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;
F 000 | INITIAL COMMENTS F 000 This Plan of Correction is e center’s credible ;
allsgarion of compliance, ;l
A recertification survey was conducted 03/12/13 Prapararion and/ar execaltion of this plan of corrucn'aL
through 03/14/13 to determine the facility's ' doas not canstinde edmission ar agreement by the E
compliance with Federal requirements, The provider of the truth of the fucts elleged or mnglu.rr'om
facility failed to meet the minimum requirements sl forth in the statement of deficiencies, The plan ¢
= . 1 f ©cpoprection Lrprcpa.red me/or execuied solely becausy
for recertification with the highest scope and it It required by the provisions af fadaral and state I,
severity of an "E",
F 221/ 483.13(a) RIGHT TO BE FREE FROM F 221 F221 . 412412013
§8=D | PHYSICAL RESTRAINTS Heritage Manor ensures the right of every
\ . resident to be free from any restraints |
The resident has the right to be free from any smposed for purposes of discipline or
physical restraints imposed for purposes of convenience, and not required 1o treat the
discipline or convenience, and not required fo . resident’s medical symptoms.
treat the resident’s medical symptoms. L. Residents #5 and #8 have now bech

re-cvaluated for restraints including
the risks and benefits with regard tb
the thigh straps on their Brod’a

+ ~~ThisREQUIREMENT is not met as-evidenced Shairs.

by: o ) ! 2, All residents will ba reviewed

Based on observation, interview, record review, nurse ‘management to include the

and review of the facility's policy/procedure, it was DNS, Unit Msnagers, Sta

determined the facility falled to identify an Deve’lopment Coord{nato,r Case
p assistive device as a physical restraint and Manager and MDS Coordinator

assess for the risks and benefits of the device
prior to its use for two residents (#5 and #8), in
the selected sample of sixteen (16} residents,
The facllity used the Broda chair with thigh straps,
restricting the mavement of both residents;
however, the facility did not identify and assess
tha thigh sfrap as a physical restraint

cosure " that any devices whic
restrict freedom of movement dr
normm! access to one's body are
asscssed 3s restraipts  including
Hsks and benefits with changes
mado where vecessary, !
3. All licensed saff will be -
-gserviced by the staff development -
cogrdinator on the recogmition ¢f
restraints and proper asscssmenis
in¢luding risks and benefts by
April 24, 2013, '

H
:

The findings include:

A review of the Restraints policy/procedure, fast
revised D4/28/09, revealed the definition of a
physical restraint was a3 foliows; Any manual
mathod ar physical or mechanical device,
material, or equipment aftached or adjacent to

LAESOZIKUP\Y DlRECTOR'&‘g MWESENTAT%'S SIGNATURE TITLE (483 DATE
/A’é )\/(cdm, rJuf-w—e N[ ST
14

Ary dEfLIERGY SEETIENNending With an asterisk () danotes & defidency which the Insfitwtion may be excusad from corpeciing proV}ding itis aetermined that
other safeguards proids gufficient protection to the patients, (See Instructions ) Excapt for nuraing homes, the findings staled sbove are disclosable 90 days
feliowing the date of survay Wijether or not a plan of correction is providad, For nueaing homes, the above findings and pians of catection are disclosable 14
days follewing the date these’decuments are made avallable to Lhe facility. If deficlencles are ched, an approved plan of cormaction is requisite 10 continuad
progeem participation.
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F 2211 Continued From page 1 F221 o b1 h s ereddibl X
the resident's bedy that the individual cannot a’?’,ﬂ;ﬁﬁ'},‘f{,‘jﬁ:ﬁfﬁﬁ,,” eomerserede
remove e3sily which restricts freaedom of
movement or normal ascess to one's body, The , Prepararien and/or execution of this plon of correction
policy further revealed in the context of the ' docs ot constinice admission or agreement by tha
A N . . provider of the muth gf the focts alleged or conclusions
individual resident's condition and circumstances, 5¢i forth in the statement of deficiencies. The plan of
; the potential risks and benefits of all options correction is prepared andfor exccwied solely beooise,
| under consideration would be explained o the i is requirad by the provisions of faderal and siate tanf.
resident and/or responsible party. The facility '
would assess and carg plan for resfraint use on 4. The Unit Managers will rcvie&.r
an ongeing basis, . physician orders daily for any new
orders far mechanjcal devic
1. Arecord review revealed Resident #5 was conduct a montily audit qof
admitted to the facllity on 10/28/11 with diagnoses ‘ residents with any mechanicdl
to include Hemiplegia due to Cerebrovascular device, material, or equipmerit
Disease, Paralysis Agitans, and Senile Dementia attached to ‘or adjacent 1o the
with Delusional Features, A review of the resident’s body for determination g
quarterly Minimum Data Set (MDS) assessment, a restraint and assess for risks any
, ———-dnted 12/26/12, revealed the facllity. sssessed.the . tensfits, The Director of Nurein
resident as moderafely cognitively impaired and will mondtor the results of the audy
required extansive assistance with bed mobility snd rTeport to the Performance
and transfer. The MDS revealed the resident Improvement Committee monthl}
deoes not ambulate, for three months and quarterly
’ thereafter until substantia]
Areview of the Physiclan's orders, dated compliznce is achieved.
01/10/13, revealed a thigh strap was added to the
Breda chair to promote functional postural
alignment. A revlew of the Physical Restraing
Evaluation (Part 1), dated 01/15/13, revealed
restraint use was being considered for Resident
#5 as the thigh strap was added to the Broda
chalr. There were no risks discussed In the
evaluation related to the use of the thigh strap.
Review of the Physicat Restraint Evaluation {Part
2), dated 01/17/13, revealed the thigh strap to the
Broda chair was not considered a restraint as the
resident was non-ambutatory,
Cbservations on 03/12/13 at 2:45 PM, 3:30 PM,
- FORM CMB-2587{02.95) Previous Verslons Obsolste Evant 1I0;VIVE14 Facitty ;100481 if gontinuation ehest Page 209
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and 03/13/13 at 1:45 PM, and 03/14/13 at 9:25
AM, revealed Resident #5 was ih a Broda chair
with a thigh straps attached. The observation on
03/14/13 af 9:25 AM revealed the resident was
able to make slight movements upon command:
however, the thigh strap restricted the resident's
movement.

An interview with Licensed Practical Nurse (LPN)
#4, on 03/14/13 at 10:55 AM, revealed she

» completed the Physfcal Restraint Evaluation on

| Resident #6. She revealed the resident was
assesged for the thigh strap bacause he/she

| would "scool” and "slide" down it the Broda chair.
. The thigh strap was added to prevent the resident
from injury or falling. She stated the thigh strap
was not considered a restraint as the resident did
not ambulate; however, she verified the thigh
strap restricted the resident's movement when up
!in the Broda chair.

! An interview with the Director of Nursing {DON).
on 03/14/13 at 4:55 PM, revealed she expected
the staff to assess devices that restrict a

| resident's movement as a restraint, per the policy.
The assessment shouid Include risks and
benefits of using the restraint,

2, Arecord review revealed Resident #8 was
admitted to the facility on 04/13/11 with diagnoses
1o include Huntington's Chorea and history of
falls. Areview of the quarterly MDS assessment,
dated 02/12/13, revealed the facility assessed
Resident #8 as severely cognitively impaired,

| Areview of a physician order, dafed 05/08/12,
revealed the resident should have thigh straps
when up in Broda chair for good aflgnrent and
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' safety in seating.

A review of the Interdisciplinary Physical Restraint

* Evaluation, dated 11/26/12, revealed the Broda

chair was assessed as a restraint for Resident
#8; howaver, further review revealed thera was

| no assessment conducted refated to the thigh

siraps,

Observation on 03/14/13 at 11:48 AM and 3:45

i PM revealed Resident #8 was in a Broda chair in

the hall with thigh straps attached to the thighs.

Interviews with Cenified Nursing Aide (CNA) #3
and CNA #6, on 03/14/13 at 3:45 PM revealed
Resident #8 always has the thigh straps on evary
time he is In the Broda chair.

Interview with LPN #4, on 03/14/13 at 4:00 PM,
revealed Resident #8 started wearing the thigh
straps not long afler he/she came {o the facility,
She stated the straps were on the nursing
assessment as a positioning device. She
revealed the facility does not consider the straps
a restraint but if the resident was having jerking
movements related fo hisfer diagnosis, the
straps would rastrict the resident's movemenits.

Interview with the DON, on 03/14/13 at 5:09 PM,

{ revealed the Interdisciplinary Team completes an

evaluation assessment and determines if the
device is a restraint. She stated the thigh straps
preven! the residents from sliding and keep
residents in a better position. She stated she
woulld have expected the thigh straps to be
assessed to detérming if they were a restraint for
the resident and for the benefits and risks in the
use of the straps,
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T Findings }

Minimum

F 281 | 483.20(k)}3)(i) SERVICES PROVIDED MEET
$$=0 | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quaiity.

This REQUIREMENT is not met as evidenced

Based on ohservation, interview and record
review it was determined the facility failed to
ensure services provided meet professional
standards relfated to failure to follow the
Physician's order for a therapeutic diet for one (1)
resident (#4), in the selected sample of sixteen
(16) residents,

nchude:

Arecord review revealed Resident #4 was
admitted to the facility with diagnoses to include
_ History of Esophageal Dilatation, Muscle

A Weakness and Depression, Review ofa

Data Set (MDS) significant change

assessment, dated 04/25/13, revealed the facility
had assessed Resident #4 with mild cognitive
impairment Speech Therapy evaluated Resident
#4 on 01/21/13 ahd placed the residenton a
forlified regular puree diet. The diet order was
changed on 02/08/13 to a full liquid regular diet
and smooth pudding and yogurt when the
resident and family refused to consider a feeding
tube or esophageal dilatation,

A review of Physician's orders, dated 03/01/13,
revealed Resident #4's prescribed diet order was
for FULL LIQUID DIET, regular Hiquids and may

This Plan of Correction is the center's credible
F 281 allegation of complience. '

Preparalion andlor execution of this plan of corvection
) tloet not constitute odmission or agreement by the

' provider of the truth of the focts alleged or conclusions
set forih in the stotement of deficiencies. The plan af
correction is prepared and/or executed soluly becouse
iris vequired by the provisions of federal and state law.

E-281 4724113
The services provided or arranged by
Heritage Manor Health Care Center will

meet professional standards of quality.

1. Resident #4 is now being served
meals  as  prescribed by the
residenti’s physician,

2. All residents with therapeutic diets
will  be audited by nurse
management to include the DNS,
Unit Managers, Staff Development
Coordinator, Case Manager and
MDS Coordinator to ensure all
residents are belng served meals as
prescribed by their physician,

3. Al dietary staff, CNAs and
licensed nurses will be in-serviced
on or before April 24, 2012 by the
Staff Development Coordinator on
the importance of serving meals in
accordance * with  physician’s
prescribed diets. Quality checks
will be made on afl therapeutic
digts both at the serving line and
point of service for all meals.
Licensed nurses will be instructed
to view trays upon delivery to
enstre they have been
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Each res(dent receives and the facilty provides
food prepared in a form designed to meet
individual needs,

This REQUIREMENT is not met as evidenced
by:

Based on observatlon interview, record review
and review of the facility's policy/procedura it was
deterrnined the facility failed to ensure their
system to ensure residents received food
prepared in a form designed to meet the
individual needs for one (1) resident (#4), in a
selected sample of sixteen (18) residents. An
observation on 03/13/13 revealed the resident
was served soup with noodles and chunks of
meat instead of a full liquid diet with pudding and
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) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION f )
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: . This Plan of Correction ix the center's credihle
F 281 ; Continued From page 5 F 281! atsgotion of compliance.
! have smooth yogurt and smooth pudding. :
FPreparation and/or execution of this pian of correction
. . . tloes nal constine odmission or agréement by the
Observation on 03!1:?!13 at 12:45 PM revealed provider of the truth of the facts alleged or conclusions
sfaff r!ad served Resident #4 soup with noodles set forth in the statement of daficiencies. The plan of
i and piecas of mest. Resldent#4 did not eat the correction is prepared andlor executed solely because
| 8oup and stated the staff knew he/she could not it is required by the provisions of federal and state lo,
| eat what was served, i
An interview with the Director of Nursing (DON), prepared according to the
on 03/13/13 at 1;30 PM, revealed Resident #4 resident's prescribed diet to ensure
was not to have anything but fu" ﬁquid Mth [his deﬁciency does not reoecly.,
pudding and yogurt as prescribed by the 4. Tvay accuracy checks will be
resident's physician. performed on ten ways weekly for
) four weeks and monthly thereafter
An interview with the Registerad Dietician (RD), by the ED, DNS and!oryR: istered
on 03/13/13 at 2:10 PM, revealed she expected D)f titi W"E:h 1ts repor % h
Resident #4 to be served a full liquid diet as the li.i 1an With resu rep OIFG (o the
.- —.LPhyslcian-had prescribed. periormance mmprovement
F 365 | 483.35(d)(3) FOOD IN FORM TO MEET F 365 commitee monthly for three |
ss=D | INDIVIDUAL NEEDS months then quarterly thereafter

until substantial compliance s
achieved with overall monitoring of
this process being completed by the
Director of Nussing.
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i yogurt.

5 Findings include:
1

! Areview of the facllity's policy titled, Basic

i Resident Meal Service, dated 10/31/09, revealed
for staff to check tray card with meal being served
for appropriate diet, liquids, ikes/disiikes and

condiments.

Arecord review revealed Resident #4 was
admitted to the facllity with diagnoses to include
History of Esophageal Dilatation and Muscle
Weaknass. A review of a Minimum Data Set
(MDS) significant change assessment, dated
01/26/13, revealed the facility had assessed
Resident #4 with mild cognitive impairment. .

A review of 8 Dysphagia Evaiyation/Swallowing
Frofile, dated 01/21/13, reverled Resident #4 was
placad on a fortified regular pureed diet. A review
of a nurse's notes, revealed the diet was changed
. to a full fiquid diet on 01/25/13 and pudding and
3 yogurt.were added on on 02/07/13. Further
review revealed the resident and family refused to
consider a feeding Wbe or esophageal difatation.

Arteview of Physician's orders, dated 03/01/13,
revealed Rasident #4's prescribed diet order was
a FULL LIQUID DIET, regutar liquids and may
have yogurt and smooth pudding.

An cbservation, on 03/13/13 at 12:45 PM,
revealad staff had served the resident soup with
noodtes and pieces of meat. Resident #4 stated .
he/she could not eat what was served and that
the staff knew he/she could not eat It Resident
4 did not eat the soup.

This Plon of Correction is the cemtar's credible
Fags! allsgation of compliance.

Preparation ond/or execution of this plan of correction
does not congtiture admission or agreemen{ by the

. provider of the truth of the facts alleged or conclisions
Set forth in the statement of deficiencies. The plan of
correction (s prepared and/or axecited solely hacause
I is required by the provisions of federal and stare law.

.F-365 4724713
Heritage Manor Health Care Center will

ensure the facility provides food prepared in

a form designed to meet individual needs,

1. Resident #4 is now being served
meals as prescribed by the
resident’s physician.

2. All residents with therapeutic diets
will  be audited by nurse
management 10 include the DNS,
Unit Managers, Staff Development
Cooxdinator, Case Manager and
MDS Coordinator to ensure all
residents are being served meals ag
prescribed by their physician.

3. Al dietary staff, CNAs and
licensed nwses will be in-serviced
on or before April 24, 2012 by the
Staff Development Coordinator op
the importance of serving meals in
accordance . with  physician’s
prescribed diets, Quality checks
will be made on all therapeutic diets
both at the serving line and point of
service for all meals. Licensed
nurses will be instructed to view
Irays upon delivery to ensure they
have becn prepared according to the
resident’s prescribed diet to ensure
this
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Preparation and/or execiion of this plan of correction

An interview with the Director of Nursing (DON),
on 03/13/13 at 1:30 PM, revealed Resident #4
was on a full liquid diet and kitchen staff should
not have put soup with noodles and meat chunks
on the resident's fray and additionally, the staff
serving the tray should have looked at the diet
card and recognized the resident was not to have
anything but full liquid with pudding and yogurt as
prescribed by the resident's physician.

An Interview with the Registered Dietician (RD),
on 03/13/13 at 2:10 PM, revealed she expected
Resident #4 (o receive a full liquid diet as
prescribed. The RD stated the potential outcome
of consuining food that was not full liquid as
prescribed would be choking and aspiration,

. .-She slated_the kitchen.staff should. have followed

what was on the resident's dietary card when
plating the foed. Sha ravealed noodles and
piecae of meat in the soup were not part of a
liquid diet and could be potentialiy hazardous for
the resident due to the risk for choking or
aspiration. She stated staff serving the resident
trays should have observed the resident dist card
and ensured what was being served was
appropriate.

An interview with the Speech Language
Pathologist (ST), on 03/13/13 at 2:25 PM,
revealed Resident #4 had been referred to her for
evaluation on 01/21/13 because the resident had
not been eating and was comptaining of food
"getting stuck’. The ST stated she dstermined
the resident had moderate to savere esophagesl
stricture as the resident had a suetion sound
when altempting 10 swallow as food was not
passing correctly. The ST changed the

tloas nat constitute odmission or agreement by the
provider of the truth of the facts alleged or conclusions
s2t forth in the slatement of defictencies. The plan of
corraction is prepared and/or exeguted solely becausa
it is required by the provisions of federal and siare law,

deficiency does not reoccur,

Tray accuracy checks will be
performed on ten trays weekly for
four weeks and monthly thereafter
by the ED and/or DNS and/or
Registered Dietitian with results
reported  to  the performance .
improvement committee monthly
for three months then quarterly
thereafter unéil substantial
compliance is achieved with overall
monitoring of this process being
completed by the Director of
Nursing.
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F 365 : Continued From page 8 F 365

 resident’s diet order to full llquid for safaty and to

| prevent aspiration. The ST additionally stated
Rasident #4 should not have been served soup
with noodles and meat chunks as solidgs couldni

: pass correctly and the resident could have
experienced a sensation of the foad baing stuck
which could have caused vomiting and the risk for
aspiration,

|
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K 000 i Continued From page 1

I;

: Deficiencies were cited with the highest
! deficlency identified at "E” fevel.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD
88=E
Exit access is arranged so that exits zre readily
accessible at all times in accordanca with section
74, 19.2.1

‘

This STANDARD is not met as evidenced by:

- +Based on cbservation and inferview, it was
detenmined the facility falled to ensure egress
doors and exits ware maintained in acoordance
with NFPA standards. The deficiency had the
potential to affect five (5) of twelve (12) smoke
. compartments, seventy-six (76) residents, staff
! and visitors, The facility is certified for one
hundred (100) beds and the census was
sevenly-ninz {79) on the day of the survey. The
facllity falled to ensure all egress doors had the
proper signage for delayed egress doors.

The findings include:

Observation, on 03/14/13 at 9:05 AM with the
Maintenanca Direclor, revealed three doors in the
facliity were equipped with signage for the
delayed egress doors with no contrastin
background on the signs. ’

i Interview, on 03/14/13 at 9:05 AM with the

This Plan of Correction is the center's credible
K 00Q| allegetion of complionce.

Preparation and/or execution of this plan of correction

does not constitute admission or agreement by the

‘ provider of the tnuth of the facis alleged or conclusions
K 038| setforth in the statement of deficiencies. The plan of

correction is prepared ond/or executed solely because

itis required by the provisions of federal and siate law,

K038 4/24/13
Heritage Manor Health Care Center will

ensure exit access Is arvanged so that exits

are readily accessible at all times in
accordance with section 7.1, 19.2.1

1, The signage on the exit doors now

have a contrasting background so they are ,
readily visable. ‘
2 All exit doors in the facility have

been examined for proper signage and
corrections made where necessary. :
3. Maintenance will include exit doors :
during weekly facility rounds to ensure
appropriate signage remains in place.

4, The Executive Director  will

monitor preventative maintenance rounds
performed by meaintenance divector weekly

for 90 days, then quarterly for continued

door sighage compliance.
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K 038 [ Continued From page 2 K038

Maintenance Director, reveated he was unaware
the signs must have a contrasting background.

“ Reference: NFPA 101 (2000 Edition)

1 19,2.2.2.4

Doors within a required means of egress shall not

be equipped with a latch or lock that requires the

use of a tool or key from the egress side,

Exception No. 1; Door-locking arrangements

without delayed egress shall be permitted in

» health care occupancies, or postions of health

" care occupancies, where the ¢finical needs of the

patignts require specialized security measures for

their safety, provided that staff can readily unlock

such doors at all times. (See 19.1.1.1.5 and

i 19.22.25)

Exception No. 2*: Delayed-egress locks

complying with 7.2.1.6.1 shall be permitted,

provided that not more than one such device is

located in any egress path.

Excaption No. 3. Access-controlied egress doors
complying with 7.2.1.6.2 shall be pemited.

7.2.1.6.1 Delayed-Egress Locks. Approved,
listed, detayed egress

. locks shall be permitted to be installed on doors
seving

low and ordinary hazard contents In buitdings
protected

: throughout by an approved, supervised automatic
fire detection

system in accordance with Section 9.6, or an
approved,

- supervised automatic sprinkler system In
accordance with Section

9.7, and where parmitled in Chapters 12 through

FORM CMS$-2567(D2-99) Provivus Versions Oosolale Evant 1D, VIVH21 Faetiy 10: 100481 If continuation sheet Page 3 of 9
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. 42, provided
: that the following criteria are met.

t (a) The doors shall unlock upen actuation of an
approved, supervised automatic sprinkler system
in accordance
with Seclion 9.7 or upon the actuation of any heat
i detector or activation of not more than two smoke
detectors
of an approved, supervised automatic fire
detection system in

accerdance with Section 9.6.

(b} The doors shall unlock upon logs of power
controlling
the lock or locking mechanism.

£ () An irreversible process shall release the fock
within 15
| $econds upon application of a force {0 the release
device
i required in 7.2,1.5.4 that shall not be required to
| exceed 15 Jbf
{67 N) nor be required to be continuously applied
! for more
than 3 seconds. The initiation of the release
process shall activate
' an audible signal in the vicinity of the door. Once
the
door lock has been released by the application of
i foree to the
refeasing device, relocking shalt be by manual
means only. :
Exception: Where approved by the authority
having jurizdiction, a delay
not exceeding 30 seconds shali be permilted,

: {d) "On the door adjacent to the relzasg device,

K038
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o | SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION P o
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE | couptenon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE i
| DEFIGIENGY) :
i :
! b
K 038 | Continued From page 3
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TAG 1 REGULATORY OR LSC 10ENTIFYING INFORMATION) t TAG GCROSS-REFERENCED TO THE APPROPRIATE d
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K 038 | Gontinued From page 4 | K 038 Zﬁ;; ﬁcg; i{f f:;r;[cg::e!.: e canter's ¢rediply
there
i shall be a readily visible, durable sign in letters f;;:‘;’Zﬁ‘;i’;;f:ﬁ’;}‘;‘fﬂ:z:;’{ g“":ef;{i:;f b"":}:’;’"fm
| notless than 1 1. (2.5 cm) high and not less than . provider of the iruth of the faoes aliveed or epetosions
1/8 In. (0.3 em} in stroke width on a contrasting set forth in the statement of deficiencies. The plon of
background that reads as follows: correction is prepared andior executed solely becouse
PUSH UNTILALARM SOUNDS &t i required by the provisions af federal and 1ate law.
DOOR CAN BE OPENED IN 15 SECONDS
K051 | NFPA 101 LIFE SAFETY CODE STANDARD Kostf K051 4/24/13.
58=D Heritage Manor Health Care Center will ;
A fire alarm system with approved components, ensure the building fire alarm system is
devices or equipment is installed according to installed as required by NFPA standards.
NFPA 72, National Fire Alarm Code, to provide L. A manual pull station has. been
effactive warning of fire In any part of the building. installed within 35 feet of the exit door,
Activation of the complete fire alarm system Is by 2. Al exit doors throughout the
::3;:1“1';3:;3'3"“{'““'3“"“'t?”“’":f‘:!c ?e{t-ecuo,n or facility will be examined to ensure a manua)
ng g system operation. Pull stations in pull station is located within 5 feet of the
patient sleeping areas may be omitted provided exit doors
—that-manual-pull stations are within-200-feet of ; \ ,
nurse's stations, Pull stations zre Jocated in the 3. Pull stations on exit doors will be a
path of egress. Electronic of written records of part of the Mainten..ﬂnce ]?ilrector's weekly
tests are available. A refiable second source of rounds to ensure this deficiency does not
power is provided, Fire alam systems are Igoccur,
maintsined in accordance with NFPA 72 and 4. The Executive Director will review
records of maintenance are kept readily available. dajly preventative maintenance rounds for
There is remote annunciation of the fire atarm 90 days, then quarierly for continued
system to an approved central station.  19.9.4, compliance.
9.6
r
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K 051, Continued From page 5 - K051

This STANDARD s not met ag evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the
buikling fire alarm system was installed as
- required by NFPA standards. The deficlency had
the potential to affect two (2) of twelve (12)
smoke companments, residents, staff and
visitors. The facility is certified for one hundred
(100} bads and the census was seventy-nine (79) !
- on the day of the survey. The facility failed to
ensure the one (1) exit had a manual fire alarm
pull station located within five (5) feet.

The findings include:

Observation, on 03/14/13 at 10:55 AM with the
: Malntenance Director, revealed the exit at the
back of the facility next to the laundry room,
through the break room, did not hava 8 manual
i Pull station located within 5 feet of the exit door.

; Interview, on D3/14/13 at 10:55 AM with the
Maintenance Direotor, revealed the facility made
the exit path through this doer since the last
survey and was Unaware a manual fire alarm pull
must be at every exit,

i Reference; NFPA 101 (2000 Edition).

i 19.3.4.2% Initiation.

; Initiation of the required fire alarm systems shall
be by manual means in accordance with 9.6.2
and by means of any required sprinkler systam

| waterflow alarms, detection devices, or detection
systems.

. Exception No, 1: Manual fire alarm boxes in
i patient slgeping areas shall not be required at
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i This Plan of Correction is the center's credible :
K 051! Gontinued From page 8 K081| elegation of complivnce.
j exits if located at 2l nurses' control stations or Preparation and/or execution of this plan of correction
other continuously attended staff location, does not constitite admission or agreemant by the
provided that such manual fire alarm boxes are providar of the truth of the facts olleged or conclusions
visible and continuously accessible and that travel st forth in the siatement of deficiencles. The plan of
distances required by 9.6.2.4 are not exceeded correction is prepored and/or executed solely hecause
o ’ itis required by the provisions of federal ond state low.
K 143 | NFPA 101 LIFE SAFETY CODE STANDARD K 143 guirecy the pr /federalond s
55=D K143 4/24/13

Transferring of oxygen is:

(2) separated from any portion of a facility
wharein patlents are housed, examined, or
treated by a separation of a fire barrier of 1-hour
fire-resistive construction;

{b} in an srea that is mechanically ventilated,
sprinkiered, and has seramic or concrete flooring;
and

{¢) In an area posted with signs indieating that
transferring is oceurring, and that smoking in the
immediate area is not permitted in accordance
with NFPA 99 and the Compressed Gas
Association. 8.6.25.2

This STANDARD ig not met a8 evidenced by:
Based on observation, interview and plan of
correction review, it was determined the facitity
failed to assure the room being used to transfer
liquid oxygen was rated per NFPA requirements,
The deficiency had the potential to affect two (2)
of twelve {12) smoke compartments, twenty-six
{26) residents, staff and visitors. The facility is

Heritage Manor Health Care Center will
assure the room being used to transfer liquid
oxygen is rated per NFPA requirements.

1.

A new door frame will be installed
for the oxygen room which has a
label proving it is in compliance
with NFPA requirements.

All Oxygen room doors throughout
the building will be examined to
ensure they aré in compliance with
state and federal rtegulations and
NFPA requirements. .
Oxygen room doors will be a part
of the Malntenance Dircotor's
weekly rounds to ensure
compllance is maintained.

The Executive Director will review
preventative maintenance rounds
for oxygen supply room compliance
for 90 days and quarteyly for
continued compliance..
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K 143 | Continued From page 7 K143

 cartifiad for one hundred {100) beds and the
; CENSUs was saventy-nine (79} on the day of the

i survey. The facility failed lo ensure the oxygen

i transferring room had a fire rated door frame that
had a 1 hour fire resistive rating,

- The findings include:

Observation, on 03/14/13 at 10:10 AM with the
Maintenance Diractor, revealed the oxygen
trans-filling room did not have a fire rated door
frame installed, The door frame is slaal but there
have been modifisations made since the frame
was instalied pew.

Interview, on 03/14/13 at 10:10 AM with the
Maintenance Director, revealed he was under the
impression if the door had {he rafing tag the

I frame would be rated the same.

i Reference: NFPA 98 (1099 Edition).

: 8-6,2.5.2 Transferring Liquid Oxygen.

| Transferring of liquid oxygen from one container

i to another shall be accomplished at a location

| specifically designated for the transferring that is

1 as follows:

i 8. Separated from any portion of a facility wherein
i patients are housed, examined, or treated by a

| separation of a fire barrier of 1-hour fire-resistive

. construclion; and

| b. The area is mechanically ventilzated, is

* sprinkfered, and has ceramio or concrete flooring;
i and
! ¢. The area is posted with signs indicating that

| fransferring is occurring, and that smoking in the
! immediate area is not permitted.

f Transferring shall be accomplished utilizing
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K143 | Continued From page 8

equipment designed to comply with the

performance requirements and producers of CGA

Pamphlet P-2,6, Transfilling of Low-Prassure

Liquid Oxygen to be Used for Respiration, and

adhering to those procedures.

" The use and operation of small portable liquid

| oxygen systems shall comply with the

requirements of CGA Pamphlet P-2.7, Gulde for

the Safe Storage, Handling and Use of Portable
Liquid Oxygen Systerns in Health Cars Facilities.

K 143

FORM CMS-2667(02.99) Previous Versions Obsalels Event ID; VIvE24

Faclkty ID: 100481 {f continuation sheet Page € of 9




