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FO000 INITIAL COMMENTS gogon  The filing of this Plan of Correction (POC) does
not constitute that the deficiencies alieged did in
A recertification and a complaint investigation " ; : ;
surveys, intake roforence numibar 2560682, Ware fact e.\|§t: ra:ther th:.s PQC is ﬁlecf as ewdence.of
condusled al Oak Hill Center for Rehabilltation Center the facility’s continuing commitment to high
on 8212025 through 8/15/2025 {o determine compliance : . : . :
wilh 42 G.7.1. Par 483, requirements for Long Term quality resident care'm full compilan-ce with state
Care Facilties. State lcensura and emergency and federal reguiations. Completion date for
g"ﬂﬁmdﬂaﬂ surveys ware aiso conductad al this optimal compliance with POC will be August 28.
Gility. -
W 2025. \ <
Deficiencios were identified as a result of this As 2 POC for Tag F684; \935
survay. IMMEDIATE ACTION: Y)
Cansus 108 of 130. Residents ID #111 and #3 have been seen by
a provider and treatment orders obtained for
F0884 Quatllty of Care Foss4 #1141 and #3. StalT responsible for missing
880G skin check and treatment orders have been

CFR(s). 483.25

1o alf freatment and care pravided to fecllity

rasidenis. Based on the comprahensive assessment of a
resident, the lacility must ensure thet residents

recaive ireatment and care In accordance with

profasslonal standards of praciice, the comprehensive
parsan-centered care plan, and tha rasidents’ chalces.

Quality of cara Is a fundamental principla thal applies (h{

This REQUIREMENT is NOT MET as evidenced by:

Based on surveyur chservation, record review, and staff
and resident Interviews, It has been determined that
the facility falled to provide frealment and cara in
accordance with professionat standards of praciica for
2 of 3 residents reviewed relalive to skin condilions,
Resident ID #s 111 and 3,

Findings are as foliows:

1) Record review revasaiad Resident ID #111 was
readmitted to the facility in February of 2024 with
diagnoses including, but notilmited to, diabetes

mellitus type 2, morbid ohesity, and ostecarthritts,

formally educated.

§ 483.25 Quallty of care ID OF OTHERS:

We recognize that our residents may be at
risk for skin alterations. We have since
compieted a whole house audit to determine
any other possible skin alterations.

SYSTEM CHANGES/EDUCATION:

The nursing management team and
Administrator have conducted facility-wide
education with nursing staff regarding
observation and awareness of skin alterations
and the timely notification to providers to
obtain rreatment orders as needed. Weekly
skin meetings will be held to discuss new skin
alterations. The nursing management team
will conduct weekly skin sweeps to validate
accuracy and timeliness of scheduled skin
checks.

Any deficlancy statement ending with an asterisk {°) denoles a daficiency which tha Institullon may

ba excused from comacting providing U fe determined thal othar

safeguards provids sufficient proteciion to the patients. (Sea revarse for further Instructions.} Excapt for nursing homas, the findings stated above ars disclosable 80
days following the date of survey whather or nsl a plan of correction is provided, For nursing homes, the above findings and plans of correction ara dlaclosable 14 days
foflowing the date these documants ane made available to he faciity. If deficiencles are clted, an approvad plan of corraction Is requlsiie to continued program

parlicipation.
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with Rasident ID #111, sfhe Indicated that s/he had
“black sluff* on his/her toes and thal s/he had not
been seen by the podiatrist in months. The residant
further Indicated that hisfher faet were palnful.

Recard review of a care plan dated 3/27/2024 revealsd
the resident had the potentlal for skin alteration

ralated to decteased mability with Interventions
inciuding, but not limited to, complete waskly skin
checks and to foliow the physiclan's orders for skin
care and treatments.

Racord review revealed the Gllewing physician's
erders:

-3/3/2025- weekly skin evaluation on Fridays during the
evaning shift, must compiate weekly skin monltoring.

-6/9/2025- diabatic foot care avery avaning shift for
monitoring

Record review of a "Weakly Skin Check” assessment dated

8/1/2025 revealed that the resldent's skin was intact
and without "foot concens.”

Further record review failed to reveal evidenca that a
“Waakly Skin Chack® assessment was complated on
BIBf2025 as ordarad.

During a surveyor inlerview on 8/13/2025 at 2:20 PM
with Nursing Assistant (NA}, Stelf F, she stated that
sha cared for Residant 1D #111 that day and did not
observe anything wiong with the resident's foet.

Puring & surveycr observalion of the resident's feet on
8/13/2025 at 2:22 PM in the presence of Staff F, &
bulldup of dark colored tissus and makier was obsatved
on the laft graat toe and on the right great and second
loas. During this observation, Staff F Indicaled that

tha resident's feet appear io be “normai” and have
locked (ke that for "over a waek, st laaal”

During a surveyor Intsrview on 8/13/2025 at 2:22 FM
with Licensed Practical Nurse (LPN), Staf! G, she
indicated that she was unaware of any skin alteralions
with Reskdent i #111's el

During a surveyar chservation of the rasident’s foston

(X410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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APPROPRIATE DEFICIENCY)
Foss4 Continued from page 1 [Fos84
§8=G Review of & Minlmum Data Set (MDS) Assezsment deted
61272025 revealed a Brief Interview for Mantal Status AUDITS: .
(BIMS} score of 13 gutof 15, indicating intact The Administrator (NHA) and Director of | é
cagriton. Nursing (DNS)/designee are responsible for Y
During a surveyor interview cn 8/12/2025 at 2:30 PM %

U

audit tools to monitor our progress with this
plan; the audit tools will include evidence_ot’
monitoring  skin checks and reposting
findings to the provider if warranted. The
plan and audits are to be reviewed by the
QAPI Committee monthly for no less than 3
months after which time, the Committee will
determine progress and the frequency |
necessary to continue the audits. The plan
will be revised as needed to achieve

compliance.

executing this plan. We have devised some \'}
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S8 =G 81312025 at 2:23 PM, in the presence of Staff G, she
acknowledged the bulidup of dark colarad tissus and
matter, Siaff G indicated that sha hed not been made
aware of the skin alterations of tha resident’s leet
untll R was breught to her attentlon by the survayor.

Record review of a podiairy axam note dated 3/31/2026
revealad the resident's skin color was normat with nio
ulcers, and house lotion was racommanded twice dafly to
both fest to beost skin integrity.

Racord raview falled to reveal evidence that housa
totion was being apptied to the resident’s feet twice
dalfiy.

During a surveyar inlerview on 8/13/2025 al 2:27 PM
with the Assistant Director of Nursing Sarvices
{ADNS), she indicaled that she lallows the wounds In
the facility and that she was not aware of any areas of
concem to Resident 1D #111's feet. Additicnatly, she
assessad the resident’s fest after the surveyos brought
the lssue to her attentlon and she acknowledged the
buildup of tissue and matter with dark discoleration.

Racord review revealed the following physiclan's orders
ware obtalned afier the abova-mentioned skin
alferations ware brought to the facliity's altention by

the survayor:

Laft first loe- clganse with normal saline, pat dry,
apply bacitracin to wound bed followed by a bordered
gatrze every evaning shift for skin alteration care

-Right first loe- cleanse with normal safine, pat dry,
apply bacitracin 1o wound bed followsd by a borderad
gauze every avening shift for skin alteration care

.Soak feet at bediime with warm water, pat dry followed
by lotion to feet avery evening shift for foot care.

Racord review revaaled the resident was seen by the
podialrist on 8/14/2025, after the alterations of the
resident's fest ware brought to the faclity’s

attention, Further raview revaaled ingrown tosnalls

with pyogenic granuloma (g skin condition characterizad
by a bulidup of Immune cells that form 2 locailzad
ralsed area) and pain were noted on both of the
resident's laft and right great (ces. Further review
revealed rad, boely granulallon Ussue (new tissue that
farms or: the surface of wounds during the healing
process) was noted ta the nail fold. Addiionally,

sitver nitrate (2 topical chemical compound that is

ussd o cauteriza and remove excess granulation Ussue)
was appliad io both nall folds to caulerize the

FORM CMS-2667 {02/99) Previous Versions Obsolale Event 1D: 102B1C-H1 Facility I0: 415027 If contimation shes! Page 3 of 17
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During a sutveyor Inlarview and observation of the
resident's feet on 8/15/2025 ai 1:30 PM with the ADNS,
she stated that the buildup on the resident’s feet
would not have occurred If diabetic foot care had been
complsted defly &5 ordered. She further noled that the
bulidup on the resident’s rght second toe was abls to
ba removed. Additionally, she raported thet afier the
resldent recelved treatment from the padiatrist, new
opan arsas were [dentiflad. Tha open areas were
measured as follows: lefl great toe, § milimeters (mm)
by 2 mm; right great tos, 13 mm by § mm.

During a survayor inlerview on 8/15/2026 at 1:36 PM

with the Director of Nursing Services {DNS), she was
unabla to provide evidence that the weekly skin check
assessment for 8/8/2025 hed bean completed as ordered.
She also acknowledged that Resident 1D #111 wes (ound

{10 have new skin alterations on hisfher feel afler |t

was braught to the faciiity's attenilon by the
surveyor, which reguired physiclan intarvention and
resulted In open areas.

2, Record review revealed Resident (O #3 was admitted
1o the faciity In July of 2025 with dlagnoses

Including, but not mited to, diabates mellitus type

2, chranic obstructive puimonary diseaze (COPD), and
marbid obesHy.

Review of the MDS Assessmeni dated 7/30/2025 revealed a
BIMS score of 14 out of 15, Indicating the residant's
cognition was intact.

Record review of a “Wesekly Skin Chedd" assessment dated
8/14/2025 indicated that the resident’s skin was intact
with no concems.

During a surveyor intarview on 8/45/2025 at 10:45 AM
with Rasidant ID #3, e/he indicatad that sfha had a
wound on histher abdomen, The resident further
Inglcated that s/he had plcked at an old scar and
sometimes thay pul a bandage on It

During a surveyor observalion at the time of the above
intervisw, a suparicial wound was absarved lo tha
resident's upper lsft area of hisher abdomen meaausing
approximately 3 centimaters (cm} by 2 cm.

During & surveyor Interview on 8/15/2025 at 10:53 AM
with LPN, Staff G, she Indicated that she was made
awara of the open area on the resident's abdomen
yosterday, 8/14/2625 on the 7:00 AM to 3:00 PM shift;
howaver, she did not nolify the provider for an

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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APPROPRIATE DEFICIENCY)
0684 Continued from page 3 FOB84
S5=G granuloma,
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FO684 Continued from page 4 FO584 i
S5=G intervantion or complate the skin assessment, As a POC for Tag F689:
IMMEDIATE ACTION:
During a sarsveyor interview ::: aﬁ:!zozslat 10:57 AM Resident D #31, no harm came to this
with the DNS, she Indicated that she would expact that T
the provider would be notified of & new open area and individual, 2 ne\\_f elopement ass_essment was
that the wound would be reflected on tha skin completed showing no change in elopement
assessmant. risk. Resident also had a complete skin check <
FO6R9 Fres of Accldant Hazards/Supervislon/Devices Fos89 resultmg nno ﬁndlng_s. The wanqergard was 1\3’
$S=D assessed to be working appropriately. The ¥
CFR(s): 483.25(d)(1)(2) contractor responsible, (and his team) for %
escorting Resident 1D #31 has been educated
§483.26(d) Accidents. to not escort residents from their unit/floor.
The Faclity must ensura that - 1D OF OTHER_S: . L.
We recognize our resident population is at
§483.25{d)(1) The resident environment remalns as fres risk for elopement and some residents require
of accldsnt hazards 2s Is passible; and assistive devices while smoking to remain
free of accidents. A full house audit was
§4B3.25(d){2)Each resident racalves adequats o‘ completed to determine elopement risk for all
supendsion and assistance devices to pravant 'h residents and residents requiring an assistive
accidonts. device when smoking
g.
This REQUIREMENT Is NOT MET as evidenced by: SYSTEM CHANGES/EDUCATION:
The nursing management team has conducted
Based on surveyor abservation, record review, and facility-wide education regarding
resident and staff intarviews, it hes bean determined observation and awareness of residents at risk

that (he faciilty fafled lo ensure that a resident

received adequala suparvision for 1 of 1 residant for elopement and the timely notification to
reviewed whio was assessed ta ba at risk for slopament IDT with new at risk residents, Education
and feiled la ensure thal a resident is provided has been provided to staff to not provide

assistive davices lo pravent accldents rlative to

smoking lor 1 of 1 resident raviewed, Resident 1D #31. visitors, contractors, or vendors with door

codes. staff are to escort/open doors for

Findings are as foliows: vendors.  contractors, and  visitors,
Record revienw of a faclly palicy flod '8 l Elopement binders are updated with all
acord review of a facility palicy titled "Elopemen . : ;
Provention® dated 1012022, stales in part, ». The l‘e.SidC!'lES wh? are defermlned to-be at r]sk
facillty melntains & process to assess ail sesidents with the residents picture and identifying
for risk for elopement, implement prevention strategles features. Education has been provided to the
fzr mg:; 'ﬁ?ﬂﬂﬁeﬂdﬁls ?ﬂ :iﬂlnem&ﬂi ﬂ;‘; El;mmaﬂl s Activity staff regarding securing all smoking

{he abilily of a res| ant whao s not capeble H ' H N T .1
protecting himself or harself from harm {o successhully ttem.s. €. hgh{_ers .a.t the end ofe‘as.h smokm_g,
leava the facility unsuparvised and unnoticed and who session. _A(—“V‘}‘es hz?s ad_llusted their
may enter harm's way...Intarvantions that may be used for inventory of smoking devices to include only
{eﬁdgﬂh f':;"“ﬁﬂl at fﬁ:‘of:f 8*‘?;’:3“‘“ ’ one lighter at each smoking session Lo ensure
includes. . frequent mon ng o rasidents H .
whereabouts lo assurs he o sha ramains In the all items are accognted for at th.e end of each
facillly...utlfize @ "sign out* book or units for all session.  All rgs;dents that wish to smoke
aclivities off unit...disciplines working with residents have been provided with a new copy of the
wha are al risk for elopemant will take Inlo smoking policy to which they signed in

congidaration to alart other staf mamber when resident

Is feft unattended...” acknowledgement. Weekly meetings will be

held with IDT to identify at risk individuals, .
FORM CMS-2567 (02/88) Previous Varsions Obsolate Evert 1D: 1D2B1G-H1  Facility ID: 415027 i continuation sheet Page 5 of 17
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Record review revealed the resident was admitied to the
faciifty In June of 2023 with diagnoses including, but

not limited to, schizaphrenia (a serious mental health
condltion that affacts how psopla think, feel and
behave), anxisty, and tobacco usa.

Review of tha Minimum Data Set Assessmenl dated
6/3/2025 revealad a Brisf Interview for Mental Status
acore of b oul of 15, indicating s/he has severely
impalred cogniffon.

1a. Racord review of an elopement evaluation dated
O/B/2024 reverled the rasident scored a two; a score
value of one of higher indicates the resident is at
tisk for sfopement.

Record review revealed a physiclan's order dated
612312025 to check the resident's wander guard
placement (a device usad o monitor and prevent
individuals from wandering, particutarly in
enviranmants where safety Is a concern, The device is
typlcally worm as a bracelet or enkle band by the
individual, and it is equipped with sensors that

trigger alarms or alarts If the person moves beyond a
designated area. This helps to ensure that peopla do
not accidentally loave a secure enviranment or wander
into polentially dangerous stuations) to right wrist,
avary shift for safaty.

Review of a care plan, last updaled on 4/4/2024,
Indicatas that the rasident is at high dsk for

elopement dua to a patiarn of wandering behavior.
Inlerventions to addrass this risk Include, but are not
fimited o, ansuring Lhe residant is always supsrvisad
when oulsida and the usa of a wander guard placed on
thelr fight wrist.

During & survayor observation on 8113/2025 at 8:38 AM,
the resident was sean entering the 2nd ficor elevalor
with Staff 1, a contracted worker perorming
malnignance on the bullding.

tmmediately following the abava observation, the
rasident was observed by the surveyor on the ground
figar level outside of the faciity in the rear palio

area unsupaevised by stafl. Ouring this observalion
anothar maident alertad Nursing Assistant (NA), Staff
F, that Resident 1D #31 was outside unsupervised.

During a Survayor Interview on 8/13/2025 at 11:18 AM
with Staff F, she acknowledgad that another residant
brought to her attentlon that the resident was cutside
unsupervised and s/he should nof have been.

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
AFPROPRIATE DEFICIENCY)
0 i |
!;s‘&:?: Continued from page 5 F0689 AUDITS: |

The Administrator (NHA) and Director of
Nursing (DNS)/designee are responsible for
executing this plan. We have devised some
audit tools to monitor our progress with this
plan: the audit tools will include evidence of
monitoring residents for an increased risk of
4 elopement. The plan and audits are to be
\ reviewed by the QAPI Committee monthly
(i\ for no less than 3 months after which time.
the Committee will determine progress and
the frequency necessary (o continue the
audits, The plan will be revised as needed to
achieve compliance.

%\#\é
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During a surveycr interview on /13/2025 at 8:54 AM
with Licensed Practical Nurse {LPN), Staff J, she
acknowladged that the resldent was found outsida
unsupervised and should not hava bean.

During a surveyar interviaw with Staff 1, he indicated
that he escorted the resident to ihe first floor so

sihe could smoke. He further indicated thet the
rasidant entered the rear patlo area after he enterad
the cade inlo the wander guand keypad system which
disabled the alarm to the externat door. to allow the
resident cutside, Addiionally, he indicated he was not
awara that the resident required suparvision while
cutslde of the faciity.

1b. Ravlaw of a facllity poiicy fitled *Smaking and
Saliaty Evaluation” Last revised 10/2022 states in part,
“An Individualizad plan of care should be developed for
ths resident to ensure thefr smoking safety hased on
the outcome of their smoking assassment...Safety
equipment such as but not {imited 10 smoking apran wil
be provided as neaded based on the outcoma of the
residents smoking assessmanl...residents are not
permitied 1o hotd thelr smoking materials...resident
smoking materials will be siarad by the faclity in &
tocked arsa...”

Review of a "Smoking and Safaty Evaluation” dated
8/5/2025 ravealad that the resident is a current smoker
and reguiras the use of a smoking apron when sfhe
smokes tobacen products.

Review of a care plan last revised on 7119/2025
revealad that the resident is a smoker with
Intervertions inchiing, but not limited to, smoking
materials to be haid by staff, cigarettes and or
fighting materiat to be given by staff ai designaled
times.

During a surveyor obgervation on 8/13/2025 at 8:40 AM
the residant was obsarved sitling culside the faciity

on the patlo with a cigarette and lighter, sha it the
cigaretie, and was observed to be smoking not utiizing
smoking apran per his/her smoking assessment

During surveyar inferviows on 8/1¥2025 at 8:54 AM and
10:58 AM with LPN, Staf J, she acknowiadged that the
resident's smoking assessmant revealed that fhe
rasident should be utiiizing a smoking apron and
acknawledged the resident had a lighter in hisfher
pracesslon and should not hava.

During a surveyor inlerview on 8/13/2025 al 11:18 AM

*4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {X5)

PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

F06689 Conlinued from page 6 Foeas

$8=D
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CFRI(s): 463.35(a){3)(4){d)

£483.35 Nursing Services

The facillly must have suffictant nursing staff with

the appropriate competencies and skills sels to provide
nursing and relatad services to assure rasident safety
and atain or maintain the highest practicable

physical, mental, and psychosocial wal-being of aach
rasident, as determined by resident assessmants and
individual plans of care and considering the number,
aculty and diegnoses of the facility's resident
population in accordancs with the facilily assassmant
required at §483.71.

§483.36{a}(3) Tha facllity must ensura that liconsed
nursss have the spacific compstencies and skill sels
nacessary o care for residents’ needs, as idantified
through resident assessments, and described In the plan
of care.

§483,35(a){4) Providing cars inchudes but Is nol
lmHed to assessing, evaluating, planning and
Implermenting resident care plans and rasponding lo
resident’s needs.

§483.35{d} Proficlency of nurse aldes.

Tha facility must ensuta that nurse aides are able to
demansirate competancy In skills and techniques
necessary ko care for residents’ needs, as identified
through resident assessments, and describad In tha plan
of care,

This RECQUIREMENT is NOT MET as evidancad by:

Based on survayor cbservation, and staff and resident
Interviews, it has been detarmined that the faciilty

R

completed whole house education pertaining
to handwashing and PPE requirements with
return demonstration,

SYSTEM CHANGES/EDUCATION:

The _nursing management team and
Administrator have conducted facility-wide
education  regarding  observation and
awareness of PPE requirements and
handwashing. Weekly random audits will be
completed to identify staff continue to utilize
the appropriate PPE.

AUDITS:

The Infection Preventionist and Director of
Nursing (DNS)/designee are responsible for
executing this plan. We have devised some
audit tools to monitor our progress with this
plan; the audit tools will include monitoring
PPE and handwashing compliance. The plan
and audits are to be reviewed by the QAP
Committee monthly for no fess than 3 months
after which time, the Committee will
determine progress and the frequency
necessary to continue the audits. The plan
will be revised as needed to achieve
compliance.

{X4}1D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

FQ&89 Continued from page 7 {FO6R9
s5=D with the Administrator, she acknowledged that the .

faclity's canlracted workers shauld not heve eacorted }V? E ;]PC.:.(E:: fo;}::g::ﬂ&

iha resident off the unil. Addiianally, she indicaied IM ATE A :

that it would ba her expactation that the residant Staff 1D #s K, L, and M have been educated

would not have baen outside unatlended, as s/he le an and competancies have been com leted

elapement rlsk, Furlher, she revealed the resident reaardin I:IF,’PE requireinents P

should not have any smoking Implements and requires a = 5 4 .

smoking apran whila smoking. 1D OF OTHEB& . )

We recognize that residents may be at risk for

FO726 Competent Nursing Staff FO728 contracting infections with improper PPE use
§s=E and improper handwashing. We have since
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FD726 Continuad from page 8 £0728

8S=E felted 1o have sufficient nursing staff with the
appropriate compslenclas and gkili sets to help pravent
tha transmission of communiceble diseases and
infactions for 5 of 4 nursing staff, Staff iDs K, L.

and M, Interviswed regarding contact pracautions
(infection control measures which requira specific
personal protective equipment (PPE)); Resident 18 n
raguires the use of Infaction control measures of
donning a gown end gloves when entaring the residant's
roam.

Findings are as follows:

Ravlew of a facility poticy titted, “isclation

1 Precautions” states in part, =...Implement Contact
Pracautions for residents known or suspectad toba
Infacied with microorganisms that can ba transmitted by
drect contect with the resident or Indiract contacl

with envirenmental surfaces of resident cara ilsms n
tha resident's envirsnment.. Place ‘isalation’ sign at
door of resident’s roorm...”

Record review revealed Resident |D #2 was readmitied 1o
the facility with & diagnasis mchuding, but not

limited o, ESBL {a mulfidrug resistant organdsm)
infection in the urne.

Record review revaaled & physician's order dated
8/7/2025 for contact precautions every shift related fo
ESBL in the urine.

During a surveyor observalion on 8/14/2025 at
appraximately 12:00 PM signage cn the rasident's door
staled, “Contact Pracautions Everyane Must® Cleen their
fands Inciuding before entering and when leaving the
room. Providers and Staff Must Also: Put on glove
bafora reom enfry..,Put on gown before room andry..."

During a surveyor observation on 8/14/2025 at 12:10 PM,
Nursing Asglstant (NA) Stalf K, entersd Residant D
#2's room without periorming hand hyglens and without
putling on a gown or glovas, She assisted the resident
wlith hisfhar glasses than exited the room without
performing hand hyglene. She then enterad anothar
rasident’s room across the hall for a shorl ime then
re-entarad Rasident I #2's room, without parforming
hand hygiene and without pulting on & gown or gloves.
while In the room, Staff i went ovar to Reslident 1D #2
and was behind the privacy curtaln.

During a survayor intarview an 8/14/2025 at
approximataly 12:15 PM with Staff K, she Indicated that
she was unawere Resklent D #2 was on contact
pracautions. She further indicated thal sha did not see
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FOT26 Continued from paga 8 FO726
85=E {he sign Indicating the need for contact precautions.
Additionally, sha acknowledgad that the signage on
Resldent 1D #2's duor indicates (o perform hand hyglens
befora entering and exiting the room, and topulon a
gown and gloves before sntaring the room. Furthermare,
she indicated that sha thought eantact precautions only
required pulting on a gown and gloves when touching tha
resident,
During a surveyar inferview on 8/14/2025 at 12:01 PM
with Certified Medicaffon Technician, Staif L, she
Indicated that you only need to wear a guwn and gloves
when touching a resident on contact precautions,
During a survayor Interview on 8/14/2025 at 12:16 PM
with Licansed Practica) Nurse {LPN), Staff M, she was
unable to answer any questions relative to contact
pracautlons,
Duting a surveyor interviaw on 8/14/2025 at 12:30 PM 'Bg
with the Asslstant Director of Nursing Services and /}g
Infaction Praventionist, Staff H confirmed that Staff
K, L, and M had complsted competencles refated lo
Infection controf practices, However, she was unable
provide evidence these staff members were able to
demanstrate knawledge of ihe appropriate compelencies
and skills for caring for a resldent on confact
precautlons,
Cross Referance F 880
F0825 Provide/Obtain Spaclaiized Rehab Services F0825 As a POC for Tag F825:
$5=G IMMEDIATE ACTION:
CFR{s): 493.65(a){1¥2 . :
{ (X)) Residents 1D #s 8 and 42 have been evaluated
§483.65 Specialized rehabtative services. by physical therapy.
2.65(e} Provi ¢ sarvh 1D OF OTHERS:
§423.85(a) Provision of sarvices. A We recognize that residents may be at risk for
i spacialized rehablliativa services such as but ot a pl}ysical decline ip func‘tion. We have since
Nimited to physical therapy, speech-language pathology, \ reviewed each resident in comparison with
occupational tharapy, resplratory therapy, and "& their last MDS to determine if a physical
rehabliiiative services for mentat liness and decline has occurred
intellactual disablitty or services of a lasser '
infonsity as set forth al §483.120{c}, are regulred In SYSTEM CH.ANG ES"E.DUCATION:
the reslidenf's comprehansive pian of care, the facifity House wide education regarding residents
must- requiring more assistance with ADL’s has
been conducted, including submiiting a
§483.65(a){1) Provide the raquired services; ar referrai‘ for therapy for screening/evaluation.
Education will be conducted upon hire,
annually, and as needed.
§483.65(a)(2) In accordance with §483.70(f), ebtain th Y
required services from an cutside resource that is a
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F0825 Continued from paga 10 FO825
85=G provider of specialized rehabilitative servicas and 1s
not axcluded from participating In any faderal or siale AUDITS:
health care-programs pursuant to section 1128 and 1166 : . .
of the Act. The MDS Nugse and Director of Nursing
(DNS)designee  are  responsible for
This RECRSIREMENT Is NOT MET as evidenced by: executing this plan. We have devised some
Basad on record review, staff and resident Inarview, audlf tools to monitor our progress w1.th t‘has
1t haes been determined thal tha facity fafled to ( piafl. theqaudlt tgols wilt include monitoring
provida specialized rehabifitation sarvices such as residents’ functional levels and identifying
physical Iherapy and occupational therapy, that are changes. The plan and audits are to be
required per the resident's comprehansive plan of care reviewed by the QAP Committee monthly

for 2 of 2 residents reviswed with a decling in

acllvities of daily iving (ADL) functional abliites, for no less than 3 months after which time,

Resident 1D #s 8 and 42. the Committee will determine progress and
] the frequency necessary 10 cORtinue the
Findings are as follows: audits. The plan will be revised as needed to

1. Record review raveaiad Resident [0 #8 was readmitted achieve compliance

to the facliity in October of 2024 with dlagnoses
inciuding, but not Imited o, hemiplegia {paralysis)
and hemiparasis (weakness) of the left non-dorninant
side following a strake and left foot drop {the

inabiiity to 1t the front part of your fact causing

it to drag).

Duting a surveyor infandew with the resident on
BH32025 at 8:49 AM, the resident reported that they
had not received tharapy in sevaral months and
expressad that they are unsble fo do as much as they
were previausly able to.

Record review of a Quarterly Minimurn Data Set (MDS)
Assassment datad 4/10/2025, revealed a Brief interview
for Mental Status (BIMS) score of 15 out of 15,
indicating s/he is cognitivaly Intact, Further raview
revealad the restdent was coded as & 6" for funclionat
abilities, Indicating s/he does not requira assistance

for eating, ol and personal hyglens, lolisling

hyglene, shower/bathing, dressing, and puting en
fontwaar.

Record review of a subsequent Quarterly MDS Assasament
dated 711042025 ravesied the resident Is now coded as 2
“4* for functional abiffties Indicaling that she

requires varbal cues andfor touching/steadying andfor
contact guand assistance for aating, oral and persanal
fyglena, tolleting hyglene, shower/bathing, dressing,

and putting on footwear,

Record review of (he care plan revised on &/4/2025,
indicates the resident raquires assistance with ADUs
related 1o weakness and siroke with a goal that the
resident’s ADL status will improve through the next

EORM CMS-2567 (02/98) Previous Verslons Obsolets Event ID: 1D2B4C-H1 Facifity 1D: 416027 If coninuation sheet Fage 11 of 17
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including, bul not timied to, providing ane slaff
mamber for assistance with personal care, persoral
hygiene and moulh care and to monitor for changes in
status,

Racord review falled to reveal evidence that a
screening for therapy services was complated foliowing
an identifiad decrease in ADL funciioning.

During surveyor interviews on 8/15/2025 at 2:55 AM and
12:25 PM with the Dlrector of Rehablitation, Staff A,
sha revealad that the residant was last discharged from
Physical Therapy {PT) and Qccupationat Therapy {OT)

} services as of 5/20/2025 and has not recelved therapy

servicas since. Addifonally, sha indicated that

rasidents are scresned for the need for therapy

services during the Quarterly and-Annual MD3 assessment
parlods and when rursing rotices a decline ]

residents’ functional abililles, Staff A was unable o

provide evidence that a therapy screen or referraf for
therapy was completed after a decfine was Identified in

ihe Quariarly MDS Assessment dated 7/10/2025.

2, Racord review revealed Resident ID #42 was admitled
1o the facility In October of 2024 with dlagnoses
including, but not lmiled lo, urinary retention and
coronary artery disease.

During a surveyor interview with the resident on .
8/13/2026 at 8:50 AM s/he revealed that atha hasn't had
therapy in many months and has not walked. The resident
further revealed that s/he wants to walk daily.

Record review of an Annual MDS Assessment dated
BIT/2025, revealed a BIMS score of 14 cut of 15,
Indicating s/he 1s cognitively Intact. Furthar revisw

of tha MDS fafled to revaal evidence ihat the resident
ambulated 10, 50, or 150 feel during the assessment

period.

Record revisw of the PT Dischargs Summary document
dated 6/27/2025 raveaiad the Gilowing short and
latig-term goals:

ncrease the ablity to stand supported for 15 minutes
fo initiata galt activitias

_Orice standing, the residant will improve the ablfity

1o salely ambulate 50 fast and make two ums with
parlla¥moderate assistance whie using & two-wheelad
walker

-Once standing, the resident will imprave the ability

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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FOB25 Continued from page 11 FOB25
55=0G review date, Further review revaeled intarvantions,
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parlialmoderate assistance white using a two-wheeled
walker

Further review of he discharge summary documant
ravealed the resident met hisfher shorl and long-tarm
goals and has made cansistent progress with sklllad
interventions. The document indicates that the resitlent
and staff wera in-serviced relativa to ambulation with
contact guard assist and a two-wheeled wasikar.
Additionally, the document indlcates the resident’s
prognosis to maintaln his/her currant lewel of
funclloning s excellent with consistent staft support.

Resord review of an undatad in-service document
completed for the resident by the Physlcal Theraplst
revealed that a skills demonstration was provided to
slaff to ambuiaie-the resident with contact guard

-gsalstance with @ two-wheeled watker, up to 150 fesl

During a survayor Intarview on BIM13/2025 at
approximately 9:00 AM with Licensed Praclical Nurse,
Staff D, she Indicated she was unable (o racall the
jast fima tha resident ambulated with staff. She

further revealed that the tast lime the resident was
assisted with ambulating, s/he was unable fo ambulate
due o beling unsteady and shaking. Additionafly, Staff
D confirmed that tha resident has not had physleat
therapy since 6/27/2025.

During a surveyor intarview an B/15/2025 atl 1:10 PM
with NA, Staff E, she revealed that the resident always
asks 1o watk, but she 13 unsure ¥ the resident is
supposed fo walk.

During a survayor interview on 8H5/2025 at 9:55 AM
with Dinactor of Rehabililation, Staf A, she
acknawledgad thal the resident has nol racaived tharapy
sinca s/he was discharged on 68/27/2025. She furthar
revaaled that on 8/14/2025 the Physical Therapist
completed an evaluation for PT services, after the
residant’s concerns wers brought o nursing by the
surveyor. Additionally, she acknowledged that the PT
evaluation (ndicalad that the resident had a declne in
function since sMe was discharged fram therapy
sarvices on 6/27/2025.

Racord raview of the PT Evaiuation and Plan of

Treatment dated 8/14/2025, Indicatss that the resident
presenied with significant decrease in muscle strengih

and balance, decreasad safely awaranass, and a decreaso
in aciivity intolerance with prolenged activitles.

During a surveyor interview on 8/15/2025 at 1116 PM
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
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§5=0 to safely ambulate 150 foel in a corridor with
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CFR(s): 483.80(a)1){2){4)(s)(f}
§483.80 Infection Contral

The facillly must establish and malntain an Infection
prevention and contral program designed to provide a
safe, sanitary and comfortable environment and lo help
prevent the davelopment and tranamission of
communicable diseases and Infections.

§463.80{a) infecticn prevention and conirof program.

The facility must eslablish an Infecion prevention and
contral program {IPCP} ihat must include, al a minlmum,
the following elemsnts:

§483.80{a)(1) A system for praventing, identifying,
repariing, iwesligating, and controifing Infections .

and communicable disaases for all residents, staff,
voluntears, visiors, and other Individuals providing
services under a contractust arrangement based upon the
faciity sssessment conducted according 1o §483.74 and
following accepted nellonal standards;

§423.80(a)(2) Wrilten standards, policles, and
procedures for the program, which must include, but are
not limited to:

{1) A system of survalilance designed to identify
possible communicable diseases or

infections before they can spraed to other parsons in
the faclily;

{11) When and to whom possibla Incidents of
communicable disease or Infactions should be reported;

{t} Standard and transmission-based precautions to be
foltowed to prevent spread of Infections;

{iv}when and how isolation should be used fora

1D OF OTHERS:

/

2

We recognize that residents may be at risk for
contracting infections with improper PPE use
and improper handwashing. We have since
completed whole house education pertaining
to handwashing and PPE requirements with
return demonstration.

‘3\\ SYSTEM CHANGES/EDUCATION:

The nursing management team and
Administrator have conducted facility-wide
education  regarding  observation  and
awareness of PPE and handwashing
requirements. Weekly random audits will be
completed to identify staff observations
related to PPE use.

AUDITS:

The Infection Preventionist and Director of
Nursing (DNS)/designee are responsible for
executing this plan. We have devised some
audit tools to monitor our progress with this
plan; the audit tools will include PPE and
handwashing observations. The plan and
audits are to be reviewed by the QAP!
Committee monthly for no less than 3 months
after which time, the Committee will
determine progress and the frequency
necessary to continue the audits. The plan
will be revised as needed to achieve
compliance.
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£0625 Continuad from paga 13 FO825
SS=G with the Direclor of Nursing Services, she revealed
that If the MDS indicates a deciine In functional
abliiies, then she would expact that a request fora
therapy screen would be complated. Addifonally, the
DNS was unable fo provide evidence Resident {0#'s B and As 2 POC for Tag F880:
42 were screened or evaluated by physical therapy after IMMEDIATE ACTION:
a decrease in ADL function. Resident 1D #2 had no negative outcome.
Fo880 | Infection Prevention & Control Fo880 staff have been educated regarding
8s=D appropriate PPE use.

%\'g’\é
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§$8=0 residant; Including but not limited to:

{A} The type and duration of tha Isofation, depending
upon the Infectious agent or organtsm involved, and

(B) A raquiremant that tha lselation shoutd be the
1east rastrictive possible for the resident under the
dreumstances,

{v) Tha circumstances under which the facltity must
prohibit employees wilh a coemmunicable disease or
infectad skin lesions from direct contacl with
residents or their foad, if direct contact witt

transmit the disease; and

(vIThe hand hyglane procadures lo ba followed by staif
involved in direct resident contact,

§463.80{a){4) A system for racording incldants
identified under the faclity's (PCP ard the comrective
actions takan by the facility.

§483.80{e) Linens.

Personnel must hendle, store, pracass, and transporl
tinens 50 as {o prevent the spread of infection.

§462.80{f) Annual review.

The facility wilt conduct an annual raview of its IPCP
and update thelr program, @5 necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on survayar chservation, record review, and staft
interview, it has been determinad that the facility

talled to maintzin an nfection prevention and control
program lo help provent the transmission of
communicabla diseases and Infections, relafive to staff
waaring the appropriate personal protactive equipment
(PPE) for 1 of 1 resldent reviewed with an arder for
contact pracautions {Infection control measures which
require donming a gown and gioves upon gntering the
regident’s room) for Extended-specirum bela-laciamase
producing bacterla (ESBL.- an antibiatc resistant
bactera), Resident ID #2.

Findings are as follows:

Review of a facliity policy tiled, “\solation
Pracautions* statas in part, *...Imptament Cantact

{X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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§5=D Pracautions for residents known or suspected to be
Infected with micracrganisms that can be transmiltad by
direct contact with the residaat or Indlrect contact

with environmenta! surfaces or resident care ltams In
the resident’s environment. .. Place isolation’ sign at
daor of residant’s reont...”

Record review revaalod Resident 1D #2 was readmitted to
the facliity in June of 2025 with a dlagnosis
Including, but not imited to, ESBL In the urina,

Record review revealed a physiclan's crder dated
8/7/2025 for contact precautions every shift ralated to
ESEBL In the uring.

During 2 survayor observation on 81412025 at
approximately 12:00 PM revealed signage on Rasident ID
#2's door stating, "Contact Precaulions Everyona Must”
Ciean theirhands Including before entaring and when
laaving tha room. Providers and Slaff Must Afso: Put on
glove before room entry...Put on gown bafore room aniry..."

During a survayor obsarvation on 8/14/2025 at 12:10 P,
Nursing Assistant (NA), Staff K, entered Resldent 1D
#2'5 room withoul performing hand hyglene and without
putting on a gown ar gloves. She assisled the realdent
with hisfher glasses then exited the room without
performing hand hyglena. She than enferad another
resident’s room across the hatl for a short ime then
roentered Resident {0 #2's ropm again, without
perferming hand hyglene and without putfing on a gown
or gloves. While in the room, Staff i went over fo
Resident {0 #2 and was behind the privacy curtain.

Buring a survayor intarview in 8/14/2025 at
approximately 12:15 PM with Sleff X, she indlicated that
she was unaware that Resident (D #2 had en order for
colact pracautions. Sha further indicated that she did
net ses tha sign on tha door Indicating contact
precautions were in place. Additonafly, sha
acknowledged that the signage on Resident 1D #2's door
indlcates to pesform hand hyglene bafore entering and
exlting, and to put on a gown and gloves bafoze
antering the room. Furthermors, she indicated that she
{hought contact precautions anly requirad puiting on a
gown ard gloves when touching the rasident.

During a survayor intarview on 8/14/2025 &t 12:18 PM
with Licansed Practical Nurse (LPN), Staff P, she
indicated lhat Reshdent (D #2 was actively being
traated for ESBL and had an order for contact
pracautions, Additionally, she Indicated that sha would
axpact staffto put on a gown and glovas upon entering
the resident’s room.
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§5=D
During a strveyor interview on 8/14/2025 at 12:30 PM
with the Assistant Direcior of Nureing Services and the
Infectlon Praventlonist, Staff H, she acknowledged thal
Resident 1D #2 was actively being treated for ESBL in
nisfher urine and had a physician’s order for conlact
precautions. Addifonally, she indicated that she would
expact staff o perform hand hygiene befora and after
entering & residant’s room and pul on a gown and gloves
upen enlsring a residant's room.
Cross raference F-726
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CFR(s): RESIDENT CARE SERVICES

1.18.6.C. Each faullity shall hava a registared nurse

an the premises twanty-four (24) hours a day. In
addition, the necessary nursing sarvice personnet
{iicensed and nonlicansed) shall be in sufficient
numbers an a twenty-four (24) hour basis, lo assess the
needs of resident, to develop and Implament resident
eara plans, to provida direct resident cara sarvices,

and to perform other relaled activities to maintaln the
heatlh, safety and welfare of residents.

1. There shall be a master plan of the slaffing paftemn
“for providing twentyfour (24) hour direct care nursing
sarvice; for the distribution of direct care nursing
parsonnef for each floor andfor residantial area; for

o the replacement of direct care nursing personnel; and
far faracasting future needs., The staffing patlern
shalt Include provistons for ragisterad nurses,
licansed practicalnurses, nursing assistants,
medication techniclans, licansed physical therapists,
llcensed ncoupationat tharaplsts, licensed
speech-language pathologlsts, physical Iharapist
assistants and other persannal as reguired.

2. Each nursing facillty shall include diraet
caregivars, Including at leastane (1) nursing
assiatant, In the process to create the master plan of
the staffng pattern and the federally mandated
faclitty sasessment. If the nursing assistants [n the
nursing faclity are representzd under a collactive
hargalning agreement, iha bargaining unit shall
coordinate valing to allow the nursing aselstants lo
salect thelr represaniativa.

3, The number and typa of nursing personnal shal! be
based on resident care needs and classifications as
determined for each residential area. Each rursing
fackity shall ba responsibla to have sufficient
qualified siaff to mest the naeds of the residenls.

As a POC for Tag M715:

IMMEDIATE ACTION: .

The nursing schedule has been audited to
determine the hiring needs of the facility.

ID OF OTHERS:

We recognize our residents have the risk of

I,( insufficient care if appropriate staffing is not

met.
’i'\\ SYSTEM CHANGES/EDUCATION:

LD The DNS and Staffing coordinator have been
educated on the staffing requirements
regarding 24-hour RN coverage.

AUDITS:

The DNS and Staffing Coordinator will make
every effort to coordinate with local schools
and job fairs to recruit Registered Nurses.
Advertisements have been placed through
Apploi. Weekly schedule reviews will be
made with the NHA. DNS. and Staffing
Coordinator. The plan and audits are to be
reviewed by the QAPI Committee monthly
for no less than 3 months after which time,
the Committee will determine progress and
the frequency necessary to continue the
audits. The plan will be revised as needed to
achieve compliance,
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4. At least two (2) ndividuals who are cerlified In
Basic Life Support must be avallabla twenty-four (24)
hours a day within the nursing facillty. One (1) of
these individuals must be a licansed nurse.

5. Commencing on January 1, 2022, nursing facilities
shall provide a querlerly minlmum average specified In
R.I. Gen. Laws § 23-17.5-32(c}{i).

B. Commencing on January 1, 2023, nursing facllitias
shall pravide a quarterly minimum average specified in
R} Cen. Laws § 23-17.5-32{c){fi).

a. In accardance with R, Gen. Laws § 23-17.5-32(d),
Divector of Nursing hours and nursing staff hours spent
on adminislrativa duties or non-direct caregiving tasks
are axcluded and may not be counled toward compliance
with the minimurn staffing hours reguirement in §§
1.16.6(C)(5) and (6} of this Parl.

b. Nursing faciiities thal are certified by the Fedaral
Centers for Madicare and Medicaid Servicas (CMS) shall
access and raport dala using CMS' payrali-based journal
database In accordance with R.1. Gen, Laws §
23-17.5-33(a}(2).

¢, Nursing facilities that are not certified by CMS

{Stals ficensure only} shail report data to the

ficensing agansy In a form and manner as prescribed by
the Director.

7.1n accordance with RLI, Gen, Laws § 23-17.5-32(e),
the requiremnsnts of §§ 16.6.(C)(5) and (6} of this Part
are minimum standards only. Nursing faciiiias shal
employ and schedule additionat staff as needed to
ensure qualily resident care based on the nesds of
individual rasidents and to ensure compliance with all
relavant State and Faderal slaffing raquitements.

8. Compllanca and enforcement for § 1.16.6 of this Part
ghall be dona In accordance with R.L Gen. Laws §
23-17.5-33,

This LICENSURE REQUIREMENT is NOT MET as evidencad by:

Basad on record review and staff interview, it has besn
detarmined that the fcility faited to ensure that a

STATE FORM Event 10: 1D2B1C-H1 Faclilty 1D: 415027 if confinuation sheet Page 2 of 3
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Reglsterad Nurse (RN} was on the pramises twanty-four
{24) hours a day for 16 oul of the 28 days reviewed,

Findings are as folows!

Review of the nursing schedules provided by the
Administrator dated Sunday, 7/20/2025 through Saturday
BM6/2025 falled lo reveal evidencs of twanty-four-hour
RN facility caverage on the following dates:

~7/20/2025 11:00 PM-7:00 PM

712412025 300 PM-11:00 PM

~712512025 3:.00 PM-11:00 PM

-7/26/2025 11:00 PM-7:00 AM

-TI2712025 7:00 AM-3:00 PM, 3:00 PM-11:00 PM, or 11:00
PM -T:00 AM

713112025 3:00 PM-11.00 PM and 11:00 PM-T.00 AM
-8M/2025 3:00 PM-11:00 PM and 11:00 PM-7:00 AM
81712025 3:00 PM-11:00 PM and 11:00 PM-7.00 AM

-BIBf2025 7:00 AM-3:00 PM, 3:00 PM-11.00 PM, or 11: 00
PM-7:00 AM

During a surveyor intarview on 8/14/2025 at 10:15 AM
with the Administrator, she acknowladged that the
facillty falled (o have RN coverage 24 hours a day on
the above-mentioned dales as requirad.
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Kooaco INITIAL COMMENTS Kacoo
As a POC for Tag K324:

The annua! Federal Life Safety Code survey was

conducted by the State Survey Agancy. Oak Hill Center .

of Rhads island was surveyad pursuant to the Natlonal IMMEDIATE ACTION:

Flve Protactfan Association 101 Life Safety Cade, 2012

Editian as referenced in 42 CFR 483.90 (a - d) Physical There were no residents identified in this

Environment,

tag.

Life Safety Goda deficiencies ware fdentfied during 6

fhe saney. ID OF OTHERS: \9_

Capacily: 129 Census: 109 . 'ﬁ

‘ Although there were 0o residents fb

K0324 Cooking Faciliiss K324 . . . .
§5=F identified in this tag, we recognize the

CFR(s) NFPA 101
Caocking Facliles

Cocking equipment is protacted in accordancea with NFPA
96, Standard for Ventllation Controf and Fira
Praiection of Commercial Cooking Opsrations, unfeas:

* residentiai cooking equipmant (l.e., small appliances
such as microwaves, ot plates, toasters) are used for
foad warmiing or limited caoking in accardance with
18,.3.2.5.2, 19.3.25.2

* cooking facifities apen to the comrider in smoke
campartmenls with 30 or fawer patisnts comply with tha
condiions undar 18.3.2.5.3, 13.3.2.58.3, or

* cooking facilities in smoke compartments with 30 or
fower patients comply with conditions under 18.3.254,
19.3.2.54.

Cooking facifites protecied accarding to NFPA 96 par
£.2.3 ara nol required (o be enciosed as hazardous
areas, but shall nat be open to the corridar,

18.3.2.5.1 through 18.3.2.5.4, 18.32.5.1 through
19.3.255, 923 TIA122

This STANDARD is NOT MET as avidunced by:

Based on survayor abservatlans, record review, and

potential risk to residents and others
associated with the lack of Kitchen
suppression maintenance. We have
addressed the issue.

"“@7\"4

cb\ SYSTEM CHANGES/EDUCATION:

The NHA has signed a contact with
Everon to maintain our kitchen fire
suppression system. This was completed
in May 2025 and is scheduled to be
completed in November 2025 and every
6 months thereafter. The Director of
Maintenance is responsible for ensuring
this is completed properly on a routine
basis.

Any daficlency statament ending wilh an asterisk (*) de
safaguards provide sufficient protection lo the patiants. {
days following tha date of survey
following the date thesa documen

notes s deficlency which the institution may be axcused from comrectling providing it s determined that other
Sea raverse for further instructions,) Except far
whather or not a plan of comaction i provided, Far nursing homas, the
ts are made aveflable to tha faciiity. If deficiencles ara cited, an approved plan of comection Is requisita fo continued program

nursing hiomes, the findings stated above are disclosabls 80
above findings and plans of correction are disclosable 14 days

Earﬁdgﬁon.
LAEORSRY DMRECTOR'S O OVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE {%8) DATE —
2/ LHE 8lasls5
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8S=F staff intarview, it has been defermined that the
facflity falled to maintain the kilchen hood

suppression system In accordance with National Fire AUDITS:
Protaction Agsacialion (NFPA) 101 Life Safety Code 2012 "
Edition section 8.2.3 and NFPA 96 Standard for

Ventifatian, Contral and Flre Prolection of Commercial , The Director of Maintenance will report
Cooking Operations 2011 Editlon section 11.2 and . \
saction 11.8. This deficlent practica has the potental to the QAPI Committee each month to 92)
to ilTIPEGt 109 of 102 residents, as wali as an make them aware Of ins ectio %
Indeterminabie number of staff and visitors. I[ . P n c‘iates a':ld

\ compliance. The QAPI Committee will .
Findirigs are as follows: f"gﬂ\ review this issue for a period of no less
NFPA 98 Standard for Vantliaticn Controf and Fire than three months after which time. they

Protection of Commerciat Cocking Oparations 2011 il [ Lo
Edillon section 11,2 states In part, will re-evaluate the frequency of review

of this Life Safety element,
*...11.2.1* Malntenanca of the fira-axtinguishing

systems and listed exhaust hoods conlaining a constant
or fire-gciivated waler system that is listed to

exiingulsh a fire in the graase removal devices, haod
axhausl plenums, and exhaust ducts shail be made by
properly trained, qualifiad, and certified person (s)
acceptable to the authority having jurladiction at

least every 6 months,”

Racord review of NFPA 96 Standard for Ventitation
Control and Fire Protection of Commarclal Caoking
Operations 2017 Edillon section 11.2 states in parl
*...11.2.1* Maintenanca of the fire-extinguishing
systems and listed exhaust hoads cantalning a constant
or Are-activated water system that is listed to
extinguish a fire in the greasa removal devices, hood
exhaust plenums, and exhaust ducts shall be made by
properly tralnad, qualiffed, and cerlified person (s)
goteptabla to the authority having jurisdiction at

least evary 68 months.”

During a surveyor ohservatlon of the kilchen fire
suppresslon system during tha ife safaly tour, on
811442025, the ktchan fire suppression syatam sefvica
ticket ravealsd it was last serviced In May of 2025,
indlcating the previous requirad semiannual sarvice
wauld have bean due In Novernber of 2024,

Record review of the building's kitchen fire

suppression system servica reports on 8/13/2025
revaalad the systems last semiannual service date was
May of 2025. The facillty was unabla lo provide

evidenca that the Novernber 2024 service was complated,
a8 required.

During a surveyor intarview with the Administrator on
B/1412025 atappraximately 2:45 PM, she acknowledged
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inspacied, tested, and malntained in accordance with
NFPA 25, Standard for the inspection, Testing, and
Maintzining of Water-based Fire Protection Systems,
Records of system dasign, maintenanca, Inspaction and
testing are maintained In a secure location and ragdlly
available.

a) Date sprinider system last chechad

b} Wha provided system test

©) Water system supply sourca

Provide in REMARKS Information ons coverags for any
nan-raquirad or partial automatic sprinkler system.

9.7.5,9.7.7,9.7.8, and NFPA 25
This STANDARD is NOT MET as evidenced by:

Based on surveyor obsaervations, record raview, and

staff Interview, it has peen determinad that the

faciilty falled to ensure that the autematic sprinkier

system was baing maintainad in accordance with Nationat
Fire Protection Association (NFPA) 101 Life Safety Code
2012 Edition sections 8.7.5, 8.7.7, 9.7.8, and NFPA 25
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APPROPRIATE DEFICIENCY)
KD345 Continuad from page 3 K0346 AUDITS:
88=F 14.4.5* Tasting Frequency. Unisss otherwlse parmitted
by other sections of this Code, lesting shall ba . .
parformed In accordance with the schedules In Table The Director of Maintenance will report
14.4.5, or more often if required by the authori .
having jiectiton. v to the QAP! Committee each month to
make them aware of the status of the
Recard review of the last four quarterly (every thrae . . . i
months) fira alarm system maintenance reports, falled required fire protection equipment
to reveal evidence that the facility completed the inspections . :
quarterly maintananca tasling batwaen 9/16/2024 and P that are needed _and/or _m
8/1312025, as required, progress. The QAPI Committee will .
During a surveyar interview on 81472025 at (] review this issue for a period of no less \’U
approximately 2:40 PM, with the Maintenance Director than three months after which time. they
and the Administrator, they could not provide evidance al [ ) . LT
thet the fire alarm system recaived quartery testing will re-evaluate the frequency of review %
malntanance, as raquired, of this Life Safety element,
K03s53 Sprnider Systam - Maintenance and Testing KQ353
SS=F :
CFR(s): NFPA 101
As a POC for Tag K353:
Sprinkler System - Maintenanca and Testing i
Automatic speinkler and standpipe systems ara IMMEDIATE ACTION:

There were no residents identified in this
tag.

ID OF OTHERS:

Although there were no residents
identified in this tag, we recognize the
potential risk to residents and others
associated with the lack of evidence
confirming sprinkler system inspection
and testing. We have corrected this issue,
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lk03s3 | Continued from page 4 0353
SS=F Standard for the Inspection, Testing, and Maintenance SYSTEM CHANGES/EDUCATION:

of Water-Based Fira Protection Systems 201 1 edition,
This delicient praclice has the-potential to impact 103
of 109 residents, as well as an indetarminable number
of staff and visitors.

Findings are as fallows:

Record review of NFPA 25 Standard for the Inspection,
Testing, and Malntenanca of Waler-Based Fire Protection
Systems 2011 Edition states in part,

*..4.5 Testing,

4.5.1 Allcomponents and systems shall be tested to
verify that they funclion as intended,

4,5.2 The frequency of tests shall be In accordance
with this Standard,

4.7* Maintenance. Malntenance shall be psrformed to
keep the sysiem equipment operable or to make
repairs.."

NFPA 25 Standard for the Inspectlan, Testing, and
Maintenance of Water-Based Fire Protection Systems 2011
editian states in part,

*..5.1.12 Table 5.1.1.2 shall be used to determine
the minimum required fraquencles for inspaction,
tesiing, and maintenance.

532* Gauges.

5.3.2.1 Gauges shall be replaced every 5 years or
tested every 5 years by comparison with a callbrated
gauge.

5.3.3 Waterfiow Alam Devices.

5.3.3.1 Machanical watarflow alarm devicas induding,
but not tmited to, water motor gongs, shall be tested

Quarterly..”

Record review of the sprinkier system gquarterly reports
(every three months) on 8/13/2025, failed to reveal
that mainienanca of the sprinkler system was completed

quarterly, as required.

During a surveyor Intarview on 8/14/2025 at
approximately 2:45 PM, with the Maintenance Director
and the faclity Administratar, they could not provide
evidence that the sprinider system recetved quartarly
maintenance, as raquired.

We have since signed a new contract with
I o: our fire protection needs. An
inspection date of 8/13/25 has been
completed and they performed testing on
all of our fire protection equipment

¢,
Lk A N
including, but not limited to. smoke 9\3%

@ n{b detectors. fire alarms and sprinkler
Zs\ systems. Next scheduled appointment is '

10/2/25.
AUDITS:

The Director of Maintenance will report to
the QAPI Committee each month to make
them aware of the status of the required
fire protection equipment inspections that
are needed and/or in progress. The QAPI
Committee will review this issue for a
period of no less than three months after
which time. they will re-evaluate the.
frequency of review of this Life Safety
element.
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performed in accordance with NFPA 110,

Generator sats are inspscted weekly, exercised undar
joad 30 minutes 12 limes a year in 2040 day intervals,
and exercised ancs-every 36 months for 4 continuous
hours. Scheduled test under load conditions Include a
complele simulatad cold start and automatic or manust
{ransfer of all EES foads, and are conducled by
competent personnel. Mainlenance end testing of stored
energy power sourcas (Type 3 EES) are In accardance
with NFPA 111. Meln and feeder circuit breakers are
inspected annually, and a pragram for pariodically
exercising the components ks established according to
manufacturer requiraments, Written records of
maintenance and testing are maintained and readity
availabla. EES electrical panels and cireuits are
markad, readily identifiable, and separate from normal
power circuits, Minimizing the posalbiiity of damege of
the amergency powar source s a design consideration
for new (nstallations.

8.4.4, 65.4,8.8.4 (NFPA 89), NFPA 110, NFPA 111,
700.10 (NFPA 70)

This STANDARD is NOT MET as evidanced by:

Based on record review and staff interview, {t has been
determined that the facility failed to ensure that the
Emergancy Power Supply System (EPSS) generator was.
malntained in accordance with National Fire Protection
Assoclation (NFPA) 99 Health Care Facilites Code 2012
Edition, NFPA 101 Life Safaty Code 2012 Edtion, and
NFPA 110 Standard for Emergency and Standby Power
Systems 2010 Edition, This defident practice has the
potential to impact 109 of 109, residents as waell as an
indeterminable number of staff and visktora,

Findings are as follows:

NFPA 110 2010 Edition states In part,

o

ﬂ have corrected this issue.

X4) 10 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG C:;BS-REFE@.&E%ETOMT;)E DATE
K0353 | 0as3
Electrical Systems - Essential Eleclric Syste K0g918
;;"‘fﬁ & As a POC for Tag K918:
CFR(s): NFPA 101
Bldg. 01 .
Electrical Systems - Essentlal Eleckic System IMMEDIATE ACTION:
Maintenanca and Testing
There were no residents identified in this
The generator or aothar altarnale power source and
associated equipment Is capable of supplying service tag.
within 10 seconds. If the 10-second criterion is not (
met during the monthly test, a process shall ba 5
provided to annually confirm this capability for the ID OF OTHERS: 99\?
life safety and crilical branches. Maintanance and
testing of tHia generator and transfer switches are Although there were no residents %\

identified in this tag, we recognize the
potential risk to residents and others
associated with the lack of compliance
ensuring the generator is able to handle
30% load of the name plate rating. We

SYSTEM CHANGES/EDUCATION:

The facility's service provider. I
was contacted on 8/11/25 to provide
maintenance and repairs to our generator.
The maintenance director has created a
monthly generator testing log to maintain
generator testing information.  Monthly
generator testing will be completed per
regulations.
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8.4.1° EPSSs, including alf appurtanant componens,
shall be Inspected waskly and exarcised under Ioad at
least monthly.

8.4.2* Diesel generalor sets In service shalf be
exercised at l=ast once monthly, for a minimum of 30
minutes, using one of the foflowing mathoda:

(1) Loading that maintains the minimum exhaust gas
temparatures as recommended by the manufacturer

{2) Under aperating lemperature conditions and at not
lesa than 30 percent [%] of the EPSS nameplate kW
[Hlowatt] rating...”

Record raview of the monthly maintenance raport for the
EPSS generator on 8/43/2025, reveated the faclilly
failed to provide documentation with preper

calculgtions of the load on the generatar during the

load test to delermina if the genarator was meating the
30% load of the name plate rating, for 12 out of 2
manths reviewed.

Duzing a surveyer Interview with the Malntenance
Diractor on 8/14/2024 al 2:30 PM, he was unable to
provida svidenca that the EPSS generator was being
axercisad under a load that is greater than, or equal
to, 30% of tha name plate KW rating of the generatar,
as required.

%ﬁ

XD SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY fULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
Kogi8 Cantinuad from page 6 Koota
s§=F
« 8.4 Operational Inspection and Testing. .
g, of AUDITS:

The Director of Maintenance will report to
the QAP Committee each month to make
them aware of the status of the required
fire protection equipment inspections
including proper generator functioning
and maintenance that are needed and/or in
progress. The QAPI Committee  will
review this issue for a period of no less
than three months after which time, they
will re-evaluate the frequency of review of
this Life Safety element.

%\'f’
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E0000 Initial Comrnents £0000

An Emargency Preparedness Survey was canducted by the

Center for Health Fachities and Regulation on
8/13f2025

through 8/14/2025. The facllity was found o ba in
complianca with 42 CFR §483.73 related to Emergancy
Preparedness,

Censiss-109

Capacity-129

Any deficiency statemant ending with an asterisk {7) denotes a deficiency which the institution may be excused from camecting providing H is determined that other
safeguards provide sufficiant protection o the patients. (See revarse for further instructions.) Excapt for nursing homes, the findings statsd above are disclosable 80
days foliowing the date of survey whether of nol a plan of carrection s provided. For masing homes, the above findings and plans of correction are disciosable 14 days
follawing the date these dotuments are made avallabla to the facliity. If deficlencles are clted, an approved plan of correction Is requisite to cantinued program

participation,
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