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- _E314 483, 25(0) TREATMENT/SYGS-T¢ N e F_31147 #1 R .
ss=p | PREVENTIHEAL PRESSURE SORES : esident #57 no longer remdcs mmt -
I e R — || . thefacility. - B 8-9-11
— e I 11 #2 Current residents receiving -
| | resident, the faciliyous sthararesident | .l protein powder have been .
who enters the facility-withotit pressure sores - . - ;
does not develop prés gores Unless the ' rev1ewe‘d b°y the Dnectp; t 8-24-11
individual's clinical condition demanstrates that : Ome'Smg for appropriate o il
S they were unavoidable; and a.tesident having. administration as ordered }
R pressure sores raceives necessary treatment and i with corrective action taken
. services to promote healing, pravent inféction-and d
prevent new sores from developing, | as indicated at time of review.-
, S #3 Licensed nurses,on all shifts,
I : o ' - Including weekends, have been
=] - 1 This REQU!REMENT i§ net met as ewdeneed— ' — — T fe-educated by the Director of ]
: by: . \ i 8-24-11
Based on record 1 rewew, observaton and staff Nursing related to following

the physician orders. Medication !
pass and following physician
orders will be reviewed during

interview, the facility failed to administer the -
Protein powder used for wound healing twice a
day as ordered for 1 of 2 sampled residents with

pressure ulcers. The finding includes: : .

i orientation for new licensed 1
Resident #57 was admitted to the facility on . employees_ The Director of
07/22/05 with multiple dlagnoses including : : : |
Dementia, Alzheimer ' s disease, Dysphagia, | nursmg/de&gnee will comp lete a \
Congestive Heart Failure {CHF), Hypertension, - quality Improvement tool (
and Gerebrovascular Accident (CVA). The documenting medication pass
significant change in status Minimum Data Set competency with 2 nurses daily

T (MDS) asséssment dated 07/22/11 indi¢ated that
Resident #57 had memory and decision making

| X 5 days per week x 2 weeks,
e problems and has a s S@EW weekly x 4 then monthly x 3,

T T B o " [#4 The Director of Nursing/designee, 8-31-11
- One of the.care piar}prob'le'ms was__" anticipated ) will report ﬁndings of the

decline with risk of skin breakdown dus to lity Tmpe .
problems with.mobility, chronic vendtis” quality Improvement reviews_ . .

. : insufficiency, bilaterallower.extramity edema, = to the Quality Improvement/
-1 - incontinent of bowelbladder? history of refusing risk Management commitiee-
ted h d history of po srorem)intake -
e hose And hislory of pooepo per otem) infaks - —-monthly x-4-toidentifyrfrends i
and need for further educatlon
and/or momtoung

% jesent ok

| o

)cy staternent ending with an asterisk {*) denotes a deﬁclency which the institution may be excused from comecting providing it is determined that
.. other saleguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings staled abcve are disclosable 90 days
fetlowing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of ¢orrection are disclosable 14

days following line date these decuments ara mads available to the famhty If deficiencies are cited, ana pproved p%an of carrection is requisite to continued
_. . program participation. . . .
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e sacrmmeasur q’é X 4_ X 1.5 cm (cent;meter)
= | with yellow slough throughout ulcer-bed,.fout odor
' and With. moderate. amount of yelrow:sh dramage

fheé.ﬂna : f_ -

Review. otihe Medication Administration Record
{MAR) for August, 2011 revealed that the Protein

powder was administered once a day instead of
tmce a day as ordered from 08[01!11 to 8111 1.

On 08110111 at 12:15 PM, Resident #57 was
observed during the dressing change. The
pressure ulcer on the sacrum was deep with no
-} - - - |necrosisfslough noted. The freatment nurse was
observed to clean the ulcer with Normal Saline

and Santyl ointment was apphed and was
oovered wrth d!y clressmg —_—_—_—_—_—___—

On 08!10 1 at4 30 PM Nurse #1 was -

} intefviewed.-Sha atknowledgéad that the Protein
powder.was only_adniinistered once.a day instead
of twice a day as'ordered and stated that this was
|7 T ramedicationrarror and’ wou!dmfarm 1he doctor"" 3

| 483.35(1) FOOD PROCURE,

-STORE/PREPARE/SERVE= sAﬁlTAR\;ﬁf 7_;;:
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BRI N IF-371
- B B 3| . . b
| F371) Conunued From page2-—-—_—---— _ F a7 I\IIOIHISCII')ment freczer has been-
| The facility must - ' _ cleaned. - 8-10-11
] ———-"1 (1) Proeure food from sources approved or ———— |- ) ' ) h ]
e fwnsdered*sahsfactorrby Federal; State-or local— - +—#2 Areview of freezers has been |
I - Lauthorities; and... . . y . I
e T e e — - Coe comy
-{2)-Store, prepare dlstnbuteand serve food - gl cted, by the Director Of 8-—24-11
| under sanitary conditions ' Housekeepmg, with cleamng]r i
= T done as indieated.

This REQUIREMENT is not met as ewdenced
Ciby -

#3 Housekeeping staff have been |
re-educated, by the Director of !
Housekeeping, on timely and

- .. . following appropriate schedule g 94.11

i Qﬁag}m obsen_i: _tﬁrstafﬁnt@rviewand facmty_‘*

|- - iz=={policy review, the facility failed to clean 1 of 1
i N nounshmentfreezer . The ﬁndmgs included: -

The facility policy from the Nutrmqnai Services
Manual entiied " Cleaning and Sanitizing
Refrigerator, Cooler and Freezer, " revised on
11/08, read in part, " Refrigerators, coolers, and . -
freozars: are reviewed-and cleaned as needed on- -
a dally basis. "

On 8/9/11 at 8:15 AM and on 8/10/11 at 10:55

Al, the freezer compariment of the nourishment _

| refrigerator was observed to have an

_orangelyellow substance and brown substanoe
: frozen to. thef:otfom surface —

director ofhousekeeplng indicated thatthe
housekeeper assigned te the D and E halls was
~| résponsible for checking the nounshment
refngeratorand fresZer daily-and:cleaning: itas

; e néedad. The d dlrectWof housekeepmg

Dunng an |nterwew on 8!1 0[11 at 11 00 AM the

+—--of cleaning of nourishment
freezers. Freezers are checked
and cleaned daily.- Schedule for

| cleaning freezers and checking

1 daily will be part of orientation
for new hires. The Housekeeping

. Director will complete a Quality
Improvement tool for cleanliness

- of nowrishment freezers daily x 5

days per week x 2 weeks,
weekly x 4 weeks, then monthly |
X 10 months,

B #4 The Housekeeping Director or

T designee will feport findings

of the Quality Improvement :

reviews to the Quality o

v

i Improvementt/Risk Mszmenf

-1 commiftee monthly x12 to..

1831-11

_t acknowladged hatthe fraazer shauld: haughsan

_identify trends and need fm

— cteaned yesterda-- b

further eciucauyn arrd/or

T TEventiDKEIRH

monitoring.

Facaiy_ltr YAI00 7*7'4lf,:::cmtinualtit:rnﬁl'xt?,elI .
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DEFICIENGY) -
ool K012 | NFPA 101 LIFE SAFETY CODE STANDARD #1 a
88=D wl G
e oL BulldIng construction-type and height meets one | (A) Penetratios in the ‘{"hr rated. ceiling 9-19-11
|+ amemneee L ofthe-following:-19:4:6:2-19:1:6.3, 19:1.6.4, in the sprinkler riser toom has bcen l
O DR 1 R X B 1epaired. -
‘ (B) The penetration in the extcrmj §
overhang in the path of the kitchen
. U back exit has been yepaired .
A yrmSUST ANb ARD" ]S fotmet s evidehoed by: #2. All exterior overhangs will be checked 9.3]
42 GFR 483.70  for penctrations in ceiling with.repairs as 9-21-11
By observation on'9/9/11 at approximately ngsd ' needed. . , l
NP .the,iﬁildéng.coasﬁgﬁ&oplyp.e-,vWastnenueampliaﬂi.: 3 Maintenance Director will be-inserviced |
e SOOI RS bl s s b sominliance of building construction tpe:
S -PenetrafionIn the 1:hr, rated-celing inthe O]: ety tp‘ 1 io coili usgL be sealed -tgp 92
‘ Dilikler rise o0Im g\ghggeqpipe had been . _j PORCALON 1k collig must be scaled wi
B A Biatath.. approved material aid caulkl toftdinfanrthe
| B .lywwd acooss door in the exter[or overhang rating of the ceiling assemnbly. Maintenance
inethe ngth ofthe Kitcherrbackcexit.  © > " | Dircotor will complete a quality ;
, | Pentrations fn cefling must be sealed with improvement tool documenting construction
“ ‘approvéd material and caulk, to maintain the Ma fer] h th
e < Lratingotthe celling assembly, ;??p mlic (t)él ex Ci;:tl‘ sivex angs monthly
K 048. NFPA 101 LIFE SA‘FFTY CODE STANDARD monihs then quarterly
=D #4 Maintenance Director will report {iidings
‘ !j!urmnanon of means of egress, including exit of the Quality hmprovement Tool to. the .Rlsi 10-12-11
]?]ii:ar?it Jrsazrbaxlrg}ed*]a;c; 1?;?tfaalu;fﬁ of ansri*smgie ‘Management Quality Imp'r'ovéﬁxéht(RMQD
hgntng-y €(dulb; will hot leave the area in .[ & and
—-darkness. {This-dees-net-refer to Omergency Connmct’t?e nggn;hly Ot demfy frends
wJ;g{ﬁ g m—acpordance-wfth-sectron 7.8) 1928, ' the 1‘ifr or ft,}fr IGE?E:‘_i,,MM_,__,:,_',__'. )
~ ) T K45 . e e )
NI DL L #1 Bxterior, double Jamp hght conneated to 10221
Ao — ‘lgséls_gmglagp%ﬂ?—)ism@%met A8 -evldenced By rs-gerreratvr, hasrbeewmsmllcdﬁat—}?*imll
famites i O e e M ey ety LI IRCEAPNCIIE S XU TS oS LR c— e
e #2 Byit dischatge. -~ ation has.been. .
i Rv_ahsawahon.on.gl?Ju_aLappmxfmatal QU Ny .
: S AT e SCharge o LI S —GNCeKEE- Ol Py By 5 ek A0e AFO Rt oo 104221 ]
P obddrvedtas no;momplfaat spesificAndings.. .| entrance with needed repaj;s oomploth
s *‘j-—:j:—f-rncldde, &SI R ighting-on:thie'ext path from thie .. ! Sl
[ I i ey S e e e .
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PREFIX (EACH DEFICIENCY MUST BE PREOEDED BY FULL : e . x5
TAG REGULATORY OR taC IDENTIFYING INF ORMATION) P?E:}]X Géggg!‘;{(égggggg};g ‘!,'\(.? ’TILO édASP’-l!’(l)?léli’DRﬁ‘r:!‘E Cﬂ?ﬁ;‘lﬁf'ﬂ“
: DEFIGIENGY) |
s | LI #3 Maintenmce Director will inservice staff | T
5 Conﬁnued-FE‘Om page T on the imporfance of illumination at exit 9-30-11
5013:léﬁfﬁ&fiﬁﬁéi?ezﬁ?nngfdz ?t}o.prog;;de fight | pathways leading to public way.
‘-:--.‘-f\-’k—— + endulll _‘. o AILUISGRAF . -.g..Q e:.py’ ) 'G‘\}Jay I 2 Jpn D f
o] tpariing laf). The walking suriaces witindte o | MaLr'licr'mn_ce I?}tec&)l v.vxlll complet_cia
discharge:shall be luminated to values ofatJeast | : q-“ahtympffwf{mmt'tooi' d.oc:tu'némmg
1 fi-candle ineasured at the floor. Fallure of any | proper functioning of exterior lights
single lighting unit does not result in an ; illuminating exit pathways monthly X 12
s -fllummahon-ievel-oﬂess than 0.2 f-candles in any [ | months.
-;iis’?g:zﬂed-areafNFPA—ff 017:8.1.9, 7:8:1.3, ahd #4 Majntenance }jii‘qctor will veport findings 10-12-11
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD | Of the.Qualily Improvement review fo the
88D, i e Coe JRMQI committee monthly X12 months to
moe e Bl s A Dol 3t Unexpected times.under.. ...}, identify needed repairs,
| varylng conditions, at least quarterly on aach shifl, : .
oG STRETS fainiliar WK procedures and fs,aware | . e
TV T TS S parrot ektEblished. routine, .. (K50 T
Responsiblilty for planning and conducting drills Is | #1 Fire dnl) for 11-7 shift has been 9-24.1
oo conpetntperers it condyted st 500 AM o
3 BrSip, ere driils are T'““" R ". . X .
‘conducted befween 9 PM and 6 AM a coded #2 Fire dmlls‘ will be oonduc{g d a
. | announcement:may beused instead of audiple | Wexpected times under varying conditions 9-24-11
| falarms. 19.7,4.2 atleast quarterly on eadh shift,
. : #3 Maintenance Divector will be inserviced
A R o . ... |on the importance of varying times and
; " 1 his STANDARD Is not met as evidenced by: conditions when conducting fire driils. 2111
. .AZE?ER 483.70(a) _ -Maintenance Director will complete a 921
s -By-docurrentrovlen.on:9/7/1 1 at approxinately | auabity improvement too! documentin; '
5 HoBHEE SIS TG ire dris ware non-compliant” " e HBPROVEITem 0 o dnill” ¢
. oo el ; oo | performance of staff when fire dril
o .specific. findlhgs include; the last four firs drillson.. , _ .
fe s < hlrd.ShIR for, 2010.8 2011 were held between | conducted monthly X3 then querterly X 12
yEx 1405 PM:amd £1:20.PM biily, Firé deills are to be { roonths. : —
: held at unexpocted fimes .. ... — v remmes—f4-Maintenance Director will roport staff |
[ 10~12-11

NFPA101LIFE SAFETY CODE STANDARB*

e

performance with five drills to the RMQJ

Jeommitteeamonthly. to-dentifyitenesdfor- - |

i aTarm Syaten e RS R oT e Salet Rt

installed te'sted, and maintalned in aceordanse_. -

S -WIE-INFRAZ-Natishal Electrical Code.and. NERA.). ..

Turtler education to the staff. - ~--

Ty

"] 72THE systeiiTiEg AR Epproved maintenancs. .| .
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. . - DEFIGIENGYY.. ., .
‘:_“ e R SR T A RS L v s 1(52
= [ K082 Continued From page 2 #i
__.{ oo i8NG testing program complying with applicable {A) Smoke detector sonsitivity has been
tpepenn - LTOQUIrEmENts ALNERA 70.and 72, 96,14 conducted. T 10-22-11
e ettt e (B Pans sokke dammperi at-tligend of B

hall have been repaired.

e SR T,

#2 Smoke dampers have been checked by

Maintenance Director to agsy ) o eloloy 10-22-11

fmetioning. T

.. #3 Administrator will re-edueate the

P s e e oo L t0lutenance direstor on the importance of
TESC%EA%E@%D is not met as-evidenéed by: " -properly functioning smoke-dampers,.

Byrbarntin o 97 o pproite cgon| Miienanoe Divetor will complea

o theltenisalatet o the fire alarm system was, .|| quality improvement tool documisitting-— - 9.2)

“hon-gompliaht, Speciic findings Include; - -+ | proper function of smoke dampers monthly

A. “SmoKe- detéctorsensitivity had: not been - X 3 months then quarterly,

.| Cohdudted sifce 2007, i g T NP

B:.:Twa smoke dampers at the end of B-alf did | #4 Maintenance Director will repoxt findings

| notfunction. properly when tested, of the quality improvement review to the 10<12-11
e 0 : . ‘ RMQI committee monthly X 3 months then
cey ‘[quarterly to identify needed vepairs.l,
z =iy i - ,,: T Y g n‘:u—-ru s -m-.—.'.-:.i-.-'.';—" £ :‘;;l-\-*:. R
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