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The statements made on this plan of
correction are not an admission to and do
not constitute an agreement with the
alleged deficiencies,

F 329 | 483.25(l) DRUG REGIMEN IS FREE FROM F 320
ss=E | UNNECESSARY DRUGS

Each resident's drug regimen must be free from

unnecessary drugs. An unnecessary drug is any To remain in compliance with all federal
drug when used in excessive dose (including and state regulations the facility has taken
duplicate therapy); or for excessive duration; or or will take the actions set forth In this pla
without adequate monitoring; or without adequate of correction. The plan of correction
indications for its use; or in the presence of constitutes the facility's allegation of
adverse consequences which indicate the dose compliance such that all alleged

should be reduced or discontinued; ar any

S deficiencies cited have been or will be
combinatlions of the reasons above.

corrected by the dates indicated.

Based on a comprehensive assessment of a

resident, the facility must ensure thal residents F 329 2-7-14
who have not used antipsychotic drugs are not Corrective Action for Resident Affected

given these drugs unless antipsychotic drug For resident I 123, Dr. Pence was contacted

therapy is necassary (o reat a specific condition for an order to decrease the Reglan dose 19

as diagnosed and documented in the clinical QD. The order was then transcribed to the

record; and residents who use anfipsychalic MAR to be carried out. This was completeg

drugs receive gradual dose reductions, and by DON on 1-17-14, The order was not

behavioral inferventions, unless clinically
contraindicated, in an efiort to disconlinue these
drugs.

changed due to abdominal discomfort of
the resident and her refusal to have it
changed.

Corrective Action for Resident Potentially
Affected

All residents have the potential to be
affected by the alleged deficient practice.
This REQUIREMENT is not met as evidenced On 1-27-14 a complete chart audit was

by: i
initiated for all current residents for
T ility failed o rad 03 ion .
he faciily failed to do a gradual dose redusio pharmacy recommendations that have not

| s
recommended by the pharmacist for 1 of 5 e
residents (Resident# 123) reviewed for a dose been carried out. This will be completed by

reduclion by the physician agreeing lo the dose reviewing the last six months of pharmacy

reduction but failing to write an order, notes and recommendations and
comparing them to the most recent

The findings included: physiclan’s orders, Any discrepancies noted

will be reconciled by contacting the

Resident #123 was admilled to the facility on

LABORAT ECTORS QR PROVIDER/SUFPLI RESENTATIVE'S SIGNATURE TITLE [.?TE/

(Al e . AprliNisTeh Tl

Any deficlancy statemant ending with an asterisk ("} depbies a deficiancy which the Ingtiulion may be excusad from correcting providing it is delerminad that
olher safaguards provide sulliclent protection to the fatients . (See Instructions.) Excepl for musing homes, the findings slaled above are disclosable 80 days
fellowing the dats of survey whether or ol a plan of comeclion is provided. For nusing homes, the above findings amd plens of correclion are dsclosatie 14
days following the date these documents are made available \o the tacility. If defidencies are cited, an approved plan of correclion 13 requisite to confinuad

program parficipation.
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4121111 with multiple diagnoses including
dysphasia, and gastro pareses,

A review of the resident ' s most recant
Medication Administration Record dated January
2014 revealzd Resident #123 received Reglan 5
milligrams {mg) 1 tablet by mouth twice a day.

Reviaw of the pharmacy noles dated 711913
revealad the last gradual dose reduction for
Reglan 5 mg twice a day was in February 2013
There wera no problems noted per nurse ' s
notes and the pharmacist requested the physician
evaluate for a dose reduction,

Review of lhe phamacy notes dated 101513
revealed thare was no response notad for the
Reglan gradual dose reduction for the 7/19M3
recommandation,

Review of the pharmacy notes dated 11/15/13
revealed there had been no response to the
gradual dose reduction. A memo from the
pharmacist recommendation 7/19M3 was resent
on 10M5M13.

A review of the pharmacy notes dated 121913
revealed the physiclan agreed to the pharmacy
consult to decrease Reglan § mg twice a day o
Reglan 5 mg once a day.

Review of Resident #123's medical record
revealed medication administration records from
71943 documented Resident #123 continued
receiving Reglan 5 mg twice a day unfil 1/16/14.

During an interview on 1/16/14 at 10:15 am with
the Director of Mursing (DON) she stated the
physician did agree fo the dose reduction but

) 1D SUBMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAM OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE LATE
BEFICIENGY)
attending physician, The chart audit was
F 329 | Continued From page 1 F 320

completed by the Director of Nursing,
Assistant Director of Nursing and Staff
Development Coordinator on 1-30-14 }{See
Attachment #1 for findings.)

Systemic Changes

The QA Nurse Consultant discussed with
the Consultant Pharmacist on 01/24/14 the
need for notifying the Director of Nursing
monthly after each pharmacy audit of any
pharmacy recommendations that have not
been carried out from the previous month's
audit. This will documented an QA Form
and will begin with the February 2014 visit
and will be an on-going process, In addition
to this, the process for reconcliing the
monthly pharmacy review report was
discussed with the Director of Nursing on
01/27/14 by the QA Nurse Consultant, See
Attachment #2. In addition to this, on 1-28}
14 in-seryice training began for all full-time,
part-time and PRN Nurses by the Staff
bevelopment Coordinator on the foliowing:
Daily the physician's rounds book should be
checked for signed pharmacy consult
recommendations by the 7-3 and 2-11
nurses before the end of your shift, When a
slgned recommendation is received, If the
D agrees with the recommendation then
a telephone order will be written, the new
order noted on the appropriate Medicatior|
or Treatment Administration Record and
the new order faxed to the pharmacy. A
copy of the signed recommendation is ther
placed in the Director of Nursing's box for
review and the original filed in the

FORM CHM3-285T02-98) Provious Viersions Obsolete Evend I RC2N
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resident’s chart under consults, If the
F 329 inued From .
E;::;”gﬁ . [;argzrz e the pharmadist F329|  recommendation is declined, then the
write an . When the pharma :
. riginal recommend is filed in the
doas her noles the facility staff do not read cnhlagrt in der cons r:t ah:;: f d[ laced |
ahways review all the notes. The pharmacist ! 5_3 copy s placedly
failed to write her recommendation on the correct the Director of Nursing’s box for review.
form. When the pharmacist did write the Any in-house Nurse who did not recelive iny
recommendation the physiclan did agree but he service training will not be allowed to work
failed to write the order and the dose reduction after 02/07/14 until training has been
did not occur, completed. The Staff Development
F 371 | 483.35(i) FOOD PROCURE, F 371 Coordinator will ensure this, This

gg=£ | STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approvad or
considered satisfactory by Federal, State or local
authorities; and

{23 Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not mat as evidenced
by

Based on observations and staff interviews the
facility failed o maintain sanitary condilions in
the kitchen by falling to clean the face of a floor
fan blowing towards the dish machine drying
area, and dietary staff wash hands before going
from solled to clean dishware when operating the
dish machine to prevent cross contamination of
dishware.

The findings includs:

The facility policy for Sanitation, Ware Washing
reads: Policy: All service ware, pols, pans and
ulensils are to be cleaned and sanilized.

information has been integrated into the
standard orientation training and in the
required in-service refresher courses for all
nurses and will ke reviewed by the Quality
Assurance Process to verify that the changg
has been sustained.

Quality Assurance

The QA Nurse Consuftant will monitor this
issue using the "Survey Quality Assurance
Tool for Monitoring Pharmacy Consults.
See Attachment # 3.The monitoring will
include verifying that the monthly
pharmacy review report recommendations
were carried out as outlined above. This
will be completed on a sample of 10
resident’s a month for 3 months or until
resolved by Quality Of Life/Cuality
Assurance Committee. Reports will be
given to the monthly Quality of Life- QA
committes and corrective action Initiated
as appropriate. The Quality of Life
Committee consists of the Administrator,
Director of Nursing, Assistant DON, Staff
Development Coordinator, Unit Support
Murse, MD5 Coordinator, Business Office
Manager, Health Information Manager,

FORM CIS-286702-55) Poavious Varslons Obsofals Event D NOCZNTY

Facilty . 943308

If continuation shesl Page 3 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
FOR MEDICA MEDICAID SERVICES

PRIMTELD: 012212014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLEA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
45468

(%2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
A BUILDING COMPLETED
6. WG 01/16/2014

MaME OF PROVIDER COR SUPPLIER

LIBERTY COMMONS REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
121 RACINE DRIVE
WILMINGTON, NC 28403

Check each rack as it comes out of the machine
for sofled items
Check temperatures and pressures (record
temperatures at each washing pericd) afler each
meal)

Air-dry all items

Keep your dishwashing machine in good
repair

During the initial tour on 1/14/14 at 10:40 AM the
dish maching area was chservad. Alarge
indusirial floor stand fan was observed slanding
near the dish machine pointed towards the emply
dish machina blowing on the drying shelf. The
front of the fan cage was observed coverad with
gray dust particles and one dust bunny cluster ¥
inch size in diameler.

Dwuring the dish machine obsarvation on 1/15/14
at 9:38 AM the industrial floor stand fan was
observad standing near the dish machine pointed
and blowing towards the dish machine drying
shelf. A rack of clean lrays and one rack of clean
ingulated dome lids were observed on the dish
machine drying shelf with the dirty fan blowing
towards the drying sheilf.

During an intendew on 11814 al .51 the
Certified Dietary Manager stated " Mo it should
not blow onto clean dishas, | will call the
maintenance man right now to remaova the fan. ™

During the dish machine observalion on 11514
at 9:38 AM the dietary staff was observed loading
dirty trays on a rack. The staff was observed lo
move from the difty dishware to pull clean
distwware out of the dish machine without washing
her hands betwesn. At 9:40 AM the staff was

Corrective Actlon for Resident Affected
Fan was cleaned and removed from area
and repositioned to not blow on clean
dishes on 1-15-14 by Dietary Manager and
Maintenance Man, respectively. Also, on 1
15-14, affected dish rack was immediately
run through dishwasher again, and staff
member retrained to wait for appropriate
staff member with clean hands to remove
clean dishes from dishwasher, or to remove
gloves and wash hands between handling
of dirty dishes and of clean dishes when
necessary to do so.

Corrective Action for Resident Potentially
Affected

All residents have the potential to be
affected by the alleged deficient practice,
The corrective action taken for any single
resident possibly affected also serves as the
corrective action taken for all residents
possibly affected.

Systemic Changes

The Dietary Manager and Dietary
Consultant developed the Dietary QA Audil
Form {attached) to document daily checks
to assure that staff follow the Dish Maching
Ware Washing Process and Proper Hand
Washing and the Cleanliness of Fans in
Kitchen. This began on 1-20-14. In addition
to this, on 1-23-14 in-service training
{presentation notes attached) began for all
full-time, part-time and PRN dietary staff
by the Dietary Manager on the following:

[} 1D SUMMARY STATEMENT OF DEFICIENCIES Ity PROVIDER'S PLAM OF CORRECTION )
PREFI (EACH CEFICIEMCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY 0 LEC IDENTIFYING INFORMATION] e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Dietary Manager and Social Worker.
F 371 | Continued From page 3 Far
Dishwashing-Machine Operation E371 2-7-14
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Eaciliy 1D 943300

f confinuation shesl Fage 4 of 7




PRINTED: 0172202014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION [43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATICN MUMBER: A BUILDING COMPLETED
345468 B. WING 01/18/2014
NAME OF FROVIDER CR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE

121 RACINE DRIVE

LIBERTY COMMONS ABILITATION CENT|
REH NTER WILMINGTON, NC 28403

K4y SUMMARY STATEMENT OF DEFICIENCIES (3] PROVICER'S PLAM OF CORRECTION M5
PREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTHON SHOULD BE COMPLETEON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)

F 371 | Continued Malntaining Sanitary Conditions durlng
ontinu F.mm pa_ga 4 F 371 Ware Washing, Including Dishwasher

ubsn_arvad using a dirty rack fo push a clean rack Operation; Kitchen Fans; and Handwashing,

of dishes out and used her hand to pull the clean This information has been integrated into

dishware out of the dish machine without washing .
her hands when moving from the dirty to clean the standard orlentation training and in the

side. required In-service refresher courses for all
dietary staff and will be reviewed by the

During an interview on 1/15/14 af 9:43 AM the Quality Assurance Process to verify that the

dietary staff stated that " the third person is change has been sustained. Staff will not be

supposed to pull the dishes out of the machine, | able to work after 2-7-14 without this

am just quick today. No, | was not lrainad that training.

wey. ™ Quality Assurance

During an interview with the CDM on 1/15/14 at The Dietary QA Audit Form [attached) that

9:58 AM he stated, " Staff all know what each documents daily checks to assure that staff

posilicn is on the dish line and how to wash follow the Dish Machine Ware Washing

dishes. She needs to wail for the third person to Process and Proper Hand Washing and the

pull the clean dishes out, She is just in a hurry Cleanliness of Fans in Kitchen Reports will

today and will have to slow down, After you lsave be given to the monthly Quality of Life- QA

| will go aut and tell them to wait for the third committee and corrective action initiated

pe;iﬁi: ::’ puil the clean dishes out of the dish as appropriate. The Quality of Life

m .

Committee consists of the Administrater,
Director of Mursing, Assistant DON, Staff
Development Coordinator, Unit Support

F 428 | 483.60{c) DRUG REGIMEN REVIEW, REPORT F 428
goeg | IRREGULAR, ACT ON

The drug regimen of each resident must be Nurse, MDS Coordinator, Business Office

reviewed at least once a month by a licensed Manager, Health Information Manager,

pharmacist. Dietary Manager and Social Worker.

The pharmacist must report any irregularities o F428 2-7-14
the attending physician, and the director of Corrective Action for Resident Affected

nursing, and these reports must be acted upon. For resident # 123, Dr. Pence was contacteg

for an order to decrease the Reglan dose tg
QD. The order was then transcribed to the
MAR to be carried out. This was completed
by Director of Mursing on 1-17-14. The
This REQUIREMENT is not met as evidenced order was not changed due to abdominal
by: discomfort and the resident’s refusal to

FORM CMS-2567(02-95) Pravious Virsions Obsolala Event 1D NC2M 11 Facilily i 943308 If conbinuation sheel Page Sol 7
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The facHity failed to act on the pharmacist
recommendation for a gradual dose reduction for
1 of & residents (Resident #123) reviewsed for
unnecessay medication .

The findings Included:

Resident #123 was admitted to the facility on
4/21/11 with multiple diagnoses including
dysphasfa, and gastro pareses.

& raview of the resident ' & most recent
Medication Administration Record dated January
2014 revaaled Resident #123 received Reglan &
milligrams (mg) 1 tablet by mouth twice a day.

Review of the phamacy notes dated 71913
revealed the last gradual dose reduction for
Raglan 5 mg twice a day was in February 2013
Thera wera no problems noted per nurse” s
notes and the pharmacist requesied the physician
evaluate for a dose reduction.

Review of the pharmacy notes dated 101513
revealed there was no response noted for the
Reglan gradual dose reduction for the 711913
recommendation.

Review of the pharmacy notes dated 11/1613
revealed there had been no response to the
gradual dose reduction. Amemo from the
phamnacist recommendation 711913 was resent
on 10M15/13.

Acreview of the pharmacy notes dated 121813
reviealad the physician agreed to the phamacy
consult to decrease Reglan 5 mg twice a day to
Reglan 5 mg once a day,

i) 10 SUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S PLAN OF CORRECTION 5
PREFDX (EACH BEFICIENGY MUST BE PRECEDED 0Y FULL EREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLERION
TAG REGLLATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
have order changed.
F 428 | Continued From page 5 F 428

Corrective Action for Resident Potentially
Affected

Al residents have the potential to be
affected by the alleged deficient practice.
On 1-27-14 a complete chart audit was
initiated for all current residents for
pharmacy recommendations that have not
been carried out. This will be completed by
reviewing the last six months of pharmacy
notes and recommendations and
comparing them to the most recent
physician’s orders. Any discrepancies noted
will be reconciled by contacting the
attending physician, The chart audit was
completed by the Director of Nursing,
Assistant Director of Nursing and Staff
Development Coordinator on 1-30-14.{See
Attachment #1 for findings.)

Systemic Changes

The QA Nurse Consultant discussed with
the Consultant Pharmacist on 01/24/14 the
need for notifying the Director of Nursing
monthly after each pharmacy audit of any
pharmacy recommendations that have not
been carried out from the previous month’
audit, This will documented on QA Form
and will begin with the February 2014 visit
and will be an on-going process. In addition
to this, the process for reconciling the
monthly pharmacy review report was
discussed with the Director of Mursing on
01/27/14 by the QA Nurse Consultant. See
Attachment #2, In addition to this, on 1-28

=53

¥
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Review of Resident #123's medical record
revealad medication administration records from
711913 documented Residant #123 continued
recelving Reglan 5 mg twice a day until 1116114,

During an interview on 1/16/14 at 10:15 am with
the Director of Mursing {DOM} she stated the
physician did agree to the dose reduction but
failed to write an order, Whan the pharmacisl
does her notes the facility staff do not read
always review ali the notes. The pharmacist
falled to write her recommendation on the correct
forrm, When the pharmacist did write the
recommendation the physician did agree but he
failed o write the order and the dose reduction
did not occur.

part-time and PRN Nurses by the Staff
Davelopment Coordinator on the following
Daily the physician’s rounds book should bg
checked for signed pharmacy consult
recommendations by the 7-3 and 3-11
nurses before the end of your shift. When 3
signed recommendation Is recelved, if the
MD agrees with the recommendation then
a telephone order will be written, the new
order noted on the appropriate Medlication
or Treatment Administration Record and
the new order faxed to the pharmacy. A
copy of the signed recommaendation [s then
placed in the Director of Nursing's box for
review and the original filed in the
resident’s chart under consults, If the
recommendation is declined, then the
original recommendation Is filed in the
chart under consults and a copy is placed Ir
the Dlrector of Nursing's box for review,
Any in-house Nurse who did not recelve in-
service training will not be allowed to work
after 02/07/14 until training has been
completed, The Staff Development
Coordinator will ensure this. This
information has been integrated into the
standard orlentation training and in the
required In-service refresher courses for all
nurses and will be reviewed by the Quality

has been sustained.

Quality Assurance

The QA Nurse Consultant will monitor this
issue using the "Survey Quallty Assurance
Tool for Monitoring Pharmacy Consults,

Assurance Process to verify that the changg

STATEMENT OF DEFICIENCIES 1) PROVIDERSUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN £F CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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4} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION s
PREFIY (EACH CEFICIENCY MUST BE PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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14 in-service training began for all full-time;
F 428 | Continued From page 6 F 428

FORM COMS-2567(02-99) Previous Varsions Obsclols Event [0 NE2ZR1

Facilty i: 943308

I conlinuation sheet Pape Tof 7




Feb 05 2000 12:04 Lberty 9104521861

‘%)DEP,&RTMENT OF HEALTH AND HUMAN SERVICES

page 2

RINTED: 02/262014
FORM APPROVED

EQENTE,F_E FOR MEDICARE 1GAL ER .J_..,_.,_.,..._._I__H,,_J 8 NOL 0S38-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE GON TGN, St T!{}NJ (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING 01 - BUICBING 0707 = COMPLETED
NAME OF PROVIDER OR SUPPLIER ) BTREET ADDRESS. GITY. BTATE. ZIP GODE
121 RAGINE DRIVE
LIBERTY COMMONS REHABILITATION CENTER WILMINGTON, NC 28403
e SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION P e
PREF | (EACH DEFICIENCY MUST BE PRECEDED BY FLLL i PREFI ¢ {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
' : DEFICIENGY)
I i |
T ¥ 1
K 000" INITIAL COMMENTS K 000" The statements made on this plan of ddo ;
i ' correction are not an admission to an
. Surveyar; 27871 i . not constitute an agreement with the alleged i
| This Life Safety Code(LSC) survey was i | deficioncles. |
;cnnducled as per Tha Code of Federal Register L i i
1 at42 CFR 483.70(a), using the 2000 Exisling : i i compliance with all federal :
Hea!th {.:am sec:linn '.Df the .LSG and its rerarepwﬁ} I ?I:drggf;x;ulatiuis the facility has taken or :
i publications. This building is type V construction . | ' will take the actions set forth in this plan of
-. -:n; :ll::w with a complete automatic sprinkler correction. The plan of correction f
¥ ' i . constitutes the facility’s allegation of i !
| 1 i . 5 i
| ; ; ; I compliance such that all alleged deficiencies |
:Eaiﬁ%im-s determingd during the survey ] \ cited have been or will be corrected by the
- . icated,
K 082 . NFPA 101 LIFE SAFETY CODE STANDARD K ogpj Gates indicate :
ESEEi Reqguired automaltic sprinkler systems are l I Eﬂﬁz tlon of Deficlent Practice: : af12/14
| continuously malintained in rellable operating | QE;. r.:r: 0 onse heads wers replac:'.*d with |
* gondition and are inspecled and tested ; i c ﬁﬁs j
| perlodically.  19.7.8, 4.6.12, NFPA 13, NFPA | Ereen neacs. .
i ! i
g 25.9.7.8 % | Corrertlon of Ofher 1ssues with Potential |
! | to Affect Residents by Same Deficient ;
! 1 Praciice: :
| : { Inspected facility’s other sprinkler heud_*s to ‘!
: TQ&;%E“E%@E Is nol met as evidenood by: ! i assure they met this requirement; they did. I
i Based on observations and slaff interview at ’ i |
! approximately 8:30 am onward, the following | Sys;amic Changes to Prevent Recurrence: |
i items were noncompliant, epacific findings | Trained Maintenance sEat‘I’tu assure !
Hirclude: Sprinkler heads installed in the kitchan( ' knowledge of this requirement, so that in the |
L in front of stove) smoke compartment were a - case of future sprinkler head installation,
| mixiure of quick response heads and green . new sprinkler heads meet this requirement. !
| heads. Sprinkler heads in & smoke compartment | ) _
! must be of same temperature. 5 Monitoring through Quality Assurance
: i - Program; :
i | Environmental Services Director shall i
42 CFR 483.70¢a) [ ! report to the Quality Assurance Cﬂrnmiltee, |
K 0871 NFPA 104 LIFE SAFETY CODE STANDARD | K067, which meets monthly, any nes sprinkler
S8=E| ; . head instellations, whether the sprinkler ;
| Healing, ventialing, and air condilioning comply | |
; TITLE Ipcs:. DATE

| :
Monmmgﬂfﬂms OR PR R/SUPPLIEIMGEPRESENTATIVE'S SIGNATURE
Al S ). ADmwisrearel.

314/

&ny deficlency slatément ending vith an asterisk fenctes a deficiency which the insiilulion may be sxcused from comecling providing it |s datermined that
sther saleguads provide sulfisiant protaction 1o the palients. (See Instructions.} Excep! for nursing homes, the findings slated sbove ars disclosable 50 days
‘llowing the dats of survey whether ar not a plan of correction ls provided. For nursing homes, the above findings and plans of corfectien are disclosable 14

fays fallowing the date hese documenta are mads avallabls to the Tacillty, Hf deficleacles are clted, an approved plan of corectionis ragulsite o continued

sogram perizipation
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NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, §TATE, ZIP CODE
121 RACINE DRIVE
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Rayio | SUMMARY STATEMENT OF DEFICIENCIES oo T PROVIDER'S PLAN OF GORRECTION I =9
PREFIX | {EACH DEFICIENGY MUST 8E PRECEDED BY FULL i PREFE{ | {EACH CORRECTIVE ACTION SHOULD BE i ¢DF-ELE'I'IQN
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION i TA® | CROSS-REFERENCED TG THE APPROPRIATE ATE
: | i DEFICIENCY) i
' ] i !
! | . .
K 087 | Continuad From page 1 I K 0871 heads inslalled are groon or quick responae
* ywiih the provisions of seclion 8.2 and are Installed C K067 a/12/14

* in accordance with

.apecifications,  18.5.2.1. 8.2, NFPA 904,

118522

i

! This STANDARD is not met as evidenced by

¢ Surveyor: 27871

the manufacturer's

: Besed on observalions and staff interview at i

- approximalsly 8:30 am onward, the following

i items were noncompliant, specific findings

{ include: the following Healing, Ventilating, and Alr
Conditioning system (HVAC) did not shut down

twith fire alarm activation.(on 100 Hall). |

' 42 CFR 483.70(a}:
|

Correction of Deficlent Practice:

| Switch installed to cause HVAC systemon |

100 Hall to shut down with fire alarm ;

activation.

Practice:

activation; they did.

Systemic Changes to Preveni Recurrence:
HWVAC systems shall be checked monthly to |

assure they shutdown with fire alarm

-activation.

Program;

© e mteam e e e r——————

Monitoring through Quality Assuranee

Caorrection of Other Iszues with Potential
to Affect Residents by Same Deficient

Checked facility's other HVAC systems to
assure they shut down with fire alarm

Environmental Services Director shall :
report ta the Quality Assurance Commlites, |
which meets monthly, the resulls of the
monthly checks that HVAC systems shul
dewn with fire alarm activation. i
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