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The facility must provids for an engolng program

of aclivilles deslgned to mes, in accordance with
the comprehensive assessmant, he Interosts and
the physical, mental, and psychosoclal well-belng
of sach residenl. I

This REQUIREMENT Is not met as evidenced ' “
by:

Basad on obsearvalion, resldent and staff
Inlerviews, and record raview, the facility falled lo
provide in room activilies for 2 of 3 residenls.
{Resident #30 and #147)

Findings include: . o

#1. Rosident #30was adniilled o the facllily on
413413 with diagnoses of: hip fraclure, dementta, |
cerebrovascuiar disease, congestive hear failure,
urinary lract infection, alrial-fibrulation, |, '
deprassion, vitamin-D deflciency, glaucoma,
Ostaocporosis; esophageal reflux, and .
hyperlipidomia.

Psychiakist nole dated 10713 slaled resident
presents with (he diagnosis of anxiely, dementia,
depresslon, insomnla, and psychosls.

Mininwm Data Sel {MDS) Admission/s day dated.
4110113 section F, listed the following aciivity
preferences as very imporlank: have books,

admission by Aatumn Care
of Nash of the truth of the

facts  alleged © or  the
correctness . . : of the
conc]usmns statcd on the

statement of def' clencies,
This plan of ‘correction is
prepared  and - submilted
because of the requirements
under state and federal laws.,
Auturmn- Care -I of' Nash
confends  that. was in
substantial compltance with
the ‘requirements - 42 CFR,
Parf- 483, “5,;1bpa1t B
throughout the time period

stated In the ‘statement of
deficiencies, In:accordance
with” state and, federal law,
Automn  Care . of - Nash
submits this ! plan  of
correction to _address  the
statement of deficiencies and
to serve SRR

as  its alleéat§01} of
compliance ~ ' with  the

pmtinent :equnements asof

SYAYEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLLA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLING . COMPLEFED
. : o b c
. 3de6i4 BWING A 1012412013
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CATY, STATE, ZIP CODE
' . 1210 EASTERN msaue PO BOX 167
AUTUMN CARE OF NASH R
R - NASHVILLE, NG 27866 -
(%4310 SUMMMIY STAYEMENT OF DEFICIENCIES . o [, 7 - PROVIDER'S PLAN OF CORRECTION s
PREFIX (EAGH DEFICIENGY MUST 8% PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE: CONPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) - - TAG . cnoss REFERENGED TO THE APPROPRIATE OATE
o ‘ ' DERICIENGY} -
F 000 | INITIAL COMMENTS © F 000
v ‘ Pnepamuon and subm[sgron
No deficiencios were cltad as a rés'ull 6! the Ofthe plan of couecnon Is in
complaint Investigation survey, EvantiD# : ‘CSPU“Sﬁ to HCPA 2567 for
WOB11. : the . 10/21/13-10/24/13
F 248 | 483.18(7(1) AGTIVITIES MEET “F248]  survey and  does  not
ss=p ] INTERESTSINEEDS OF EAGH RES constitute an agi'ccn}cg]{ or

S

23

£
u.aommay_n&l_a’c}% 3 OR PROVIDERYSURPLIER REPRESSTATIVE'S SIGRATURE

A THLE
C}’Y\L{/}\t 44’\? A

Ay doncloncy'\'TEI/menl en%ﬂm vitharfhslorsk {*y denoles a deficloncy which the Tnstilution may be excusod from correcling providing it Is delermined that

(A8} GATE
i /’ ‘?/ [#
f

7

olner safeguards provide sufficlent protection to the patients, {Se Instuclions.) Except for nursing homes, the findings slaled above #re dlsclosable 90 days
foltoving the date of survay whether or not & plaa of cosrection fs provkled, For nursing homes, the above findings and plans of oprrection are disclosable 14
days folfewing the date these decuments are made availabie to !he facility. )f deficlencles ofe ciled, an approved p!an of 00”06[;0!’) is requlslto le conlinued
prograny participation. . F

¢
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. ' DEFIC!EhGY)
F 248 { Continued From page 1 F 248

newspagers, and magazines to read, !Islan o
music you like, be around animals such as pols,
kesp up with the nows, do things wilh groups of
people, do your favorite activities, go outside to’
get frosh air when the wealher is good, and
paricipate in religlous services or praci;ces

Five minute observation was made of regident on
10/23/13 at 9:65 am, nolad resident silling in a
wheslchair in the Aclivily Diraclor ' s office
lIstaning o gospel music.

An interview wilh the Activity Direclor (AD)on
10/23/13 at 10:00 am, the AD slaled she has
been using gospel muslc with resident for the last
3 weeks, 2-3 flmes per woak. One progress note
was found in the computer note section dated ,’_
10/10/13 at 12:22 pm staling " tesldont sit with -
me In my office and listen fo gospal musicand .
looked al a magazine. She said she apprecialed
me spendlng fime with har *, No In-room ™
aclivilies ware noted In the progress nolas for '
rasident 730 or resldent #147. The AD stated she
takes residont #39 lo In-house church \-.*aekly, ‘
and Urles to bring her oul of har room as much as

possible, staling " i she Is In her room ioo much‘ '

-alishewanls todolsgofobed". The AD, |
stated thal the facility Just slarted " the muslc and
memory program * 10/2013, sho purchased 4
IPads for the residents, and is ready to download
the songs onca they buy a lap-lop computer for
ITunes downlosading. The AD was asked If they -
have set up an In-toom aclivity progeam for
resldonts * who are roem bound or find It diffiult
fo get out of thelr rooms, she sald no. 4 ks
Five minute resident observalion on 10/23!13 at |
3:20 pm, notad resldent resting with bed in low,
position, fall mat on righl side of bed, /2 side ralls

‘ plans.

the datos slatc‘ it the plau of

cofréction and. as  fully

‘completed - in ali arcas as of

November 11, 2013

FOR.- IE—IOSF RESIDENTS
AFFECTED: © »  Resident
#30°s ftctmty care plan was
updated by the  activity
director  on 10/29/13 to
1cﬂect the individual nceds

of ;' the  resident  with
111foumt10n Logalned . via
interview . ‘of i resident,

Activity cuwre plan goal was
updated - on - 11/08/13  and
11/11/13 for Resident #30 by
the activity '_dir‘eétor and the
Q. A, nurse, . @ For resident
#147, the- 'actmty care plan
was updated on 10/29/13 by
the activity dueclm {o reflect
individual _needs of the
resident  witht information
gathered by ' inferview of
resident and family, Activity
care pl‘m goal was updated
on 1I/1IA13- by the Q.A,
nurse. * Activity ‘Director is
Jbsp()l‘lblble N =‘. - for
;mplementahon of the care
Resi(ients #30" and
#147 both Have interventions
of in-room sctlvitics at least
twice weekly by activity

Hinfes
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F 248 | Continued From page 2 _ F 248 SRSt L
up, and a calf light within reach. L pusonncl or Volunteels.
S IR AP FOR. TIIOSE RBSIDLNT‘?
An intervisw with the facility AD on f0/24m3a1 .~ 71 WITH THE ‘POTENTIAL
10v11 am, the AD staled the resident's family has To BE AFI‘ECT[ BD: - All
faken the rasident 1o activilies in the past, bul he other - 1esidents were
never slayed long, The AD stated she did not
document this; stating, it would take her all day lo 1evwwed who were assessed
document evary residents ' refusal, ' for” the noed: for in-room "y ff{ (3
. L activitics * by the acttvnly
Five minute obsarvation was made of resident on direetor completed 11/8/13,
;0&27!?3 at 2:28 pm. i{rasldentwas restfagin Updaling of Cmé plan focus
ed, lights were o, side ralls up, ¢alf tight within,
resldent ' s reach, baby doll at badside, head of, ;111;{1%(7)1‘13‘3 \;as cclbmpleled on
bed elavalad, bed in fow position, and fall et - y * the actlwt}f
was on the lloor on the dight side of the bed. director and the, Q.A. nurse,
. Aclivity divector is
Stalf Interview with the facility AD on 10/24/13 at responsible. . ;1 C for
2:39 pm, who staled "we will be starding an in \ : il“j)felhen!“tioli : Of ofre
room acllvily program for il rasidents ' 5 days R P vl
per week starfing 11/172013. Her activity-assistant p]ans Tl}(‘)s? losu‘iults
will rake in-room visits and do aclivities In. ;7 nccdmg ;i e IN-TOOM
resldenls’ rooms, and that today she sel up an_ mlmvcntions have been
activily cart lo take 1o the rosldents rooms. Also, . interviewed l)y the activitios
the AD sald she is working on slering the Musm director to: ¢ determine
in Memorlas Program. : inferests for aetivitios. Each
NA Care gulde daled 104713, noted ™ 1c<;xdcnt will locelve in room
ambulation with assistance, ambilatos with aclivities . ab !_east tice
walker, ansura pioper fool ware worn for weekly and docu;nented.
ambutation. Bed mobilily, uses 1/2 sida ralls, ME ASURES ; ‘PU T IN
Restorative, phys!cal therapy, occupational ]71,AC}3 T() PRL‘VEN[
therapy, and speach tharapy by certifi ad nurs{ng RLCURRENCE i Actlwty )
assistants’", ; h/lt/# 5
o pczsoxme] T m -serviced
i 11/8/13 7 by | Reglonal
2. Resldent #147 was admitted 8/28/43 with a - MDS/Care Plan Nuwsse i
diagnosis of: bladder neck obstruetion, =~ lefcl'ence fo ﬂle fo:malwlllg
gaslrolntestinal hemorrhage, preumonta, of’ ;egldent cme “plans o
congestive hearl failirs, dysphasia, acule kidney include md[v:dmh vod fopus
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F 248 | Continued From page 3 : . Fods R
failure, domentia, urinio rotantion, personal hlstory as ’t pelhms to resident
of fall, stomach ulcer, muscle weakness, .- 01‘10103 and measmable goals.
esophagaal reflux, hypertension, with g status of In '1dd1t1011, anindividualized
do not resuscilate. ‘ activity - roster - will  be
’ . maintained on-ench
Raview of rasident ' s medlcal record, medleal '+ sore
data set dated 9/27/13 under section Crovealed rsident fo dogument.acm:lly
a lotal cognilive (BIMS) summary score of 3, allondance, designating
Minimum Data Sel (MDS) Admission/5 day dated group or'in-room activities.
9/6113 saclion F, under activily prafacencas listed QA/MONITORING:
the following activifias as very important: have Administrator: ‘or desipnee
books, newspapers, and magazines lo read, S williaudit fowr yesidents who
lister: to music you like, be around anlmafs stieh s © R ] be d t { T [g 3
as pols, keap up with the news, do lhmgs w;lh T 1AVe. een ﬂssesse 0 nee
groups of people, do your favorile activilies, go - © in-room visits Weekly for 4
oulslde 1o gt fresh air when the weather is good; y weeks and then monthly for
and pariiclpale in religious services of pragtices! 4 months to Insure that care
Staff intorsiow with he £ lll.t Aclivi D'i‘ t: : “plan’ focus is~mdtvxdu& ized
aff interviaw with the facility Aclivity Directar on .
10/23/13 al 10:00am. The AD stated resident to lmeft ws’jent Chmcesi(’f
#1447 ' s wife {akes him fo in-house church aclivitios: and to;insure that
weekly. She also stated he has asked fo .- - the - goal | Is. ;neasmabio.
paricipate in activilles, but gets agitated, and that Documentation: ¥ .will ~ be
his wife who visits dally usually takes him lo iha reviewed by admmistiafm or
activifios dosignee to chcck for activity
1 ':
Rasldont obsarvation on 10123113 at 3:26 pm, 0303"0'};“ ot il ai‘)‘f
resident resling in room, bad In ow position, /2 residont/tamily ; ‘ “'l . ¢
sld ralls up, fall mat present on left sldé of ﬂoor ' mtu'viewed o det@mnw
and the TV was on. The resldent was not saiisfactlon o with
watching the TV, he Just kept siarlng althe pr owsmn/dpptoprmteness of
celling. | 7 L actiyities, - Any? area  of
Staff intervlew with Activily Director on 10/24/13'at 'd;’;m“ed, congel 3 “’"t[ be
10:11 am, who staled residenl's famiy have taken AACTossec 16 lime.
residant to acliviites In the past, bul he never Results of “” 3“(1“‘* will be
stayed long. The AD sialed she did not . discussed quartelly at the
document {his; slaling, it would take her all day, lo facl lty s Q A meetmgs fo
document every residents ' refusal, ' s
FORM CM$-2607(02+08) Peovious Versions OBsolels '-E\ent‘ln;wosﬂr‘ ‘ ; " Ifconlinuatien sheat Page 4018
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Residenl interview on 10/24/13 al 11,08 am,
resident staled hs likes 1o go lo the activilies |
when taken, and does not know the last Ume ha'
was laken to an aclivity,

Staff interviev on 10/24113 at 11:12 am with 1he'.
Facllity Adminisirator who stated "ilisthe .
{acilitas role to help assist the residant lo maet -
his/ers aclivily neads as a group or mdivlduaﬂy,"

Resident cbservalion 10[24[13 at?; 28 pm
residont resting In bed, fights oul, side rafis up, .
call light within reach, baby doll at badside, head
of bed slevaled, bed in low posn!{on fali maton
right slde of bad, S
Stalf interview wilh Activity Director on 10/24/13 al
2:39 pm, who slaled they will be slarting
117112013 an In room aolivity program & days per
week, with lhe activily assistant o vislt and -
implament activilles In residenls * room. She
also slaled Ihat today she set up an aclivity cart
for the aclivity assistant fo take lo tha residants !
rooms. Also, she sald she is working 1o slart the
Muslc In Mamones Program, R BN
NA Care Guide dated 10!14!13 1lsled " Actlviﬂes,
inform restdant of dally aclivitles, resident is -
non-ambulatory, Speak to resident calmly and :
wilh simple terms, monilor agltation/restlassnass,
monftor for pain and report 1o nurse, monllor for
changes in mental stalus and repord 1o nurse.
Monitor for rdsk for falling, Commuumnication -
Speech, use simpla direct quastionsfanswers,
fepealfie-phrase as nesdad, allow adeguate lfme
for residont to exprass self : :

'

dctclmmo lf' any further
action fs,lleedegi.

Lo
R |

LR

T e

LA e e

S R gt
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F 248
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Conlinued From page 5 ] .
Aclivity Progress notes: L
8/30/13 - Resldenl Is mteres!ed [ attendmg some
atlivilies.

9/2/13 - He has not alfended any acllvitias, but s’

- willing o try. His familly is vary supporiive in his
 care. B

910113 - He has not altended any activities bui ts
willing to lry. His family is very supporlive in his
care.
9/24713 - He bas not altended any group -
activilies. His family Is very'supportive., .
1012313 - Went fo offer to play musicfor « .~ *
resldent, He did not want to hear music at ihis
Uime. He said he wanted to'rest. P
10/24/43 - He has not attended any group”
activities. We will continue 1o chack and ses if he
woulld like 1o lislen to some music, His brother :
comes and plays music for him somatimes, Hls
tamily Is supporlive,
483.20{K){3){) SERVICES PROVIDED_MEET
PROFESSIONAL STANDARDS T
The services provided or arranged by the facility
must meet professional standards of quallly, ,

This REQUIREMENT Is nol mat as evldenced ‘
by:

Based on record review and staff Inlervlews lhs
facility fafled lo assess slavated blood sugars for .
1 of & residanis {resident # 18). The tindmgs
include;

A review of the Progress Not'es for rosident # 19
was conducted on 10/23/2013 and 10/24/2013, .
The noles ravealed the nursing stalf falled to
document the assessment and the Insulin .
coverage of elevated blood sugars for 16

o

- F248

F 281

AFFECTED: ¢

FOR . “THE . RESIDENT
On:* 10/23/13; ‘the RN,
Nursing f,‘~; ! Supervisor
scheduled the sl:dmg scale
insulin for Resident #19 in
the electronic health record
to . insure ‘nurses document
cach time sliding scale dosc
is administered according to
blood -sugar: : parameters
given by f{he’ atfending
physician, .7

FOR THOSE RESIDE\II‘ S
WITH THE POTENTIAL
TOBE AFFBCTED: Four

lf/u/iﬁ

FORM CMS-2567(02-00) Previous Verslons Obsslele - '

" Eventizivosst! T

Facity lD: 070970 CoL
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i

A review of lhe physician ' s orders for resident .
119 was conducled on 10/23/2013. The réview
revealed an aclive order siating " Blood Glucose:
monitoring BID continuous, schedule noler -
Accu-Check BID with Sliding Scale Humulin R as
follows: L.ess than 199=None, 200.300= 6 Umls,
301-400=10 Units, 401 -000 15,7

On 10/24/2013 telephone ln(erviews ware:, i
conducted with Nurse #2, Nurse #3, Nuise 7t -
and Nurse #8. The nurses all staled they were - -
unable fo recall if resident # 19 had an elevaled:
blcad sugar on he above mentioned dates, The
nurses also stated thoy were unable toracall -
documenling the assessment of slevaled blood
sugars of the adminisiration of Insulln In the .
nurses ' nofes for rasldent # 19 on lhe above i
mentloned dates.

IIISHIG Urses dOOIIl‘IlGHt cuch

'hme sliding* gcale dose is
adinlnistered : accoulmg to

blood - sugar: . parameters
given by ’the attending
physician,” 7%
MEASURES. . 'PUT -~ IN
PLACE TOQ : PREVENT
RBCURRENLE?‘» Licensed
staff m~wmccd by the Staff
Devo]opment ;
Comd:mlm(R N)begnmmg
10/23/13 In leg‘nds to proper

~ eniry of blood sugar readings

and blib&@(]ii(}nt uso of sliding
scale isulin | info . the
clcctlomc health recmd

> Pt FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES o OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {41) PROVIDERISUPPLIERIGLIA . {xz)a.lummcconsmucnon I (X3) DATE SURVEY
ANG PLAN OF GORRECTION IDENTIFICAHUNNUI-:E!JER} . A BUILDING * . i' ) COMPLETED
S ) B e i C
_ 345614 T L js.vaNg i 1012472013
NAHE OF PROVIDER OR SUPPLIER N T smrnmnnnzss GITY, STATE, ZIP CODE
AUTUMN GARE OF NASH ‘ R 12105ASTERHAVEHUEPO BO)HG?' ,
o o NASHVILLE, NC;27856 + © . -

{X4} ID SUMMARY SYATEMENT OF DEFIGIENCIES . - | o - PROVIDER'S PLAN GF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDER BY PULL _PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR ESC IDENTIFYING INFORMAYION) - TTIAG cnoss REFERENGED TO THE APPROPRIATE DATE
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opporlunities over a three monlth penod The othel‘ wsidcnts wele
dates and tme Included: R idcntlﬁcd us ]uwmg orders
10/20/13 al 6:30AM, : o for fj' shdmg scale “insulin
10M7A3 at4:30PM, .7 4 o E “based ‘upon - bfood sugars,
101513 at 4:30PM, 1 ; On10/23/13 and_10/24/13,
;g;fgi?ggggm' the RN, superyisor reviewed
912,13 af 6:19AN, _ -all residonts- ‘to  dotermine
0/22/13 al 4:30PM, ) existonce of’ .otders  for {f(” 13
9/21413 at 5:30AM, sliding scale insulin, During
8/18/13 at 4:30PM, the audit, 4 residents were
9716/13at 4:30PM, Identified toi have been
gﬁéﬂig‘tggﬁz hn’; ; affected, “and” Brde'rs were
9/9/13 at 4:30PM, v cotieotly scheduled in the
816713 at 4:00PM, electronic health record by
8M10/13 at 4:30PM, the” RN, Supcmsox to

e

On 10/23/2013 at 3:46PM a lelephona interview i ‘ :
wag conducled with Nurse #4. The nurse slated N
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(X4} 1D SUMMARY STAYEHENY OF DEFICIENCIES . . ; - D) § PROVIDER'S PLANOF CORRECTION os)
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resicant # 19 had an elavaled bloed eugar on T T QfA}fIMONITO}ETG' D hec{?};
10/20/2013 at G:30AM. She was unable o recaEI 0 "“”‘]‘i’v 0’{ 4 esigiiee i‘;’
documenting the assessmant of the slevaled ,‘“0““0" all Tesidents recoiving
blood stigar or the administration of Tnsylin In lhé sl;ding 30'130 lusulin for two
nurses* nolos for tho resident on 10/20/2013. weoks, ‘thon wilf monitor 4
' . resldents  .on . shdmg scale
On 10/23/2013 at 11:45AM an intervisw was insulin weckly for two weeks
condugted with the Director.of Nursing {DON). and then monthly for 4 months
The DON stated the ordar for Humukin R Siiding fo insure sliding séale insulin is
Scale Insulin for resident # 19 was " incorrecily - entered -« Into © the electronic i ]{ ¥ { X
nel recorded on the medication adminisicailon - .

record. ™ Sha staled the order was recorded on:

the monitoring assessment which did not provide
a place for the nurses to record the amount of
insulin administered. She further stated some of

the nurses record the amount of insuiln

adminislerad in the nurses’ noias L

health record accuratoly. Audit
Includes checklng to inswe

"restdents  with stiding  scale

Insulin .orders have the orders
correctly.. entered into  the
elecironic . health  record
lnsurmg pmpcr documcntattmn
of - sliding. scqle “insulin  as

.mlnted io documented blood

sugars. . During daily  clinical
conferences, all now orders will
be reviewed to insure rosidentis
with sliding scalé Insulin are
entered  correctly  in the
eIectmmc healthy record: by the
DONldcslgnee FAny area of
identified ’concein - will, be
corrected at that'tine, ~ Results

will “pe rcviewcd v monthly by

the " Q.A, toam’ to “determine
sustained cmnpllﬂnce and any
conthmcd area- of iconcern will
be rcwewcd fm further action
plfm. o

o

FORM CA5-2567{02:99) Pravious Verslons Obsolele

ST

© EventID:IvosH

Facily Il; 070478 "'

M continuation sheet Page 8 of 8




AVAEARY

f?"g,; (PRINTED: 11/18/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES NOV 26 2013+ I” " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES { ; i |OMB NO. 0938-0391
7 T 1
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION. e i (43} gg:g féJTR“E\.BEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - W@@E@QMEE!QN SE@T%UN I
345514 B. WING 11/16/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1210 EASTERN AVENUE
AUTUMN CARE OF NASH NASHVILLE, NC 27856
(X4) 1D SUMMARY STATEMENT CF DEFICIENCIES )] PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY 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 000 | INITIAL COMMENTS K 000
This plan of correetion will serve as tae facility’s
This Life Safety Code(LSC) survey was atlegation of compliance with requirements of
conducted as per The Code of Federal Register 43CTR, Purt 483, Subpart B for long term care
o r e facilities. Preparation and submission of the plan of
at42CFR 483-70.(3): using the ZOOO_E)('S“ng correction s in response to HCFA 2567 for tho
Health Care section of the LSC and its referenced survey conducted 11/15/2013 and doss not constitute
publications. This building is TypeVi (111) en agreement or admission by Autumnn Care of Nash
construction, one story, with a compiete' of the truth of the facts alleged or the correctness of
f i - Kl ’t the conclusions stated on the statement of
aulomailic sprinkier system. deficiencies. This plan of correction is prepared and
submitied because of the requirements under state
The deficlencies determined during the survey and federal faws.
are as follows: ,
For the resident found fo be affected: Door to Room pifib{12
K 018 NFPA 101 LIFE SAFETY CODE STANDARD K018 105 was repaired 11/16/13. fief
88=D
Doors protecting corridor openings in other than For the residents hﬂvi:g the potential to be affected: nhale
required enclosures of vertical openings, exits, or Al doors checked and repaired as needed for proper
) closing and latching as of 11/17/13.
hazardous areas are substantial doors, such as
-those constructed of 1% inch solid-bonded core Measures put in place: Staff in-serviced to alert
waod, or capable of resisting fire for at least 20 maintenance or administration of any doors which do ize) 3
minutes. Doors in sprinklered buildings are only ot cose/latch properly for immediale repair.
reqplred t_O resist the passage of smoke. Thereis Monitoring: Environmental Services Direotor or his 22 /, 2
ne impediment fo the closing of the doors. Doors designee will perform audits to check 10 doors for
are provided with a means suitabte for keeping proper door faiching/closings weekly for 4 weeks
the door closed. Dutch doors meeting 19.3.6.3.6 and then monthly for 5 months toensuro they
itted 193863 continue to operate appropriately, Any problems will
are permitted. i be addressed immediately, Resulls of these audits
will be brought to Quality Assurance team quarterfy
Roller latches are prohibited by CMS regulations for review and any necessary further action.
in all health care facilities,
This STANDARD is not met as evidenced by:
A. Based on observation on 11/15/2013 the door
LABORATOR {X8),

™ - -
¥ BIRE 'S OR SUPPLIER REPRESENTATIVE'S SIGNATURE TIFLE
CPAL” (\/@QD—-—\

JE
W,

Hizo

Any deficiency staferfent ending with an asteflsk (*} denotes a deficiency which the institution may. be excused from correcting providing it is determined that
other safeguards provide sufficient prolection 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 correction ase disclosable 14
days foliowing the date these documents are made avallable to the facility. If deficiencles are ¢ited, an approved ptan of correction is requisite to continued (ﬁ

program pari

icipation.
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K 018 Continued From page 1 K018
to bed room 105 failed to iatch when closed.
42 483,70 (a)

FORM CMS-2567(02-99) Pravious Versiens Obsolele Event [D: V0521 Facltity 1D: 970979 tf continuation sheet Page 2 of 2




