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PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has tha Aght to parsonaf privacy and
confidentiality of his or her personal and cfinical
records,

Porsonsl privacy includes accommadations,
medical treatment, writlap and telephone
communlcations, persanal care, visits, and
meetlings of family and resident groups, but this
does riot require the facility to provide a privata
room for each resident.

Except 83 provided in paragraph (e){(3) of this
saction, the residant may approve or refuse the
rejease of personal and dinical records to any
individual outside the faclilty.

The resident's right to refuse release of personal
and ciinical recards does not apply when the
resldent Is transferred to another hoalth cars -
institution; or record relesde is required by law.

The facility must kaep confldentis] all information
contained In the resident’s recods, regardleas of
the form of storage matheds, sxcept when
relezee is raquired by transfer {o another
healthcare institution; faw; third party payment
contract, or the resident.

This REQUIREMENT is not met as evidenced
by:

Basad on observation, record reviaw, and staff
intarviews, the facility falled to secure care related
information by posting residents' name, room
number and the type of care services requlred for
3 of 3 recidents (Resident #30, #52, #96} on tha
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
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Disclaimer l
F 1641 4083,10(p), 483.75{)(4) PERSONAL F164| The stelements made on this plan of

correction are not an admisslon of nor
constitute an agresment with the
alfeged deficiepcy. To remaln In
compliance with all federal and state
reguiations, the facilty has taken or
will take the actions set forth in this
plan of comection. The plan of
correction constilutes the facility's
allegation of compliance such that the
alleged deficiency has been or will be
corrected by the date or dales
indicated or by Dec. 26, 2012

Fi64

For the residents involved,
comectiva  action has  been
accomplished by:

Resideot's # 30, 52 and 90, the
information displaying the type of
bath the residents were ta receive was
pulled down from the bulletin board
by the ADON on 11/28/12.

Corrective action bhas  been
accomplished on afl residents with
tha potential to be affected by the
alleged deficient practivs by:

All residents have the potential to be
affected by the alleged deficient
practice. On 11/28/12, areview of all
bulletin boards ou 100, 200 and 300
halls was conducted o ensure that the
nursing facility heas not exposed any
protecied health mformatian. This
roviow was completed by the DON
and ADON and no negefive findings
were noted.

P22 Fay
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Odmistels — B)G)

Any deficicney statement ending with an actarlsk (*} dmotes a deficiency which the mstlulion may bo cxcused from comoding providing it ls determined thal
omhef safeguands provide sufflciant prolaction 1o the palents, {Sev insliaotions,) Exackt far nupsing homes, tha findings stated above are disclosable on days
follawdng the date of 2urvay whethor or nata plan of corraction e providad, For nursing homea, Ma above findings and plans of camectipn mra dirdosable 14
dayn {olov/ng (e dats these documents are mads avalable to the facilty. 'f defdantiss are citad, an approved planm of correcdion i3 requisite ko continued

progmm partidpabon.
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Maasures put intc place or
F 164 { Continuad From page 1 F 164 systeml¢ changes made to ensure
hathvay infermation bulistin board. that the deficient practice does not
ocour .
The findings included: An in-service was cooducted on
. 12/3/12 by the ADON. Those who
A review of the facillty privacy poticy in part read, attended all RNs, LPNs, and CNAs,
"Our residents have entrusted their personal and ¥I, PT, and PRN. The facility
cHnleal Infotmation to ug. This information speoific inservice was semt to Hospice
contains highly sansitiva matorial and requires Providers whose employees give
thoughtfut and attertive management by thoss wesidents care tn the facility 1o
who have acess to it The nursing facllity s provide rainimg for staf{ prior to
commifted lo protecting our residents’ right to returning to the facility to provide
privacy a_ind"safeguardmg their protected haalth care, Any in-house staff member
information. who did ot recelve im-service
On 11228/12 at 10144 am during an observation tmm.mg mll nr.}): bcballoﬂ?cd mlv::;}(
on the 300 hull, loceted on the Information bullatin mati) trammg as aan .COTE:
board included Residonts’ #30, #62 and #20 Th‘? In-service 1opies  anoiu Cd. do
name, room number, and that each resident review of'the canﬁdentl_ahty P ?hcy :
required a "Bed Bath” that cpuld bo viewed by the and  specifically secuting  private
- pubfic, ’ information on purze and CNA, report
sheets. This information has been
On 11/28/12 a1 19:40 am the Asslstant Director of integrated  imo  the  standard
Nursing {ADON) walked down the 300 hall orintation training and in  the
passed the bullatin boand and did not identify that required in-service refresher cowrses
Gare related iffermation \was posted on the for all employces ead will bo
bulletin board for Resident #30, #52 and #90. yeviewed by the Quality Assurance
Process to vexify that the chenge has
On 11128112 at $1:45 am, Nursing Assistant (NA) been sustained.
#1 passed the bulletin board on the 300 hall and The facllty has Implemented a
did not identify that care related information was quality assurance monitor:
posted on the bulletin board for Resident #30, The Assistant DON will monitor this
#52 and #30. jssue wusing the HIPPA Quality
Assurance Tool fox
On 11/28/12 at 12:30 pm, during an observation raonitoring residents protected health
on the 300 hall "Bed bath" continued posted on information. The monforing will
the Information bulletin board for Resident #30, include verifying that mo protected
#52 and #90. health information iz posted on
bulletin boards with public access.
N at |
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Each resldent must receive and the facility raust
provida tha nacassary care end services to attain
or maintain the highest practicable physical,
mental, and psychosadlsl well-being, in
agcordance with the comprehensive assessmant
and plan of cara.

This REGUIREMENT is not met as evidenced
by

Based on record review and staff interviews, the
facliity failed to administer sliding scale insulin as
ordered for 2 of 4 sampled diabetic residents
receiving sliding scale hsulln (residents # 178,
#180). Findngs includs:

1. Review of the fadility policy titled "Diabetes
Mellitus, Guidelines for Nuralng Care,” dated
October 12001, revealed no policy for
documenting the administration of sliding scale

FORM CMS-245T(02-89) Previo.s Vivsons Ohsalelc

Evenl iD: WA

Faclify 102 986158

F309 .
For the residenls involved,
coirective action has  been

accomplished by:

For xesident’'s # 178 and 180, on
1129/12 the DON and ADON
assessod both rtesidemts for any
adverse reactions from the elleged

deficieny  practice, No  adverse
reactions were noted.
Corrective action Thas  been

accomplished on all residents with
the potentlal to be affected by the
alleged deficient practice by:

Al residents receiving sliding scale
insulie have the potential to be
affected by the alleped deficient
practice. On 11/29/12 the DON aud
ADON assessed ali identified at risk
residents for any adverse effects from
the aMeged deficient practice.

‘Li
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See aftached monitaring too}, This
F 164 | Gontinued From pege 2 F16{. tool will be completed weekly times
in an Interview on 11/28/12 at 12:40pm, the four weeks then monthly times wo
ADONM and NA #1 indicated thal they were not morths or until resolved by Quality
aware that residents® care Infannation was visible Of Life/Quality Assurance
50 that persons cotld read the type of care thal Commitee, Reports will be given to
each resldent required on the 300 hail Information the weekly Quality of Life- QA
bliletin board. The ADON conciuded that che comamittee by the Director of Nursing
expocted the information that read "Bed bath” not and corrective action inifiated as
to have been visible for the public view, appropriate, The Quality of Life
i . ‘ ) Comgmitiee  consists  of  the
gf';:g:‘;’:‘ﬁ:’;n 1¢;ae;2 at 1:41 pm, f;:’t Administrator, Dircctor of Nursing,
e feing staied Care servicas tha Assistant  DON, Business Offica
residents received which identifled residents . )
should not be pasted on the Information bullstin Manager, Dietary hfjanager‘ Social
board Worker, MDS Coordinator and athors ‘
F 309 | 483 25 PROVIDE CARE/SERVICES FOR pag| 2sassiened, Dec. 26, 2012
$s=b} HIGHEST WELL BEING l
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Resident #180 was admitted to the facility on
11/15/12 with multiple diagnoses including
diabetes.

Review of the resident's clinical record revealed
physicien orders dated 11/15/12 for FSBS
(fingerstick blood sugar) monitoring before meals
and at bedtime. FSBS lests involve sticking the
resxent's finger for a blaod sample, which is then
placed on a strip. The sidp goes into a machine
that reads the blood sugar level.

Record review revealed physician orders dated
11/15/12 for Novalog (shott-acting [nsulin for
treaiment of dlabetes) for FSBS results above
150 mg/dL (milligram/dsciliter) according to the
fallowing sliding scale: 81-150 = Q uplts, 157-200
= 2 units, 201250 = 4 upits, 251-300 = 6 units,
301-350 = B uplts, 351400 = 10 units, grester
than 401 = 12 units.

Thae resident's Diabetic Monitoring Flow Sheet
readin part "instructions - use this form to
document glucose test results for efther diet
controlled or sliding scals controlled diabetic
residsnis,. for each entry include the \ype and
amotnt of insufin administered.”

Reviow of the resident's Diabetic Monitoring Flow
Sheet revealed FSBS resulis of 204 an 11719112
at 8:30PM, 310 oh 11/20/12 at BPM, 190 on
11/24112 at 4PM, and {56 on 11725712 al 4PM.
Raviaw aof the fiow sheet revealed no
documentation that sliding scale insulin had bean
given. Review of the nursing notes revealad no
documentatfon that sliding scale insulln had baen

Monitoring Flow Sheet for any
shiding scale errors; snch as the:
resident not getting the ordered
araowat of insubin Findings revealed
no adverse reactions noted.

Meaguros put Into place or
systemic changas made to ensure
that the deficient practice does not
occul ’

An in-service was conducted on
12/3/12 by the ADON. Those wha
atiended all RNs and LPNs, , FT, PT,
and PRN. The facility specific
jmservice was sent to Hospice
Providers whose ecmployees give
residents care in the facility to
provide maining for staff prior to
refurping to the facilty to provide
cart. Any in-houte staff member
who did wnot receive In-service |
teaintag witl not be allewsd to work
wntil training has been completed. ;
The i-service topics inclnded !
discontinucd use of curreat disbetic |
flowsheet as of 12/21/2012. Diabetic |
monitoring Wil be donc om the !
redication  adiministration  record, |

4D SUMMARY BTATEMENT OF DEFIGIENGIES D PROMOER'S PLAN OF CORREGTION 9
PREFIX, (EACH DEFICIENCY *{t5T BE PRECEDED BY FLAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) A CROSS-REFERENGED T0 THE APPROPRIATE pave
OEACIENCY)
¢ . Assessment focluded a review of the
309 | Continued From page 3 F308| residents current MAR aud Diabetic
insulin.
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ghven.

Review of nursing notes daled 11/20/12 at
10;52PM ravaalod FSBS results of 408 with "sfs
{sliding scale) as ondered.”

Irraninterview on 11/28/12 at 2:40PM, nuse # 2
stated she was trained at onientation by the
assistant director of nursing and othar nurses,
She reviewnd tha resident's madlcation
administration record (MAR) and stated the
nurses' initials on the MAR indicaled the FSBES
was checked. FSBS results and the units of
sliding scale insulin administered were
documented on the diabetic monltoting flow
shest, She stated “that's our toc! for monitoring.”
FSBS results could also be in the nursing nofes.
Nurse #2 reviewed the diabetic fiow shest and
staied a blank space or "zar?" indicated ra siiding
scale covarage was ghven.

In anintandew on 11/28/12 at 3.42PM, nurse #3
stated she was orlented when hired by the aurses
on the halls. Her training included revlew of the
facility policy for documenting FSBS, Nurse #3
stated FSBS results were charled on the disbetic
flow sheet. If the resident required coverage, the
MAR vas checked to ses what dose of sliding
scale insulin was ondered. Nurse #3 stated she
documented the units of insulir given on the flow
sheet and in the nursing notes. She stated zeros
or blanks on the flow sheats indicated no sliding
scale insulin was given,

fa aninterview on $128/12 at 5:26PM, the
direttor of nursing (DON) statad the staff
documented sliding scals insulin on the MAR
The nurges’ inltials on the MAR indicated the

x40 4] PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DERCIENCY MUST 8E PRECEOED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET:N
TAG REGULAYORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 309 | Continued From page 4 F 309

Sliding scale will be documenied as
well as blood glucose result, amgunt
of insuliy given and initials by the
nurse at that given tme. This
informanon has been inteprated inmto
the standard onientarion traming and
in the required m-service refresher
courses for all employees and will be
reviewed by the Quality Assurance
Procesa o verify that the change has
been susmined.

Dec. 26,2012
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F 308 | Continued From page 5 F308| The facllity has implemented 2
dose of insulin was given based on the FSBS quality assurance momnitor:
results and sfiding scale. The DON stated “that's The Assistant Director of Nursing
what | believe is tha paficy.” The FSBS resuils will monitor this issue using the SS1
weyre documeanted an the dlabetlc fiuw sheets as " Quality Asswance Tool  for
wolt and sent fo the physician for evaluation of " : :
trends. The DON stated she expacied FSBS L{Iig].n;mnnsi r?SI(iiit::s £ who receive i
rasulls to be documented on the diabetic flow SUcIGE scaie Iosulin 10T approprite
sheels but the MAR was documentation thaf the documentstion of sliding scale use on
insulin had been given the MAR {medication administraion
) record) The wonitoring will include
2. Raviaw of the faclfity poficy tifled “Diabetes verifying that if the blood sugar
Mefltus, Guldelines for Nursing Care,” dated indicated sliding scale ingulin was
October 1, 2001, revealed no palicy for needed, that it was documented
flncu'menﬁng the adminjstration of sliding scala according to policy. See attached -
ingulin. monitoring tool. This tool will be ;
Resldent #178 wag admitted to the faility on completed weekly times four weeks
1111612 with multiple disgrioses inciuding t.hEI.] wonthly times two mths o
diapetes, untll  resolved by  Quality Of
, o Life/Quality Assurance Committee,
Review of the resident's clinical record ravealad Reports will be given to the weekly
physician orders dated 14/1612 for FSBS Quality of Life- QA committee by the
{fingarstick blood sugar) monitoring befora meals Director of Nursing and corrective
and at bedtime. FSBS tests involve stickdng the action initiated as appropriate. The
resident's finger for a blood sample, which je then Quality of Life Committee consists of
placed on a siip. The strip goes into a machina the Administrator,  Divector of
that reads the blood suger fevel, . . * ;
‘ Nuwsing, Assistant DON, Business
Record review revesled physician orders dated Office Manager, Dietary Manager,
11/18/12 for Lantus (long-acting insulin for Social Worker, MDS Coordinator and
treatment of diabetes) 20 units at bedtirme and athers ag assigoed.
Regular Insufin (short-atting insulin) for FSBS Dec 26, 2012
results above 129 mg/dL {milligram/decifiter)
according to the following sliding seata; 71-129=
0 units, 130-160 = 2 units, 181-200 = 4 unlts,
201250 = 6 unils, 251-300 = 9 units, 301-350 =
12 units, 351-400 = 15 units.
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F 308 { Continued From page 8 F 309

The resldent's Dlabetic Monitoring Flow Sheel
read in part “instruciians - use this form to
document glucose test results for either diet
controlled or sliding scale conteolled diabetlc
' residens,..for each entry lndude the type and
genount of insulin administerad "

4d
Revlew of the resident's Diabatic Moaitoring Flow
Sheet revealed FSBS resulls of 143 on 11/18H12
at QPM, 136 on 11/25/12 at 7aAM, 133 0n
11/27112 at 4PM, and 140 on 11/28/12 at 7AM.
Ravigw of the flow sheet revealed no
documentation that sliding acala insufin had been
givan. Review of the nursing notes ravealed no
doctumnentation that sliding scals instlin had been :
given.

In aninterviaw on 11/28/12 at 2:40PM, nurse # 2
stated she was tralned at ofemtatian by the
asslstant director of nursing’and other atrses.
She reviewed the resident's medication '
administration record (MAR) and stated the
nurses' inltials on the MAR indicated the FSBS
was chacked. FSBS results and the units of
sliding scale insulin adminkstered were
documented on the dlabetic monitoring flow .
sheet She stated "that's our tool for monltoring.” .
FSBS results could also be in the nursing notes.
Nurse #2 raviewsd the diabetic flow sheet and
statad a blank space or "zerd" indicated no sliding
scale coverage was givan,

In an intandaw on 11/28/12 al 3:42PM, nurse #3
stated she was otented when hired by the purses
on the halls. Her fraining includad review of the
facility palicy for documenting FSBS. Nurse #3
stated FABS results wera charted on the dlabetic
flow sheet. If the resident required coverage, the

FOR2A LpAS-2667(02.59) Pravitny Vem'ons Obsolale Eveni 1D YVETH Fagty ID: 680158 If ceatinuation sheet Page 7 of 10
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F 309 | Continued From page 7

MAR was checked to ses what dase of sllding
scale insulin was ordered. Nurse #3 statad she
documented the units of insulin given on the flow
sheel and in the nursing notes. She stated-zeros
ar blanks on the flow sheets indicated no siiding
scale [nsulln was given. '

{
In Bninterdew an 11/28/12 at 5:26PM, the
direclor of nursing (DON) stated the staff
documented sfiding scala insulin on the MAR.
The nurses' inlflals on the WMAR Indicated tha
dose of Insulin was given based an the FSBS
resulls and sliding scals, The DON staled “that's
what | belleve is the paticy.” The FSBS results
wete documented on the diabetic flow sheets @z
wall and sent to the physiclan for evaluation of
trends. The DON stated she expected FSBS
rasulis to be documented oh the diabetic tiow
pheets bul-the MAR was documantation that the
insulin had boen given. -
F 425 | 483.60{3).(b) PHARMACEUTICAL SVC -
85=0 | ACCURATE PROCEDURES, RPH

Tha facility must provide routine and emergency
drugs and biologicals 1o ite residents, or obtaln
them under an agraement described in
§483.75(h) of this part. The facilily may permd
unlicansed personnst 1o administer drugs if State
faw permits, but only under the general
supervision of a lcensed ndrse

A facility must provids phammacautical services
{including procedures that assure the accurate
acquiring, receiving, dispansing, and
administering of all drugs and biologicals) to meat
the hesds of each resident,

The facility must amploy or oblgin the services of

F 308

F 425

F 425

For the. residenis involved,
corrective  action has  been
accomplished hy;

The rotident's affected by the two
undated insulin pens had their pens
discarded snd a new pen was mitisted
on 11/27/12 by hall nurve ad DON,

Corrective action has  been
accomplished on afl residents with
the potential to be affected by the
alleged deficient practice by:

Al residents receiving insulin vig 2
flex pen have the potential to be
affected by the alleged deficient
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F 425 | Continued From page 8 F425| ypractice. On 11/29/12 a review of all

3 lleensed phammacist who provides consultation
on all aspects of the provision of pharmacy
sorvices In the faclity.

.

<

This REQUIREMENT Is not met as evidenced
by:

Based on obsarvation, record review, and staff
interviews, tha facility failed to date openad
Lantus and Novofog Insulin pens that were stored
at room temperature located on 1 of 3 medication
carts (300 hall medication cat).

The findings induded:

A revlew of the facility guidaline for insulin storage
ftled "Recommended Maximurm Storage for
Insulin” Indicated that noveldg insulin flex pen and
tantus solostar [asulin pen after apened could be
stored al room tempetrature for 28 days,

On 1127112 at 11;20 am accompanied by Nurse
#1, aninspection of tha medication cart on the
300 hall ravaated one lantus insulin pen, and 1
novolog insulin pen both opened with no date.

I an intersiew on 11/27/12 at 11:58 am, Nurse
#1 indicated that insulin pens ware ususlly defed

| when opened by the nurse who administered the

insylin initfally, Nurse #1 did not know how long
the irisulin pens had been opened.

In an Interview on 11/27/12 at 3:00 pm, the
Directar of Nursing stated she sxpected insulin
pens located on the medication cart to be daled
when opened.

med carts was campleted by the DON
and ADON. The review coosisted of |
checking each insulin pen for the date
open documentation Findings wers
cousistent with polticy.

Messures put into place or
systamic changes made to ensure
that the deficient practice does not
ocelr

An irservice was conducted on
12/3/12 by the ADON_ Those who
attended all RIs, LPNs, and CNAs,
FT, PT, mnd PRN. The facility
specific in-service was sept to
Hospice Providers whose employees
give residents care In the facility o
provide training for staff prior 10
renirning to the facility to provide |
care. Any fa-house-staff member
who did not regeive in-service
training will not be allowed to work |
until training has been cornpleted. .
The In-service topics included review
of pharoacy recommendation for use
and sforage of certaim medications.
Educafiem was also provided for
proper labeling of insulin pens when !
removed from refrigerator. This
information bas been integrated into
the standard orientation training snd
in the required in-sexrvice reffesher
courses for all employees and will be
reviewed by the Quality Assursunce
Process to verify that the change has
been sustained.

[P
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The facility has Implemented a

quallly assturance monitor:

The Assistant Director of Nuorsing |
will monitot this issue wsing the :
Clinical Quality Assurance Tool for |
Monitoring residents ‘who receive |
] iosulin via a flex pen. - The;
. monitoring will inclode verifying that |
all flex peps on the med card have |
docvmentation of the datt the pen! ||
was put jnto use. This tool will bei .|
completed weekly times four weeks!
then wonthly times two months or,
votil  resolved by  Quality  of]
Life/Quality Assirance Coramittes..
Reports will be given 10 the weoldyj :
Quality of Life-QA committee by the; ‘
Director of Nursing and comective! ‘
action inftiated ay approprate, The!
. Quality of Life Comimitiee consists of!
the Admbofsmator, Director of:
Nurging, Assisant Dircctor  of”
Nursing, Busitess Officc Manager, '
Dietary Manmsgor, Social Worker,

MDS Coordinator and others as
assigned. Dec. 26, 2012
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Fgoo
K 000 | INITIAL COMMENTS Kooo
. . Diselalmer . o ofan of
i ! The slatements made on this plan o
This Life Safety Code(LSC) survey was gorraction are net an sdmission of nor |
conducted as per The Code of Federal Register constituls sn agreement with the alleged |
‘at-42CFR 483,70(a); using the 200D New Health : deflclency. To remain in compliance :Em
Care section of the LSC and its referenced j ol f"’di’a' and ?lta?kre?};"am?s’ the f“f "?:
blications. This building Is Typs V construction » has oken or il laxe the Bclne B
pu N g yp - L i In this plan of cotrection. The plan of
ong story, with a complete automatic sprinkier ‘comection  constiutes  the  facility's}
system. " allegetion of compliance such that thej
allaged deficiency has been or will be
The deficiencles determined during the survey : 33;‘3;‘,;",;’}’2‘353"“3 or dates Indicated i
are as foliows: , . !
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD -K061]  Koel E
88=F .
. . . d, fivi
Required automatic sprinkier systems have . §;’5£‘;’,;;“§L‘L;“§‘;c';,‘;‘;‘,‘{:he;;;';“ :
valves supervised so that at least a [ocal alarm The gate valve identified without & temper
will sound when the valves are closed. NFPA forthe sprinkier has been outfitted with &
2. 6.7.2.1 . tamper. Compliance has been achleved ]
* ‘ January 11, 2013 i
Corractive action has been
This STANDARD f{s not et as evidenced by: accomplished on all residents with the
42 CFR 483.70 : potential to be affected by the alleged
: deficient practice by: ;
By observatlon on 12/18/12 at approximately The gate valve identifisd without & tamper
noon the foliowing automatic sprinkler system - for the sprinkler has besn outfited with a
4 was non-compllant, specific findings include a " . tamgper. Compliance has baen achisved
gate valve was without a tamper to the sprinkler : January 11, 2013
accelerator, A distinctive supervisory signal shall : :
. . o ! Measures put finto place or systemlc
pe prpv:ded tq indicale a congimon that wopld * changes mfde to ens?lra -y
Impair the satisfactory operation of the sprinkler ' that the deficlent pracfice doss not
system, NFPA72,8.7.2.1 . f;;lcs“f e only gate valve id ﬁﬁed;
. i was tha only gale valve idan
K067 | NFPA 101 LIFE SAFETY CODE STANDARD K067} - wihout 2 tamper  for the spn’nkferi
55=D . ) - ) - acceferator. :
Heating, ventilating, and air conditioning comply - o o
with tha provisions of section 9.2 and are instalied , The facilty has impiomented a quality |
n acg;ord‘ance with the manufacturer's - "Maintensnce  Director Wil assure |
specifications, 9.2, 18.5.2.1, 18.5.2.2, NFPA i compliance while doing sprinklar checks |
0A on waekly rounds report o the Monthly !
! Quality of Life {Quality Improvement |
| Cemmittee) Meeting that gate valves arein |
* placs. !
{X8) DATE

LABQRATORY DIRECYHR'S OR PROVIDERISUPFPLIER REPRESENTATIVE'S SIGNATURE "

({

Any defictency statement ending with an asterisk (¥} denotes a deficlency which the instifu
other safeguards provide sufficlent protection to the patlents. (Sed Instructions.)
fotlowing the date of survey whether or net & plan of correction is provided. For nurs
days following the date these documents are made available to the faciiity. if d

Muﬁm

(Mﬂw&%ﬁ ] %w /

12013

program parlicipalion,

A]
tion may ba excused from correciing pl’D‘l\ldfng it Is determined that

Except for nursing homas, the findings sfated above are disclosable 20 days

Ing homas, tha above findings and plans of correction are disglosable 14
sfictencles ars cited, an approved plan of comection is reguisite to continued

QA
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K 067 | Continued From page 1 Kop7| ;K67
i For tha residents involved, correctlve
This STANDARD is not met as evidenced by ' ; action hag been accomplished by: |
42 CFR 483,70 i The dus! and lint on the sampling tube for
, . : , * the HVAC systern; the air handling unit
By observatlon on 12/18/12 at approximately + accossible fsr’am the laundry acoesgs daor
noon the following Heating, Ventilation, and Alr * and just on the ather side of the hatch at
Conditioning (MVAC) system was non-compliant, : tha smoke wall has been cleared.
specific findings include duct detector sampling Comective  sction  has b
N - . . OT %) } een
tube had lint/dust covering the intake holes. (aftic  accomplished on all realdants with the
access near the nurses station) polential to be affected by the alleged
daficient practice by: ]
Alt sampiing tubes for HYCA gystams were |

checkad and cleaned of any dust or lint as | ’

of January 11, 2013 January 11, 201

Measures put info place or systsmic '
changes made fo ensure that the
doflc]ant pracl;ce dees not oceur

- . e ——— —_———

Maintenarice Director has added cleaning }
. sampling tubes of HYAC system 1o the
! quarterly checklist.

-’
]
1
H
i
i

The facility has implemented a quallty : !

agsurance monitor:

Mainterrance Director will submit quaﬂaﬁy

rounds report to the Monthly Quality of Life f

(Quallty [mprovement Committee) Meeting |

cohfirming that samplmg lubas have been
. cleaned.
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