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K 000| INITIAL COMMENTS K 000 T
Surveyor: 29282
Description of structure: The fac;hty occupies one
floor of a three siory buiiding with a construction
type of 1{{111}.
Sprinkler status: The facility is a fully sprinkiered
buiiding.
An unannounced recertification Life Safety Code
survey was conducted 5/7/2019 in accordance
with 42 Cade of Federal Regulation, Pari 483.70:
Requirements for Long Term Care Facilities. The
facility was surveyed for compliance using the
2012 Life Safety Code. The facility was not in
compliance with the Reguirements for
Participation Medicare and Medicaid.
The findings that follow demonstrate
nori-compliance with Title 42 Code of
Regulations, 483.70(a) et seq (Life Safety from
Fire.)
K 293| Exit Signage K 293| A. With respect to the specific_situation cifed:
55=D| CFR{s}: NFPA 101 '

o The exit sign in the center stairwell of the 2M floor
Exit Signage has been labeled correctly to indicate proper direction
2012 EXISTING _ , of exit. This was corrected on.5/7/19 and confirmed
Exit and directional signs are displayed in by the Director of Engineering.
accordance with 7.10 with continuous iliumination | ,
also served by the emergency lighting system. B. With respect to what systemic measures have
19'2.‘10‘1 . - . been put into place to address the stated concern:
{Indicate N/A in one-story exisiing occupancies
with less than 30 occupants where the line of exit The Director of Engineering and/or designee
travel is obvious.) s i : 2 )

; . . will inspect the exit signs in the building to confirm the
g;.'s REQUIREMENT s not met as evidenced indicator arrows are pointing in the proper direction,

: 29282 : - .

Sgg\g%yg; ggsgrvations it was determined the Issues that may be identified will be addressed
health care facility failed to maintain an exit sign. and resolved by the Maintenance/Facilities department.

Is has the possibility to affect 20% of the

NATURE
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Any deilclency statement ending with an asterisk {*} denotes a deficiency which the instltution may be excused from correciing providing it is determined thal
other safeguards provide sufficient protestion fo 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 cotraction are disclosable 14
days jollowing the date these documents are made available o the facility, If deficiencies are cited, an approved pian of correction is requisite to confinued

program p

articipation.
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K 293! Coniinued From page 1 K 293 C. With respect to how the plan of correction win
residents. be monitored:
The Findings Include: The Director of Engineering and/or de.sig.nee will cor?duct
On 5/7/2019 at approximately 10:53 AM, it was monthly inspections for 3 month of exﬁ signs to confinm
identified by observation there was a mislabeled proper operation and that directional indicators are |
exit sign in the center stairwell on the second facing the proper direction. This inspection is entered -
floor. into our preventative maintenance tracking system to
K 353| Sprinkler System - Maintenance and Testing confirm the monthly inspection has been completed.
58=E| CFR({s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Sysiems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system lasi checked

b) Who provided system test

c) Water system supply source -

Provide in REMARKS information on coverage
for any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7,9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Surveyor: 29282

Based on observations it was determined the
health care facility failed to maintain the fire
suppressicn system. This has the possibility to
affect 40% of the residents.”

The Findings Include:
On 5/7/2019 at approximately 10:65 AM, it was
revealed by observation there was a hole in the

The findings of the monthly inspections will be

presented by the Director of Engineering in the
Quality Assurance Performance Improvement

(QAPI) mestings.

During and at the conclusion of the three months,
the QAPI committee will re-evaluate and initiate
necessary action or extend the review period.

D. With respect to how the plan will be reported
during QAPI and for how long:

The Administrator is responsible for confirming
implementation and ongoing compliance with the
components of this plan of correction, addressing,
and resolving variances that may occur.

The Administrator is responsible for confirming the
status of this Plan of Correction is reviewed and
discussed at QAP| meetings and action initiated

if required.
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Corridor - Doors

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the passage of smoke
and are made of 1 3/4 inch solid-bonded core
wood or other material capable of resisting fire for
at least 20 minutes. Doors in fully sprinklered
smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammable or combustible
materials have positive latching hardware. Roller
fatches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammable or combustible
material.

Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no
impedimant to the closing of the doors. Hold open
devices that release when the door Is pushed or
pulied are permitted. Nonrated protective plates
of unfimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shall be labeled and made of steel or other

(X4) I SUMMARY STATEMENT OF DEFICIENGIES s PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX |(EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULATCRY]  PREFIX {EAGH CORRECTIVE AGTION SHOULD BE O g N
TAG OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY} 6/2/19
K 353| Continued From page 2 K 353 | A: With respect to the specific resident/situation
ceiling in the third fioor medication room. cited:
On 5/7/2019 at approximately 10:56 AM, it was The Director of Engineering has confirmed that the
revealed by observation there was a missing followmg items have been corrected: -
escutcheon ring in the third floor medication 1}. Hole in the ceiling of the 3™ floor medication room.
room. Installed new drywall, patch and paint.
) ) Completed on 5/8/19
On 5/7/2019 at approximately 11:15 AM, it was
revealed by observation there was a cailing grid 2). Escutcheon ring missing in the 3 floor
wire attached to sprinkler piping by the west medication room. Installed new escutcheon ring on
StalrWGH.(CD”ECtEd DnSlte) Spl’inkler head on 5/7/19
K 363! Corridor - Doors
SS=D! CFR(s): NFPA 101 3). Ceiling grid had a wire attached to the sprinkier

piping. The wire was removed from the ceiling grid.and
sprinkier piping on 5/7/19

B. With respect to how the facility will identify
residents/situations with the potential for the
identified concerns:

[ The Director of Engineering and/or designee will conducl}
" observational rounds {o confirm the following; f

1). No penetrations are found in ceilings

2). Escutcheon rings are intact and properly installed -
3). No wires are wrapped around sprinkier pipes or
cconnected to the ceiling grid.

FORM CMS-2567(02-39) Previous Versions Obsolete

C. With respect to how the plan of correction will be ' '
monitored:

The Director of Engineering and/or designee will conduct
monthly operational inspections for 3 months to confirm
that;

). No penetrations are found

). Escutcheon rings are in place .

). Wires are not connecting sprinkler pipes to the
ceiling grid

1
2
3

Issues identified will be addressed and resolved.

The findings of the monthly inspections will be
presented by the Director of Engineering in the
Quality Assurance Performance Improvement

(QAPI) meetings.

During and at the conclusion of the three months,
the QAPI committee will re-evaluate and initiate

necessary action or extend the review period,
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K 363| Continued From page 3 D. With respect to how the plan will be reported
materials in compliance with 8.3, unless the During QAP and for how long:
smoke compartment is sprinklered. Fixed fire
window assembties are allowed per 8.3.In The Administrator is responsible for confirming
sprinkiered compartments thers are no implementation and ongoing compliance with the
restrictions in area or fire resistance of glass o components of this plan of correction, addressing,
frames in window assemblies. and resolving variances that may occur.
19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, The Administrator is responsible for confirming the
and 485 , ‘ status of this Plan of Correction is reviewed and
Show in REMARKS details of doors such as fire discussed at QAPI meetings and action initiated if
protection ratings, automatics closing devices, \required.
etc.
This REQUIREMENT is not met as evidenced
by:
Surveyor: 29282 K.363 | A-Witn respect to the specitic resident/situation
Based on observation the facility failed to | cited:
maintain correct operation of a resident’s room |
doq(r:i This has the possibility to affect 20% of the The Administrator and The Director of Engineering
residents. : have confirmed that no objects are blocking the roon|
The Findings Include: 1 302 main door from closing and laiching.
On 5/7/2019 at approximately 11:02 AM, it was B. With res . - _— :
On 5/7 : ’ . pect to how the facility will identify
identified by observation the door to resident residents/situations with the potential for the
room 302 was propped open.(Corrected onsite) identified concerns:
K 372| Subdivision of Building Spaces - Smoke Barrie
S&=F; CFR(s): NFPA 101 The Administrator, Director of Engineering or

Subdivision of Building Spaces - Smoke Barrier
Construction

2012 EXISTING

Smoke barriers shall be constructed io a 1/2-hour
fire resistance rating per 8.5. Smoke batriers
shall be permitted to terminate at an atrium wall,
Smoke dampers are not required in duct
penetrations in fully ducted HVAC systems where
an approved sprinkler system is instalied for
smoke compartments adjacent to the smoke
barrier.

19.3.7.3, 8.6.7.1(1)

| Describe any mechanical smoke control system

designee will conduct observational rounds to
confirm that the doors are not obstructed and
close properly and positively latch.

I
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K 372| Continued From page 4 1 C. With respect to how the plan of correction
in REMARKS. will be monitored:
This REQUIREMENT is not met as evidenced '
by: The Director of Engineering and/or designee will
Surveyor: 29282 conduct monthly operational inspections for 3 monthg
Based on observation the facility failed to confirm that:
maintain rated walls. This has the possibility to
affect 35% of the residents. Doors are not obstructed and close properly and
o positively latch.
The Findings Include:
On 5/7/2019 at approximately 11:06 AM, it was Issues identified will be addressed and resolved.
identified by observation there was an unsegted
penetration in the rated wall at the north stairwell. The findings of the monthly inspections will be
On 5/7/2019 at approximately 11:40 AM, it was ' pQres$tnteAd by the Dge?;or of Engineering in the
identified by observation there was an unsealed C;Aa!;!y 58‘:? ance Performance Improvement
penetration in the rated wall at the east stairwell. ( ) meetings.
K 521 HVAGC ‘| During and at the conclusion of the three months
55=p| CFR(s): NFPA 101 the QAP cormittee will re-evaluate and initiate
HVAC | hecessary action or extend the review period.
Heating, venilation, and air conditioning shall D. With respect to how the plan will be reported
comply with 8.2 and shall be installed in during QAPI and for how long:
accordance with the manufacturer's o :
specifications. The Administrator is responsible for confirming
185.2.1,18.5.2.1,9.2 implementation and ongoing compliance with the
components of this plan of correction, addressing,
l and resolving variances that may occur.
‘ . . i The Administrator is responsible for confirming the
This REQUIREMENT is not met as evidenced | Bstatus of this Plan of Correction is reviewed and
by: Hiscussed at QAP| meetings and action initiated If regpired.
Surveyor: 29282
Based on observation the facility failed to prevent ‘
dust accumulation. This has the possibility to TR -
P y K-372 |A. With respect to the specific resident/situation cikec 4
\

affect 20% of the residents.

The Findings Include:

On 5/7/2019 at approximately 10:47 AM, it was
identified by observation there was excessive
accumulation of dust on an exhaust vent in the

The Director of Engineering has confirmed that the
penetrations in the rated wall at the north stairwell
and the east stairwell have been properly sealed with

EM Fire Barrier. This work was completed on 5/8/19. |

FORM CMS-2557(02-99) Previous Versions Obsolaie
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K 521| Continued From page 5 B. With respect to how the facility will identify

physical therapy director's office closst.

K 920/ Electrical Equipment - Power Cords and Extens
g5-p| CFR{s): NFPA 101

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power
strips for non-PCREE in the patient care rooms
{outside of vicinity) meet UL 1363. In non-patient
care rooms, power strips meet other UL
standards. All power strips are used with general
precautions. Extension cords are not used as a
substitute for fixed wiring of a structure.
Extension cords. used temporarily are removed
immediately upon completion of the purpose for
which it was installed and meets the conditions of
10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA 12-5

This REQUIREMENT is not met as evidenced
by:

Surveyor: 29282

Based on observation the facility failed to
maintain control of the proper use of electrical
components. This has the possibility to affect
20% of the residents.

The Findings Include:

On 5/7/2019 at approximately 10:45 AM, it was
identified by observation there was a power strip
in use in the physical therapy director's office

t H
D, With respect to how the plan will be reported

residents/situations with the potential for the
identified concerns:

The Director of Engineering or designee will conduct
observational rounds to confirm penetrations are
properly sealed. Issues that may be identified will be
addressed and resolved by the Maintenance/Faciiities
department.

! | I
C. With respect to how the plan of correction will be
monitored:

The Director of Engineering and/or designee will conduct -
monthly observational inspections for 3 months to coniirm that;

1). Fire penetrations have been properly sealed with the appro
sealant.

Issues identified will be addressed and resolved.

The findings of the monthly inspections will be presenied
by the Director of Engineering in the Quality Assurance
Performance Improvement (QAPI) meetings.

During and at the conclusion of the three months,
the QAP! committee will re-evaluate and initiate necessary

‘action or extend the review period. 1

during QAPI and for how long:

|| The Administrator is responsible for confirming

implementation and ongoing compliance with the components
of this plan of correction, addressing, and resolving variances
that may oceur.

The Administrator is responsible for confirming the status of
this Plan of Correction is reviewed and discussed at QAPI
meetings and action initiated if required.

j l 1
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Gas Equipment - Cylinder and Container Storage
Greater than or egual to 3,000 cubic feet

Storage locations are designed, constructed, and
ventitated in accordance with 5.1.3.3.2 and
5.1.33.3.

=300 but <3,000 cubic fest

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammabies, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

in a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
siored in an enclosure. Cylinders must be
handied with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feetis on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

{X4) ID SUMMARY STATEMENT OF DEFIGIENGIES ID
PREFIX  [EACH DEFICIENCY MUST BE PRECEDED 8Y FULL REGULATORY|  PREFIX
TAG OR LSC IDENTIFYING INFORMATION) TAG

K 920! Continued From page 6 K-521
doorway.(Corrected onsite)
On 5/7/2019 at approximately 10:58 AM, it was
identified by observation there was an
unapproved multi plug in the social worker's
office.
On 5/7/2019 at approximately 11:00 AM, it was
identified by observation there was an
unapproved multi plug in room 300.

K 923! Gas Equipment - Cylinder and Container Storag

g55-pj CFR(s): NFPA 101

PROVIDER'S PLAN OF CORRECTION {X5)

(EAGH CORRECTIVE ACTION SHOULD BE COM;‘:TEET 1O
CROSS-REFERENCED TO THE APPROPRIATE. L oo
DEFCIENGY) 6/2/19

A. With respect to the specific resident/situation cited:

The Director of Housekeeping has confirmed that the
return vent in the Physical Therapy Directors office has

1 been cleaned. This was completed on 5/8/18.

I'B. With respect to how the facility will identify
j residents/situations with the potential for the

identified concerns:
i

' The Director of Housekeeping or designee will conduct

_observational rounds to confirm ventilation vents are clean.

C. With respect to how the plan of correction

1 will be monifored:

The Director of Housekeeping and/or designee will
conduct monthly observational inspections for 3 months
to confirm that:

1). Ventilation vents are clean.

Issues identified will be addressed and resolved.
The findings of the monthly inspections will be presented

{by the Director of Housekeeping in the Quality Assurance

Performance Improvement (QAPI) meetings.

'D. With respect to how the plan will be reported
during QAP and for how long:

The Administrator is responsible for confirming
implementation and ongoing compliance with the
components of this plan of correction, addressing, and
resolving variances that may occur.

The Administrator is responsible for confirming the
status of this Plan of Correction is reviewed and
discussed at QAPI meetings and action initiated if required.

FORM CMS-2567(02-99) Previous Versions Obsolete
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Storags is planned so cylinders are used in order
of which they are received from the suppfier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty cylinders
are marked to avoid confusion. Cylinders stored
in the open are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Surveyor: 29282

Based on observation the facility failed to
maintain control of oxygen storage, use and
signage. This has the possibiiity to affect 25% of
the residents.

The Findings Include:

On 5/7/2019 at approximately 10:48 AM, it was
identified by observation there was an oxygen
cylinder stored in the Physical Therapy closet not
in a rack.{Correcied onsite)

On 5/7/2019 at approximately 10:49 AM, it was
identified by observation there was oxygen in use
in Physical Therapy without signage.

) D SUMMAHY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORREGTION e on
BREFIX  [[EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY  PREFIX (EACH CORRECTIVE ACTION SHOULD BE (PLET
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE ol
DEFICIENCY) 6/2/19
K 923: Continued From page 7 :
| K-920

|
A. With respect to the specific resident/situation cited:

The Director of Engineering has confirmed that the
following items have been correctad:

1). Power strip located in PT office. Licensed electrician
came and installed the appropriate outlet.

Completed on 5/8/19

2). A hospital grade power strip was installed in the
Social Worker's office. This was completed on 5/7/19

3). Room 300: an unapproved multi plug was found. This was
removed by the Director of Engineering on 5/7/19.

B. With respect to how the facility will identify
residents/situations with the potential for the
identified concerns:

The Director of Engineering or designee will conduct

observational rounds of the facility to confirm power cords
are used appropriately and that extension cords or unapproved
multi plugs are not used.

Issues that may be identified will be addressed and
resolved by the Maintenance/Facilities department.

i
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| conduct monthly operational inspections for 3

| Issues identified will be addressed and resolved.

C. With réspect to how the plan of correction
will be monitored:

The Director of Engineering and/or designee will |
months fo confirm that;

1). power cords are used appropriately and that multi plugs
are not in use,

The findings of the monthly inspections will be
presented by the Director of Housekeeping in the
Quality Assurance Performance Improvement
(QAP1) meetings.

Curing and at the conclusion of the three months,
the QAPI committee will re-evaluate and initiate

necessary action or extend the review period.




K-920

6/2/19

D. With respect to how the plan will be reported during
QAPI and for how long:

The Administrator is responsible for confirming
implementation and ongoing compliance with the components
of this plan of correction, addressing, and resolving variances
that may occur,

The Administrator is responsible for confirming the status of
this Plan of Correction is reviewed and discussed at QAPI
meetings and action initiated if required. -

K-923

6/2/19

A. With respect to the specific resident/situation cited:

The Administrator and The Director of Engineering have
confirmed that no oxygen is being stored in the physical
therapy room.

6/2/19

B. With respect to how the facility will identify
residents/situations with the potential for the identified
concerns:

The Administrator, Director of Engineering or designee will
conduct observational rounds of the physical therapy room to
confirm that no oxygen is being stored in this area.

tssues that may be identified will be addressed and resolved.

6/2/19

C. With respect to how the plan of correction will be
monitored:

The Director of Engineering and/or designee will conduct
monthly observational inspections for 3 months to confirm
that:

'| 1). No oxygen is being stored in the physical therapy room.

Issues identified will be addressed and resolved.

The findings of the monthly inspections will be presented by
the Director of Engineering in the Quality Assurance
Performance Improvement (QAPI) meetings.

During and at the conclusion of the three months, the QAPI
committee will re-evaluate and initiate necessary action or
extend the review period.

6/2/19

D. With respect to how the plan will be reported during
QAP! and for how long:

The Administrator is responsible for confirming
implementation and ongoing compliance with the components
of this plan of correction, addressing, and resolving variances
that may occur.

The Administrator is responsible for confirming the status of
this Plan of Correction is reviewed and discussed at QAPI
meetings and action initiated if required.

Responses on the enclosed plan of correction do not constitute an admission or agreement of the
truth of the facts alleged or the conclusion set forth in the regulatory report. The responses are
prepared solely as a matter of compliance with law.




