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Preparation and submission of this
F 278 | 483.20(d). 483.20(k){1) DEVELOP F 278 n1an of correction does not constitute
§5=p | COMPREHENSIVE CARE PLANS an admission or agreement by the
A faciity must use the results of the ant facility of the truth of the facts a!leggd
{0 develap, review and revise the resident's or of the correctness of the conclusion
comprehansive plan of care, stated on the statement of deficiencies.
This plan of correction is prepared and
The facility must develop a comprehensive care submitted solely because of
plan for each resident that includes measurablo requirements under state and federal
objectives and timetables to meet a residents law.
medical, nursing, and mental and psychosocial | am signing the document below to
‘:eds that :’ o kdentified in the comprehensive signify | have received this document
gsassmen and that the plan of correction being
The care plan must describe the services that are submitted on th?s document is
to be tumished to altain or maintain the resident's accurate. My signature does not
highest practicable physical, mental, and indicate the facility has accepted the
psychosocial weli-baing as required under allegations contained in this 2567 or
§483.25; and any services that would otherwise the deficiencies in which the alleged
be required under §483.25 but are not provided deficiencies were cited.
due to the residant's exerclso of dghts under
ﬁigi’&égﬁ?(g‘)? 4')*'9 right to refuse ireatment Corrective action for residents found to
' ' be affected & for the residents having
the potential to be affected by the
This REQUIREMENT is not met as evidencead deficient practices:
by: 1-There was no evidence that any
Based on record roview and staff interviews the resident was adversely affected by the
fwmi)f:ifwng g;velop p::’mpi;::;aﬂ of care f:: deficient practice.
one ( 0 {2} sam fes reviewed for _ e 3 ;
hespics (Residant# 118). In addition, the facility fiozgﬁ:;agt'g}}'t":g gf;ﬁg:gh,_:g:pice 05/26/11
falled to develop a plan of care with mesasumble . FC
nutrition goals for thres (3) of five {5) sampled anof L.are.
residents reviewed for nutrition (Resident #'s 91 3- The_facmty will develop a _pfan of 06/16/11
and 82). care with measurable objectives &
fimetables to meet resident's medical,
The findings include: nursing, mental & physical needs that
. are identified in the comprehensive
1. Cross Refer F308, exemple #1. Resident assessment.
L ABORATORY OIRECTOR'S ORt G\QDWSUPPUER REPRESENTATIVES SIONATURE e 8y DATE
e, 1. Kexnd A diai strafe tlrly
hnydeﬁdemymlemn!mhgvﬂmlam#)ma which the institution may be excused from cotrecting providing it is determined that "

other safaguards provide sufficient profection to the patients. (Sea nstructions.) Except for nurging homes, tha findings slaled above are disciosable 5¢ days
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of comection s disclosable 14
days following the dale these doctiments are made avsilable to the faciity, 1f defidlencies are cited, an approved pian of comection is fequisite {a continued

program paricipation.
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) Measures put into place to ensure
F 278 | Continued From page 1 F27% the deficient practice does not

#118 was admitted to the Faclity on 4/5/11 with
diagnoses of Hyperiension, Diarhea, Anemia,
and Dysphagia. Review of tha Minimum Data Set
{MDB), datad 4712711, revenled she had
moderately impsaired cognitive skills, and required
extensive assistance for all activities of daily
living, Resident#118 was observed on 5/16/11, at
2:58 p.m. She was lying inbed and
non-responsive to verbal stimull. The reskdent’s
farnily was 4t badside. The family member
communicafed the resident had recently hada
decline in stalus and the family had elected the
nospice benefit on 6/12/11.

Reviaw of the medical record and efecironie
medical recond revesied no plan of cana had been
developad to address how the facifity would
coorndinate cane with hospics. The plan of ¢are,
last updated 5713111, did not address the
resident's advance directives, paln medications or
altematives to pain medicaions or her election of
the hospice benefit. The plan did not address
how the faclity and hoapice would coordinate
serviops, n addition, the plan of care did not
indicate who was responsible for implemeniation
of the focus areas that had a plan.

Further review of the plan of care revealed goals
had not bean devefoped to address tha resident’s
bathing needs, bed mobllity needs, bowe! and
bladder neads, cognitive deficits, communication
needs, dressing needs, fall rsk, nutiitional needs,
oral needs, or transfer needs, In addition, some
of the intervertions implemented by the facifity
wouki not appear on the plan of cana fo ensure
the interdisciplinary team coukd evatuate the
effectiveness at the next meeting.

recur.

facility staff

1- Met with Hospice staff to 05/26/11
establish a better means of
communication & coordination of
care between Hospice staff &

2- Audit Care Plans on all 06/16/11
residents for measurable goals.
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Resident #118 was considered at high risk for
nutritionst deficits upon admission to the facifity.
On 510/11, the resident began to rafuse afl food,
fluids and madications. Review of the nutrifion
plan of care, last updated 5716711, revealed no
goal had been developed to atklress har
nuttitiorml needs or eating concems. Although
the faciity had Implemented some dictary
inferventions, they did not appear on tha plan of
care so the effectivenass could ba evaluated.

Interview with Minimum Data Set (MDS}
Coondinators #1 and #2 on 511811 at 826 a.m.,
revealad they were in the process of completing a
significant change assessment for, Resident #118
and not yet updated the plan of care to address
hospics services. MDS Coomdinator #1 said, ™l
guass we have more informal communication
with them.” The MDS Goordinators indicated the
hospice nurse had not attendad the last care plan
meeting for Resident #1418, sinco she was not
recelving hosploe services atthat ime. MDS
Courdinator #1 indicated the she thaught the
facility's computer system would not allow the
oare plan to print fully, since Resident #118's
record had been closed. The facility attempied io
obtain direction from their Corporate Offios, but
waa unable to provide documentation of an
individualized plan of care with measurable goals
and nbjsclives.

2, Resident #91 was admitted 1o the facility
1/14/11 with diagnoses of Frotein Calorie
Malfnutrition, Anemia and Ancrexia, On V{511,
the resident measured 62 inches in height and
her welght was 97 pounds{Body Mass Index 18).
On 127111, the resident's weight was 92 pounds
(Body Mass Index 17), a 5.156% weight loas in

Hospice orders daily x1 week, then
weekly x4 weeks, then monthily x2
months.

2- Review facility & Hospice Care
Plans on residents receiving
Hospice services weekly x4, then
bimonthly x1 month, then monthly
X1 month.

3- Members of the facility Care
Plan Team & Director of Nursing
will audit the separate disciplines
sections on the facility Care Plan to
ensure all goals are measurable
weekly x4 weeks, then bimonthly
x1 month, then monthly x1 month.
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twelve (12) days.

Review of the medica!l record ravealed the
resident needed continuous cues for all activities
of dally living, including eating. On 1A7/11, the
Certified Distary Manager (CDM), estimated the:
rasident’s nultitional needs ware as follows:
1228-1475 calories, 44-53 grams of protein and
1100-1840 cubic centimeters of fluld. tnterview
with the COM on 571811 at 10:23 am. rovealed
she used a formula, based on the resident's
height and weight to determine her estimated
needs. On 12711, the COM tecommended
Resident #91 be placed in the rastorative dining
program and recoive Med Pass 2.0 (3 ounces)

twice per day.

Review of the plan of care, developed 2/2/11,
revealed the following plan to address the
resident’s nuiritional stahus:

Focus (Problem): Nufritional Needs. Diagnosis:
Thrush

GoalEvaluation Date; NONE

intervenilon: Distary- FuliAsmt V02 once for one
days

Entaral Asmt V02 once for 1 days

Dietary- Make Admit Note once for 1 days
Nursing-Print ADL Care Guidas oncs for 1 days
1&0- 8 hour totale g shift

Distary- Make PPS progress noto once for 1 days

The plan of care was not resident centorad and
did not address the resident’s strengths, neads or
preferencas. In addition, the plan hadno
measureable goals and/or objectives for the
resident.
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intenview with the Director of Nursing (DONj} on
51811 at 11;15 a.m. revealed the fadlity utilized
a comnputer system {o generate care plans. The
DON indicated when daveloping the plan of cate,
the stalf member woukd have the option 1o add
additionst inoformation to the plan. The DON
tonfismed the plan had no maagureabks goal and
the interventions were for staff to complete

papenwork.

3. Residant #82 was admitted {o the facility
4113111 with diagnoses of Arsdely, Depressive
Disorder, Anemia and Status Post Amputation of
Toe. The resident was assessed to require
12721527 calories, 46-85 grams of proteit and
1160-1527 cublo centimeters of fiuld on A720611,
by the Certified Dietary Manager (CDM), Review
of tha Minilmum Data Set {MDS) dated 4/20/11
revealed the resitient had severe cognitive
impalment and required supervison while eating.
The resident was observed in the restorative
dining room on 5117711 at 12;30 p.m. and 5/18/11
ot 12:24 p.m, The resident consumed
approfmately 10% at both observed meals and
was at risk for weight lnss due to her poor intake.
On 4/14111, the reskdent welghed 102 pounds,
On 4/27/11 the resident welghed 96 pounds,
fepresenting a 5.80% loss.

Review of the nutritional plan of care, daveioped
412011 revealed the following:
.

Foous (Problem): Limited assist necded, Keep
MD and family informed, Keep stalf and family
informed of changses, monitor autritional status,
observe for changes In skin infegrity, obtaln labs
as ordared, obtain nutritional consult as indicated,
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offer adequate Infake, tf stoge i, receives
ordered supplements, weigh as needed.

Goals

Resident will expearience no skin break down
through next review.

Resident will not have significant weight loss
through next reveiw.

Will maintain adequate nutrition with eating daily
thiough next review.

Interventions

Dietary Make PPS progress note once for 1 days
Dietary Make PRS progress note once for 1 days
Dlefary QTR ASMT V4 once for 1 days

The plan of care was not resident centared and
did not address the resident’s strengths, needs or
preferences. In additlon, the plan had no
measureable objectives for the resident.

Interview with the Director of Nursing (DON) on
5M8i11 at 11:15 a.m. revealed the fadlity ullized
a computer system to generate care plans. The
DON confirmed the plan had no measureable
goal and tha interventions were for staff fo

complete paperwork.

Sea F30D and hospice.
F 309 | 483.25 PROVIDE CARE/SERVI . . ,
E/SERVICES FOR F309 Corrective action for residents

§8=D | HIGHEST WELL BEING _ ,
affected & for residents having the

Each resident must receive and the faciiity must potential to be affected by the
provide the necessary care and services to attaln deficient practices:

or maintain the highest practicatle physical, .
mental, and psychosoclal well-being, in 1- There was no evidence that any
accerdanos with the comprehensive assessment resident was adversely affected by
and plan of care. the deficient practices.
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2- The facility will work with the Hospice 5/26/11
F 308 | Continued From page 8 F 308[staff to ensure coordinated Hospice
services.
3- The nursing staff will administer PRN |
. &for scheduled pain medication to 6/16/11
g;‘fs REQUIREMENT is not met as evidenced Hospice residents as ordered & will then
. . . monitor for medication effecliveness.
i‘?ase.d °”m€;?a}mme$ﬁ£gﬁsz The nurse will also document the
hospice ! ioes were provided and the effect of adm!nlsgrat[on & follow up of the pain
paiit medication was monitored and documented medication as per protocol.
Q viewed
gm&%&mﬁﬂiﬁ residerts re Measures put in place to ensure
deficient practices will not recur:;
The findings include: 1- Met with Hospice staff to establisha  |5/26/11
better means of communication &
coordination beiween Hospice staff &
Residont #1186 was admitied fo the fadility on facility staff. 6/01/11
415711 with diagneses of Hypertension, Diarrhes, 2- In-service held for nursing staff
gﬁ“&taﬁnwgm&?ﬁm of the Mg‘g“;:;“d regarding better communication skills
moderdt gy ; mpk:a cognitive ;‘:aeis“mm wauired between facility staff & Hospice staff &
extensive assistance for all acttwhes of daily also the administration, documentation
& follow up of pain medication.
fiving, Resident #118 was observed on 616/14, at potp
2:58 p.m. She was lying inbed and .
non-responsive to verbal stmuil. The resident's QA Monitoring
family wag at bedside. The family member 1- Designated staff will review all
communicated the resident had recently had a Hospice orders daily x1 week, then
dedline in status and the family had elected the weekly x4 weeks, then monthly x2
hospice benefit months.
) . - 2- Review facility & Hospice Care Plans
f::\:;w °g;'° medical ’;Z"’d revealed the facility of Hospice residents weekly x4 weeks,
S 00 om fesidant with no paln bimonthly x4 month & monthly x1
t . On S0 1, review of the electranic rnonth
Bfgum@m;ﬁ”mﬁ:ﬁpﬁim 3- -Design_ateld staff w_i!l.perft_)rm QA on
review revealed the nursing staff assessed the pain medication administration,
resident with no pain from 5/11-14/11. Interview documentation & follow up 3x week for
with the Director of Nursing (DON) on 5117441 at 1 month, once a week x1 month, then
4:10 p.m. roveaied the pain assessment allowed monthly x1.
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Continued From page 7

the nursing staff to give a “yes™ or“no" answer
regarding pain for Resident #118.

Review of the hospice note, dated 5113711,
revealed documentation Resident #118 was in
pain. The hospice nota documented, "Lying in
bed. Moans and groans with repositioning or
touch. No food of fluld Intake X (Emes) four days
per staff. Discussed paln manpgement with Dr.
{resident’s physician) here at facility. Script
written for Fantany! Patch and Morphine Sulfate.”
Although the hospice nurse stated the resident
was in paln, there was no reassessment by the
faciiiy siaff to determing the resident’s pain love!,
and the facitity nursing staff continued to
document the resident was not in pain untit
5M1M4/11, when a "Pain Assessment” was
completed.

Review of the physitian's oiders revealed the
foflowing: "Continue Morphine Sulfate 10 mg/mi
{milligram per milliliter). Give 1 {one} mg SQ
{subtutaneously) every two hours PRN (as
neaded) pain X (fimeg) 48 hours.” Review of the
MAR (medication administration recond) revealed
the as needed Morphine Sulfatd was
administered four (4} imes on 6743741, five (5)
times on 5511 and one (1) me on 51711,
Reviaw of the back of the MAR revealed there
was ho decumentation of fime the medication
was given, the dosage, the reason or the results,
except for the 5/13/11 doss, which only did not
document the resuits. Intetview with the DON on
5117111 al 4:10 p.m, revealed each time a PRN
medication s administered, the nures should
document ot the back of the MAR.

Further veview of the medical record and

F 308
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elgctronic madical record revealed no plan of
care had been developed to addrass how the
facility would coordinate care with hospice. The
plan of care, last updated 5713711, did not
address the resident's advance directives, paln
medications or alternatives fo pain medications or
her election of the hospice benefit. The plan did
not address how the facility and hosplice would
coardinate services. In addition, the plan of care
did not indicate who was responsible for
Implementation of the focus areas thathad a
plan.

Interview with Minimum Data Set (MDS)
Coordinators #1 and #2 on 5/18/11 at 8:26 a.m,,
revealed they were in the process of completing &
significant change assessment for Resident #118
and not yet updated the plan of care to address
hospice services. MDS Coordinator #1 said, ™4
guess we have mora informal communication
with themn.” The MDS Coordinators indicated the
hospice nurse had nol attended the last care plan
meating for Resident #1148, since she was not
recelving hosples services at that time.

Intarview with Licensed Practical Nurse (LPN) #1
on 516741 at 9:18 a.m. revealed when the
hasplee nurse came to visit residents, she would
stop and ask the nurse if there kixd been any
changes with the resident's status, LPN#1
further stated the hosplos riuvse wotld document
in a book any changes she recommended.

Interview wilth Cerlified Nistsing Assigtant (CNA)
#3 on 518/14, at 9:10 a.m. revealed she had
taken care of residents who elected the hospice
hanefit. CNA#3 stated usually hospice would put
2 sign on the residents closet door indicating a

Fa0s
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Isolate the residant.
(2) The facifity must prohibit employess with a
comminicable disease or infected skin lagions

2- Amended dress code policy to
include "no artificial nails™ &
provided copy of policy to all staff.

STATEMENT OF DEFICIENCIES (K1) PROVIDEIVSUNPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION DENTEFICATION NUMBER: COMPLETED
A BUNLDING
245507 B.WING 05/19/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, (ITY, STATE, 1P CODE
5728 CARGLINA BEACH SOAD
N CARE OF MYRTL
AUTUR OF EGROVE WILMINGTON, NG 28408
%4} IO SLRAMARY STATEMENT OF DEFICIENGIES 1) PROVIDER'S PLAN OF CORRECTION o5
PRETTY, (EACH DEFICIENGY MUST DE FRECEDED AY AL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGUILATORY R LSG IDENTIEYING INFORMATION) TAG CROSSATFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 309 | Continued From page ¢ Fang
schedule of what day they would visit. CNA#3
sald, "l take care of the residents on hospica just
like any other.”
Infesview with the DON on 5/17/11 at 410 p.m.
confirmed thera was no copdrdinated plan of care
with hospice for Restdent #118. The DON called
the hospice nurse assigned to the fadiity during
the interview and confirmed no coordinated plan
had beon developad, and the hosapice had not
given a copy of their plan to the facility. The DON
said, "ves, There should be a combined plan.” : : .
F 441 | 483.65 INFECTION GONTROL, PREVENT F 441 Cf(f’ rrecgv&e ?cuon _fdor reshdeqts o
58D | SPREAD, LINENS a ecte: or residents having the
potential to be affected by the
The facifity must establish and maintein an deficient practices:
iﬁ?&luﬁiﬁ?&%ﬁiﬁﬁ%ﬁi? 1- There was no evidence that any
to help prevent the development and transmission reSIder!t }Nas adve_rsely affected by
of disaase and infection. the deficient practices.
2- Staff assisting residents during 6/01/11
?.f;ﬁ“““m‘ff;?“ﬁ;’,?fnm, o Contro their meals will not handle food with
ngwm’fmrwﬁm o nection their bare hands.
(1) investigates, controls, and prevents infections 3- Staff who provide direct patient | .. 4
In the facility; care will have clean, neat &
(2) Decldes what procedures, such as isolation, trimmed natural nails.
should he applied to an individuat resident: and
(3) Maintains & record of incidents and corrective .
aciions related to infections. Measuye_s put mto_place_to ensure
the deficient practices will not recur:
?3 Pfeverglg% Spread of Infaction 1- Verbal in-service was held 6/01/11
nfection Gontrol Program ;i o i
dotomines tataeskint neads aion o regarding artficial nails & longth of
prevent the spread of infection, the fadlity must naiurat halls allowed. 6/03/11
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from direct contact with residents or thelr food, If
direct contact will fransmit the disease.

{3} The tacility must require staff fo wash thefr
hands after aach direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) binens

Personnel must handle, store; process and
transport inens 80 as to prevent the spread of
infaction,

This REQUIREMENT is not met as avidenced
by:

Bagod on observation, staff interview and review
of the policy entitfed “Hand Hygiene,® the facility
failed to ensure two {2 of six {6) Cerified Nursing
Assistants (CNA) did not handie food with their
bare hands for one {1} of two {2) meal
cbservations.

The findings include:

Buring the meal ebservation conducted 5/16/11,
beginning at 11:55 am., the following concerns
were identifisd:

1. CNA#1 plcked up the roll for Resident #45
with her bare hand and used har aciylic nail to
opan the roll, and then used a knife {0 apply
hutter to the roll. The CNA thenmoved to a
different tabls in the restorative area and
complsted the same task for another unsampled
rosident.

2. At12:03 p.m,, CNA#2 held Resident #122's

that are changed after each use fo help
jreduce the spread of microorganisms.
:QA Monitoring

1- Designated RN Managers will
jconduct random mealtime observations
3x week for 1 month, then once a week
for 1 month, then monthly x1 month.

2- Designated RN managers will
conduct random fingernail checks on
employees who provide direct patient
jcare 3x week for 1 month, then once a
iweek for 1 month, then monthly x1
month.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGUA 02) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER! GCOMPLETED
A, BLELDING
B WG
345507 05/119/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
5725 CAROLINA BEACH ROAD
AUTUMN CARE OF MYRTLE GROVE
WILMINGTON, NG 28408
O ID SUMMARY STATEMENT OF DEFICIENCIES [I4] PHROVDER'S PLAN OF CORRECTION [3457
PREAX {EACH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFIX EACH CORRECTIVE ACTION SHOULD BE CORPLETION
TAD REGULATORY OR 1.3C DENTIFYING INFORMATION) TAG GROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 441 3- Staff who handle food will wear
Continued From page 10 F 441idisposable gloves in good condition &
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STATEMENT OF DEFICIENUIES o) PROVIDER/BUPPLIERICLIA {2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
A BULOING
345507 8. WG 06/18/2011
NAME OF PROVIDER ORt BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OF M € GROVE 5725 GAROLINA BEACH ROAD
AUTUMN CARE OF VALMINGTON, NC 28408
(K4 1D SUMMARY STATEMENT OF DEFICIENCIES T3] PROVIDER'S PLAN OF CORREGTION {5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGH
TAG KEGULATORY OR LSC IDENTIFING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Gonfinved From page 11 F 441

roll with her bare hand and used a knife to apply
butter to the roll. CNA 2 assisted anothér
residont with her plate then picked up a piece of
chicken, again with her bare hand, and requested
Rasident #122 eat the chicken. CNA #2 also
assisted Resident #62 with her soup. CNA#2
remaved crackers from the wrapper and used her
bare hands to crumble them in the soup.

3. Review of the "Hand Hygiene" policy revealed
the following direction for staff, *Staff who have
direct contact with residents or who hand food
musst be free of communicalle diseases.. All staff
involved in direct resident contact should maintain
finpernails that are clean, neat, and timmed.
Wearing intact disposable gloves in good
condition and that are changed after each use o
help reducs the spread of microorganisms.®

4, Interviow with the Director of Nursing (DON)
on 51711 at 5:00 p.m., revested nurse aides
should not use their bare hands 1o handle
regident's food.
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2,3{‘,’,5’2%“‘ OF DEFICIENCIES (%9 PRovmréms léppzﬁﬁ-:gzcﬁ%a {%2) MULTIPLE CONSTRUGTION 3 g&ng LSEUT%EY
LAN OF CORRECTION (DENTIFICATION NUMB ABULONG 1. MAIN BUILDING 01
346507 B WING 08/18/2011
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODR
6725 GAROLINA BEACH ROAD
AUTUMN CARE OF MYRTLE GROVE WILMINGTON, NG 28408
xamn | SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF GORRECTION {X6)
PREFIX . {EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX (EACH CORREGTIVE AGTION SHOULD BE GOMPLETION
TAG ¢ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TOQ THE APPROPRIATE DAYE
DEFICIENCY)
Preparation and submission of this plan of
1 K052 | NFPA 101 LIFE SAFETY CODE STANDARD K 082 correction does not constitute an admission
S8=fE or agreement by the facility of the truth of

A fire alarm system requirad for life safety is the facts alleged or of the correctness of the
installed, tested, and maiptained in accordance conclusion stated on the statement of
with NFPA 70 Natlonal Elecirical Code and NFPA ieficlencles. This plan of correction Is
72, The system has an approved malnlenance jprepared and submitted solely because of
and testing program complying with applicable requirements under state and federal law.
requirements of NFPA70and 72.  9.8.14 | am signing the document below to

signify | have received this document and
that the plan of correction being submitted
on this document is accurate. My signature
does not indicate the facllity has accepted
the allegations contained in this 2567 or the
deficlencles in which the alleged
deficlenclies were cited.

) : Correctlve action for residents found to be
i This STANDARD is not met as evidenced by, - affected by the deflcient practice &

Baged on the observations and staff Intorview ’ corrective action for those residents having

durlng the tour on 6/15/2011 it was determined ] potantial to be affected by the same

that the facliily filed to provide a Fire Alarm : deficient practice. Batterias were found to

Control Panel (FACP) in proper working order. be defective & were raplaced, 06/16/11
Findings include: The FACP when iestad after
disconnecting normal powar to system falled to iMeasures put Into place to ensure deficlent

have any reading as the battery back-up power [practice does not recur. RN

failed to supply powar {0 the FACP. "-The fire Alarm Control Panel (FACP) wil

be tested quarterly by disconnecting normai {quarterly

CFR#: 42 CFR 483.70 (a) power to the system which will ensure the

batiery back-up power supplies the FACP. |
Any functional concerns will be addressed
immediately. :

1

ARV QA Monitoring
[ 3 g N2 IR W L The FACP will ba tested monthly x3, then
A ongoing quarterly. Any functional concerns
JUL 04 201 wil be reported to our Service Provider
immedlately & findings wili be reported to
P the Safety Committee quarterly. quarterly
CONSTRUCTION SE hoik t
S [ t . l
LABORATORY DIREGCTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {X0) DATE

e . Kere N i shrader o

Any deficlency arﬁement anding \l'ith an aataﬂal«(‘} denotes a deficisncy which the institutlon mey be excused from comacling providing It is dstarmined thal
other safaguards provide sufficlent proteetion to the patiunts. (Ses Instructions,) Except for nursing homes, the findings slated above are disclosable 90 days
following the dute of sinvay whether or not & plai of corracilon s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days follnwing the date these documenta are made avallable to the faclity, If deliclancles are ciled, an approved plan of comrection Is yegulsie to continusd

program participation,
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