Dec. 31. 2015 3:34PM

DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES ) PROVIDER/SUPPLIER/GLIA
AND PLAN OF GORRECTION _ IDENTIFICATION NUMBER:

445118

No. 2129 P, 48

PRINTED: 12/16/2015

FORM APPROVED
OMB NO., 0938-0391
(X2 MULTIPLE GONSTRUCTION (X3) DATE SURVEY
A SUILDING 01 » MAIN BUILDING 01 COMPLETED
BWNG 1210812016

MAMIZ OF PROVIDER OR SUPPLIER

ASHTON PLAGE HEALTH & REHAR CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4030 WALNUT GROVE RD
MEMPHIS, TN 38111

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORREGTION

iD
éﬁ%;& (EAGH DEFIGIENGY MUST BE PRECEDEE 8Y FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIEYING INFORMATION) TAG GROSS-REFEAENCED TO THEAPFPROPRIATE DATR
. DEFICIENCY)
K018
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 1.10-2016
'SS=D », ¥ ¥
Doors protecting corridor openings in other than Fow the corrective action(s) will
required enclosures of vertical openings, exits, ar be accomplished for those
hazardous areas are substantial doors, such as residents found to have been
those constructed of 1% inch solid-bonded core ; )
wood, or capable of resisting fire for at least 20 affected by the deficient practice.
minutes, Doors In sprinklered huildings are only o .
required to resist the passage of smoke. There is Dining room doors will be replaced
no impediment to the closing of the doors. Doors by 1-10-16. Kitchen door in to the
are provided with a means suitable for keeping : 10
the door closed. Dutch doors meeting 19.3.6.3.8 cl'.omdox will be replaced by 1-10
are permitted. 10.3.6.3 0.
Roller laiches are prohibited by CM8 regulations How the facility will identify
In all heaith care facilities. other regidents having fhe
potential to be affected by the
same deficient practice.
' All residents have the potential to
be affected.
This STANDARD is not met denced b ‘What measure will be put in
is is not met as evidenced by 2
Based on observation, the facility failed to ' piace ox systemuic c‘];ang_es made
rmaintain all doars protecting carridor openings. to ensure that the deficient
practice will mot recur.
The findings included: :
1. Observations of the dining rooms doors on ﬂm z:dmunstha'tor 1n~ser§10ed the
4277115 at 12:10 PM, revealed the doors wouid aintenence Dixector anc
not close. maintenance workers on ensunng
» Gl < e Kitchen door Into h that doors protecting corridor
_ Observations of the on door into the .
- cridor on 12/7115 at 12:12 PM, revealed the ‘_’Pcm;ligs Sh““lfhha‘f s
door would not close. - impediment to the closing o1 the
doors on 12-30-15. A Maintenance
These findings were verified by the maintenance l Inspection Andit will be completed
LABORATORY DIRECTOR'S o%ﬂﬁﬂ REPRESENTATIVE'S SIGNATURE TITLE ) (X8) DATE
e o L& - Qlynircatnien | 230

Any deficlency state

olher safeguards provide aufficient protection to the palients. (See Instructions.)
date of survey whether or not a plan of correction {a providad. For nursing
I deficiencles are clited, n approved plen of corraction la requislite to continued

following the
days following the date these documents are made avallable to the facility.

program participation.
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smoke harriers are constru
least a one half hour fire resistance rating in
aceordance with 8.3. Smoke parriers may

um wall. Windows aré
protected by fire-rated glazing or by wired glass
panels and steel frames. A minim
riments are provided on each
floor. Dampers are not required in
penetrations of smolce bartiers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 18375, 191.6.8, 19.1.6.4

terminate at an atri

Thig STANDARD {s not metas evidenced by:

National Fire Protection Association (NFPA) 101,

8.3.6.1 (2000 Edition)

Basedon ©
maintain all fire &

445118
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The findings included:

1. Obgervations above the fire do
parber shop On 1207115 at 12:30 PM, revealed
open penetrations and older sealed penefrations

in the fire barier were not sealed.

2. Observations apove the fire do
dining room on 42/7/15 at 12:35 pM, revealed

penetrations.
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protecting corridot openings.

Facilt
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DEFICIENGY)

Hov the facitity will
corrective actions 1o

deficient practice is being
corrected and will not yeeur,

The Maintenance Director will
present the findings of his
Maintenance nspection Audit
monthly ongoing to the Quality
Agsurance Performance
Tmprovement Cormittee
(Assistant Director of Nursing or
Staff Development Coordinator) to
the Quality Agsurance Performance

Committee (Members

Quality Assurance Performance

Committee include: Commitice

Safety Representative;

Coontrol Representative/ Staff

Dévelopment Coordinator;

Rehabilitation Director, and
Medical Records Director.) for
furfher recommendations and/or

follow up 83 needed.

‘Chaixperson — Administrator;
Director of Nutsing; Agsigtant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Qeryices Director; Activities
Director; Bnvironmental Director/
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3. Observations of resident room 251 on 1218115
a1 8:35 AM, revealed & penetration pehind bed.

How the corrective action(s) wilk
be accomplished for those
yesidents found to have been
affected by the deficient practice.

4. Opservations of resident room 253 on 12/8/15
at B:60 AM, revealed 8 penetration behind bed A.

5, Ohservations of the C-2 shower room on.
12/8/15 at 8:55 AN, revealed 2 penetration above
fhe door and above the wheel chair shower stall.

Penstrations above the fire doors
qear the barber shop Wele repaired
on 12-14-15 Penetrations above the
fire doors WeL® repaired on 12-14-
15. Penetrations in rooms 251 was
repeired on 12-24-15,253 on 12-

30-15, 264 on 12-24-15, and 266
on 12-24-15. Penetrations in C-2
shower room Were repaired on 12-
24-15. Phone jack in room 272 was
repaired on 192.24-15. Ceiling in
room 380 repaired 12-29-15

8. Ohservations of resident reom 264 on 12/8115
at 8:55 AM, revealed @ penatration pbehind bed B.

7. Obsgervations of resident room 266 on 12/8/15
at 9:00 AM, revegled 8 penetration ground the
receptacte box pehind bed A.

8. Observations of rasident room 272 on 128115
at ©:05 AM, revealed the phone jack receptacie
was not secured in wall.

g. Observations of residents’ room 280 on
12/8/15 at 9:40 AM, revealed & section of celiing

had been removed. Fow the facility will jdentify

» : ther residents having the
These findings wWeré verified by fhe maintenance o X
girector during the tour of the facility and potential to be affected by the

acknowledged by the administrator during the exit same deficient practice.
conference on 12/8/15.

NFPA 101 LIFE SAFETY CODE STANDARD

All residents have the potential to
be affected.

One hour fire rated construction (with % hour

fire-rated doors) or an approved autormnatic flre

extinguishing system in accordance With 8,% “What measure will be put in
andfor 19.3.54 protects hazardous areas. en Jace or SySte ic change ade
the approved automatic fire extinguishing system 1: i _s{h ﬂlh a ’;ﬁ d :n
option Is used, the areas are separated from 0 ensaxe L at the delicien

other spaces by amoke resisting partitions and practice will not recuax.

FORM CME-2567(02-09) Previous Veralons Obgolete Eyant 10;IMG21 Facilty ID: TNBOO7 If continuafion sheat Page
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doors. Poors are seli-closing and non-rated or
that do not exceed

field-applled protective plates
48 inches from the bottom of the door
permitted. 19.3.2.1

the doors.

The findings included:

-

on 12/7/16 at
door stop mstalled on the door.

9. Observation of the laundry storage
stop installed on the door.
These findings were

director and acknowledged
during the exit conference on 12/8115.

provide door closures
The findings included:

Observation of

have a self closing
FORM CMS-2567(02-29) Pravious Varsions Obsalete

OF DEFICIENCIES
(EACH DEFICIENCY MUST BEPRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

This STANDARD is not met as evidenced by
A, Bassed on observation, the facility installed
devices on doors which prevented the closing of

1'. Observation of the basement pio-hazard reom
10:00 AM, revealad a kick down

1277115 at 11:04 AM, revealed a kick down doar

verified by the maintenance
by the administrator

B. Based on observation, the facility failed 0
on all hazardous areas.

the laundry room on 1217115 at
11:04 AM, revealed the storage roorm did not
door device installed,
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(EACH GORRECTIVE AGTION SHOULD BE
CHOSE REFERENCED TO THE APPROPRIATE
DEFIGIENCY) -

The administraior in-serviced the
Maintenanoce Director and
maintenance workers on 12-30-15
ensuring all. five and smoke barriers
have no penctrations. Maintenance
Director or tnaintenance workets
will utilize a Maintenance Audit in
which they will inspect for
penetrations weekly x 3 months
then monthly ongoing.

12/08/2015

5
COMPLETION
DATE

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The Maintenance Dirsctor will
present the results of the
Maintenance Audit to the monthly
Quality Assurance Performance
Irnprovement Committee
(Assistant Director of Nursing of
Staff Development Coordinator) to
the Quality Asgurance Performance
Committes (Members of the

Quality Agsurance Performance
Committes include: Comuittee
Chairperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities

Fachity JD: TNE0O7 ¥ conlinuation sheet Fage 4
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(46)
COMPLETION
DATE

Director; Environmental Director/
1020| Safety Representative; Tnfection
Control Represehia ive/Staff
Development Coordinator;
Rehabilitation Director; and

K 029 | Gontinued From page 4

This finding Was verified by the maintenance
director and acknowledged hy the administrator
during the exit conference on 12/8/15.

Medical Records Director.)
ongoing for farther
recommendations and/or follow up
C. Based on observafion, the facility falled to as necded.
malntain all 20 minute hazavdouys area doors 10 K029 1-10-2016

resist the paseage of amoke.

How the corrective action(g) will
be accomplished for those

residents found to have been
affected by the deficient practice

The findings included:

1. Observation of the 2nd floor gsoiled finen room
on 1217116 at 2:25 PM, revealed the top of the
door was damaged.

The kick down. door stops on the
biohazard xoom and laundry xoom
doorg were removed on. 12-10-15.
A self closing door device Was '
installed in the lanndry’s storage
coom on 12-30-15, The top of the
14 floor Jinen room doOt Was
repaired ofL 12.24-15. The door of
the storage room by the
maintenance to0m Was 1ep aired on
12-21-15. The penetration ahove
the doot in the maintenance shop
was repaired on. 12-18-15. The
door will be replaced to the storage
room in the kitchen by 1-10-16.
The door to the back storage TOOI
in the kitchen will be replaced by
1-10-16.

Event 1D:UMG21 Facilhy w1 WOUL? i1 continuation & eet Page

9. Obsarvation of the storage room by the
maintenance shop on 1207115 at 10:30 AM,
revealed a greater than /8 inch gap at the top of
the door that would allow smake to pass through.

These findings were verified by the maintenance
director and acknowledged by the administrator
during the exit confarence on 12/8/15.

D. Based on abservatlon, the facility failed to
malntain the doars in hazardous areas.

The findings included:

1. Obgervation of the maintenance shop on
4277115 2t 10:10 AM, revealed a penetration
ahove the door around a copper pipe.

FORM CMS-2567(02-99) previpus Varsione Qb=oleie
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SUM STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL
REQULATORY OR LS INENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
EAGH CORRECTIVE ACTION SHOULD 8B
CROSS-REFERENGE DTO THE APPROPRIATE

(XB)
COMPLETION
DAIE

DERICIENGY)
How the facility will jidentify
K 029 | Gontinyed From page 5 K029 . ofher residents having the
2. Observation of the kitchen on 121715 at 11:45
AM, revealed the doar to the storage room had potential t? be affectle d by the
haen removed. . game deficient practice.
3. Obsetvation of the kitchen on 12/7/15 at 11:62 All residents have the potential to
AM, revealed the daor to the back storage raom be affected
had been rernoved. )
These findings were verified by the maintenance What measure will be put in
glrectnr and acknowledged by :ha administrator place ox systemic changes made
uring the exit conference on 218/15. 40 ensure that th deficient
« 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047 sure TRALS =
8eD _practice will not recur.
Exit and directional signs are displayed in :
accordance with section 7.40 with continuous The Adminigtrator in-serviced the
llumination also gerved by the emergency lighting Maintenance Director and
gystem. 2.10.1

maintenance workers on 12-30-13
on ensuting doors are gelf dlosing
and do not have kick downs,

enstring fhere are self closing doot

This STANDARD is not met as evidenced by: devices in all fazardous areas

Based observation, the facility failed to maintain

all exit signs. maintaining 20 mingte hazardous
' area doots fo resist passage of
The findings included: emoke, and maintain the doots and

Observation of the jaundlry washer room on ensure 1ot removed. Tho

12/7/45 at 11:00 AM, revealed the exit sign ahove Maintenance Director/workers
the door was not illuminated. il complete a Meintenance Audit
which will include mspecting

This finding was verlfied by the maintenance

director during the tour of the facility and doors for self cloging dovicos,

acknowledged by the administrator during the exit ensure kick downs not installed, no
conference on 12/8/15. penetrations, doors not removed
K 050 | NFPA 101 LIFE SAFETY GODE STANDARD K 050 and in good repair weekly x 3

S5=D

months then monthly ongoing.

Fire cyills are held at unexpected times under

FORM CMS-2667(02-89) Previoua verslons Obsolete Event ID: IMC21 Faclitty 1D; TNBOOT If continuation sheet Page ¢
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(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
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SUMMARY STATEMENT QF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

(XE)
COMPLETION
DATE

DEFICIENCY)
How the facility will mwonitor its
K 050 | Continued From page 8 K050] corrective actions 1o ensure the
varying conditions, at least quarterly on each shift. deficient practice is being

The staff is familiar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assighed only 0 competent persons who are
qualified to exercise leadership. \Where drills are
conducted between 9 PM and 6 AM a coded
anpouncement may be used instead of audible
alarms. 19712

corrected and will not recax.

The Maintenance Director will
present the results of the
Maintenance Audit to the monthly
Quality Agsurance Performance
Improvement Committee

(Assistant Director of Nursing or
staff Development Coordinator) to
the Quality Assurance Performance
Committes (Members of the
-Quality Assurauce Performance
Coramittec include: Committee
(haitperson— Administrator;
- Director of Nursing; Assigtant
- Director of Nursing; Medical
Director; Dietary Director;
* ‘pharmacy Representative; Social
Qervices Director; Activities
Director, Environmental Director/
Safety Representative; Infection
Control Representative/ Staff
Development Co ordinator;
Rehabilitation Director, and
Medical Records Director.)
ongoing for further
recommendations and/or follow up
as needed.

This STANDARD I8 not met as evidenced by
A. Based on recard review, the facility could not
provide fire drills for all shifts during 2015.

The findings included:

puring record review the Tacility was unable 0
provide documentation of the 1et and 3rd shift fire
drill for the first quarter of 2015, a 2nd shift drill
for the 2nd quarter and a 1st shift drill for the 3rd
quarter of 2015.

This finding Wes yerified by the maintenance
director during the record review and
acknowledged by the administrator during the exit
conterence on 12/8/15.

B. Basad on observation, the facility failed to
conduet fire drills per the fire plan.

The findings included:

Obsarvation of the fire drill conducted by the
——
FORM CM8-2667(02-29) Previous Yersions Obsolete Event 10: WMG21 Fadliy 1D; TNGOOT If continuation sheet Page 7
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K047 - | 1102016
K 050 | Conttnued From page 7 ]
maintenance director on 12/8/15 at 10:60,
revealed the staff £ailed to follow the fire plan
procedures.

How the corrective action(s) will
be accomplished for those
residents foond to have been
affected by the deficient practice-

This finding was yerified by the maintenance
director during the record review and
acknowledged by the administrator during the exit
conference on 12/8M15.

NEPA 101 LIFE SAFETY CODE STANDARD

Exit sign above 1emdry washer
room repeired on 12-21-15.

Afire alarm system required for Iife gafely i8
installed, tested, and maintained in accordance
with NFPAT0 National Electrical Code and NFPA
72. The systetn hat ai approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72. 96.1.4

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected.

‘What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recux.

This STANDARD is not metas svidenced by.
NEPA 72 1008 edition Table 7-3.2

The Administrator in~serviced the
Maintenance Director and
maintenance workers on 12-30-15
to ensure exit and directional signs
have continuous illumination
which is also served by the
emergency lighting systen. The
Maintenance Director/workers will
utitize a Maintenance Audit which
includes inspecting for the
continuous iltumination weekly X 3

months then mon 1
FORM CMS-2667(02-96) Previous Versians Obsotete Event 1D: MG Facillty 10 Tl\lg%ﬁ? ) thly 01359}&5‘;&“. Jheet Page

gased on record review, the faciity could not
provide & fire alarm inspection repott.

The findings inciuded:

During record review the facility was unable fo
provide docurnentation of fire alarm test
documents including the pi-annual smoke
detector sensitivity test.
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This finding wag yerified during the document
review and acknowledged by the administrator
during the exit conference on 12/8/1 5.

NEPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems aré
contlnuously malntained in refiable operating
conlition and are inspected and test
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.6

This STANDARD Is not met as evidenced by:
National Fire Protection Association (NFPA) 25,
2.2.4.1 (1999 editlon).

A. Based on observation, the facility failed to
maintain all sprinkler heads.

The findings included:

4. Observations of the facility on 12/7/16
peginning at 10:00 AM and an 12/8/15 beginning
at 8:30 AM, revealed a heavy build up of fint on
the sprinkler heads in rooms 112, 123, 127, 128,
182, 183, 186, 186, 187, 188, 180, 192, 205, 207,
200, 211, 221, 230, 236, 283, 285, 286, 287, 288,
289, 293 and 294.

2. Observation of the nurses' storage room on
MM0M5 at 9:40 AM, revealed the sprinkler head
above the refrigerator had paint on the pendant
and the head was instalied closer than 4 inches
to the wall.

These findings were verified by the maintenance
director durlng the tour of the facility and

Event 10 IMC21

(2) MULTIPLE GONSTRUCTION
A BUILDING 01 - MAIN BUILDING 01

BWING o e e

No. 2129 P.

PRINTED: 12/16/2015
FORM APPROVED
OMBE NO. 0938-0391
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1} PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH CURREGTNE ACTION SHOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

K052| How the facility will monitor its
corrective actions to ensare the
deficient practice is being

K 0B2 corrgeted and will not recur.

The Maintenance Director will
present the results of the
Maintenance Audit to the monthly
Quality Assurance P erformance
Tmprovement Comuuiftce
(Assistant Director of Nursing ot
Staff Development Coordinator) to
the Quality Assurance Performance
© Committee (Members of the
Quality Assurance Performance
Committee include: Committee
Chairperson— Adminigtrator;
Director of Nursing; Assistent
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Yervices Director; Activities
Director; Bnvironmental Director/
Safety Representative; Infection
Control Representative/ Staff

Development Coordinator;
"Rehabilitation Director; and
Medical Records Director.)
ongoing for further.
recommendations and/or follow up
as needed. -

Facily ID: TNBOOY

ho

(X&) DATE SURVEY
COMPLETED

12108/2015

IF continuatlon sheat Page 9
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K 062 | Continued From page 9 K 062 o
acknowledged by the adminigtrator during the exit How the corrective action(s) will
conference on 12/8/15. . be accomp]ished for those
residents found to have been
affected by the deficient practice.
Maintenance Director conducted
NFPA 25, 2-2.1.2 (edition 1989) ; .
B. Based on observalon, the faclity failed to fire drill on 12-29-15 on first shift,
maintain clearance for water spray coverage for on 12-30-15 on second ghift, and
all gprinkler heads. on 12-30-15 on third ghift.
The findings included: Fow the facility <will identify
4. Observation of the facility on 1211115 other residents having the
beginning at 10:00 AM and on 12/8/16 beginning potential to be affected by the
at 8:30 AM, revealed sprinkler heads in the game deficient practice.
putrition rooms on 1st, ond, and 3rd floors Were
obstructed with the ice machines. . )
All vesidents have the potential {0
.. Observation of the kitchen on 1217115 fat be affected.
11:50 AM, revealed the sprinkler head In the walk
in freezer and the walk in cooler were obstructed . . .
with supplies. What measare will be put
place ox systemic changes made
These findings were verified by the maintenance to ensure that the deficient
director during the tour of the facility and practice will not xecur.
acknowledged by the administrator during the exit
conference on 12/8M15. . . .
« 084 | NFPA 101 LIFE SAFETY CODE STANDARD kopa| Allstaff will be in-serviced on the
58=D fire ddll procedure by 1-1 0-16 by
Portable fire extinguishers are provided In all the Maintenance Director or
health care ocoupancigs in accordance with : s
9741, 19.35.6 NFPA10 designeo (Administrator OF
Director of Nursing). The
administrator in-serviced the
Maintenance Director and
maintenance workers on 12-30-15
I

FORM CMS-2667(02-08) Pravious Verelona Ohaolete Evait ID:MGZA

iy regarding conducting fire drills at
least quarterly on all shifts and to
keep alog of such. along with sign




Dec. 31.2015  3:36PM

No. 2129 P, 58
DEPARTMENT OF HEALTH AND HUMAN SERVICES F'RlliglgE[l&l: ;F%E&% g
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 093B-0391

STATEMENT QF DEFICIENGIES (1) PROVIDERISUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION () DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445118 B. WING 12108/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2030 WALNUT GROVE RD
ASHTON PLACE HEALTH & REHAB CENTER NEMPHIS, TN 38111
4 0 SUNMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (XB)
PREFX CH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
DEFICIENCY)
in sheets. These will be done
KK 064 | Continued From page 10 K0B4| ongoing.
This STANDARD s not met as avidenced by: .
i i i i 0 =ys X > []
National Fire Protection Assoclation (NFPA) 10, How the facility will monitor ifg

4.3 and 4-4.1 (1999 edition
( ) corrective actions to ensure the

Based on observation, the facility failed to provide deficient practice is being
required inspections on all firé extinguishers. ' corrected and will not recur.
The findings included: . ) ’
he findings include The Maintenance Director will
Observation of the transfer switch room on present the results of the Quarterly
1217115 at 10:15 AM, revealed the annual fire drifls and attendees to the
inspection had not been documented on the monthly Quality Assurance
inspection card.
Performance Improvement
This finding was verified by the rnaintenance Committee (Assistant Director of
director during the tour of the facility and Nursibg or Staff Development
acknowledged by the adminlstrator during the exit Coordinator) to the Quality
. , | conference on 1216M18. A Perf c )
K104 | NFPA 101 LIFE SAFETY CODE STANDARD K {04| Assurance Perlormanco ommitiee
58=D (Members of the Quality
penetrations of smoke barriers by ducts are Assurance Performance Committee
protected in accordance with 8.3.6. include; Committee Chairperson —
Administrator; Director of

Nursing; Assistant Director of
Nursing; Medical Director; Dietary

rhis STANDARD is not met as evidenced by: Director; Pharmacy

. Based on record review, the facility failed to Rt?presmﬁauv.e;. 3.031&1_ Services
provide four year inspection and testing of fire Director; Activities Director;
dampers. . Bavironmental Ditector/ Safety
Repreyentative; nfection Control

The findings included: Representative/Statt Development

During record review the facility was unable to Coordinator; Rehabilitation
provide documentation of the 4 year fire damnper Director; and Medical Records
inspections. Director.) ongoing for further

recommendations and/or follow upro- =
as needed. N

I— PR—
FORM GMS-2667(02-59) Previous Varsians Obsolets Evart ID:NMC21 Facllity
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K 104 | Gontinued From page 11 K104 K052 1-10-2018
This finding was veriied by the maintenance How the corrective action(s) will
director during the record review and be accomplished for those
acknowledged by the administrator during the exit residents found to have been
conference on 12/8/18. .
: fe '
K 130 | NFPA 101 MISCELLANEOUS 30| AHected by the defictent practice;
88=F ' : . ]
OTHER LSC DEFICIENCY NOT ON 2786 A fire alarm inspection will be
completed by 1-10-16. '
. How the facility will identify
This STANDARD is not met as evidenced by: other residents having the
Guidelines for Design and Construotion, potential to be affected by the
Ventilation Requirements, Table 8.1 same deficient practice.

A. Based on observafion, the facility falled to
provide exhaust in all soifed holding areas.

The findings included:

Observation of the bio-hazard waste room on
12/715 at 10:00 AV, revealed the room dld not
have an exhaust vent. '

This finding was verified by the malntenance
director during the tour of the facllity and
acknowledged by the administrator during the exit
canference on 12/8/15.

National Fire Protecilon Association (NFPA)
NFPA 101, 8.2.2.2

B. Based on obsetvation, the facility failed to

|

All regidents have the potential to
be affected.

What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not yecur.

The Administrator in-serviced the
Maintenance Director and
maintenance workers on
schedaling a bi-annual smoke
detector sensitivity test on 12-30-
15. The Maintenance Director will
keep the inspection report and log
the date this is completed bi-
annually.

FORM CMS-2567{02-02) previous Varslons Obsorate

event I0: WMC21

Facilily 1D: TNG0D7
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How-the facility will monitor its
corrective actions to engare the
deficient practice is being
corrected and will not recur.

Continued From page 12

K130
: maintain all fire rated assemblies.

The findings included:

1. Ohservation of the tranefer switch on 12/7/15
at 10:15 AM, cevealed penetrations in the rated
celling above electrical panel RP-EMA, above the
transfer switch, and the sawer iine.

The Maintenance Director will
present the results of the bi~armuoal
smoke detector sensitivity test to
the monthly Quality Assurance
Pperformance Jmprovement
Committee (Assistant Director of |
Nursing or Staff Development !

Coordinator) to the Quality
Assurance Performance Committes
(Members of the Quality
Assurance Performance Comimittee
inchude: Commitiee Chairperson —
Administrator; Director of
Nursing; Assistant Director of
Nursing, Medical Director; Distary
Director; Pharmacy

esentative; Social Services
Director; Activities Director;
Environmental Director/ Safety
Representative; Tnfection Control
Reprcscutaﬁve/ ataff Development
Coordinator; Rehabilitation
Director; and Medical Records
Director,) twice a yeat ongoing for
furthet reconumendations and/ox
follow up 48 needed.

9 Observation of the laundry storage area in the
basement on 12/7/16 at 10:30 AN, revealed
penetrations in the ratad cefling.

| 3. Observation of the storage room by the
maintenance shop on 12/7/15 at 10:35 AM,
revealed penetrations in the rated ceiling around
pipe hangars and above the door;

4. Obsgervation of the staff education pffice on
§0/7/15 at 11:45 AM, revealed penetrations in the
rated cailing-

5. Observation of the fire pump rbom on 12/7/18
at 11:55 AM, revealed penetrations in the celling.

6. Observation of the 3rd floor E wing
mechanical room on 1218115 at 10:05 AWM,
revealed penetrations in the celiing and

-| penetrafions that were not seeled per Under
Writers Laboratories.

These finding were verlfied by the maintenance
director during the tour of the facility and
acknowledged by the administrator during the exit
conference on 12/8/15.

FORM CMS-2667(02-98) Previous Verslons Qbaolete Facliity D TNB0O7 If contlpuation sheet Page 13
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OF CORREGTION
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K062
K 130 | Continued From page 13
How the corxective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

National Fire Protection Association (NFPA) 70,
arficle 400-8 NFPA 09, 3-3.2.1.2 (d) (2) (1999
gdition) and CMS Manual System Publication
100-07, State Operations Manual, Provider
Certification; 81712007

The lint on the sprinkler heads in
rooms 112, 123, 127, 128, 182,
183, 185, 186, 187, 188, 190, 192,
205, 207, 209, 211, 221,230, 236,
283, 285, 286, 287, 288, 289, 293, .
© and 294 were cleaned on 12-22-15
The paint on the sprinkler head 10
the nurses storage 100, Was
removed on 12-22-15 and will be
moved at least 4 inches away from
the wall by 1-10-16. The sprinkler
beads in the first, second, and thitd
floor nuirition rooms will no longer

C. Based on observation, the facility falled to
provide resident rooms with sufficient electrical
receptacies o prohibit the use of power strips
with medical equipment,

The findings included:

1. Obsetvation of rasident room 105 on 12/7115
at 11:30 AM, revealed the bed on the B side was
connected to a power strip.

9. Observation of vesident room 106, on 12/7/15
at 11:26 AM, revealed the bed on the B side was
connected fo @ power strip.

3. Observation of resident room 110 on 1217118

ot 11:15 AM, revealed bed Awas was connected be obstructed by theice machine
to an approved electrical adapter and on B side by 1-10-16. The sprinkler head in
the electric wheelchair was connected to @ power the walk in freezer and walk in

strip. cooler are no longer obstructed

with supplies effective 12-0-15.

4. Obhservation of resident room 112 on 12/7/16
at 11:10 AM, revealed bed Awas connected to an

unapproved power adapter. How the facility will jdentify
. 1 ther residents having the

5. Observation of resident room 182 on 12715 N ;

ot 11:05 AM, revealed a power adapter in use. potential to be affected by the

; same deficient practice.
8. Observation of resident room 184 on 12fina '
at 11:10 AM, revealed the oxygen concentrator

was connected to an electrical adapter. All residents have the potcnual

be affected.

FORM CIS-2667 (02-86) Previcus Verslons Dbsalele gvent ID: IMC21 Faclity iD: TNG0O7 If continuation chaet Page 1
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7. Observation of resident room 205 on 12/7/16
at 2:50 PM, revealed bed Awas connhected to an
unapproved power adapter and B side had a
white extension cord in use.

8. Observation of resident room 211 on 12/711B
at 2:40 PM, revealed bed A was connectad fo an
unapproved power adapter.

. Obhservafion of resident room 220 on 12/7118
at 2:25 PM, revealed bed B and the oxygen
concentrator was connected to an unappraved
power adapter.

10. Observation of resident raom 224 an 12/7/15
at 2:16 PM, revealed bed B was connected to an
unapproved power adapter.

11. Opservation of resident room 2924 an 121715
at 2:15 PM, revealed bed Awas connected to an
unapproved power adapter.

12. Observafion of resident room 227 oh 121715
at 2:10 PM, revealed bed Awas gohnected to an
unapproved power adapter.

13. Observation of resident room 232 on 12715
at 2:05 PM, revealed bed Aand B were
connected to a power strip, and A side had
oxygen concentrator conneoted fo an extension
cord. '

14. Observation of resident room 283 on 12/715
at 3:15 PM, revealed the oxygen concentrator
was connected to a power adapter.

16. Observation of resident room 285 on 12/7/15
at 3:15 PM, revealed the bed, the suction

canister, the oxygen concentrator, and the

() 1D SUNMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION 81
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) GROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
What measure will be put in
K 130 Continued From page 14 place or systemic changes made

to ensure fhat the deficient
practice will not recur.

The Administratot in-serviced the
Maintenance Director and
maintenance workers on 12-30-15
on ensuring that gprinkler heads are
lint and paint free, not obstructed,
and have to be at least 4 inches
away from the wall. The
Maintenance Director or
maintenance workers will utilize
the Maintenance Audit weekly x 3
months then monthly ongoing
ingpecting sprinklets to ensure
there are no obstructions, lint or
paint build up, and are 4 inches or
'more from the wall.

How the facility will monitor iis
corrective actions to ensuxe the
deficient practice is being '
corrected and will not recay.

The Maintenance Ditector will
present the results of the
Maintenance Audit to the monthly
Quality Assorance Performance
Improvement Committee
(Assistant Divector of Nursing or
Staff Development Coordinator) to

L. the Qualify Assurance Performance

FORM CMB-2667 (02-08) Previous Vferalons Obsoleto

Event ID: IIMC21

Faoll ommittee (Members of the
Quality Assurance Performance
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SUMMARY STATEMENT OF DEFICIENCIES
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Continued From page 15
intravenous solution station was connectad o an
unapproved power atlapter.

16. Observation of resident room 289 on 127115
at 3:05 PM, revealed the bed was connected to @
power strip.

These finding were yerified by the maintenance
director during the tour of the facility and
acknowledged by the administrator during the exit
conference on 1218115,

NEPA 1, 7-4.5.1 (1 909 edition)

D. Baged on observation and interview, the
facility falled to maintain all components off the
fire pump system. '

The findings included:
Observation ahd Interview on 12/7/15 &t 14:55

AM, In the fire pump room, revealed an auxiliary
purnp to the fire pump was malking an abnormal

K 144
58=D

FORM GMS-2567(02-09) Pravious Versions Obsolets

sound. The maintenance director was asked why
the pump was making a sound. the maintenance
director stated, it was low of oil.

This finding was verified by the maintenance
director during the tour of the facilly and
acknowledged by the administrator during the exit
conference on 12/8115.

NFPA 101 LIFE SAFETY CODE STANDARD

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 98, 3.4.4.1.

Evant 1D:HMC21

{X2) MULTIPLE CONSTRUCTION
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PROVIDER'S PLAN OF GORRECTION .
(EACH CORRECTIVE ACTION gHOULD BE
CROSS-REFERENCED T0 THE APPROPRIATE
) DEFIGIENGY)

Committee include: Commitiee
Chairperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities
Director; Bnvironmental Directo1/
Safety Representative; Tnfection
Clontrol Reprcsentaﬁveismff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.)
ongoing for further
cecommendations and/or follow ap
as needed.

K064

K130

Pow the corrective action(s) will
be accomplished for those
reyidents found to have been
affected by the deficient practice.

"The fire extinguisher in the transfer
gwitch toom was inspected 12- 8-
Sk

How the facility will identify
_other residents having the
potential to be affected by the
game deficient practice.

K 144

All residents havd the potential to
be affected.

Fagilly - 1 -sover 11 BonNUNUSTIaN SN

1210812015

(XE)
COMPLETION
ATE

1.10-2016
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K 144 | Continued From page 16 K144| ‘What measure yill be put in

place or systemic chamges made
to ensure that the deficient
practice will not recur.

The Administrator in-serviced the
Maintenance Director and
maintenance workers on 12-30-15
on ensuting all fire extinguishers
are inspected annvally. The

~ Maintenance Ditector or
maintenance workers will utilize
the Maintenance Audit and ensure
all fire extinguishers are inspected
ot an annual basis weekly x 3
tonths then monthly Ongoing.

This STANDARD is not met a8 evidenced by:
Based on document review, the facility failed to
conduct 30 minute load tast monthly.

The findings included:

Document raview revealed the monthly load test
for the generator Was not operated for 30
minutes.

This finding was verified by the maintenance
director during the record review, and

acknowledged by the administrator during the exit How the facility vwill m onitor its

conference on 12/8/15, H tions to o th
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 447| corxective actions to ensURGTRE
S8=E g deficient practice is being
Electrical wiring and equipment is in accordance corrected and will not recur.
with NEPA 70, National Electrical Code. 9.1.2
The Maintenance Director will
present the results of the
This STANDARD is not met as evidenced by: Maintenance Audit to the monthly
NFPA 70, article 410-66 Quallty Agsurance Performance
A. Based on observafion, the facility failed to Tmprf)veman't Commifteé
maintain ali electrical receptacies. (Assistant Director of Nursing ot
Staff Development Cloordinator) to
The findings included: the Q\Jahty Asggurance Performance
. , Committee (Members of the
1. Observation of resident ro m 182 on 12/7H5 ;
servation of resicent oo Quality Assuranco Performance
FORM CMS-2667(02-89) Previous Versians Obsolsto Event 1D:UMC21 Fagny Committee include: Committee ' Page 17¢

Chairperson — Administrator;
Ditector of Nursing; Asgistant
Ditector of Nursing; Medical
Director; Dietary Director;




Dec. 31. 2015 3:37PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 2129 P 65

PRINTED: 12/15/2015

FORM APPROVED
GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0891
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION &
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A ;UILDING o1 - MAIN BUILDING 01 e %3{}3?@?,;’5 F
- 445118 B. WING 12/08/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3030 WALNUT GROVE RD
SHTON c
ASHTON PLACE HEALTH & REHAB GENTER MEMPHIS, TN 38111
) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION oE
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECT WE AGTION SHOULD BE COMPLETION
TAG REGLULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Pharmacy Representative; Social
K 147 | Continued From page 17 " K 147 | Services Director; Activities
at 1 :[_)5 PM, revealed the receptacle cover was Director; Rovironmental Director/
missing. _ Safety Re;pmsentaﬁve; Infection
2 Observation of resident room 222 on 1217115 Control Represmtatt_vefStaff _
at 2:20 PM, revealed {he receptacle cover was Development Coordinator;
missing. Rehabilitation Director, and
3. Observation of resident room 224 on 12/7/16 Medical Records Dircotor)
at 2-15 PM, revealed the receptacle cover behind ongoing for further
bed A was damaged and the receptacte hox recommendations and/or follow up
behind bed B was hanging and not secured in the as needed.
wall, K104 1-10-2016

4. Observation of resident roor 287 on 12715
at 3:06 FM, revealed the receptacle under the
television was damaged.

. Observation of the 200 hall shower on 12/7/113
at 2:30 PM, revealed the nurse call stafion was
damaged.

These findings were verified by the maintenance
director during the tour of the building and
acknowledged by the administrator during the exit
conference on 12/8/15.

National Fire Protection Association (NFPA) 70,
Aticle 370-25. (1999 edition) In completed
installations, each box shall have a cover,
faceplats, or fixture canopy.

B. Based on ohservation, the facility failed to
maintain all electrical installatlons.

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

A fire damper ingpection will oecur
by 1-10-16.

How fhe facility will identify
other residents having the
potential to be affected by the
game deficient practice.

All residents have the potential to
be affected.

What measure will be put in
place or systemic changes made
to ensure that the deficient

the findings included:

Lpracﬁce will not recur.

FORM CMS-2667(02-88) Previous Verslona Ohsclete Event ID; IMG21
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K 147 | Continued From page 18 Kk 147| The Administrator in-serviced the
Maintenance Director and
Observation of the basement mechanical room maintenance workers on 12-30-15

on 12/7/16 at 10:00 AM,
electrical junction box.

revealed an open

“This finding was verified by the mainfenance
director and aciknowledged by the administrator
durlng the exit conference on 12/8/15.

NFPA 70, 110-12. (&)

C. Based on observation, the facility failed 1o
cover all unused openings in electrical panel
cabinets.

The findings included:

Observation of the transfer switch room on
12/7/15 at 10:00 AM, revealed unused open
spaces In electrical panel "L".

This finding was vesified by the maintenance
director and acknowledged by the administrator
during the exit conference on 12168/15.

D. Baged on observation, the facllity failed o
rmaintain all emergency lighting in resident rooms.

The findings Included:

on ensuring that 4 year insp ection
and testing of fire damypers OCCUIH.
The Maintenance Director will
keep & log on when these damper
inspections occur Ongoing.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will mot recur.

The Maintenance Director will
present the results of the fout year
inspection and testing of fire
dampexs when they occur in the
monthly Quality Assurance
Performeance improvement

Clommittee (Assistant Director of
Nursing or Staff Development
Coordinator) to the Quality
Assurance Performance Commiftee
(Members of the Quality
Assarance Performance Committee
include: Coramittee Chairperson =
Administrator; Director of
Nursing; Assistant Divector of

Observations on 12/7/15 beginning at 10:00 AM
and on 12/8/15 beginning at 8:30 AM, revealed
Jhe emergency lighting was not working in

Nursing; Medical Divectot; Dietaty
Director; Pharmacy
Repregentative; Social Services

FORM CIMG-2667 {02-98) Previous Varslons Obsolele

Event 1D; IMC21

- aﬁnﬁc“t"’-‘; Activities Director;
Environmental Director/ Safety

Representative; Tnfection Control
Representative/Staff Development
Coordinator; Rebabilitation
Director; and Medical Records
Director.) ongoing for farther
recommendations and/or follow up

t Page 19¢
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. K130 1-10-20 |
K 147 | Continued From page 19 K 147 &

resident rooms 108, 112, 114, 207, 215, 220,
224, 232, 245, 248, 264, 271, 289, and 381.

These findings were verified by the maintenance

director and acknowledged by the administrator
during the exit conference on 12/8/15.

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

The biohazard waste room is being
moved to a room with an exhaust
on 12-31-15. The penetration in the
rated ceiling above the glectrical
panel RP-EMA, above the transfer
gwitch, and sewer line was repaired
on, 12-11-15. The penetration in the
ceiling of the laundty storage arca
in the basement was repaired on
12-11-15. The penetration in the
storage room by the maintenance
shop in the rated ceiling around
pipe hangars and above door was
repaired on 12-1 5.15. Penetrations
in the rated ceiling of the staff
_education office was repaited on

12-28-15. Penetrations in the
ceiling of the fire pump room were
repeired on 12-15-15. P enetrations
in the ceiling of the 3% floor B
wing mechanical room. were
repaired on 12-29-15. Power gtripa
were removed and replaced with
gufficient electrical receptacles in
sooms 103, 106, 110, 112, 182, and
184 on 12-10-15; rooms 205, 211,

" FORM CMS-2567(02-89) Previous Verslons Obsolefe

Event [D:WMC21

Faciity 220, 224 A & B, 227,232 A & B,

el Page 20 of 2/

243, 285, and 289 on 12-11-15.
The auxiliary pump to the fire
pump was repaired on 12-29-15.
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: How the facility will identify
K 147 | Continued From page 19 K147|  other residents having the

resident rooms 108, 112, 114, 207, 215, 220,
994, 232, 245, 248, 264, 271, 289, and 381,

These findings were verifled by the maintenance
director and acknowledged by the administrator
- during the exit conference on 12/8/15,

B

potential to be affected by the
same deficient practice.

All residents have the potential to
be affected,

What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recur.

The Administrator will in-service
the Maintenance Director and
maintenance workers on 12-30-15
on maintaining all five rated

assemblies (ingpecting for
penetrations), ensuring power
strips ate not used and electrical
teceptacles are in place, and on
maintaining a1l components of the
fire pump system. The
Maintenance Director will utilize a
Maintenance Audit inspecting for
power strips and adaptors,
penetrations, and exhaust fans in
biohazard rooms weekly x 3
months then monthly ongoing.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.
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K147

Continued From page 18

resident rooms 108, 112, 114, 207, 2185, 220,
221, 232, 245, 248, 264, 271, 289, and 381.

during the exit conference on 12/8/15.

These findings were verifled by the maintenance
director and acknowledged by the administrator

K 147

The Maititenance Director will
present the results of the
Maintensnce Audit to the monthly
Quality Assurance Performance
Improvement Committee
(Assistant Director of Nursing or
Staff Development Coordinator) to
the Quality Assurance Performance
Committee (Members of the
Quality Assurance Performance
Committee include; Committee
Chairperson — Administrator;
Director of Nursing; Agsistant
Director of Nursing; Medical
Ditector; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities
Director; Envitonmental Director/
Safety Representative; Infection
Control Representative/Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.)
ongoing for further
recommendations and/or follow up
as needed.

[y

K144

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.
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. A monthly load test was done on
K 147 | Continued From page 19 K147|12.98-15 in which the generator

rasident rooms 108, 112, 114, 207, 215§, 220,
221, 232, 245, 248, 264, 271, 289, and 381.

during the exit conference on 12/8/15.

These findings were verified by the maintenance
director and acknowledged by the administrator

operated for 30 minutes.

How the facility will identify
other residents having the

potential to be affected by the
same deficient practice,

All regidents have the potential to
be affected.

What measure will be put in
place ox systemic changes made
to ensuve that the deficient
practice will not recur.

The Administrator will 1n-service
the Maintenance Director and
maintenance workers on 12-30-15
on ensuring a monthly generator
load test is conducted for at least
30 minutes, The Maintenance
Director will keep a log ongoing on
conducting monthly generator load
tests that are at least 30 minutes in
duration,

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.
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K147 | Continued From page 19

resident rooms 108, 112, 114, 207, 215, 220,
221, 232, 245, 248, 264, 271, 289, and 381.

These firdings were verified by the maintenance
director and acknowledged by the administrator
during the exit conference on 12/8/15.

K147

The Maintenance Director will
present the results of the monthly
generator load test in the monthly
Quality Agsurance Performance
Improvement Committee
(Assistant Director of Nuzsing ox
Staff Development Coordinator) to
the Quality Assurance Performance
Committee (Members of the
Quality Assurance Performance
Committee include: Committee
Chuairperson — Adminisirator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Représentative; Social

-Services Director; Activities ‘
Director; Environmental Director/

Safety Representative; Infection
Control Repregentative/Staff
Deyelopment Coordinator;
Rehabilitation Director; and
Medical Records Director.)
ongoing for further
recommendations and/or follow up
as needed.

K147

How the corrective action(s) will
be accomplished for those
regidents found to have been

affected by the deficient practice.

1-10-2016
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- A receptacle cover aced in
K 147 | Continued From page 18 K 147 P was regl
, rooms 182 and 222 on 12-25-135.
resident rooms 108, 112, 114, 207, 2185, 220, h ) d
221,232, 245, 248, 264, 271, 289, and 381, The receptacle cover was replace
behind bed A and the receptacle
These findings were verified by the maintenance box behind bed B way replaced and

director and acknowledged by the administrator

during the exit conference on 12/B/15, secured on 12-21-15. The

receptacle in room 287 was
replaced. The 200 hall shower
room nurse call gtation was fixed
on 12-21-15. The door to the
electrical junction box. was
replaced on 12-16-15. The unused
open spaces in electrical panel “L”
was fixed on 12-16-15. The.
emergency lighting in rooms 108,
112, 114,207, 215, 220, 221, 232,
245,248, 264,271, 289, and 381
wetre repaired on 12-12-15.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

- All residents have the potential to
be affected. -

“What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recur.
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resident rooms 108, 112, 114, 207, 215, 220,
221, 232, 245, 248, 264, 271, 289, and 381,

These findings were verified by the maintenance
director and acknowledged by the administrator
during the exit conference on 12/8/15.

The Administrator will in-service
the Maintenance Director and
maintenance workers on 12-30-15
on maintaining all electrical
receptacles, electrical installations,
covering all unused openings in
electrical panel cabinets, and
maintaining all emergency lighting
in resident rooms. The
Maintenance Director or
maintenance workers will inspect
all elecirical receptacle, electrical
installations, electrical panel
cabinets, and emergency lighting
utilizing the Maintenance Audit
weekly x 3 months then monthly
ongothg.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
coxrected and will not recur.
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resident rooms 108, 112, 114, 207, 215, 220,
221, 232, 245, 248, 264, 271, 289, and 381.

These findings were verifiad by the maintenance
director and acknowledged by the administrator
during the exit conference on 12/8/18.

The Maintenance Director will
pregent the results of the
Maintenance Audit to the monthly
Quality Assurance Performance
Improvement Committee
(Assistant Director of Nursing or
Staff Development Coordinator) to
the Quality Assurance Performance
Committee (Members of the
Quality Assurance Performance
Committee include: Commitiee
Chairperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities
Director; Bnvironmental Ditector/
Safety Representative; Infection,

'Control Representative/Staff

Development Coordinator;
Rehabilitation Director; and
Medical Records Director.)

monthly ongoing for further
recommendations and/or follow up
as needed. '
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