had helped to prevent further falls. She
thought that the pelvic restraint was the safest for
Resident #18.

On 10/17/12 at 3:32 PM, therapist #2 was
interviewad, She stated that the 10 Ibs weights
were added a few months ago to prevent the
resident from tipping the broda chair over. She
also added that the broda chair was used for
positioning.

On 10/17/12 at 4:20 PM, Nurse Manager #1 was
interviewed. She stated that she was new to the
facility but she had observed the pelvic restraint
of Resident #18 not correctly placed once. She
immediately frained the nursing assistant on how
to correctly apply the pelvic restraint. She stated
that she did not remember the exact date and
she did not have records of the training.

The Administrator was notified of the Immediate
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Jeopardy on 10/23/2012 at 4:13 PM. The faclility
provided a credible allegation of compliance on
10/24/2012 at 4.46 PM. The allegation of
compliance indicated:

Resident #18 accident history was assessed by
the Interdisciplinary Team which includes the
Director of Nursing, Nursing Home Administrator,
Resident Assessment Director, Coordinator, the
Soctal Services Director, Director of
Rehabilitation , Staff Development/ Risk Manager
and Dietary Manager on 10/17/12 with pelvic belt
discontinued and self- releasing Velcro alarming
seat belt now in place. Resident placed on one
to one ebservation as part of his plan of care on
10/17/12. Review of incident logs reveals no
further falls as of 10/24/2012, The 1:1 supervision
will be provided 24 hours per day and will
continue until resident is discharged; experiences
significant change in condition or Quality
Assurance Committee and Attending physician
determines 1:1 continuous observation is no
longer necessary to maintain resident safety.

1:1 observation is defined as continuous staff
chservation of resident. Resident will be
observed at all times. The staff member
assigned will notify charge nurse for refief for
breaks and will not leave resident until staff
member is present for relief. 1:1 observations will
ba documented on 1:1 flow sheet with behaviors
recorded as chserved. Behaviors observed that
are determined to be potentially harmfut will be
reported to the charge nurse immediately.

All residents who sustain fallsfaccidents have the
potential to be affected by this alleged deficient
practice,
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On 10/24/12 a complete audit by the
Interdisciptinary Team of all residents with
fallsfaccidents in the last 30 days has been
completed to ensure all residents have
appropriate interventions in place to prevent
reoccurrence and Care Plans have been
amended o reflect current interventions. Audits
were complated by review of Fallf/Accident report,
review of charis and updates to Care Plan. 1DT
note was completed in each resident chart to
support findings of audits.

Measures and systemic changes

A. The Corporate Clinical Nurse who is a
Registered Nurse in-serviced the Interdisciplinary
Team on 10/24/2012 on accident prevention and
monitoring as it relates to providing an
environment free from hazards that the facility
has control over,

B. All assigned hursing staff, to include Licensed
Nurses and Nursing Assistants, will be
in-serviced on facifity policy on Preventing
accidents by providing an environment that is free
from hazards over which the faclity has control by
the Director of Nursing and Staff Development
Coordinator and RN Supervisor. At this time 76
out of 89 nursing staff have been in-serviced on
preventing accidents. No nursing staff will
provide direct care until in-service attended. The
Fagility existing policy on preventing accidents by
providing an environment that is free from
hazards which the facility has control has been
added {0 the orientation program for all new
nursing employees.
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C. Al residents that have falls/accidents will be
reviewed in the daily Interdisciplinary Team ' s
morning meeting during regular business hours to
ensure propar interventions have been putin
place to prevent reoccurrence and Care Plans
have been amended to reflect current
inferventions.

D. All new hires will recelve training on facility
policy on preventing accldents by providing an
environment that is free from hazards which
facility has control by Registered Nurse/Staff
Development during orientation.

Monitoring

A The interdisciplinary team (DON, NHA, Staff
Development Goordinator, Soctal Services
Director, Director of Rehab, Dietary manager and
MDS) will review all residents through incident
reports, 24 hour reporis, chart reviews who
sustain falls/accidents daily in the morning
maeting during regular business hours o ensure
alt have proper interventions in place and Care
Plans have been amended.

B. Events involving accident, injury or potential
harm will be reported to the Administrator
immediately by way of celf phone. The
administrator will evaluate the event to: assure
optimal safety and well- being of resident and
determine if policy was adhered to, if policy was
not adhered to, the Administrator will evaluate the
event to determine further necessary actions to
assure continued compliance.

C. Tracking and audits will be completed by the
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Staff Development/RN or Diractor of Nursing on
fallsfaccidents into the AHT Quality Assurance log
daily. Result of Audits related to  sustained
fallsfaccidents will be reported to the facility
Quality Assurance Committee by the Nursing

| home Administrator. The Quality Assurance

Committee consists of Director of Nursing,
Medical Director, Nursing Home Administrator,
Nurse Assessment Coordinator, Pharmacy
Consultant, Social Services Directar, and Distary
Manager monthly to review the need for
continued intervention or amendment of plan,

The credible allegation was verified 11/01/2012 at
3:00 PM. as evidenced by staff interviews on
in-service training received on accidents.
In-service training records were reviewad on
preventing accidents by providing an environment
that is free from hazards. In-service training of
current facility staff was provided on 10/23/2012
and 10/24/2012. In-service training was done on
10/30/2012 for new employees and has been
added to the orientation of new employees. Also,
the IDT team was interviewad on in-service
training received on accidents. A Quality
Assurance Meseting was held on 10/25/2012.
Minutes reviewed revealed F 221, F323,
immediate Jeopardy status and current PoC were
reviewed. Resident#18 was not in-the facility
the time of the validation. Resident was
hospitalized 10/31/12.

483.25(n) INFLUENZA AND PNEUMOCOCCAL
IMMUNIZATIONS

The facility must develop policies and procedures
that ensure that --

(i) Befora offering the influenza immunization,
each resident, or the resident's legal

F 323

Fasal L Corrective action(s) accomplished for those
residents found to have been affected by the
|7 2

alleged deficient practice:
A, Resident #17 recelved the influenza
vaccine on 10/10/2012.

Resident #130 received the influenza \
vaccine on 10/30/2012.

AN
,},6

<
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representative receives education regarding the
benefits and potential side effects of the
immunization;

{ii} Each resident is offered an infiluenza
jmmunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period, :

{iif) The resident or the resident’s legal
representalive has the opportunity to refuse
immunization; and

(iv} The resident's medical record Includes
documentation that indicates, at a minimum, the
following:

{A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of influenza
immunization; and

(B) That the resident either received the
Influenza immunization or did not receive the
influenza immunization due to medical
contraindications or refusal,

The facility must develop policies and procedures
that ensure that -

(i} Before offering the pneumococcsl
immunization, each resident, or the resident's
legal representative receives education regarding
the benefils and potential side effscts of the
immunization,

(i} Each resident is offered a pneumococcal
immunization, unfess the immunization is
medically contraindicated or the resident has
already been immunized;

{iil) The resident or the resident’s legal
representative has the opportunily to refuse
immunization; and

(v} The resident's medical record includes

potential to be aifected by the same deficient
practice and what corrective action taken:

A.  Allresidents who request the influcnza
vaccine have the potential to be affected
by this alleged deficient practice,

B. The current year 2012-2043 influenza
consents were mailed out to all curreat
residents/resident’s legal representative
in September 2012, 100% audit has
been completed to ensure all resident’s
that have returned the consent have
been given the influenza vaccine. Staff
Development Coordinator monitored
consents that were maited back to the
facitity ’

3.  Measures/systematic changes put in place to
ensure that the deficient practice does not
recur:

A, Corporate Clinical Consultant/RN in-
serviced the Direcfor of Nursing, Staff
Development Coordinator/Unit
Supervisors on {acility policy
“Influenza Vaecine” on 10/31/2012.

B. Director of Nursing/Staff Development
Coordinator/RN will in-serviced ail
licensed nursing staff on facility policy

. “Influenza Vaceine® by 11/7/2012.

C. Al new licensed nursing staff will in-
serviced during orientation by the Staff
Development Coordinator on facility
policy Influenza Vaceine,

4,  Monitoring of corrective action to ensure the
deficient practice will not reeur:

A. Director of Nursing/Staff Development
Coordinater/Unit Coordinators will
keep a running list of all residents who
have been given the influenza vaceine
during the current influenza scason to
ensure the influenza vaccine was
administered when consent obtained.
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documentation that indicated, at a minimum, the
following:

{A) That the resident or resident’s legal
representative was provided education regarding

1 the benefits and potential side effects of

pnaumococcal immunization; and

(B) That the resident either received the
pneumococeal immunization or did not receive
the pneumnococcal immunization due to medical
contraindication or refusal,
{v} As an sifernative, based on an assessment
and practitioner recommendation, a second
prheumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident’s legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to offer and/or to administer the
influenza vaccine to 2 (Resident # 17 & # 130) of
5 sampled residents during the period from
10/1/11 through 3/31/12. The findings include:

The facility policy on Influenza Vaccine dated
December, 2008 (revised date) was reviewed.
The policy read in part "Betweesn October 1st and
March 31st each year, the influenza vaccine shall
be offered to residents and employess who have
direct contact with residents, unless vaccination is
medically contraindicated or the resident or
employee had already been immunized.
Employees hired or residents admitted befween

Report of findings and subseguent
disciplinary action, if applicable, will be
reported to the facility Quality
Assurance Committee consisting of
MNursing Home Administrator, Director
of Nursing, Medical Director, Unit
Supervisors, SDC/ Risk Manager, MDS
MNurse, Pharmacy Consultant, Wound
Care Nurse, Social Services Director,
and Dictary Manager monthly to
review the need for continued
intervention or amendment of plan.
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October 1st and March 31st shall be offered the
vaccine withins 5 working days of the employee’s
job assignment or the resident's admission to the
facility. Prior to the vaccination, the resident {or
resident's legal representative) or employee will
ke provided information and education regarding
the benefits and the potential side effects of the
influenza vaccine. Provision of such education
shall be documented in the residents/employee’s
redical record. For those who receive the
vaccine, the date of vaccination, lot number,
expiration date, person administering and the site
of vaccination will be documented in the
resident'sfemployee's medical record.”

4. Resident # 17 was admitted to the facility on
411811 and was discharged to home on 9/26/11.
The resident was re-admitted back to the factlity
on 4/27/12 with multiple diagnoses including
Diabates Mellitus, Hypertension and Congestive
Heart Failure. Review of the resident's
immunization record revealed no documentation
that she had recelved the influenza vaccine
during the period from 10/1/11 through 3/31/12,

The "Influenza immunization Informed Consent’
form was reviewed, The form was signed by the
resident and witnessed by a staff member on
1/30/12. The form was giving the facility
permission to admlnister the influenza vaccine.

On 10/48/12 at 5:10 PM, the infection cantrol
nurse was interviewed. She stated that she could
not find decumentation that the influenza vaccine
was administered to the resident during the
period from 10/1/11 through 3/3/1/12. She did not
provide an explanation why the vaccine was not
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administered to the resident.
2. Resident #130 was admitted to the facility on
77711 with multiple diagnoses including
Congestive Heart Fallure, Hypertension and
Diabetes Mellitus. Review of the resident's
immunization record revealed no documentation
that she had received influenza vaccine during
the period from 10/1/11 through 3/31/12.
On 10118112 at 5:10 PM, the infection control
nurse was interviewed. She stated that she could
not find decumentation that the influenza vaccine
was offered o the resident/legat representative
during the period of 10/1/11 through 3/31/12, She
also could not find the Influenza Immunization
Informed Consent form for the resident.
F 356 | 483.30(e) POSTED NURSE STAFFING F3s8 L Co:—;ectivc action(s) accomplished for those ' i - ,2
g residents found to have been affected by the
$8=C | INFORMATION alteged deficient practice: ,54 }f)’
- o _ A. " Noresidents identified. ¥
The facility must post the following information on B. Posted nursing staffing information will
a daily basis: be cempleted by staffing coordinator
o Facility name. and/for nursing supervisor whom is also
responsible for completion,
© The ourrent dafe. C. Tosted staffing information is readily
© The total number and the ac@ual hours worked aceessible (o residentsvisitors,
by the following eategories of licensed and D.  Staffing infermation will be posted by
unlicensed nursing staff directly responsible for staffing coordinator and or nursing
resident care per shift; - management,
- ﬁeg!stel‘ded nu;’.ses. i q 2, Identify other residents who have the
ot lcensed practical nurses or license potentiai to be affected by the same deficient
vocational nurses (as defined under State faw). practice and what corrective action {aken:
- Certified nurse atdes, A, All residents who reside in the Facility
o Resident census. have the potential te be affected by this
alleged deficient practice.
The faci[ity must post th? nUFSI.B staffing dat.a . 3. Measures/systematic changes put in piace to
specified above on a dally basis at the beginning ensure that the deficient practice does not
of each shifi. Data must be posted as follows: recur:
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o Clear and readable format.
o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
nake nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on cbservations, record reviews and staff
interview, the facility failed to post accurate daily
staff postings for 7 consecutive days.

The findings include:

On 10/14/12 at 5:00 pra, an initial tour of the
facility was conducted, On the bulletin board on
the 200 hall, near the nurse's station, were three
daily staffing sheets for 10/12/12, 10/13/12 and
10/14/12. The stafing for 10/14/12 was at the
bottom of the pile and was not readily visible to
individuals passing by. it was noted on'all of the
staffing documents that the actual hours worked
for staff was not recorded and the resident
census included residents who resided in the rest
home beds.

On 10/15/12 at 5:25 pm, the daily staff posting
tacked the actual hours worked for staff and
continuad to combine the rest home residents
with the skilled nursing residents, for the census.

A. Corporate Clinical Consultant/RN in-
serviced the Director of Nursing, Staff
Pevelopment Coordinatorfinit
Supervisars and stafling coordinator on
facility policy for Posting Nurse
Staffing Information on 10/30/2012.

B.  All new licensed nursing staff will in-
serviced during orientation by the Staff
Development Coordinator on facility
policy Posting Nurse Staffing
information,

4.  Monitoring of corrective action o ensure the
deficient practice will not recur:

A. Director of Nursing/Staff Pevelopment
Coordinator/Unit
Coordinators/Staffing Coordinator wili
audit posting nurse staffing information
sheets for correct census (excluding rest
home residents) number of staff and
actual hours worked daily x 2 weeks
then weekly x dweeks then monthly x 3
months to ensure continued
compliance..

B. Report of findings and subsequent
disciplinary action, if applicable, will be.
reporied to the facility Quality
Assurance Committee consisting of i
Nursing Home Administrator, Director ‘
of Nursing, Medical Director, Unit
Supervisors, SDC/ Risk Manager, MDS..
Nurse, Pharmacy Consultant, Wound
Care Nurse, Social Services Director,
and Dietary Manager monthly to
review the need for continued
intervention or amendment of plan.

FORM C335-2567(02-99) Previous Versions Obsolete

EventiD:Z8MF11

Facilidy ID: 953488

If continuation sheet Page 45 of 53




DEPARTMENT OF HEALTH AND HUMAN SERVICES

%

PRINTED: 11/14/2012

A FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED
A BUILDING
B. WING C
345188 14/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD
FIVE QAKS MANOR
CONCORD, NC 28027
oA ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
E 356 | Continued From page 45 F 358

On 10/16/12 at 5:25 pm and 10/17/12 at 9:25 am,
the current daily staff posting continued to contain
rest home residents in the census count and the
actual hours worked were not listed on the staff
posting.

The Staffing Coordinator was interviewed on
10/48/12 at 8:56 am. She slated that she started
completing the daily staff posting last month and
that it was previously done by several employees.
She shared that she had professional experience
compieting the document; therefore, she did not
have any training before she took on the
assignment. She then shared that when she
recorded the information it was essential to
caplure the total number of nurse aldes, license
practical nurses (LPN) and RNs who do hands on
patient care.

Together, we reviewed the 10/18/12 staff posting.
She pointed out that on today’s posting; she listed
the Director of Nursing, the Staff Development
Coordinator {(SDC) and 2nd shift Unit Nurse,
under RN staff. She clarified that if the SDC
nurse was administering immunizations then she
was included under staff however she
acknowledged that the SDC nurse was not
scheduled to give shots for the & hours'she
credited her foday. In addition, the Staffing
Coordinator stated that teday she was also
working in the capacity of a nurse aide but had
not calculated her hours into the formula for the
daily pursing staff.

When asked how she determined the resident |
census, the Staffing Coordinator commented that
she received the resident census from the

’
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F 356 | Continued From page 46 © F 356
business office. She was aware that it contained
resldents in the rest home beds but did not know
that she should exclude them on the daily posting
form. She further stated that she completed the
daily staff postings for the weekend on Fridays
gnd left them at the nurse's station for the
supervisor to post daily.
The Staffing Coordinator returned on 10/18/12 at
11:45am with a modified dally staffing form that
had corrective measures in place.
On 10/19/12 at 12:48 pm, the Director of Nursing
{D.0.N) was interviewed. The D.O.N stated that
she has taken measures to inform her weekend
nurse managers of their new duties to complete
the daily nursing staffing and post the form daily.
F 431 | 483.80(b), (d), {e) DRUG RECORDS, F 431 L Corsectiveaction(s ished for i
. reciive action(s) accomplished 10# those
$5=D | LABEL/STORE DRUGS & BIOLOGICALS residents found to have bee[:: affected by the 1\
. alleged deficient practice: )
The facility must employ or obtain the services of A.  No residents identified. Py
a licensed pharmacist who establishes a system B. Ydentified putdated inhaler’s have been ] ¥
of records of receipt and disposition of all discarded.
controlled drugs‘l'n §ufﬁc13nt detail t.o enable an 2. Identify other residents who have the
accurate regonmil&ltaon; and determines that drug potential fo be affected by the same deficient
records are in order and that an account of all practice and what corrective action taken:
confrolled drugs is maintained and periodically A.  All residents who have medication
reconciled. orders for Inhalers have the potential to
- be affected by this alleged deficient
. \ . . practice,
Drug§ apd hiologicals usled in the facility must be B.  100% audit of alf medication carts was
fabeled in accordance with currently accepted completed by the Unit supervisors to
professional princlples, and include the ensure all Inhalers ave dated
appropriate accassory and cautionary appropriately on 16/31/2012,
instructions, and the expiration date when . .
3. Measwres/systematic changes put in place to

applicable.

in accordance with State and Federal laws, the
facility must store all drugs and biologicals in

ensure that the deficient practice does not
recur:
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. A, Staff Development Coordinator/
F 431 | Continued From page 47 F 431 (SDC)/Director of Nursing (DON) have

locked compartments under proper temperature
controls, and permit only autharized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule It of the
Comprehensive Drug Abuse Prevention and
Controt Act of 1976 and other drugs subject o
ahuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is rinimal and a missing dose can
be readily defected.

This REQUIREMENT is not met as evidenced
by

Based on abservafion, staff interview and the
facility policy for storage of Advair Diskus, the
facility failed to date 2 Advair Diskus when
opened on 1 {cart #6) of 8 medication carls. The
findings wers:

An undated facility policy for the storage of Advair
Diskus read in part, "Safely discard Advair Diskus
1 month after you remove it from the foil pouch,
or after the dose indicator reads '0°, whichever
comes first" -

On 10/17/12 at 8:05 AM, 2 opened, undated
Advair Diskus were observed on medication cart
#5,

During an interview on 10/17/12 at 8:05 A,
Nurse #1 indicated she did not date Advair Diskus
when she opened them, and did not know how
long they shauld be kept after opening.

in serviced all Nursing licensed staif on
“Medication Sterage Policy”
10/26/2012.

B.  All new licentsed nurses will be in
service on” Medication Storage Policy”
in orientation by the Staff Development
Coordinator/RN.

4,  Monitoring of corrective action to ensure the
deficient practice will not recur:

A. DON/Unit Supervisor will audit 100%
of medication carts, weekly x 4 weeks
then monthly x 3 to ensure facility
medieation storage policy is being
followed.

B. TReport of findings and subsequent
diseiplinary action, if applicable, wilt be
reported o the facility Quality
Assurance Committee consisting of
Nursing Home Administrator, Director
of Mursing, Medical Director, Unif
Supervisors, SDC/ Risk Manager, MDS
Nurse, Pharmacy Consultant, Wound
Care Nurse, Social Services Dircctor,
and Dictary Manager monthly to
review the need for continued
intervention or amendment of plan,
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F 431 Continued From page 48 F 431

During an interview on 10/18/12 at 2:20 PiM,
Administrative Staff #1 stated Advair Diskus was
good for 1 month after opaning, and she
expected nurses to date Advair Diskus when
bpened.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
88=D | SPREAD, LINENS . -
. 1. Corrective action(s) accomplished D‘,S— |2

The facility must establish and maintain an for those residents found to have

Infection Control Program designed to provide a been affected by the alleged

safe, sanitary and comforiable environment and deficient practice:

to help prevent the development and transmission A. No residents identified, All

of disease and infection. glucometers are being
cleaned/sanitized per facility

{a) Infection Control Program policy.

The facility must establish an Infection Control

Program under which it - 2. Identify other residents who have

(1) Investigates, controls, and prevenis infections the potential to be affected by the

in the facility;

same deficient practice and what

corrective action taken:

A. All residents whe receives
blood glucose test in the
facility have the potential to be
affected by this alleged

(2} Decides what procedures, such as isolation,
should be applied to an individuat resident; and
(3} Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program deficient practice.

determines that a resident needs Isolation fo .

prevent the spread of infection, the faciiity must 3. Measures/systematic changes put
v | isolate the resident. in place to ensure that the deficient

{2) The facility must prohibit employees with a practice does not recur:

communicable disease or infected skin lesions ‘

from direct contact with residents or their food, if A. Director of Nursing provided

direct contact will fransmit the disease. nuyrse #7 a one to one in-

{3} The facility must require staff to wash their service on 10/17/2012 on

hands after each direct resident contact for which facility policy for cleaning

hand washing is indicated by accepted ' /sanitizing glucometers..

professional practice.

1
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F 441 | Continued From page 49 F 441 B. Director of Nursing/Staff

(c) Linens

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

L)

This REQUIREMENT s not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility failed to clean and disinfect
a glucometer for one of five sampled residenis
receiving blood glucose monitoring, {Resident
#55).

Resident #55 was admitted with a diagnosis of
Diabetes Mellitus and was to receive fingersticks
for blood glucose menitoring prior to meals,

The Centers for Disease Control (CDC)
Prevention and Guidelines for Glucose Monitoring
read in part: " Any time blood glucose monitoring
equipment is shared bstween individuals; there is
a risk of transmitting Viral Hepatitis and other
blood borne pathogens. Dacontaminate
environmental surfaces, such as glucometers
regularly and any time contamination with blood
or body fluids occurs or is suspected. Glucose
test meters approved for the use with more than
one person must be cleaned and disinfected
foltowing disinfection guidelines. »

Review of the facility policy, provided by the
manufacturer for the glucometers used in the
facility was dated 10-14-12. The policy for
cleaning shared glucometers is outlined as
follows: Place a barrier betwean the device and

E

competencies by11/7/2012.
D.

Monitoring of corrective action to
ensure the deficient practice will
not recur:

A,

“representative from SPICE on

Development Coordinator in-
serviced all licensed nursing
staff on facility policy for
cleaning/sanifizing glucometer
on 10-26-12.

All licensed nurses will have
successfully completed
glucomefer cleaning/sanitizing

All new licensed nursing staff
will in-serviced during
orientation by the Staff
Development Coordinator on
facility policy for glucometer
cleaning/sanitizing.

All staff will be in-serviced on
topic of Infection Control,
Representative from SPICE
will be conducting in-service.
Pirector of Nursing will
complete in-service to staff
unable to attend SPICE
representative’s class on or
before 12-5-12. Training will
be completed by

11-29-2012.

Director of Nursing/Staff
Development
Coordinator/Unit
Coordinators/Staffing
Coordinator will audit 10 staff

I
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nurses performing blood
F 441 Continued From page 50 F 441 glucose testing to ensure
the surface if the device is ptaced on the facility policy on cleaning
medication cart, wash or sanitize your hands, glucometers adhered to weeldyl
apply gloves, Obtain a blood specimen, check the x 4 wecks then monthly x 3
specimen, discard the specimen, clean the months to ensure continued
glucometer with an approved product (Alcohol compliance Monitoring will
wipes are not approved), allow applicable drying occur on all three shifts and on
time, discard your gloves and wash or sanitize weekends by
your hands. : audits/observations.
. . L Report of findings and
An observation of a medication pass on 100 half subsequent disciplinary action,
was complet.ed on 10-16-12, Nurse # 7 was if applicable, will be reported
observed using a blood glucose monitor on to the facilit .
. ) y Quality
Resident #55. She then discarded the glucose Assurance Committee
strip and removed her gloves. She began consisting of Nursing Home
preparation for the following resident receiving a Stng i g .
blood glucose test. Nurse #7 applied her gloves Adm¥mstrat01‘, Dir e.ctol of
and placed a new glucose test strip in the Nu‘rsmg, Me‘dlcal Dnectm:,
glucometer, She failed to clean and disinfect the Unit Supervisors, SDC/ Risk
glucometer prior to moving to the next resident. Manager, MDS Nurse,
Nurse #7 was stopped as she entered the Pharmacy Consultant, Wound
resident ' s room to prevent cross contamination Care Nurse, Social Services
to the next resident. Divector, and Dietary
Manager monthly to review
In an interview with Nurse #7 on 10-17-12 at 8:00 the need for continued
am, she revealed she had forgotten to clean the intervention or amendment of
glucometer before moving to the next resident. plan.
In an interview with Administrative staff #1 on
10-17-12 at 8:20am, revealed her expectations
. for cleaning the glucometer were as the policy
was written. This would include cleaning the
glucometer between residents requiring
fingersticks by using the provided Sani-wipes on
each medication cart, waiting a two minute drying
period then moving to the next resident.
F 499 | 483.75(g) EMPLOY QUALIFIED F 499
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The facility must employ on a full-time, part-time
or consultant basis those professionals necessary
to carry out the provisions of these requirements.

Professionat staff must be licensed, certified, or
;egistered in accordance with applicable State
aws.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to ensure that all licensed nursing
staff had a current, North Carolina nursing license
on one (1) of ten (10) employees reviewed.

‘Findings Include:

Areview of employee files reveated one (1),
Nurse #5 had a Virginia nursing license and no
current North Carolina nursing license. The
Virginia nursing license was current with a North
Carolina address of record and an expiration date
of 4-30-13,

The North Carolina Board of Nursing regulation
for nurses with compact (Multi-state) licenses is
as follows, " A nurse changing primary state of
residence, from one party state to anotfier party
state, may continue to practice under the former
home state license and multistate licensure
privilage during the processing of the nurse's 7
icensure application in the new home state fora
period not to exceed 30 days."

An employee file review revealad that Nurse #5
started working at the facility on 10-5-2010. Her
Virginia license listed Kannapolis, North Carclina

A.

A,

FIVE OAKS MANOR
CONCORD, NG 28027
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F 499 | Continued From page 51 F 409 1. Corrective action(s) accomplished for those

residents found to have been affected by the
alieged deficient practice:

No residents identified, Al licensed
nurses are licensed appropriately with
the N.C Board of Nursing.

Nurse #5 obtained a North Carolina
Nursizig License on 10/24/2012,

All new licensed nursing staff will in-
serviced during orientation by the Staif
Development Coordinator on facility
policy on obtaining a NC nursing
license when moving from a multi-
compact state,

2. Identify other residents who have the
potential to be affected by the same deficient
practice and what corrective action taken:

Ali residents who reside in the facility
have the potential to be affected by this
alleged deficient practice.

100% audit of all licensed nurses will be
completed by the Director of
Nursing/Staff Development

Coordinator by 11/7/2042 to ensure all -

licensed nurses have current NC
Mursing Heernse,

3. Measures/systematic changes put in place to
ensure that the deficient practice does not
recur;

A. Business office/ Human Resource wilf be
responsible for verifying N.C Nursing Licensure
at the time of employment. In-service on
credentialing of Nursing Service Personnel was
conmipleted on 11-1-12. Audits are completed by
verifying nursing licensure prior to hire including
expiration date. Documentation will be kept on
N.C license audit tool.

4. Monitoring of corrective action to ensure the
deficient practice will not recur:

19»’5"’}
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F 499 | Continued From page 52 i 499

as her address of record.

In an interview on 10-18-12 at 6:15pm,
Administrative staff #1 stated her expectation was
that afl nursing licenses be verified for current
slate licensure prior to employment.

On 10-22-12 at 8:00am, a telephone interview
was conducted with Nurse #5. She revealed that
she had not been aware that she had fto transfer
her Virginia nursing license to a North Carolina
license once her primary address was
gstablished as North Carolina,

Director of Nursing/Staff Development
Coordinator/Unit Coordinators/liuman
Resource will audit all new licensed
nurses weekly x 6 then monthly x3to
enstire continued compliance with
policy. Audits will verify license nurses
with compact license are in compliance
with North Carolina Board of Nursing
statutes

Report of findings and subsequent
disciplinary action, if applicable, will be
reporfed to the facility Quality
Assurance Comnmittee consisting of
Nursing Home Administrator, Director
of Nursing, Medical Director, Unit
Supervisors, SDC/ Risk Manager, MDS
Nurse, Pharmacy Consultant, Wound
Care Nurse, Social Services Director,
and Dietary Manager monthly to.
review the need for continued

intervention or amendment of plan.
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K 000§ INITIAL COMMENTS K000

This Life Safety Code{LSC) survey was
conducted as per The Code of Federal Register i )
at 42CFR 483.70(a); using the Existing Health BEC 07 2012
Care section of the LSC and its referenced :
publications. This bullding is Type 11(211)
construction, one story, with a complete
autornatic sprinkler system.

The deficiencies determined during the survey 1. Corrective action(s) accomplished to
are as follows: ' ’ . X
: t the deficient practice:
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD Kotg|  Correcttheceliclentpracice
58=D A. Janitor closet located behind the I+ 2~}3
Building construction type and height meets one ‘ kit - .
A chen will have holes in walls
of the5 following. 19.1.6.2, 19.1.6.3,18.1.6.4, repaired on or before completion
19351 date. Repairs will be completed by

_ facility Maintenance Director.

2. Identify other life safety issues
having the potential to affect
residents by the same deficient
practice:

This STANDARD is not met as evidenced by.
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following

was nofed.
1) The janitor closet located behind the kitchen, A. Facility will inspect all janitor’s
accessible from outside has holes in the walls closets weekly x4 then monthly to
that were not repaired and maintained in goood assure maintained in good
condition, - condition, Inspection will be
completed by Maintenance Director
~ | 42 GFR 483.70(a) and/or Administrator, Inspections
K 0281 NFPA 101 LIFE SAFETY CODE STANDARD K029 will be documented on janitor’s
38=D . closet aundit tool.
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire 3. Measures wili be put into.place or
extinguishing system in accordance with 8.4.1 : what systemic change facility will
and/or 19.3.5.4 protects hazardous areas. When make to ensure that the deficient
the approved automatic fire extinguishing system practice does not recur.
option Is used, the areas are separated from
LABORATORY oa’s OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
> f\\\ g W : . %&rwms)rm)m\, 12372
Any deficlency state t\ejnding with an asterisk (*) denotes a deficlency which the Institution may be excused from correcting providing it Is detarmined that
other safeguards provide sufficlent protection to the patients. (Sse Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

oy whether or not a plan of correction Is provided. For nursing homes, the ahove findings and plans of correction are disclosable 14

following the date of s |
ficlencies are cited, an approved plan of cosrection [s regulsila to continued

days following the date these documents are made avallable to the facility. i de
program paricipation,
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L

K 000 | INITIAL COMMENTS K 000

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the Existing Health
Care section of the LSC and its referenced
publications. This bullding is Type M(211)
construction, one story, with a complete
automatic sprinkler system.

The deﬁciencies determined during the survey
are as follows: ) ’
'K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K Q12

S8=D
Building construction iype and helght meets one
of the following. 19.1.6.2, 19.1.6.3, 16.1.6.4,
19.3.5.1

This STANDARD is not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11:00 Al onward the following

| was noted.

1) The janitor closet located behind the Kitchen,
accessible from outside has holes in the walls
that were not repalred and maintained in goood
condition. :

. {42 CFR 483,70(a)
K 0201 NFPA 101 LIFE S8AFETY CODE STANDARD K 029| 1.. Corrective action(s) accomplished [{~2~13
sS8=n . to correct ihe deficient practice: |
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire A. The corridor door to the laundry
extinguishing system in accordance with 8.4.1 reom will have needed repairs
andfor 19.3.5.4 protects hazardous areas. When completed fo ensure it is sealed and
the approved automatic fire extinguishing system closes properly.

option is used, the areas are separated from

LABORATORY DIRECTOR'S DR ?ROVIDERISUPPL!ER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE:

Any deficlency statement ending with an asterlsk {*) denotes a deflelency which the Institotion may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patlents. (Seo Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or net a plan of correction is provided. For nursing homes, the above findings and plans of corection aie disclosable 14
days following the date thess documents are made available to the facllity. 1§ deficiencles ave ciled, an approved plan of correction is requistte to continued

program patticlpation,

FORM CMS-2557(02-99) Pravious Versions Obsalete Event 1D:ZSMF21 Faeility 1D: 053488 . If continuation shesct Page 10f5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION %3} DATE SURVEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 « MAIN BUILDING 01
) 345186 B.WiNG ' 1111912012
STREET ADDRESS, GITY, STATE, ZIP GODE

NAME OF PROVIDER OR SUPPLIER

413 WINECOFF SCHOOL ROAD

A fire alarm system required for life safety is
installed, tested, and maintained in accordance
with NFPA 70 Natlonal Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70and 72.  8.6.14

This STANDARD Is not met as evidenced by:

FIVE OAKS MANOR CONCORD, NC 28027
(X4} ID SUMMARY STATEMENT OF DEFICIENGIES D " PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 029 | Continued From page 1 K020 A Facility will inspect all janitor’s
e - closets weekly x4 then monthly fo
other spaces by smoke resisting pariitions and assure maintained i
; aintained in good
doors. Doors are self-closing and non-rated or condition. Tnspections will be
flald-applled protective plates that do not sxceed comple teé b lI?VI int Direct
48 inches from the bottom of the door are B J sviantienance Lirector
permitted.  19.3.2.1 and/or Administrator. Inspections
' e will be documented on janitor’s
closet audit tool,
. Any identified non-compliance
concerns will be reported to
This STANDARD s not met as evidenced by: Administrator, Coneerns will be
Based on observation on Monday 11/19/12 at . corrected in a timely manner.
approximately 11:00 AM onward the following
was noted.
1} The corridor door to the laundry room did not
close and seal. There is an excessive gap at to Corrective action will be monitored
top of the door. . at our monthly Quality Assurance
2) The corridor door to the mechanical/chemical Meeting. Report of findings will be
room in the kitchen was not self closing. _ reparted to our QA committee to
review for continued intervention or
42 CFR 483.70{a) amendment of plan, ’
K 052 NFPA 101 LIFE SAFETY CODE STANDARD K052
88=F

FORM CMS-2567(02-39) Previous Versions Obsolate

Event I0:Z5MF21

Facility ID: 933488

If contlnuation sheet Page 2 of &




" PRINTED: 11/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
.CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILBING 01 - MAIN BUILDING 01
345186 B wine ‘ 11/19/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD
FIVE OAKS MANOR GONGORD, NG 28027
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENGCED TGO THE APPROPRIATE DATE
. DEFICIENCY)
K 029 Continued From page 1 K 020, B. Corridor door in the kitchen had
other spaces by smoke resisting partitions and self closure nstalled.
doors. Doors are seff-closing and non-rated or C. Repairs wilt be completed on o
field-applied protective plates that do not exceed before completion date.
48 inches from the bottom of the door are D. Repairs will be completed by
permitted.  19.3.2.1 facility Maintenance Director.
2. Identify other life safety issues
having the potential to affect
' ! residents by the same deficient
This STANDARD is not met as evidenced by: practice:
Based on observation on Monday 11/19/12 at .
approximately 11:00 AM onward the following A, Facility will inspeet all doors
was noted, weekly x4 then monthiy fo assure
1) The corridor door to the laundry room did not they are sealed and close properly
close and seal. There is an excessive gap atfo according to life safety code
top of the door. L standards. Inspections will be
2} The comdc_nr door to the mechanical/chemical completed by Maintenance
room in the kitchen was not self closing. Director and/or Administrator,
Inspections will be documented on
42 CFR 483.70(a) door inspection audit tool,
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
83=F _ . , i 3. Measures will be put into place or
A ﬂtr%agartm st;ygtemdrequ_irl?d' fordh‘fe safetgé is what systemic change facility wilt
instalied, 185760, an malntamed In accor ance make to ensure that the deficlent
with NFPA 70 National Electrical Code and NFPA ractice does not recur
72. The system has an approved maintenance p )
and testing program complying with applicable . en
requirements of NFPA 70and 72, 9.6.1.4 A. EFacility will inspect all doors
weekly x4 then monthly {o assure
- they are sealed and close properly
according to life safety code
standards, Inspections will be
completed by Maintenance
Director and/or Administrator.
Tnspections will be documented on
door inspection andit tool.
This STANDARD Is not met as evidenced by:
FORM CMS-2567(02-99) Pravious Vérslons Obsolete Event ID: ZSMF21 Facifity ID: 953488 if continuation sheel Page 20f5
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FORM CMS-2567{02-99) Pravious Verslons Obsalele

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A.BUILDING 01~ MAIN BUILDING 01
) 345186 B. WING ‘ 1111912012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL-ROAD :
FIVE GAKS MANOR CONCORD, NC 28027
{4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGUEATORY OR LSC IDENTIFYING INFORMATION} TAG - ¢ROSS-REFERENCED TO THE APPROPRIATE DATE
DEEICIENGY)
K 029 Continued From page 1 K 029
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
fisld-applied protective plates that do not exceed
48 Inches from the bottom of the door are
permilted.  19.3.2.1
This STANDARD Is not met as evidenced by:
Based on observation on Monday 11/19/12 at .
approximately 11:00 AM onward the following
was noted.
1) The corridor door fo the laundry room did not
close and seal. There is an excessive gap atto
fop of the doar. ‘ i
2) The ¢orridor door to the mechanicalichemical
room in the kitchen was not self closing.
42 CFR 483,70(a)
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 [+ 2
88=F . 1. Corrective action{s) accomplished 13 |
A fire alarm system required for life safety I’ to correct the deficient practice:
installed, testad, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA A. Repairs have been completed to
72. The system has an approved maintenance fire alarm system fo assure
and testing program complying with applicable fire/smoke doer hold open devices
reqli]!ements Of NFPA ?O and72. 9.6.1 .4 and exit doors “,'iu not re_encrgize
with the fire alarm control panel in
- active frouble alarm,
B. Repairs were completed on 11-20-
12 by Simplex Grinnell.
2. Identify othey life safety issues .
having the poteniial to affect
residents by the same deficient
This STANDARD s not met as evidenced by: practice:
Event 1D; Z8MF21 Fagliity ID: 953468 If continuation shaet Page 2 of §
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PRINTED:. 11/28/2012

DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVED
 GENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 09380391
STATEMENT OF DERICIENCIES [P4)] PROVIDER/SUPPLIER/CLIA 2 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AMND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED

) A BUILDING 91 - MAIN BUILDING 01
- W
345186 B. WING 11119/2012

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZI? CODE
413 WINECOFF SCHOOL ROAD'

FORRM CMS-2567({02-89) Previous Versions Obsolele

FIVE OAKS MANOR CONCORR, NG 28027
X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF GORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE BATE
_DEFICIENCY) )

K 052 | Continued From page 2 - K052| B. Anyidentified non-compliance
Rased on observation on Monday 11/19/12 at concerns will be reported to
approximately 11:00 AM onward the following Administrator. Concerns will be
was.noted, corrected in a timely manner.
1) The fire alarm system was non-compliant, C. WMazintenance Director has been
specific findings Include, during testing of the provided education on the following]
facillly fire alarm system the alarm was initiated topic: K029 42 CFR 483.70 (a)
and the audible alarms were sitenced at the Fire Education was provide d'h )
Alarm Contro! Panel (FACP) the firefsmoke doors Administrator P ¥
hold open devices and exit doors would D. Educatio ; leted on 11-30
re-energlzed with the fire alarm control panel " 12 n was compieted om 23-55-
(FACP) In active trouble alarm. e

. 4, Corrective action will be monitored
42 GFR 483,70(a) at our monthly Quality Assurance
. K 054 NFPA 101 LIFE SAFETY CODE STANDARD K 054 Meeting. Report of finding will be

88=D _ . .report to our QA committee to
All required smoke detectors, including those review for continued intervention or
activating door hold-open devices, are approved, amendment of plan, !
maintained, inspected and tested in accordance
with the manufacturer's specifications.  9.6.1.3
This STANPDARD is not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was nofed.
1) The smoke duct detectors located in the
HVAC unit In the kitchen was not maintained

.. | clean and in'good operating condition.

42 CFR 483.70{a)

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056

§8=F{ - :
If there is an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in

Event 1D:28MF21 Facility ID; 953488 " If continuation shest Page 3of§




DEPARTMENT OF HEALTH AND HUMAN SERVIGES

PRINTED: 11/26/2012
FORM APPROVED
OMB NO. 0938-0391

'CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING O
‘ . 345186 B WING _ 11119/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD
FIVE OAKS MANOR GONGORD, NC 28027
o4y 1D SUMMARY STATEMENT OF DEFIGIENCIES n PROVIDER'S PLAN OF GORRECTION 15}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE PATE
_DEFICIENCY) .
; ¥acility will inspect/test fire alarm
K 052} Continued From 9399 2 K052 system weekly x4 then monthiy to
Based on observation on Monday 11/19/12 at assure maintenance and testing
approximately 11:00 AM onward the foliowing comply with applicable
was. noted. . requirements of NFPA 7¢ and 72,
;) eg}ﬁ;%rf d?llami‘ s%sgemgva_s nczn-?omp ??Qt’ Inspections/test will he completed
pec gs include, during testing o} he by Maintenance Director. Outcome
facility fire alarm system the alarm was initlated . . .
; ! of inspections/test will be
and the audible alarms were sllenced at the Fire d ted on fire al t
Alarm Control Panel (FACP) the fire/smoke doors ocimented on fire amrm sysiem
hold open devices and exit doors would audit tool.
re-energized with the fire alarm control panel ] .
(FACP) in active trouble alarm. Measures wx'li be put mto.p.iace or
what systemic change facility will
42 CFR 483,70(a) make'to ensure that the deficient
K 0541 NFPA 101 LIFE SAFETY CODE STANDARD K 054 practice does not recur:
- §8=D U
All required smoke detectors, including those Facility will inspect/test five alarm
aclivating door hold-open devices, are approved, system weekly x4 then monthly to
maintained, Inspected and tested In accordance assure maintenance and testing
with the manufacturer's specifications.  9.6.1.3 comply with applicable _
requirements of NFPA 70 and 72.
Inspections/test will be completed
by Maiuntenance Director. Qutcome
This STANDARD is not met as evidenced By: of inspections/test will be
Based on observation on Monday 11/19/12 at documented on fire alarm system
approximately 11:00 AM onward the following audit tool,
was noted. ) Any identified non-compliance
1) The smoke duct detectors located In the concerns will be reported to
HVAC unit in the kitchen was not maintained Administrator. Concerns wilt be
clean and ingood operating condition, corrected in a timely manner.
42 CFR 483.70(2) Correetlve action will be monitored
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 at our monthly Quality Assurance
88=F e . .. - Meeting, Report of findings will be
If there Is an automatic sprinkler system, it is reported to our QA committee to
installed in accordance with NFPA 13, Standard review for contlnued intervenfion or
for the Installation of Sprinkler Systems, to amendment of plan
provide complete coverage for all portions of the ‘ )
building. The system is properly maintained in
Facifity 10: 953488 If continuation shee! Page 3 of 5
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PRINTED: 11/26/2012
FORM APPROVED
OMB NO. 0938-0391

'CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES [£:43] PROVIDER/SUPPLIER/CLIA X2} MULTIPLE COMSTRUCTION (%3} DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
. A BUILBING 01 - MAIN BUILDING 01
B, WING
345186 11119/2012

NAME OF PROVIDER OR SUPPLIER
FIVE OAKS MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SGHOOL ROAD

GONCORD, NC 28027

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEG IDENTIFYING INFORMATION)

D

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
SROSS-REFERENGED TO THE APPROPRIATE

* DEFICIENCY) .

{X5)
CONPLETION
DATE

K 052

K 054
$5=D

K 056

88=F |

Continued From page 2

Based on observation on Monday 1119112 at
approximately 11:00 Al onward the following
was. noted.

1) The fire alarm system was non-compliant,
specific findings include, during testing of the
faciiity fire alarm system the alarm was Initiated
and the audible alarms were silenced at the Fire
Alarm Control Panet (FACP} the firefsmoke doors
hold open devices and exit doors wotild
re-energized with the fire alarm control panel
{FACP) in active frouble alarm.

42 CFR 483,70(a)
NEPA 101 LIFE SAFETY CODE STANDARD

Al required smoke detectors, including those
activating door hold-open devices, are approved,
maintained, inspected and tested in accordance
with the manufacturer's specifications. 9.6.1.3

This STANDARD Is not met as evidenced by:
Based on observation on Monday 11719112 at
approximately 11:00 AM onward the following
was noted. .

4} The smoke duct detactors lo¢ated in the
HVAC unit in the kitchen was not maintained
clean and in‘good operating condition.

42 CFR 483.70(a) _
NFPA 101 LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, it is
installed In accordance with NFPA 13, Standard
for the Installation of Sprinkier Systems, fo
provide complete coverage for all portions of the
building. The system is properly maintained in

K052

K 054

K056

1, Corrective action(s) accomplished
to correct the deficient practice!

A. Smoke duct detector’s located in
HVAC unit in the kitclien lras been
cleaned and being maintained in
good operating condition.

2. Identify other life safety issues
having {he potential to affect
residents by the same deficient
practice:

A. Facllity will inspect smoke duct
detectors located in HIVAC unitin
the kitchen weekly x4 then monthly
to assure clean and in good
operating condition in accordance
with life safety code standard 42
CTR 483,70 (a). Inspections will be
completed by Maintenance
Director and/or Administrator.
Outcome of inspections will be
documented on smoke duct
detector (kitchen) andit form.

1-2-13

FORM CMS-2667(92-09) Previous Versions Obsolele
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"CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/26/2012
FORM APPROVED
OMB NO. 0938-0391

et
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

345188

(X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY

A BUILDING

B, WING

GOMPLETED
01 - MAIN BUILDING 01

1111972012

NAME OF PROVIDER OR SUPPLIER

FIVE OAKS MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
443 WINECOFF SCHOOL ROAD’

CONCORD, NC 28027

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION )
(EACH CORREGYIVE ACTION SHOULD BE: COMPLEFION
GROSS.REFERENGED TO THE APPROPRIATE DATE
“DEFICIENGY) .

K 052 | Continued From page 2

Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was. noted.

1) The fire alarm system was non-compliant,
specific findings include, during testing of the
facility fire alarm system the alarm was initiated
and the audible alarms were sflenced at the Fire
Alarm Controf Panel (FAGP) the firefsmoke doors
hold open devices and exit doors would
re-enérgized with the fire alarm control pangl
{FACPY) in active trouble alarm.

42 CFR 483,70{a)

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD
-88=D
All required smoke detectors, including those
activating door hold-open devices, are approved,
maintained, Inspected and tested in accordance
with the manufacturer's specifications.  9.6.1.3

This STANDARD s not met as evidenced by:
Based on observation on Monday 11/18/12 at
approximately 11:00 AM onward the following
was noted.

1) The smoke duct deteclors located In the
HVAC unit in the kitchen was not maintained
| clean and in‘good operating condition.

42 CFR 483.70(a)
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD
88=F -
If there Isan automatic sprinkler syslem, itis
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in

K052

K054

K (56

1. Corrective action(s) accomplished .l #1)e i 3,
to correct the deficient practice: ,

A, Sprinklers will have been installed
wnder exterior eanopies outside
both exits door going to parking lot
and exit door next to room #123.

B. Sprinklers will be installed by
gunlified outside vendor i

FORM CMS-2567{02-08) Previous Versions Obsolete Event 1D: Z8MF21
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FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/CUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

345186

(X2 MULTIPLE CONSTRUCTION (%3) DATE SURVEY

A BUILDING”

B. WING

COMPLETED
02 - BUILDING 02

1171972012

Co e

NAME OF PROVIDER OR SUPPLIER

FIVE OAKS MANOR

STREET ADDRESS, CITY, STATE, ZIP COBE
413 WINECOFF SCHAOL ROAD

CONCORD, NC 28027

K4y ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

o]
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

(5)
(BACH CORRECTIVE ACTION SHOULD BE COM{’)}EION

DEFICIENGY)

K 052} Continued From page 2

was noted.

1) The fire alarm system was non-compliant,
spacific findings include, during testing of the
facliity fire alarm system the alarm was initiated
and the audible alarms were sitenced at the Fire
Alarm Control Pansl (FACP) the firsfsmoke doors
hold open devices and exit doors would
re-energized with the fire alarm control panel
(FACP) in active trouble alarm.

42 CFR 483.70(a) : -

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=E
Al required smoke delectors, Including those
activating door hold-open devices, are approved,
maintainad, inspected and tested in accordance
with the marnufacturers specifications. 9.6.1.3

This STANDARD s not met as evidenced by.
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following

was noted. :

1) The smoke duct detector instalied in the first
HVAGC in the mechanical room on 200 hall was
installed 180 degrees out of alignment.

. 42 CFR 483.70(a)

KK 056 1 NFPA 101 LIFE SAFETY CODE STANDARD
§S8=F . .
I there is an autornatic sprinkier system, itis
nstalled in accordance with NFPA 13, Standard
for the installation of Sprinkler Systems, to
provide complete coverage for alt portions of the
building. The systems properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of

K 052

K 054

K 056

Al

Corrective action(s} accomplished J =2 3
to correct the deficient practice:

Showers on 200 hall will have
spriniler coverage via installation
of additional sprinklers.
Repairs/installation of additional
sprinklers will be completed on or
before completion date.

FORM CMS-2567(02-99) Previous Verslons Obsotele Event IR ZSMF21

Faciity 1D 953488 1§ continuation sr{eet Page 3ofb
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/26/2012
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVIGES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING  §1- MAIN BUILDING 01
. 345186 B WiNG 11119/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
412 WINECOFF SGHOOL ROAD
FIVE OAKS MANOR : CONCORD, NG 28027
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
i DEFICIENCY)
K 056 | Continued From page 3 K 056 . .
accordance with NFPA 25, Standard for the Identify other iife safety issues
Inspection, Tasting, and Maintenance of having the potential to affect
Water-Based Fire Protection Systems. itis fully residents by the same defcient
supervised. There Is a refiable, adequate water practice:
supply for the system. Required sprinkler R .
systems are equipped with water flow and tamper Factlity will inspect all exterior roof
switches, which are electrically connected to the and canopies weekly x4 then
buliding fire alarm system. 19.3.5 monthly to assure compliance with
‘ NIPA 13 sectlon 5-13.8.1.
Inspection wilt be completed by
Maintenance Director andfor
Administrator, Inspection will be
This STANDARD is not met as evidenced by: documented on exterior roof and
Based on observation on Monday 1111912 at canopy audit toal,
approximately 11:00 AM onward the following
was noted.
1) (Sprinklers shali be installed under exterior Measures will be put into place or
roofs or canoples 9xceedlng Aft(t2zm)in depth what systemic change facility will
Ee{ Nxfcpe A zl?sisdedt;%?hsgxist.ggérs) ;,?Sat;nog;m male fo ensure that the deficient
nirance outside c .
-actice does not recur:
outside the exit door located next to room 126, practice docs not reett
Facility will i . .
K 089 ?égiic? 18 ii;(JE(&gAFETY CODE STANDAR'D K 089 a{;l;ilﬁ;;;2;?33:;:;;1‘1&5:::Or ”
55D monthly to assure compliance with
Cooking facilities are protected in accordance NFPA 13 section 5-13 8.1,
with 9.2.3.  19.3.2.6, NFPA 96 Inspection will be completed by
e e Maintenance Director and/or
Administrator. Inspection wiil be
_ | This STANDARD is not met as evidenced by: documented on exterior roof and
Based on observation on Monday 11/19/12 at eanopy audit tool, ]
approximately 11:00 AM onward the foflowing Any identlfied non-compliance
was noted. concerns will be reported to
1) The facility's cooking system was not administrator, Concerns will be
protected in accordance with NFPA 96 - corrected in a timely manner.
Ventilation Gontrol and Fire Protection of
Gommercial Cooking Operations. .
Specific findings include; the desp fryer was
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044 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
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DEFICIENGY}

K 056

K 069
$8=D

Gontinued From page 3

accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. it Is fully
supervised. There Is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system,  19.3.6

This STANDARD is not met as evidenced by.
Based on observation oh Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted.
1} {Sprinklers shall be installed under exterior
roofs or canoples exceeding 4 ft (1.2 m} In depth
per NFPA 13 section 5-13.8.1. ) Location front
entrance outside both exit doors and canopy
outside the exit door located next to room 125,

42 CFR 483.70(a) :
NFPA 101 LIFE SAFETY CODE STANDAR

Cooking facilities are protec{ed in accerdance
with 9.2.3,  18.3.2.6, NFPA 86

This STANDARD s not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted.
1) The facility's cooking system was not
protected in accordance with NFPA 96 -
Ventilation Control and Fire Protection of
Commercial Cooking Operations. .
Spegcific findings Include; the deep fryer was

K058

K 089

dietary kitchen.

practice:

1. Corrective action(s) accomplished |y, 3. 3
to correct the deficient practice: .

A. Deep fryer has been removed from
2. Identify other life safety issues

having the potential to affect
residents by the same deficient

FORM CMS-2567(02-89) Previous Versfons Obsolete
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STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: COMPLETED
,- _ A BULOING  01- MAIN BUILDING 01
345186 B. WING 11/19/2012
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, GITY, STATE, ZIP CODE '
413 WINEGOFF SCHOOL ROAD
FIVE OAKS MANOR GCONGORD, NC 28027
{X4) I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION %6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENCY)
— —

K 056 | Continued From page 3 K056f 3. Measurcs will be put into place or
accordance with NFPA 25, Standard for the what systemic change facility will
Inspection, Testing, and Maintenance of make fo ensure that the deficient
Water-Based Fire Protection Systems. it is fuily practice does not recur:
supervised. There is a reliable, adequate water ‘
supply for the system. Required sprinkier A. Tacility will inspect smoke duet
systems are equipped with water flow and tamper detectors located in HVAC unit in
swilches, which are electrically connected to the the kitchen weeldy x4 then monthly
pbuliding fire alarm system. 49.3.5 to assure clean and in good

operafing condition in accordance
with life safety code standard 42
. CFR 483.70 {a). Inspections will be ’
. . . leted by Mai
This STANDARD is not met as evidenced by: completed by Maintenaee
° Director and/or Administrator.
Based on observation on Monday 11/19/12 at Outcome of inspections will be
approximately 11:00 AM onward the following d d P Ke d
was noled. documente‘ on Smo (el uet
1) (Spiinklers shall be Installed under exterior B Aetecihl)r (tlflf:cl;en) audit f?_rm.'
roofs or canoples exceeding 4 fi (1 .2 m} in depth . Any 10ent e ﬁ‘ non-comp mnee
per NFPA 13 section 5-13.8.1, ) Location front e be reported fo
entrance outside both exit doors and canopy dministr ator, Concerns will be
outside the exit door located next to room 125. corrected in a timely manner. !
42 CER 483.70(2) 4. Corrective action will be monitored

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD Kogg| atour monthly Quality Assurance

58=D _ Meeting. Report of findings will be
Cooking facilifies are protected in accordance reported to our QA committee o
with 8.2.3. 19.3.2.6, NFPA 96 review for continued intervention or

- amendment of plan.

This STANDARD s not met as svidenced by:
Based on observation on Monday 11/19/12 at
approximately 44:00 AM onward the followlng
was noted,
1) The facillty's cooking system was not
protected in accordance with NFPA 86 - .
Ventilation Control and Fire Protection of
Commercial Gooking Operations.
Specific findings include; the deep fryer was
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD

17410

Means of egress are continuously maintained free
of all obstructions or impediments to fuit instant
use In the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access o, egress from, or visibllity of exits.

This STANDARD Is not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 14:00 AM onward the following
was noted.

1) In front of the exit door In In corridor on 400
hall and in the corridor in front of the exit door
next to the maintained oifice there was storage
on the exit corridors. (soiled linen barrels)

42 CFR 483.70(a)

Fi S MANOR
VE OAK CONCORD, NG 28027
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION (45}
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE. COMPLETION
ThG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. - DEFICIENCY)
K 069 | Continued From page 4 K069 Clorrective action will be monitored
located next to a gas stove top without the at onr monthly Quality Assurance
required splash guard In the dietary kitchen. Meeting. Report of findings will be
reported to our QA committee fo
42 CFR 483.70(a1) : review for continned intervention or
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 amendment of plan. ‘
88=k '
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE. COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCE% ]1!;-% T%E APPROPRIATE DATE.
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K 089

K072
$5=E

“17.1.10

Continued From page 4

jocated next to a gas stove top without the
required splash guard in the dietary kitchen.

42 CFR 483.70(a) ‘
NFPA 101 LIFE SAFETY CODE STANDARD

Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access 10, egress from, or Visibitity of exits.

This STANDARD is not met as evidenced by.
Based on observation on Monday 111912 at
approximately 11:00 AM onward the following
was noted,

1) In front of the exit door In in corridor on 400
hall and in the corridor in front of the exit door
next to the maintained office there was storage
on the exit corridors. {solfed linen barrels)

42 CFR 483.70(a)

K069| 4. Corrective action will be monitored
ai our monthly Quality Assurance
WEeeting, Report of findings will be
reported to onr QA committee to
review for continned jntervention or
K072 amendment of plan, ‘

i gontinuation sheet Page 5 of &
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP GODE
413 WINECOFF SCHOOL ROAD

exits, access to, egress from, or visibility of exits. -

7110

This STANDARD is not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted.

1} In front of the exit door In in corridor on 400
hall and in the corridor In front of the exit door
next to the maintained office there was storage
on the exit corridars. (soiled linen barrels)

42 CFR 483.70(a)

3, Measures will be put into place ox

FIVE OAKS MANOR.
CONCORD, NC 28027
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE. COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. : DEFICIENCY)
. A. Inspections of dietary Kitchen will
K 069 | Continued From page 4 . K069 be completed weekly x4 then
located next to a gas stove top without the monthly to assure facility’s cooking
required splash guard in the dietary kitchan. system is protected in accordance
with NFPA 96~ Ventilation Confrol
42 CFR 483.70(z) and Fire Protection of Cominercial
K 072 | NFPA 101 UIFE SAFETY CODE STANDARD K072 Cooking Operations. Inspections
S8=t K . o will be completed by Dietary
Means of egress are continuously maintained free Supervisor and/or Administrator.
fnspectoss will b docunnted o
fumls'hings, decorations, or other objects obstruct Dietary Cooking System audit form.

what systemic change facility will
male to ensure that the deficient
practice does not recur:

A. Tuspection of dietary Kitchen will be
completed weekly x then monthly to
assure facility’s cooking system is
protected in accordance with NFPA
96- Ventilation Control and Fire
Protection of Commercial Cooking
Operations, Inspections will be
completed by Dietary Supervisor
andfor Administrator. Inspections

-will be documented on Dietary
Cooking System audit form,

B. Dietary Supervisor has received
education on the following topic:
Facility’s cooking system is
protected in accordance with NEPA
%6-Ventilation Control and Fire
Protection of Commercial Cooking
Operations. Training will be
completed by Administrator.
Training was completed on 11-30-
12, '

FORM CM$-2567{02-89) Previous Versions Obsolele
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING  01.MAIN BUILDING 01 _
8. WING
. 345186 11/19/2012
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STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINEGOFF SCHOOL ROAD
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{X4) D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE. GOMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. : DEFICIENCY)
K 069 | Continued From page 4 K 069
focated next to a gas stove top without the
required splash guard In the dietary kitchen.
42 CFR 483.70(a)
K 072} NFPA 101 LIFE SAFETY CODE STANDARD Ko72 L N
88=F 1. Corrective action(s) accomplished Rl a__B

Means of egress are continuously maintained free

of all obstructions or Impediments to full instant
use In the case of fire or other emergency. No

furnishings, decorations, or other objecis obstruct
exits, access to, egress from, or visibilily of exits.

7110

This STANDARD is not met as evidenced by. .

Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted,

1) In front of the exit door in In corridor an 400
hall and in the corridor in front of the exit door
next o the maintained office there was storags
on the exit corridors, {soiled linen harrels)

42 CFR 483.70(a)

to correct the deficient practice:

A, All cooridors within facility are
being maintained free of all
obstructions and impediments in
case of fire or emergency.

|2. Tdentify other life safety issues
having the potential to affect
residents by the same deficient
practice:

A. Facility will inspect all cooridors
daily x30 days then weekly x4 then
monthly to assure compliance with
maintaining means of egress free of
all obsiructions or impediments,
Inspections will be completed by
Maintenance Director,
Administrator and/or Nursing
Supervisor’s, Inspections will be
documented on maintaining egress
free of ebstructions or impediments
audit tool.

3. Measares will be put inte place or
what systemic change facility will
make to ensure that the deficient
practice does not recur:

FORM CMS-2567(02-99) Provicus Versions Obsolele
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CENTERS FOR MERICARE & MEDICAID SERVICES : OMB NO. 0938-0391
" STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE GONSTRUCTION (X3) DATEBURVEY
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. DEFICIENCY) -
© K000 | INITIAL GOMMENTS kogo| C- Any indentified non-compliance
X concerns will be reported to
) Administrator, Cencerns will be
This Life Safety Code(L.SC) survey was corrected in a timely manner.
conducted as per The Cods of Federal Register :
at 42CFR 483.70(a); using the Existing Healih : 4. Corvrective action will be monitored
Care section of the LSC and iis referenced at onr monthly Quality Assurance
publications. This building is Typs I1(211) Meeting, Report of findings will be
construction, one story, with a complete rcpoi-ted to our OA commiftee to
aufomatlc sprinkler syster. review for continued intervention or
The deficiencies determined during the survey amendment of plan.
are as follows: ' .
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012
88=D| ) ’
Building construction type and height meels one
of the following. 19.1.6.2, 19.1.6.3,19.1.6.4,
19.3.5.1
This STANDARD s not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted,
1} The sheetrock in the attic area ahove the
corridors that is part of the one hour fire rated
corridor was not maintained in good condition.
There were hole in the top layer of sheetrock in
- {he attic area that was not repaired, 200 hall.
42 CFR 483.70(a)
K 0201 NFPA 101 LIFE SAFETY CODE STANDARD K029} .
§5=0 .
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
CABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {x6) DATE

\ny deficlency statement ending with an astorisk {*} denotes a deficlency which the institution may bs excused from correcting providing It Is determinad that
Aher safeguards provide sufficlent protection to the patients.- (See instructions.} Except for nursing homes, the findings stated above ave disclosable S0 days
following the date of survoy whether or fict & plan of correction is provided. For nursing homas, the above findings and plans of correction are dlsclosable 14

days following the datethess documenls are made avallable to tha facliity. i deficiencies are cited, an approved plan of corraction is requisiie o continuad

program participation,

Faclity 10: 953488 If continuation sheet Page 1 of5
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4ND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 92 - BUILDING 02
: 345186 B Wing 11119/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1 TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
. DEFICIENCY) '
© K 000 | INITIAL COMMENTS K 000 Facility will inspect all cooridors
daily x30 days then weekly x4 then
This Life Safety Code(LSC) survey was monthly to assure compliance with
conducted as per The Code of Federal Register malntaining means of egress free of
at 42CFR 483,70(a); using the Existing Health all obstructions or impediments.
Care section of the LSG and Its referenced Inspections will be completed by
publications. This building is Type 111(211) Maintenance Director,
construction, one story, with a complete Administrator and/or Nursing
automatlc sprinkier system. Supervisor’s. Inspections will be
. documented on maintaining egress
The deficiencies determined during the survey fess of obstructions or impediments
are as follows: ‘ » audit tool,
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012 Facility staff will receive education
88=D . on the following topic: Keeping
Building construction type and height meets one eooridor’s cleay at all times.
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, Edueation wili be completed by
19.3.5.1 Administrator andfor Staff
Development Coordinator.
Education will be complefed on or
before completion date.
. . i . Any identified non-compliance
This STANDARD s not met as evidenced by: concerns will be reported to
Based on observation on Monday 11/19/12 at Administrator. Concerns will be
approximately 11:00 AM onward the following corrected in a timely manner,
was noted,
1) The sheetrock in the attic area above the . ; . L
cc)::rridors fhat Is part of the one hour fire rated gtogzicge action will be moutitored
! : i nthly Quality Assurance
carridor was not maintained in good conditlon. Meeting. Report of findi b
There were hole In the top layer of sheetrock in report %‘ ¢ P A nes will be
the attic area that was not repaired, 200 hall, eported fo our QA committee to
review for continued intervention or
42 CFR 483,70(2) amendment of plan,
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K028| .
88=D .
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
YITLE {46} DATE

LABbRATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

+

days following fhe daterthesa documents are made available
program partleipation.

Any deficlency statement ending with an asterlsk (*) denotes a deficiency which the Institution may be
“er safeguards provide sufficient protection to the patients. (See Instructions.) Excep! for nursing homes, the fl

Jowing the dale of survey whether or rict a plan of corection is provided. For nursing homes,
to the facility, If deficlencies are cited, an approved plan of correction isre

excused from corecting providing it ls determined that
ndings stated above are disclosable 80 days
the above findings and plans of correction are disclosable 14
quisite to continued
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AND PLAN OF CORREGTION [DENTIFICATION NUMBER: GOMPLETED
‘ A BUILDING (2. BUILDING 02
345186 B TING 1111912012
NAME GF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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X4 1D SUMMARY STATEMENT OF DEFIGIENCIES 2] PROVIDER'S PLAN OF CORRECTION ¥5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION} . TAG GROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY) :
© K0DO{INITIAL COMMENTS K Q00
This Life Safety Code(L8C} survay was
conducted as per The Code of Federal Register
at 42CFR 483,70(a); using the Existing Health
Care section of the LSC and its referenced
publications. This bullding is Type H{211)
construction, one story, with a complete
automatic sprinkiar system.
The deficiencies determined during the survey
are as follows: ' ) , . e
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD Kotz| 1 Corrective action(s) accomplished |}~ 2-13
88=D . to correct the deficient practice:
Building construction type and height meets ons : -
of he following. 19.1%?2, 19465, 19,164, A. The top layer of shectrock in the
19.35.4 attic area above corridor’s on 200
hall will have needed repairs
completed fo maintain in good
condition. Repairs will be
completed on ox hefore completion
This STANDARD s not met as evidenced by: date. Repairs will be completed by
Based on observation on Monday 11/19/12 at facility Maintenance Director,
approximately 11:00 AM onward the following
was noted. 2. Identify other life Safety issues
1) The sheetrock in the attic area above the Baving potential to affect residents
conidors that Is part of the one hour fire rated by the same deficient practice:
comidor was not maintained In good condition. -
There were hole in the top layer of sheefrock in A. Facility will inspect attic area above
the attic area that was not repaired, 200 hall. corridor on 200 hall monthly post
- completion of needed repairs to
42 CFR 483.70(a) assure being maintained in good,
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD . K029] . condition and in compliance with
85=D . Life Safety Code Standard,
One hour fire rated construction {with % hour Taspections will be completed by
fire-rated doors) or an approved automatic fire Maintenance Director. Outcome of
extinguishing system in accordance with 8.4.1 inspections will be documented o1t
andfor 19.3.5.4 protects hazardous areas. When attic area above corridor 200 hall
the approved automatic fire extinguishing system audit tool. ;
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {¥6) DATE
h —
‘ %\\N’\.\ f\f()L,QX { t\l{\’\\h\ Q’\'\_/hi?\h_. [2-3-12

J

Any daeficiency téte ent ending with ‘an asterisk (*)henotas a deficiency which the 1nslitutio;1 may be excused froin correcting providing it is determined that

other safeguard
follewing the date of survey whether or riot a plan of comrection is prov!
days foflowing the date these documents are made avaliable {o the fa

program partlclpallon,

ida sufficfant protection to the pallents.-{See Instructions.) Excep
ided. For nursing hemes,
cility, | deficlencles are cited, an apprave

t for nursing homes, the findings stated abdve are disclosa

hla 90 days

the above findings and plang of correction are disclosable 14
d plan of correction is requisite 1o continued
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STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPFPLIERICLIA X2) MULTIPLE CONSTRUCTION ' {X3) DATE SURVEY
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LR E SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION oI
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1 T1as CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY} :
© K000 | INITIAL COMMENTS K000

This Life Safely Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the Existing Health
Care section of the LSC and its referenced
publications, This building is Type f211)
construction, one story, with a complete
automatic sprinkler system.

The deficiencies determined during the survey
are as follows: ’ .
K 012 LNFPA 101 LIFE SAFETY CODE STANDARD Koz
$8=D o _

Building construction type and height meets one
of the following. 19.1.6.2, 19.1.6.3, 18.1.6.4,
18.3.5.1

This STANDARD is not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11.00 AM onward the following
was noted.
1) The sheetrock in the attic area above the
corridors that is part of the one hour fire rated
corridor was not maintained in good condition.
There were hole in the top layer of sheetrock in
- the attic area that was not repaired, 200 hall.

42 CFR 483.70(a) :
'K 028 | NEPA 101 LIFE SAFETY CODE STANDARD K029} 1. Corrective action(s) accomplished ] -2~3
58=D . to correct the deficient practice:
One hour fire rated construction {(with % hour '
fire-rated doors) or an approved automalic fire A.  Self closures have been installed to
extinguishing system In accordance with 8.4.1 chemieal rooms located on 200 hall,
andfor 19.3.5.4 protects hazardous areas. When Self closures were installed by
the approved automatic fire exfinguishing system facility Maintenance Director.
[ABGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TOTLE {¥6) DATE

Any deficlency statement ending with an asterisk (*) denotes a deficlency which the Institution may be excused from comecting providing it Is determined that
other safeguards provide sufficient protection o the patients.-(See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether of siot a plan of correction s provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the daterthess documents are mads avaliable 1o {he Tacility. 1f doficlencles are cited, an approved plan of corection is requisite to continued

program partlcipation,
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AND PLAN OF CORREGTION

{X1) PROVIDER/SUPPLIER/CLIA
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{X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
COMPLETED
A BURDING  02- BUILDING 02
B, WING
11/18/2012

NAME OF PROVIDER OR SUPPLIER

345186

STREET ADBRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD

Installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved mainlenance
and testing program complying with applicable
requirements of NFPA70and 72,  9.8.1.4

This STANDARD is nof met as evidenced by:
Based on observation on Monday 11/19/12 at,
approximately 11:00 AM onward the following

at our monthly Quality Assurance
Meeting. Report of findings will be
reported to our QA committee to
review for continued intervention or
amendment of plan,

IVE QA AN
FIVE OAKS HANOR CONCORD, NG 28027
o) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMELETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG. CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
K 029 Continued From page 1 K 0291 3. Measures will be put inte place or
option Is used, the areas are separated from what systemic change facility will
other spaces by smoke resisting partitions and malke to ensure that the deficient
doors. Doors are self-closing and non-rated or practice does not recur:
field-applied protective plates that do not exceed
48 inches from the bottom of the door are A. Tacility will inspect attic area above
permitted.  18.3.2,1 corridor on 200 hall monthly post
completion of needed repaixs to
assure being maintained in good
, condition and in compliance with
. ] ) Life Safety Code Standard.
This STANDARD i§ not met as avidenced by: Tnspections will be completed by
Based on observation on Monday 11/19/12 at Maintenance Director. Outcome of
approximately 11:00 AM onward the following inspections will be documented on
was noted ' : '
) . . ttic area above corridor 200 hall
1) The chemical room corridors located on 200 :u:i(i:tatocol ove corridox A
hall were not seff closing. B. Any indentified non-compliance
42.0FR 4597000 e S enoumy il b
ng‘iz: NFPA 101 LIFE SAFETY CODE STANDARD K 052 corvected In a fimely manner.
A fire alarm system required for life safety is 4. Correction action will be monitored
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CENTERS FOR MEDICARE & MEDICAID SERVIGES ]
FTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PEAN OF CORREGTION DENTIFICATION NUMBER: COMPLETED
A BUILDING 02 - BUILDING 02
_ 345186 BWING 1414912012
NMAME OF PROVIDER OR SUPPLIER ’ STREET ADDRESS, CITY, STATE, ZIP CUDE
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4 1D T SUMMARY STATEMENT OF DEFICIENGIES 3} PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX CH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY)
K 029 | Continued From page 1 K 029 . L .
option is used, the areas are separated from 2. Identify other life safety 1ssucs
other spaces by smoke resisting partitions and having the potential to affect
doors. Dovrs are self-closing and non-rated or - residents by the same deficient
field-applied protective plates that do not exceed practice:
48 inches from the bottom of the door are e .
permitted. 19.3.2.1 A, Tacility will inspect all chemical
' room doors weekly x4 then monthiy
to ensure self closures are present
and working properly according to
Life Safety Code Standard.
This STANDARD is not met as avidenced by: Inspections will be completed by
Based on observation on Monday 11119/12 at Maintenance Director and/or
approximately 11:00 AM onward the following Administrator. Qutcome of
was noted, ' inspections will be documented on
1) The chemical room corfidors located on 200 door inspection audit tool.
hall were not self closing.
3. Measures will be put into place or
42 CFR 483.70(a) what systemic change facility will
K 052 NFPA 101 LIFE SAFETY CODE STANDARD K 052 make to ensure that the deficient

$$=F

Based on observation on

A fire alarm system required for life safely is
instatled, tested, and maintained in accordance
with NFPA 70 National Electricat Code and NFPA
72, The system has an approve
and testing program complyin
requirements of NFPA 70 and 72.

d malntenance
g with applicable
9.6.1.4

This STANDARD is not met as evidenced by.
Monday 14/18/12 at,
approximately 11:00 AM onward the following

practice does nof recur:

A. TFacllity will inspect all chemical
room doors weekly x4 then manthly
to ensure self closires are present
and working properly aceording to
Life Safety Code Standard.
Inspections will be campleted by
Maintenance Director and/or
Administrator, Outcome of
inspections will be documented on
door inspection andit tool.

B. Any identifled non-compliance
concerns will be reported to
Administrator, Coneerns will be
corrected in a timely manner.
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X4 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GORRECTION (5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K 029 ] Continued From page 1 K029
option Is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1
This STANDARD Is not met as evidenced by.
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted, '
1) The chemical room corridors located on 200
halt were not self closing.
42 CFR 483.70(a)
K 052 | NFPA 101 LIFE SAFETY CQDE STANDARD K052 ‘
$8=F . . ,
A fire alarm system required for life safely is 1. Corrective action(s) accomplished | ||-1-]3
installed, tested, and maintained in accordance to eorrect the deficient practice:
with NFPA 70 National Electrical Cods and NFPA
72. The system has an approved maintenance A.  Repairs have been completed to
and testing program complying with applicable five alarm system to assure
requirements of NFPAT70 and 72.  9.6.1.4 firefsmoke door hold open devices
and exit doors will not re-energize
with the fire alarm control panel in
active trouble alarm,
- B. Repairs were completed on 11-20-
12 by Simplex Grinnell.
2. Xdentify other life safety issues
having the potential to affect
: residents by the same deficient
This STANDARD is not met as evidenced by: practice:
Based on observation on Monday 11/19/12 at,
approximately 11:00 AM onward the following
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(X4} 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS.REFERENCED TO THE APPROPRIATE
DEFICIENGY)

1%5)
GOMPLETION
DATE

K 052

K 054
S5=E

K 056
- s8eF

Continued From page 2

was noted.
1) The fire alarm systom was non-compliant,

speciflc findings include, during testing of the
facility fire alarm system the alarm was initiated
and the audible alarms were silenced at the Fire
Alarm Controf Panel (FACP) the firefsmoke doors
hold open devices and exit doors would
re-enargized with the fire atarm control pane!
(FAGP) in active trouble alarm.

42 CFR 483.70(2)
NFPA 101 LIFE SAFETY CODE STANDARD

All required smoke detectors, including those

activating door hold-open devices, are approved,
malntained, inspected and tested in accordance
with the manufacturer's specifications. 26.1.3

This STANDARD s not met as evidenced by.
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following

was noted,

1) Thesmoke Guct detector installed In the first
HVAC in the mechanical room on 200 halt was
installed 180 degrees out of alignment.

42 CFR 483.70(a)
NFPA 101 LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, fo
provide compleie coverage for all portions ofthe
building. The system is properly maintained in
accordance with NFPA 25, Standard for the

Inspection, Testing, and Maintenance of

Corrective action will be mnonitored
at our monthly Quality Assurance
Meeting, Report of findings will be
reported to owr QA committee to
review for continued intervention or
amendment of plan.

K052 4.

K 054

K 056
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GENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391
ST, JTEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GLIA [A2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 02 - BUILDING 02
345186 B. WING 11/19/2012

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD

if there is an automatic sprinkler system, it Is
installed In accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Malntenance of

FIVE OAKS MANOR ‘ CONGORD, NC 28027
X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERE gggl[é ;':'E?{ g%E APPROPRIATE DATE
K 052 | Continued From page 2 K 052 Facility will inspect/test fire alarm
was noted. system weekly x4 then mont{xly to
1) The fire alarm system was non-compliant, assure maintenance and festing
specific findings include, during testing of the comply with applicable
facliity fire alarm system the alarm was initiated requirements of NFPA 70 and 72.
and the audible alarms were sllenced at the Fire Inspections/test will be completed
Alarm Gontro} Panel {FACP) the fire/smoke doors by Maintenance Director, Quicome
hold open devices and exit doors would of inspections/test will be :
re-energized with the fire alarm control panel documented on five alarm system -
(FACPY) in active frouble alarm. andit tool,
42 CFR 483.70(a) Measures will be put inte place or
K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K 054 what systemic change facility will
88=E malee to ensure that the deficient
Ali required smoke detectors, including those practice does not recur:
activating door hold-open devices, are approved,
maintained, inspected and tested in accordance Facility will inspect/test fire alarm
with the manufacturer's specifications.  9.6.1.3 system weekly x4 then monthly to
assure maintenance and testing
comply with applicable
. . requirements of NFPA 70 and 72.
This STANDARD is not met as evidenced by: Inspections/test will be corpleted
Based on observ.atlon on Monday 11/19/12 at by Maintenance Director, Outcome
i};};rﬁzntr:ste!y 14:00 AM onward the following of inspections/test will be
1) The smoke duct detector installed in the first fﬁg?;‘:gglt ed on five alarm system
HVAQC in the mechanical room on 200 hall was A dentified i
installed 180 degrees out of alignment. 1y ldentiized non-compiance
concerns will be reported to
42 CFR 483.70(a) A(Iministr.ator..Concm'ns will be
K 056 | NEPA 101 LIFE SAFETY CODE STANDARD K 056 corrected in a timely manner.
88=F Correetive action will be monitored

at our monthly Quality Assurance
Meeting. Report of findings will be
reported to our QA committee to
review for continued intervention or
amendment of plan.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: . . COMPLETED
ABULDING™ (2~ BUILDING 02
345186 B. VING 11192012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBE
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X4} I SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
K 052 | Continued From page 2 - K052
was noted.
1} The fire alarm systemn was no_n-compliant,
specific findings include, during testing of the
facility fire alarm system the alarm was initiated
and the audible alarms were silenced at the Fire
Alarm Control Pane! (FACP) the firefsmoke doors
hold open devices and exit doors would
re-energized with the fire alarm conirol panel
{FACP) in active trouble alarm.
42 CFR 483.70(g) \
K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K o054
8S=E 1. Corrective action(s) accomplished }i/~2-i3
All required smoke detectors, including those to correct the deficient practice:
activating deor hold-open devices, are approved,
m_aintained, inspected and te_sted _fn accordance A. Smoke duct detector in the first
with the manufaciurer's specifications,  8.6.1.3 HVAC in the mechanical room on
200 hall has been corrected by
Simplex Grinnell on 11-20-12,
This STANDARD s not met as evidenced by: 2 Identify other life safety i
Based on observation on Monday 11/19/12 at ' havingytl(z}e pe:tenfifll t?;flfs: :tes
a;;;;rz)gltr:stely 11:00 AM onward the fotiow"lng residents by the same deficient
1) The smoke duct detector installed in the first practice.
HVAQC in the mechanical room on 200 hall was . .-
. g A. Facility will inspect smoke duct
| installed 180 degrees out of alignment. detector installed in the first TVAC
42 CFR 483.70(2) in the mechanical room on 2060 hall
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD Koge| ~ eekly xd then monfhly fo assure
SS=F _ fmeke duct detef:tar i_s maintained
If there is an automatic sprinkler system, it is in accordance with Life Safety
installed In accordance with NFPA 13, Standard Code Standard. Inspections will be
for the Instaliation of Sprinkler Systems, to completed by Maintenance
provide complete coverage for all portions of the Director. Gutcome of inspections |
building. The system is properly maintained in will be documented on smoke duct
accordance with NFPA 25, Standard for the detector (200 hall) audit tool.
Inspection, Testing, and Maintenance of.
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R4 1B
PREFEX
TAG

SUMMARY STATEMENT OF DEFICIENCIES .
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
. REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF GORREGTION
(EAGH GORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY}

{X5)
CGMPLETION
DATE

K058

‘K 104
8§=F

Continued From page 3

Water-Based Fire Protéction Systems. Itis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are elecirically connectad to the
buifding fire alarm system, 19.3.5

This STANDARD s not met as evidenced by:
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following
was noted,
1) There are showers in the 200 hall resident
rooms that were not protected with sprinkler
coverage, Facility is equipped with rmag lock
equipped door that requires the facllity to be have
100% sprinkler coverage.

42 CFR 483.70(a) .
NFPA 101 LIFE SAFETY CODE STANDARD

Penetrations of smoke barriers by ducis are
protected in accordance with 8.3.6.

This STANDARD is not met as evidenced by:
Based on observation on Monday 11/19/12 af

approximately 11:00 AM onward the following

was noted.

1} The smoke damper located in the smoke wall

in the attic area on 200 hall did not close upon

activation of the fire alarm system.

K 056

K 104

Measures will be put into place or
what systemic change facility will
make to ensure that the deficient
practice does not recur: ’

Facility will inspect smoke duct

defector installed in the first HYAC
in the mechanical room on 209 hall -
weekly x4 then monthly to assure
smoke duct detector is maintained
in accerdance with Life Safety
Code Standard, Inspections will be
completed by Maintenance
Director, Qutcome of inspections
will be documented on smoke duct
detector (200 hall) audif form,

Any identified non-compliance
concerns will be reported to
Administrator. Concerns will be
corrected in a timely manner.

Corrective action will be monitored
at our monthly Quality Assurance
meeting, Report of findings wili be
reported to our QA commmitiee to
review for continued interventions
or amendment of plan.
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NAME OF PROVIDER OR SUPPLIER

FIVE OAKS MANOR

STREET ADDRESS, CITY, STATE, ZIP GODE
413 WINECOFF SCHOOL ROAR

GONGORD, NG 28027

4y D SUMMARY STATEMENT OF DEFICIENCIES ) D PROVIDER'S PLAN OF GORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
" , DEFICIENCY)
B. Installation of sprinklers will be
K 058 ] Continued From page 3 K 058 completed by qualified outside
Water-Based Fire Protection Systems. s fully vendor,
sttpervised. There Is a reliabls, adequate water _
supply for the system, Required sprinkler 2. Jdentify other life safety issues
systems are equipped with watet flow and tamper having the potential to affect
switches, which are electrically connected to the residents by the same deficient
building fire alarm system.  18.3.5 practice:
A, Facility will inspect all showers on
200 hall weekly x4 then monthly to
) . assure sprinkler coverage is
Thls STANDARD 13 nOE met as eV'denced by: proper}y n}ainfaiﬂed in accordance
Based on observation on Monday 14/15/12 at with NFPA 25, standard for the
approximately 11:00 AM onward the fallowing inspection, testing, and
was noted. . maintenance of Water-Based Fire
1) There are showers in the 200 hall res}i(?ent Protection System. Inspections will
rooms that were npt pro’;ecteéi Wg? sprint e}z be completed by Maintenance
g dFa"”i’g’ *ts eq“lppeihw*f %’i‘?agt Og hav Director and/or Administrator.
?gg';pe ; igr cav r?qu res the facility to be have Outcome of inspections will be
o Sprin average. documented on showers (200 hail)
- 42 CFR 483.70(a) . sprinkler coverage audit tool.
. ié ;?i NFPA 101 LIFE SAFETY CODE STANDARD K104 3. Mensures will be
Penetrations of smoke barriers by ducts are i’;:;’;teoffi?;g"v’;;;};;i]gs:::’fl;‘;ure
cord ith 8.3.6. ‘
protected In accordance with 8.3.6 that the deficient practice does not
recur:
A,  Facility will inspect all showers on
200 hall weekly x4 then monfhly to
This STANDARD is not met as evidenced by: assure sprinkler coverage is
Basad on observation on Monday 11/19/12 at properly maintained in accordance
approximately 1:00 AM onward the following with NFPA 25, standard for the
was noted. inspection, testing, and
1)- The smoke damper located in the smoke wall maintenance of Water-based Fire
in the attlc area on 200 hall did not close upon Proteetion System. Inspections will
activation of the fire alarm system. be completed by Mainfenance
. . Director and/or Administratoer.
Event 1D:ZSMF21 if continuation sheat Page 4of5
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K 058 | Continued From page 3 . K056

Water-Based Fire Protection Systemns, Itis fully
supervised. There Is a reliable, adequate water
supply for the system. Required sprinkler
sysiems are equipped with water flow and tarmnper
switches, which are electrically connected to the
bullding fire alarm system.  19.3.5

This STANDARD is not met as evidenced hy:
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the foliowing
was noted,
1} There are showers in the 200 hall resident
rooms that were not protected with sprinkler
coverage, Facility is equippad with mag lock
equipped door that requires the facility to be have
100% sprinkier coverage.

42 CFR 483.70(a) ‘ .
‘K 104| NFPA 101 LIFE SAFETY CODE STANDARD K 104
SS=F 1. Corrective action(s) accomplished [ ~2-13
Penetrations of smoke harriers by ducls are to correct the deficient practice:
protected In accordance with 8.3.6. _ : |
A. Smoke damper located in the smolke

wall in the attic area on 200 hall

will kave necded repairs campleted

and/or replacement on or before

: completion date.
This STANDARD is_; not met as evidenced by: B. Repairs will be completed by
Based on observation on Monday 11/16/12 at qualified outside vendor,
approximately 11:00 AM onward the following _ '
was noted. , 2. Identify other life safety issues
1)-The smoke damper located In the smoke wall having the potential to affect
in tpe altic area on 200 hall did nof close upon residents by the same deficient
activation of the fire alarm system. practice:
- i * .
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K 104 | Continved From pags 4 K104 A, Facility wﬁl inspect smoke‘ damper
42 CFR 483.70(a) ) - loc.ated in the smoke wall in the.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 attic area on 200 hall o assure it
SS=F ‘ ‘ closes properly upon activation of
Electrical wiring and equipment is In accordance the fire alavin system. Matutenance
with NFPA 70, Natlonal Electrical Code. 9.1.2 Director will complete inspections
S weekly x4 then monthly, Outeome
of inspections will be documented _
on smoke damper attic area (200
This STANDARD Is not met as evidenced by: hall) audit tool,
Based on observation on Monday 11/19/12 at
approximately 11:00 AM onward the following 3. Measures will be put in or what
was noted, systemic change facility will make
1) The exhaust fans in the resident bathrooms to ensure that the deficient practice
223, 221 and other resident bathroom on the hall does not recur;
did not operate when checked.
2) The exhaust fan In the soiled utllity room 200 A. Facility will inspect smoke damper
had did not operate when checked. located in the smoke wall in the -
attic area on 200 hall to assure it
42 CFR 483,70(a) closes properly upon activation of
the fire alarm system, Maintenance
Director will completed inspections |
weekly x4 then menthly. Outcome
of inspections will be documented
on smoke damper attic area (200
hall) audit tool.
Any identified non-compliance
concerns will be reported to
Administrator, Coencerns will he
- corrected fn a timely manner.,
Corrective action will be monitored
at our Quality Assurance monthly
meeting. Report of findings will be
reported fo our QA committee to
review for continued intervention oy
amendment of plan.
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K 104 | Continued From page 4 K 104 Outcome of inspections wili be
documented en showers (200 hall)
K 147 ;iggigiaiig&gwaw CODE STANDARD K 47| , SPriakler coverage audit tool.
0 A B.  Any identificd non-compliance
e Electrical wiring and eduipment is in accordance concerns will be reported to
. : ' Administrator. Concerns wili be
yviih.NFPA 70, National Electrical Code. 9.1.2 corrected in a timely manner.
4, Corrective action will be monitored
‘ . . at our Qualify Assurance monthly
This STANDARD s not met as evidenced by meeting. Reported of findings will
Based on Obsewation on Mﬂnday 1171912 at he reported to our QA commitiee to
approximately 11:00 AM onward the following review for continued intervention or
was noted. ' o amendment of plan,
1} The exhaust fans in the résident bathrooms
223, 221 and other resident bathroom on the hall
did not operate when checked,
2) The exhaust fan In the solled uiility room 200
had did not operate when checked,
42 GFR 483.70(=a)
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K 104{ Continued From page 4 K104
42 CFR 483.70(a) . .
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 .
88=F . . : 1. Corrective action(s) accomplished J=2.~1 3
Electrical wiring and equipment is in accordance : to correct the deficient practice;
with NFPA 70, National Electrical Code, 9.1.2
o A. Exhaust fans in resident bathrooms
. #223, #221 and any other resident
'y . ) : . bathrooms which do not operate
This STANDARD s not met as evidenced by: properly will be replaced.
Based on observation on Monday 11/19/12 at B. Exhaust fan in the sofled ntility
approximately 11:00 AM onward the following . room 200 hall will be réplaced,
was noted, o C. Replacement of exhaust fans will be
1) The exhaust fans in the resident bathrooms : comnl .
- mpleted by Maintenance
223, 221 and other resident bathroom on the hall Director on or before completion
did not operate when checked. date P
2) The exhaust fan in the solled utility room 200 ’
had did not operate when checked, 2. Identify other life safe t Isses

having the potential to affect
residents by the sane deficicnt

42 CFR 483.70(a)

meonthly, all exhaust fans located on!
200 hall to assure operating
properly and in compliance
according to Life Safety Code
Standard. Inspections will be
completed by Maintenance

Director, Outcome of inspections
will be documented on exhaust fans
200 hall audit tool, '

|

|

practice: |

A. Facility will inspect weekly x4 then

3. Measures will be put into place or
what systemic change facility will
make to ensure that the deficient
practice does not recar:
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s : A, Facility will inspect weekly x4 then |
K 104 Continued From page 4 K104 monthly, all exhaust fans located o’
42 CFR 483.70(a) : . 200 hall to assure operating
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 properly and in compliance
88=F - . according to Life Safety Code
Electrical wiring and equipment is in accordance Standardg. I_nspections?;iﬂ be
ywth NFPA 70, Natlonal Electrical Code. 8.1.2 completed by Maintenance
’ Director. Outcome of inspections
' . will be documented on exhaust fans
: . - 200 hall audit tool.
This STANDARD Is not met as evidenced by: e .
Based on observation on Monday 11/19M2 at B. i’g:‘ljntﬂ;ﬁizuzdzzxg%}iznw
approximately 11:00 AM onward the following orus W rep ,
was noted, o Administy ‘ator..Concernfs will be
1} The exhaust fans in the resident bathrooms corrected in a timely mainer.
223, 221 and other resident bathroom on the hall ) . . .
did not operate when checked, 4. Corrective action will be monitored
2) The exhaust fan in the soiled ulility room 200 at our Quality Assuran?e mmfthly
had did not operate when checked. lueeting, Report of findings will be
reported te our QA commitiee fo
42 GFR 483.70(z) review for continued intervention or!
amendment of plan,
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