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Cherry Point Bay Nursing and

F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 e
. t COMPREHENSIVE CARE PLANS Rehabilitation Center acknowl-

! edges receipt of the Statement

| A facility must use the resulls of the assessment of Deficiencies and proposes

! o develop, review and revise the resident's this plan of correction to the  ~

! comprehensive plan of care.
b p extent of findings is factually

The facility must develop a comprehensive care correct and in order to maintain
| plan for each resident that includes measurable compliance with applicable
| objectives and timetables to meet a resident's rules and provisions of quality

i medical, nursing, and mental and psychosocial

| needs that are identified in the comprehensive

| assessment.

written allegation of compli-

i The care plan must describe the services that are ance.

; io be furnished to attain or maintain the resident's

t highest practicable physical, mental, and
psychosoctal well-being as required under

of care of residents. The plan of
correction is submitted as a

Cherry Point Bay’s response to

| §483.25; and any services that would otherwise this Statement of Deficiencies
i be required under §483.25 bui are not provided does not denote agreement
due to the resident's exercise of rights under with the Statement of Deficien-

© 8483.10, including the right to refuse treatment

under §483.10(b)(4). cies nor does it constitute an

admission that any deficiency is

accurate. Further, Cherry Point
- This REQUIREMENT is not met as evidenced Bay reserves the right to refute

! by: s .

‘ Based on observations, staff interviews and any of the deficiencies on this

' record reviews, the facility faited to develop a Statement of Deficiencies

: comprehensive care plan that addressed the use through Informal Dispute Reso-
of gnttdepressgnt medtcattong ft)r 1of .7 sampled lution, formal appeal procedure
residents (Resident #40) receiving antidepressant and/or any other administrative
medications.

or legal proceeding.
| The findings included:

Resident #40 was admitted to the facility on
- 1/18/11 with diagnoses including depressive
dtsorder and insomnia.

ABQRATQORY DI CTOR S 0OR PROVIDER}SU LIER REPRESENTATIVE'S SIGNATURE TITLE
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any deficiency statement ending with astensk (*) denotes a deficiency which 1ke instifution may be excused from correcling providing it is determined hat
‘then safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable $0 days
‘liowing the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
lays following the date these documents are made available 1o the facifity. If deficiencies are ciled, an approved plan of correction is requisite to continued
srogram paricipation
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for insomnia with a history of depressive disorder.
She had been treatled with 50 mg trazodone {an
antidepressant medication that has
sedativefhypnotic properties) taken as 1 tablet
every night at bedtime since 10/12.

i Review of Resident #40 * s last annual Minimum
| Data Set (MDS} assessment dated 11/19/12

| indicated she received an antidepressant

| medication on 7 of the 7 days prior to completion
of the assessment. The Care Area Assessment
w (CAA) Summary dated 11/28/12 indicated Mood
| State and Psychotropic Drug Use were among

' the triggered conditions and noted these areas of
! concern were addressed in the resident ' s care

- plan. A review of the resident ' s Care Plan
updated on 12/27/12 revealed no plan of care
had been included {o address the resident ' s

r mood or use of an antidepressant.

On 1/14/13, Resident #40 ' s Primary Care
Provider (PCP) identified her as having a
depressed condition and indicated she may need
psychiatric services to address this concern.

The medical record revealed Resident #40 was
seen for a psychiatric consultation on 1/15/13 with
 a follow-up consuitation on 2/14/13. The resident
| was reported to be sad, tearful, and having

' feelings of hopelessness. Weight loss was also

| noted af that lime. She was started on 5 mg

' escitalopram (an antidepressant medication)

1 taken once daily in addition to the 50 mg

] {razodone previously prescribed.

|

Resident #40 was reviewed on
7/10/2013 by the MDS Nurse
and updated to include moods
and anti-depressant usage.

Care plans for all residents in
the facility on an anti-
depressant medication were
reviewed on 7/10/2013 by the
MDS Nurse with no further defi-
ciencies noted.

MDS nurse will obtain a list of
all residents on an anti-
depressant medication weekly
and compare this to their care
plan to ensure it is accurately
documented. The resident cen-
sus will be used as a Ql tool
where these comparisons wifl
be recorded.

The quality improvement com-
mittee will meet weekly x4
weeks and then monthly x3
months to discuss findings and
make recommendations.
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E 483.20{d). 483.20{k){1} DEVEL-
| A review of Resident #40° s medical record 0P COMPREHENSIVE CARE
: revealed she was followed by psychiatric services PLANS
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The medicat record indicated another psychiatric
consuitation was completed on 3/14/13 for
Resident #40. The dose of escitalopram was
increased to 10 mg daily due fo mood instability,
| increased sadness and depressive symptoms.

| Review of the medical record revealed a
 foltow-up psychiatric consultation was made on

. 4/18/13. At thal time, the resident was assessed
as being stable on the current doses of the
medications prescribed.

The most recent quarterly Minimum Data Set
{MDS) assessment dated 5/9/13 indicated the

' resident had moderately impaired cognitive skills
for daily decision making. She required extensive
assistance to total dependence for alt of her
activities of daily living {(ADLs) with the exception
of only needing supervision for eating. The
quarterly MDS indicated Resident #40 continued
to receive one or more antidepressant

| medications on 7 of the 7 days prior to completion
! of the assessment.

Review of the medical record indicated a

i psychiatric follow-up was completed on 5/16/13.
' The resident was reported to have episodes of

' increased sadness. The provider ' s plan

" included monitoring Resident #40 and

* consideration of a medication increase in the

i future if mood did not improve. The resident

1 continued to receive 50 mg trazodone ance daily
 and 10 mg escitalopram once daily.

1

Review of Resident #40 ' s Care Plan updated on
i 6/6/13 reveated no plan of care had been

| included lo address either the areas of mood or

1 use of the antidepressant medications
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: {escitalopram and frazodone). The Care Plan did
linclude a focus arealgoalfinterventions related to
the resident * s nutritional status and history of
weight loss. This care area was updated on
6/6/13 hut did not include the potential impact of
mood or use of antidepressant medications for
the resident.

Review of the Physictan Orders dated 6/11/13
revealed the resident ' s PCP ordered a gradual
dose reduction for the prescribed trazodone by
reducing the dose from 50 mg to 25 mg daily.
Resident #40 continued to receive 10 mg
escitalopram once daily as previously ordered.

Further review of Resident #40 ' s medical record
revealed three notations had been made in the
Progress Notes regarding the resident ' s
behavior. These notations included the following:
6/11/13 nursing staff indicated the resident
refused her medications and was noted as,
being very nasty with this nurse; " 6/20/13 the
resident was noted fo yell at her roommate and
required redirection from the nurse; and on
6/27/13 the resident was noted io require
recrientation from the nurse. No notations related
to Resident #40 * s depressed moed or efficacy of
the anlidepressant medications were made in the
Progress Notes over the past 30 days.

"

An interview was conducted wilh the MDS
Coordinator on 7/10/13 at 11:43 AM. Upon review
of Resident #40 ' s care plan, the MDS

i Coordinator acknowledged that the use of

: psychotropic medications had not been care

i planned for this resident. Review of the CAA .

: Triggers Summary dated 11/29/12 confirmed use
! of antidepressant medication(s) had triggered the

b 0IREA CLIS-256G7(02-99) Previous Versions Obsolele Event [D:OMMTTH Facitity ID; 955450 If continuation sheet Page 4 of 13
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condition. This area of concern had also been
identified as being addressed in the care plan.
The MDS Coordinator stated, " It is not on the
care plan. It*s my humanerror.™ The MDS
Coordinator stated the use of antidepressants
was always included on the care plan for a
resident. She also indicaled the use of
antidepressants had been noted on the MDS but
" got missed " being put on the care plan.

On 7/11/13 at 8:00 AM, an observation was made |
' of Resident #40 in bed with a breakfast tray within
reach on a bedside table. The breakfast meat

! had been set up for her but the resident had not

| yet begun ealing. The resident stated breakfast

" was her favorite meal and she had just goiten

| started on eating it.

. An interview was conducted with Nurse #2 on
P711/13 at 8:35AM. Nurse #2 reported Resident
#40 * s mood will vary and her meal intake will as
well, depending on how she was feeling. Nurse
#2 indicated the resident has stated, "What's the
point? " to her on occasions during medication
pass. She also noted that Resident #40

i appeared sad at times.

An interview was conducted with Nursing
Assistant (NA) #1 on 7/11/13 at 8:40AM. NA#1
also noted the resident moods were changeable.
She noted the resident would become agitated at
. fimes and her meal intake was variable from day

to day, depending on her mood. :

On 7/11/13 at 8:40 AM, a follow-up observation

' was made of the resident eating breakfast in her
: room. Less than 10% of the meal had been

I eaten from the tray.

|
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An interview was conducted with the Director of 483.30{e) POSTED NURSE
Nursing {DON) on‘7f11[13 at 9:51 AM. .The DON STAFFING INFORMATION
reported that physician orders were reviewed
daily and care plans updated accordingly. She
indicated her expectation woutd be for all The daily nurse staffing sheet
| psychotropic medications, including was moved by the Administra-
: antidepressants, to be inclgded in the resident ' s tor on 7/10/2013 to a new des-
plan of care. The DON indicated she was aware ignated area in the front hall
! of the care plan issue related to psychotropic
' medications and that it had already been way directly next to the front
! corrected. A focus area, goal, and interventions lobby entrance where it is easily
! related to the topic of psychotropic medications accessible to families and visi-
. had been added to Resident #40 ' s care plan on tors.
i 7110/11 by the MDS Coordinator.
! An interview was conducted with the facifity ' s
Administrator and Facifity Consultant on 7/11/13 In-service with 100% of nurses
at 10:38AM.  The Administrator stated, " We by the Staff Facilitor regarding 8] ] l 3
! know.she {the MDS Coordinator) has lalready the designated area for posting
! fixed it and she's already done an audit fo be sure daily staffine sheets will b
! all the other antidepressants are care planned. " Y Ing sheets wili be
F 356 | 483.30(e) POSTED NURSE STAFFING F 356 completed by 7/31/2013.
55=C | INFORMATION
: y o ) Pasting of the nurse staffing
The }‘acuhiy.must post the following information on sheet will be monitored daily by
¢ a daily basis: . .
o Facility name. the Administrator or designee ;
-0 The current date. using a Ql tool.
“ o The total number and the actual hours worked
by ?he fo!EowEng.categorie‘s of licensed apd Th.e quality improvement com-
| unlicensed nursing staff directly responsible for . )
1 resident care per shift mittee will meet weekly x4
| - Registered nurses. weeks and then monthly x3
‘r - Licensed practical nurses or licensed months to discuss findings and
' vocational nurses (as defined under State law). make recommendations.
! - Certified nurse aides. .
o Resident census.
i
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' The facility must post the nurse staffing data

| specified above on a daily basis at the beginning
| of each shift. Data must be posted as follows:

i o Clear and readable format.

¢ in a prominent place readily accessible o

i residents and visitors.

The facility must, upon oral or wiitten request,
make nurse staffing data available 1o the public
for review at a cost not o 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

i by:

: Based on observations and staff interviews, the

| facility failed to post daily siaffing in a location that
I

1 was easily accessible to residents and visitors.

On 07/08/2013 at 12:15 PM, the daily staffing was
observed posted in the nursing station on a door

- marked "Medical Prep". The posting was not

' observed in a readiliy accessible area to residents

\L and visitors. A four was conducted of the entire

| facility, and no other staff postings were

*‘ observed.

!

I On 07/09/2013 at 10:15 AM, the daily staffing was
| observed posted in the nursing station on a door

i marked "Medical Prep”. The posting was not

f observed in a readiliy accessible area to residents
" and visitors. A tour was conducted of the entire

| facility, and no other staff postings were

| observed.
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The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlied drugs is maintained and periodically
reconciled.

! Drugs and biologicals used in the facility must be
I labeled in accordance with currently accepled

i professional principles, and include the

i appropriate accessory and cautionary

; instructions, and the expiration date when

j applicable.

In accordance with State and Federal laws, the
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F 356 Continued From page 7 F 356 483.60(b), (d), {e) DRUG REC-
. ORDS, LABEL/STORE DRUGS &
On 07!1' 072013 at _2.00 PM, the daily staffing was BIOLOGICALS
posted in the nursing station on a door marked
"Medical Prep". The posting was not observed in 100% of all medication carts
a readiliy accessible area to residents and o
- . . m were
visitors. A tour was conducted of the entire facility, and the medtcat'lon roo .
and no other staff postings were observed. checked for expired medica-
tions on 7/11/2013 by the DON
I an interview with Staff Nurse #1 on 710/2013 and QI Nurse. Any expired med-
at 215 PM, tﬁe nurse indicated the‘ar.ea where ications were returned to
the staff posting was hung was off fimits to )
visitors and residents. pharmacy or discarded as ap-
; propriate.
: In an interview with the facility administrator on
710/2013 ai. 2:30 PM, the Administrator reportfad In-service with 100% of nurses
" the expectation was staffing should be posted in  Eacili di
- an area easily accessible to residents and by the Staff Facilitator regar 1'ng
| visitors. correctly checking and removing
F 431 483.60(b), (), (e) DRUG RECORDS, F 431 expired medications from the

med carts and med room will be
completed by 7/31/2013,

The DON or designee will moni-f
tor the med carts and med
room for expired medications
3x per week x4 weeks, then
weekly x4 weeks, and then
monthly x3 months using a Qf
fool.

The quality improvement com-
mittee will meet weekly x8
weeks and monthly x3 months
to discuss findings and make
recommendations.

8‘1\!3
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Continued From page 8

facility must store all drugs and biologicals in
locked compartments under proper femperalure
controls, and permit only authorized personnel to
have access to the keys.

: The facility must provide separately locked,

: permanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and

i Control Act of 1976 and other drugs subject to
abuse, excepl when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facility failed to remove expired medications from
one of one medication store rooms and one of
two medication carts {the 200/300/400/500 halls '
medication cart).

| The findings included:

|

i 1) An observation of the medication store room
i on 7/11/13 at 10:20 AM revealed two boxes of

| albuterol / ipratropium 3.0/ 0.5 milligrams

1 inhalation solution (a medication used for asthma
{ and/or chronic obstructive pulmonary disease)

' were kept past the manufacturer ' s expiration

| date.

f

t

I One box of the expired albuterolfipratropium

| inhalation solution was labeled for Resident #5

{ and contained 11 sealed foil pouches with an

f

F 431
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i expiration date of June 2013. Each sealed foil

i pouch contained five 3 ml vials for a total of 55

| vials of inhalation solution. A review of Resident
L#5 ' s July 2013 Physician Crders revealed there

" was a current order for the medication to be given
i as 1 premixed unit via a nebulizer every three

| houwrs as needed for shoriness of breath andfor

; wheezing.

' The second box of expired albuterolfipratropium
inhalation solution was labeled for Resident #43

| and contained 11 sealed foil pouches with an

& expiration date of May 2013. Each sealed foil

i pouch contained five 3 mi vials for a total of 55

| vials of inhalation solution. A review of Resident

[ #43 ' s July 2013 Physician Orders revealed this

: medication had been discontinued.

- An interview was conducted with Nurse #2 on
7113 at 10:20 AM regarding the expired boxes
. of atbuterolfipratropium inhalation solution. The

' nurse indicated the resident-labeled medications
i kept in the store room were overflow medications
- for the hall medication caris. These medications
i were stored in the medication room until needed
| for the med cart. She acknowledged the two

| boxes of albuterolfipratropium inhalation solution
| were out-dated and would need to be discarded.

During an interview with the Director of Nursing

. staff nurses (particutarly the 11 PM to 7 AM shift
| nurses) were responsible to check expiration

| dates for medications stored in the medication

! room. She also indicated the consultant

. pharmacist came to the facility every month and

I was expected to go through the medication room
i to check for expiration dates as well. The DON

' (DON) on 7/11/13 at 10:30 AM, the DON reported -

x| SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x8)
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confirmed the overflow medication stock kept in
the medication store room would be used for the
residents as the medication cart stock ran out.
The DON indicated her expectation was for all

! expired medications to be identified, puffed, and
returned {o the pharmacy.

i 2) An observation of the 200/300/400/500 halls *

i medication cart on 7/11/13 at 9:13 AM revealed

i an opened botlle of calcitonin spray 200
unltsfactuatlon {an infranasal spray used for
osteoporosm) in the medication cart drawer for

: Resident #81. The boltle was dated as being

- opened on 6/8/13. Supplemental iabeling from

! the dispensing pharmacy for the calcitonin spray

i included, " Expires 30 days after opening. " The

“manufacturer ' s product information indicated an

: opened product may be stored at room

| temperature for up to 30 days. A review of

l Resident #81 ' s July 2013 Physicians Orders

J revealed there was a current order for the

’ i caleitonin spray lo be given as one spray in one

¢ nostril daily. An additionat note on the July 2013
' | Physician' s Orders indicated, " Discard 30 days
aﬁer opening. "

i An interview was conducled with the nurse

! assigned to the 200/300/400/500 halls * med cart

| {Nurse #2) on 7/11/13 at 9:15 AM. During the
mtemew Nurse #2 acknowledged the opened
bollie of calcitonin spray was expired and siated,

‘ "H'snogood. * The nurse indicated the

5 medication would need to be discarded and
- another bottle of calcitonin spray ordered for the i
pharmacy for Resident #81.

' During an interview with the Director of Nursing
i {DON) on 7/11/13 at 9:51 AM, the DON
|
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i addressed the issue as to when an opened hotle

 of calcitonin would expire. The DON reported her
expectation was that an opened bottle of

; calcitonin be discarded 30 days after opening.

- She indicated an opened botile of calcitonin held

- more than 30 days would be considered an

- expired medication. She stated, " We do cart

i audits ourselves as does the pharmacy. " The

: DON indicated she was encouraging nurses to do
- weekly cart checks where expired medications

I would be pulted from the cart and sent back to

i the pharmacy.

i During an interview with the facility ' s

| Administrator and Facility Consultant on 7/11/13
i at 10:38 AM, the Administrator indicated she

t would expect staff to check expiration dates on

' medications from the carts daily as they were

- working. She also indicated the 11 PM to 7 AM

! third shift staff was responsible for doing an extra
1 check on these expiration dates each day. The

| Administrator indicated her expectation would be
 for alt expired medications to be pulled off of the
: medication cart and sent back to the pharmacy.

i 3} An observation of the 200/300/400/500 halls*
| medication cart on 7/11/13 at 9:13 AM revealed

| three prochlorperazine rectal suppositories (a

! medication used for the treatment of hausea and
vomiting) kept on the cart were kept past the

| manufacturer ' s expiration date of May 2013.

i An interview was conducted with the nurse

' assigned to the 200/300/400/500 halls ' med cart
(Nurse #2) on 7/11/13 at 9:15 AM. During the
interview, Nurse #2 acknowledged the
prochiorperazine rectal suppositories were
outdated and indicated they would need to be

F 431
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 discarded.

During an interview with the Director of Nursing
(DGN) on 7/11/13 at 9:51 AM, the DON reported !
her expectation would be for all expired
medications to be removed from the medication
caris. She staled, " We do cart audits ourselves
as does the pharmacy.” The DON indicated she
was encouraging nurses to do weekly cart checks
where expired medications would be pulled from
the cart and sent back to the pharmacy.

During an interview with the facility ' s
Administrator and Facility Consultant on 7/11/13
at 10:38 AM, the Administrator indicated she
fwould expect staff to check expiration dates on
medications from the caris daily as they were

¢ working. She also indicated the 11 PM to 7 AM
third shift staff was responsible for doing an extra
check on these expiration dates each day. The
Administrator indicated her expectation would be
for all expired medications 0 be pulled off of the
. medication cart and sent back to the pharmacy.
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. Cherry Point Bay Nursing and Re- i
K 0007 INITIAL COMMENTS K 000 habilitation Center acknowledges ! .
receipt of the Statement of Defi- :
This Life Safely Code(LSC) survey was ciencies and proposes this plan of o
conducted as per The Code of Federal Register : carrection to the extent of findings
at 42CFR 483‘70(8); using the 2000 Existing is factually correct and in order to H
Health Care section of the LSC and its referenced maintain compliance with applica- ;
pubiicatiqns. This building‘ is Type V (111) ble rules and provisions of quality ;
ConStruqt'Dn‘ one story, with a complete of care of residents. The plan of !
automatic sprinkler system. o . . =
! correction is submitted as a writien
The deficiencies determined during the survey allegation of compliance. ; .
are as follows: Cherry Point Bay's response to this ;
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 029 . Statement of Deficlencies does not : ils
§5=D ] . ] . ; denote agreement with the State- ; ,1’7
: One hour fire rated construction {with % hour ' ment of Deficiencies nor does it : q
fire-rated doors) or an approved automatic fire constitute an adraisslon that an :
| extinguishing system in accordance with 8.4.1 defici . 4 :
) and/or 19.3.5.4 protects hazardous areas. When eficiency is accurate. Further, 5
the approved automatic fire extinguishing system ; Cherey Point Bay reserves the right ‘
option is used, the areas are separated from g to refute any of the deficiencies on ’
other spaces by smoke resisting partitions and f this Statement of Deficlencies | )
doors. Doors are self-closing and non-rated or through {nformal Dispute Reselu- |
field-applied protective plates that do not exceed tion, formal appeal procedure l
48 inches from the bottom of the door are and/for any other administrative or !
permitted.  19.3.2.1 legal proceeding. !
K 029 S5+D
1)The dietary storage room door i
This STANDARD is not met as evidenced by: closure was replaced by the .
Based on observation on August 6, 2013 at Maintenance Director on 8/7/2013
approxitmgte{y 10:00 Am onward the following and it now closes, fatches, and seals
was noted: ! "
1) The dietary storage room door did not close ;??;mmati;y' d .
latch and seal when released. ’ @ corridor door to the oxygen
2) The corridor door to the oxygen storage rcom ! ! storage room had the hinges ad-
did not close, latch and seal when released. ] Justed by the Maintenance Director
on 8/7/13 and it now ¢loses, latch-
] es, and seais appropriately,
H
H

_ABORATORY DIRECTQR'S OR PROVIDER/SUE,

h the insfitution may be excused from correcting providing il'is deteimined that
i for nursing homes, the findings siated above are disclosable G0 days
ndings and plans of correction are disclosable 14
cotrection s reguisite to continued

any deficlency stalé ding with G astefisk {"} denotes a deficiency whic

ather safeguards provide suificient protection to the patients. (See nstructions.) Excep
‘ollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above fi
days following the date these documents are made available to the facilily. If deficiencies are cited, an approved plan of

srogram participation.
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: 100% of all storage doors will be ' ;
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045 audited by the Malntenance Direc- f
88=D . _ tor to ensure they close, latch, and ,
ll[uminallon_ of means of egress, _inciudmg exit seat appropriately on or before
discharge, is arranged so that failure of any single 9/17/2013,
lighting fixture gbulb) will not leave the area in In-service will be completed with v
darkness. {This does not refer {o emergency 100% of emol bef
lighting in accordance with section 7.8}  19.2.8 o Ot Employees on ar belore
09/06/13 to submit a work order 1o :
the malntenance director for any '
door found not to close, latch, and :
seal correctly. ;
This STANDARD s not met as evidenced by: Storage doors will be monitored X1
Based on cbservation on August 8, 2013 at
. . maonthly for 3 months by the -
approximately 10:00 Am onward the following Maintenance Director or desi ;
was noted: . iractor or designee, * .
1} Additional illumination from the hall exit {o the i
public way is needed. Lighting must be arranged K045 55=D
to provide light from the exit discharge leading to ‘
the public way {parking lot}. 1JFlood light installed on backside :
The walking surfaces within the exit discharge of buflding close to dietary by the :
shall be illuminated to values of af least 1 Maintenance Director on 8/16/13 !
ft?candqe rr‘\easur‘ed at the floor. F_aHure of any that ilfuminates the means of
e s s I ny CItE
flumination level of less than 0.2 ft-¢
g Exterior disch -
designated area. NFPA 101 7.8.1.1, 7.8.1.3, and e crchars llumination wil l
2844, e reviewed by the Maintenance |
Director or designee X1 monthly for '
42 CFR 483.70(a) 3 months to ensure lighting is oper- .
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K52 ating properly.— . - :
SS=F . K 052 SS=F :
Afire alarm system requl_red_for ii_fe safety is " On 8/19/43 the facility’s fire alarm .
installed, tested, and maintained in ?jccqr%ag%% A ! system was inspected by the com- f
with NFPA 70 National Electrical Co e an i | pany representatives from Simplex.
72. The system has an approved maintenance | ' . 3
. . . ! 3 chips in-the fire alarm panel were
and testing program complying with applicable | found to be outdated. Th h)
requirements of NFRA70 and 72,  9.6.1.4 - ' oundto be outdated. The re- i
‘ ! placement parts were ordered on :
' 8/19/13 and are expected to arrive i
and be installed on or before .
i § 8/26/13. Following the instaflation,
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. the panel and the entire afarm sys- ]
K062 Continued From page 2 K052 tem will be reevaluated by the :
company representatives from

: Simplex to ensure it is working cor-

i rectly, Simplex will continue to In-

: spect the panel and fire alarm sys-

This STANDARD is not met as evidenced by: : tem on thelr required schedule. . -
Based on observation on August 8, 2013 at The maintenance director or de-
approximately 10:00 Am onward the following signee will do an extra check on the ;

was noted: panel and fire alarm system month- i

1) Afire drill was conducted and a pull station was ly 10 ensure system continues to ;
activated and sounded the Fire Alarm system operate correctly.
activate. Once the Fire Alarm System was g
silenced a smoke head on the opposite side of X 056 $$=D j

the huilding was tested. The Fire Alarm Control
Panel (FACP) system failed to sound an atarm
when the or any other smoke head on the

opposite side of the bullding was tested. X

1)2 Sprirkler heads in freezer found
to be not in good external condition
will be replaced by representatives

42 CFR 482.41{a) from the company Sunfand on or

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 before 8/26/13.

58=D Suniend wilt continue o do guarter-
Ilf t?eﬁeés‘ an aumdmaﬁc Sp{;}“ﬁlgrpzy‘lséegi it Ijs d ly and annual inspections. Any defi-
nstalled in accoraance wi . wtandar : i i
for the Installation of Sprinkler Systems, to clencles noted on those inspections
provide complete coverage for all portions of the

Ea)
e
RN

will be monitored by the Malnte-

buitding. The system is properly maintained in nance Director and Administrator i
accordance with NFPA 25, Standard for the 1o ensure timely correction of defi- f
Inspection, Testing, and Maintenance of ciencies listed. :
\ﬁ’atel’-Baseﬂ Fi!‘e P!’OI&C!]O:‘? Systelﬂs. It ES full}’ If Representaﬁves from the Sunfond ;

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.  19.3.5

company wil also be checking oth-
er sprinkler heads to ensure no
further areas are int poor condition.
2}A sprinkler head wrench has been
ordered and will be obtained by the
Maintenance Director on or before
8/26/13.

:
:
i H
! '
| i
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K14485=D i
- K058 Continued From page 3 K058 " 1jThe utility light for the transfer E -
This STANDARD s not met as evidenced by: switch on the generator was re- :
Based on observation on August 8, 2013 at i placed on 8/16/13 by representa- '
approxitmgtely 10:00 Am onward the following ' tives from the Clorke Power Gener-
was noted: , ! ation Inc. company.
1) Upon review of the Sprinkler inspaction report ; The utllty i ghtior\ihe transfor :
Dated June 10, 2013 the following deficiencles switch will be checked weekly X4 :
were noted In the report. N #be checked weeidy % >
- Sprinkler heads were not in good exiernal weeks and monthly X2 months by |
condition. the Malntenance Director or de- i .
- A sprinkler head wrench is need for the signee to ensure it Is operating i
sprinkler heads. correctly. |
2) The generator run Hght for the !
42 CFR 482.41(a) generator enunciator panel at the ;
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 nurses statlon was inspectéd by :
58=D reprasentatives from the Clorke ;

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPAG9.  3.44.1.

]

This STANDARD is not met as evidenced by:
Based on observation on August 8, 2013 at
approximately 10:00 Am onward the following
was noted:

1) The wtifity light for the transfer switch was not
operation at the time of the survey.

2) The generator run light for the generator
annunicator panel at the nurse station did not
operate at the time of the survey.

42 CFR 483.70(a)

Power Generatlon Inc. company on
8/16/13 and it was determined that i
the motherboard needs repiaced. ;
This was ordered on 8/16/13 and is i
expected to arrive and be Installed 2
on or before 8/26/13. |
The generator run light on the g
enunclator panel at the nurses’
statian wll be checked weekly by
the Maintenance Director or de-
signee to ensure it Is operating
correctly, .. T

K 147 85=D

1}The ground fault receptacle at

the meat prep sink in the kitchen

was replaced by the Maintenance

Director on 8/7/13.

All receptacles in the kitchen were
. Inspected by the Maintenance Di- 3

g
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Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

8/7/13,
2)The electrical cover plate for the
coffee pot in the kitchen was re-
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7
tor on 8/7/13 with 2 others
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD ! K 147 ree 7
found that were also corrected
$8=D |
I
t
1

Based on observation on August 6, 2013 at
approximately 10:00 Am onward the following
was holed:

1) The Ground Fault Receptacle at the meat prep
sin in the kitchen did not trip when tested,

2) The electrical cover plate for the coffee pot in
the kitchen was bent and pulled away from the
wall,

This STANDARD s not met as evidenced by: E
|

42 CFR 482.41(a)

:
1
1

|
i
i
]
!
i
f
i
i

f

ptaced on 8/7/13 by the Mainte-
nance Director,

All electrical cover plates inthe
kitchen were replaced on 8/7/13 by
the Maintenance Director.
Receptacfes and electrical cover
plates in the dietary department
will be monitored during daily
rounds by the Dietary Manager and
the Maintenance Birector,

§g1,13

]
i
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