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K 000 | INITIAL COMMENTS K 000
483.70 (a) Life Safety Code NFPA 101, 2012 ‘
Edition, Chapter 19 Existing Health Care Preparation and submission of this
Occupancies, and other applicable codes. plan of correction does not constitute
i : an admission or agreement by the
The following represents the findings of the ' provider of the trufgh of the fac)t's
Code Survey. ‘ conclusions set forth on the
: sta ies.
Representing the Department of Public Health: . | of 5:.‘::3&0",: gegf;:';ﬁ':dsa:dh"??fﬁ?k;,--,
. B LR A A THE R S UL P . . . R
I A _ submitted solely because of | - fo 0T
g “SurvyoriD No, 03373, REHS, HFE requirements under state andfedéral.l) "< -
© | MighestS/S=E ' . I SR
Census = 111 This plan of correction hereby
- K281| llumination of Means of Egress K281|  conefitutos the facility’s Credsl(b!ee o
: 88=E: CFR(S)NFP A101 - Allegation of Compliance ~ " " |
: llumination of Means of Egress
' llumination of means of egress, including exit ﬁzeaa‘:,s ':?l;grel? . Illumlna‘tio.n' .oii
diseharge, is. amangded in accordance with 7.8 and o
shall be-éither continuously in operation or S . L
e SIlele) W " . olar power illumination lights -were
capable f atitomatic operation without manual installed in the front entra.?ci? side
['“;‘32"":"1”3;"8" . : and back exit doors on Mairch 05, * |
This REQUIREMENT is not met as evidenced ' oo win pe |
by: used as means of e
gress that are
gél%%f’;g‘g:gs ,g;Eglr_e_siﬁn g : illuminated to allow cccupants to
704 Gé‘r‘;"eral’ . rgency Lig . evacuate away from the building in
70, ” E,rt_'térfg'é.’d.c}{ ighting facilities for means of safe and immedna{e manner.
egress shall be provided in accordance with
Section. 7.9 for the following:
1) Buildifigs of strictisres where required in
Chapters 11'through 43 -

SSENTATIVES SIGNATURE TIME - |8 /WE
' . PN DonJ_ 228/ co/9
otes a deficiency which the institution may be excused from correcting providing it is determined that
nits. (Soo.Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
1 rovided, For nursing homes, the above findings and plans of correction are disclosable 14
facility. If deficlencies are cited, an approved plan of correction Is requisite to continusd

Any deficiency statémint endirig with an asterisk/(*) den
other safeguards provide sufficient protection to the patie:
following the date of sutvey whether or not a-plan-of coqeeﬁon s p
days following the date thes documents are made available to the
program participation. - Co ‘
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K 281 | Continued From page 1 K281
2) Underground and limited access structures as
addressed in Section 11.7 The Administrator and Maintenance
Supervisor made rounds upon
3) High-rise buildings as required by other notification to verify that there were
sections of this code : no other means of egress in need of
' . . additional illumination on March 05,
4) Doors equipped with delayed-egress locks 2019. .
5) Stair shaft and vestibule of smokeproof .
enclosures, for which the following also apply: j Administrator provided in service
. , . : training to maintenance supervisor;::. -
: 200 @) The stair.shaftand vestibule shall be permitted and designee on March 05, 2019 FREN
. - [0 be include.a standby generator that js.installed regarding regulatuon on having«- -, ;| 5. -
“ Hortne smokeproofencfoswe mechanml | .. 71 emergency lighting dutside the. .
; : \Renﬁlaﬁon equme"f- R .ot . building fo provide illumination to
: either a public way or a dlstance
b) The standby generator shall be permitted to be |. . away from the building thatis .
| used _for the sfair shaft and vestibule emergency. | . ! . .cohsidéred safe durmg emergency b
[Hightitig power supply. ", evatuation.
=1 AT 9 Emergency iighting outside the building "'The Admmistrator and Maintenance
~. ;.| should-provide lurmination fo eftherapublicway-- |- -~ | - gypervisor will continte formonttor |~
L 'or a distdrica:away. fromi the building that is g by doing weeklyrourids 'edsure | ¢ - -
+. |considered safe, ‘whichever is closest to the : Tlumination lights are functlo’nlhg ,
_| building being evacuated, o ) ..l .. properly and.providing the - .
light to these exlt i
-1 7:9.2requires. emergency lighting shall be e ggfr?;osrasni’n ga;é otf emergency
prowde& for 1ot less than 1, 1/2 hours arranged:to evacuation. Any identified concemns
provide ok [gss Wién an.aversige of 1 foot candie; will be discussed during daily stand
and ot 18s5’than 0.1 foot candles, measured : up meeting for follow upand
along the path of egress at; ﬁoor Ieve! . corrective sctions.

Fof tﬁ% Prirposes of this reqwrement. exlt

. dlscharge shall include only designated stairs,

' rarips, aisfes; wélkways, and estaiators leading
' to a pubrc way... .

Baised on obsanvation and intervnew, the facmty
. | feiled to provide emergengy lighting to the path of

FORM %WMWW:S Obsolets, .. - EventID:BKQZ21
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K 281

| areas used for means of egress that are

¥~ {Tjonmal power, asa means of lﬂummatlon to:
srecoiheckthegenerator s .- :

" 1The defibiant practice aﬁacted thé entire, facmty

... 8. During a tour of the exterior area of the facility
‘acéompanied by the mainténance supervisor on

" .| toward outside,hé faicility. During an intérview,

' 'émergency power system nor battery operated.
.1 Thearea.on-the south-side of the facility had

.| b8.usE in. the, ‘&verit of power, outage and diring

Continued From page 2

egress from the front entrance, side, and back
exit door. in the event of an emergency
evacuation and interruption of normal power,

ifluminated may allow occupants to evacuate
away from the building in a safe and immediate
manner, The facility also failed to ensure there
was a battery operated emergency lightinthe
emergency generator area located at the
Owensmouth sireet, behind the kitchen in the
event of power outage and during i mterruptxon of -

and one of the two generator areas.

- FindiDge:. . PN

. . :
SN S A

March 04, 2019;-all exit doors were noted going

the maintenance supervisor stated the exterior
lightings were on regular power and not on

......

extenor emergency Ilght on' the path of |
evacuatxon. T .
by Durmg the! tgur of the faclllty on.March 04,
2019; adcompamedby the maintenance™
*sup'éﬁ/isor. e evaluaitor observed onie of the two
emergency generators was located ori the west
snde of the facﬂﬁy na ‘shade. During an interview,
the 'agnfeﬁande Supervisor stated there was no
effergency: I;ght that was either battery operated
and, Jor' opératinig with the gerierator in the area to

K 281

Administrator will monitor

for further reviews and
recommendation,

compliance and will report during
monthly QAPI any identified trends

Completion date: March 29, 2019:

i
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' 8§=D

-|-Transfer grilles are not used in corridor walls or

-1 In other than smoke compartments containing
“+iqpafient Siepiigiooms; miscellanedus-opénings
- vjrarecpermitted:in,vision panels or doors, provided
o meopenmg&ger room. do, ot éxcded 20 sqliare |
.« Finchesand;are at or below:half the distanice from

-| floor'to ceiling. In sprinklered rooms, the openings

| ‘fised wiridot 'assemblies in approved frames. (In

o Jully.sprinklered smoke compartments, there are
e no restné'ao g the area and ﬁre resnstance of

| This REQUIREMENT- i¢" not‘met as" évidenced
R

« { failed o, .emurem,agthepomdor doors to the ice

) ﬁ;ansfer grllle wollid ot provide the required

: emefgem:y:

Corrador Openmgs

'dooks. Auxiliary spaces that do not contain
‘flarmimable or combustible matetials are permitted
to have louvers or be undercut.

‘per room do not exceed 80 square:inches.
| Vision. panels.in.corridor. walls or:doors shall be

18.3:6:5, mﬂas'sz,.s 5.

- Based on observation and mterwew ‘the factllty
aoh!ne,mmp did nothave.a transfer.

a{5et

gnll%flom‘zer‘Aco Fridor dobr Squippéd with a

p,rdtectlm "rq!lr_f‘fire. &nd/or smoke during a fire

.. the ice machine an 3/27/2019 and- _{."- o :
... will be installed once available . -.:+-.

. training to maintenance supervisor/,. |. . .
..~-and designee on March §, 2019~ —-~{— - - 7
. regarding regulations on Corndor -

. to ensure that ice machine dooris
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(X4) D | *_ SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION 5)
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K 281 Conhnued From page 3 K 281
o : mterruption of normal power, as a means of
- Hllumination to check the generator.
K 36_4 ‘Cortidor - Openings : K384 K 364 Corridor - Openings
CFR(s) NFPA 101 penings

The facility will ensure that the
corridor doors to the ice machine
room will not have a transfer
grilles/louver.

Maintenance Supervisor have's: -..:
ordered the replacement door for .-

Administrator provided in-service °
Openmgs

"The. Administrator and Mainténanée
Supervisor will continue to-monitor --1- -
compliance by doing weekly rounds

without transfer grilles/iouver.

Completion date: March 29, 2019.

sw:soo d ™~
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| with NEPA 110

" '»':,-.!. LY SR X RS I

' Elecmmhsystemg Essentlat Elecmc Syste

\.\;.g:
RS

Systems - Essenhal Electric Systern

o Mamtenanoe and Testing

The generator of other alternate power source

- and.assacmed.equupmenﬁs capablé of supplying | . ..
| Seiice withiv"fo‘seconds. If the 10-second

.criteron is, nat met during.the monthly test, a

“Tprocess Shall b8 firovided to annually confirm this

“capability; for e tife safety and. critical branches.
Maintenanceand:testing of the generator and
transférswitehés aré-perfofimed in accordance

e A

‘Generator sefs are inspected weekly, exercised

-4 undes:load 36 ‘pinutes. 12 times a year in 20-40

dan mten(als ang exercised once every 36
mon!bs.d 14, Continiiolis hours, Scheduled test
i 0

¢ ,automatlc or manual
frinster of a!LEES’ oads, and are of

odiﬁgé;el}t personinel. Maintefidnce and testing of
sfored eriergy power sources (Type 3 EES) arein
acgordance.with NFPA 111, Main and feeder
cifGut; breakens are inspécted anniially, and a
prognam,for. pe od:caﬂy exercising the
componepts Is. esfabhshed aoeordmg to’

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
At:dD PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
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K 364 | Continued From page 4. K 364
On March 01, 2019, during a fife safety code tour
of the facility with the maintenance supervisor, it
was noted that the corridor door to the
ice-machine room located across from Room 314
 had a transfer grillesflouver on the lower and top
portion of the door.
During an interview with the maintenance
supervisor at the time of thé observation, he did
not know they could not have transfer grille/louver
on the door to the corridor. . .
K918

- - -F 918 Electrical Systems. - Essenﬂal-
- Electric Systen'r "

The faclllty wnll enidure that there are

" two sets 'of instiuctioh Manuals keptin |
a secure area and convenient location |.

near the equipment and the other set
kept in a different secure location.

Maintenance Supervisor provided two |

separate instructional manuals for
each generator to ensure the routine
maintenance and operational testing

programs of the EPSS is based on the i
manufacturer's recommendatlons and

instruction manual.

I
ST e

FORM CMS-ZW(O;-SS) Prpviousmm Obsolem

S aatil

g toksoo d

ezl

. ~Event 1D: BKQZ21

Facility ID: CA920000084

I UOJJEIS SN LpIoMSIeYD BZ:Y1

If continuation sheetPage 50f 10

6102/82/€0



PRINTED: 03/15/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION DATE SURVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 (XS)COMPLETED
. 058351 B. WING 03/04/201 9
NAME OF PROVIDER OR SUPPLIER ' . STREET ADDRESS, CITY, STATE, ZIP CODE -
10510 OWENSMOUTH
CHATSWORTH PARK CARE CENTER ' CHATSWORTH, CA 91311
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TaG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
. DEFIGIENCY)
K 918 | Continued From page 5 K918
manufacturer requirements. Written records of
maintenance and testing are maintained and Administrator provided in-service
readily available. EES electrical panels and ' training to maintenance
circuits are marked, readily.identifiable, and supervisor/designee on March 05,
separate'from normal power circuits. Minimizing . 2019regarding the regulations on

having the instructional manuals
avallable In a secure location during
the maintenance and testing of the

the possibility of damage of the emergency power
source is a design consideration for new
installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA generators.

111, 700.10 (NFPA 70)

This REQUIREMENT is not met as ev:denoed . AN

wby““ TOF HEALTH &M mLiiial Ry ™ And s it

) Administrator will monitor on gomgww SO
, ..f" NFERAR ‘-"k Q£§%W2%{dgféﬁdgﬁ§f ggncyand Standby_. oo o) o -Gompliance thru weekly enviropfiental| ©f Vi
: .-'r~ mr il ntenad&eo o o] . rounds. Any identified issues willbe o
: LN e e ORI L
'. i3 1 At loast two sas of Inatriction manials for |~ ’;’,f'e"gt?ﬁ;“;fg‘:,’:ﬁ%ga‘;'r’g;“tgd“guﬁ,;g
: SS shall be :
X all major components of the EP — monthly QA and A committee for N
T o ‘ghwm'gj—byi:hﬂ?é%gmﬁ;umt(S) Oﬁhe EPSSand | ' ." mrﬂ]ermcommendation _‘..... = ...i..". AU
A ¢1 ) Adqtaxl;ed,,explacahon of the operation of the
: .(.2) lmm@wrouuﬂe”ma'ntenance AR TEREY (T o N - e ..- ‘j, ; .. . . "' el :;.::;.:.. . -
E ey (Sﬂ?‘ Detaﬂgd.xns}mc}:ona,{u;;&epaé; (g’éhe EPS and S Completion.date: March 29, 2019:: .
: = |-otheRfmajorcoiiponents:of the T R AL ¢ .
e e | {4)An illustrated parts list and part “Umbefs PO R

“I'(5) llustrated dnd schematic drawings of
v o electicalwiring systems, including operating and
) C panels, mstrumentatlon,

3 se,& Sr'rstewatt,on ar)d mtennew the facuhty

5 falléd’to‘ ensure‘iﬁe're ‘Werd two sets of instruction
: mahuals S keptin 4 Seclire and.convenient location o
- :_,-.,lnaat ﬂxé'eqmpmeht and fhe other setieptina rrtl
{ : : . Evem ID: Bmzm Faciity ID: CA920000084 If continuation shiet:Page 6 of 10
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PREFIX
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COMPLEVION
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Continued From page 6

different secure location. The deficient practice
had the potential to not ensure the 'routine
maintenance and operational testing program of
the EPSS is based on the manufacturer's
recommendations and instruction manual,

K918

This defigient practice affected the entire facll:ty
F‘ndmgs

On March 04, 2019, during observation of the
¢ At Fgeneratordnd an;interview with-the:maintenance
-+ supervisor:he stated that. he does not:have:any
w m‘stmctl'on mam.ials. Hé siated heldid ot he is
ot reqliire fo;hiave them available in the facility.
There were two different ernergency generators
which were located in two separate area of the
e .} faCllity. During & ‘concurrent interview, he stated
e [hat vl dbtaliha copy of the manual for each
g o '; Lty meqat-\|'. [ R Y e
: {Gas Equlpment Cylmde‘r and Contamer Stonag

' SSED] ’CFR(‘STNFB\W g

[
w2 1 Gas’ Eét'ﬁprnent
' | Greater than or equal to 3,000 cubio feet

" ;w14 ventitated inaccordance with 5.1.3.3.2 and

' 51333 e

>‘300 but, <.3 GQ cubi& feet S
Sigra"ge lacattans ‘outdoors in an enclosure or
wn¢hm an eng!psed Tnfeuor spat:e ‘of fion-. or
Timited- “g,dmbuﬂ le Construction; ‘With doof (or
gaies Guttoorsy that dan be secured. Oxidizing
gas% are.not stored with flammables, and are.
separated flon combushblesby 20 foet (5 feet if
sprinklered) or enclosed ima cabinet of
noncombistible construction havmg a minimum
/2 hr fire, protection rating. . .

KT 2R b Tin ) 'u..:; sy kTt o o b T

'cyhnaer and: OOntamer Storage :
‘Storage' locations are designed, constructed, and |

K918

K 923 L F 923 Gas: Equrpment Cylmder and

. COntamer storage

The facility will ensure that the full
oxygen cylinder was separated from
the empty cylinders.

pom wsesezm-s@} Preyioys Versions Obsoletar .. -

.....

§10/800°d sty

.. EventID:BKQZ21
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" K923 Continued From page 7

i, 04, ' STOREDWITHINING SMOKING.™.; .. .. - -

ooy Storage is:planned so cylinders are used in order
" of Whjch ihey are received from the supplier:

.| Empty:éyiinders are.segregated from full

oo CONSIdEIED EMPHY i is.established, ' Efnpty cylinders |
" [Fare vharked 40aveid confusion. Cylinders stored

1 11.37,791.8.2,11:3:3, 11.3.4, 11.6.5 (NFPA 89)
., | This REQUiREMENT IS not met as evidenced
LY

JEdition . .

L1l 11 6,23 Cylinders.shall be protected from
‘damage by.means of the. fo!lowing spec:ﬁc

Less than or equal to 300 cubic feet

in a single smoke compartrnent, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautlons as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)

cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure

in the, open are protected from weather,

NFPA@Q Health Care Factlltles Code 2012

p »\i

(1) Oxygén cylinders ‘shall'be protected from
aanrmal rpechamcal shock, which is liable to
darﬁageﬂfe ‘cylinder, valve; or safety device.
(2) Oxygen cylinders shall not be stored near
elevators of gangways or in locations whiere
heavy mowng objects will, strike them or fall on
them. . .

(3) Cylmders ghall be protected from tampering

| by. unauﬂaoﬂZed individuals.

K923

- immediately corrected and discusséd

Administrator and Céntral Supply
manager made rounds to ensure full
tank oxygen are separated from the
empty tank in the Oxygen storage on
March 5, 2019.

Director of Rehabilitation (DOR)
provided in-servige training to rehab
staff March 15, 2019 regarding the
Oxygen Tanks storage to ensure the
full oxygen eyiinders are stored - RS
separately from empty oxygen ' j--f;‘,’. AT
cylinder. o

DSD provided in-service training to

_certified nursing assistants and
restorative nursing assistants on
March 26 to March 28, 2019 regarding
the Oxygen Tanks Storage policy to
ensure the full oxygen cylinders are .
stored separately from the empty )
oxygen cylinders.

Administrator, Central Supply
Manager, Maintenance Supervigor
and Assistant DSD will monitor
compliance during routine rounds and
any issues identified will be

during daily stand up meeting.
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-K 923 | Continued From page 8 | K923
(4) Cylinders or cylinder valves shall not be
repaired, painted, or altereq,
(5) Safety relief devices in Valves or cylinders _
shall not be tampered with. ~ Administrator will monitor on going
(6) Valve outlets clogged with ice shall be thawed | - compliance random observation
with warm - not boiling - water. rounds. Any identified issues will be
(7) Atorch flame shall not be permitted, under addressed and will be presented
any circumstances, to come in contact with a during monthly QA and A committee
cylinder, cylinder valve, or safety device. - . for further recommendation and plan
(8) Sparks and flame shall be kept away from of action.
cylinders,

iR I(QEEven i they.areiconsidered to:beremply;:
: : @l;nderszshallmt besused as  rollers, supports, or
o fqr'gy%l othisrthay 1hatforwhlch the o

i T L Subierintended them. v
: (10) Large cylinders (exceeding stze E) and
X containers larger than 45 kg (100 1b). weight shall o :
........1 be fransported. on atproperhand frigic orcart . E L ol e o e 0 B
"'eerﬁmyinywiﬁmwum p S e, DT e T
cylinders shall be properly : RS R R
T ’L‘ )‘ Ig%;;"?i;"l‘rtt‘!d|rrr=lpropeercylmclerstandor Copeennon e e

e 12) Cyumdé“ﬁl‘shan nqtsbesuppcrfedby adiators, | ...
18 steamﬁipesf;@r%eawtjctw R :

' 111 6.5.1 Storage shall be pianned so that ™ |
NP cﬂiﬁd rs. can-hg,used.in the order in which they
ived from'the supplier. ...,

Qi tets S

. .. : :"‘ ‘ ».a\
b 1852 ‘1 B g’ty d'fuﬂ ' &linders are stored
' é ; efncl ure Srripty cylinders shall

Lehal sab Se
: QE_) s‘w Lg’.')‘ Lt

: e B85 Ernply: 1‘“ nﬁérs i be marked o
dvold | a’mfusfbn ‘aﬁ‘dg ay if a full cyhnder i

froi'n ‘ful!’thnders

s

A
(Y

.
:'& !'ua’t

Baged b obsew‘aﬁoh and interily; the facillty
e&'to Sosure thatthe full oxygen cyimder was T N
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K923 { Continued From page 9 K 923
' separated from empty cylinders; and the oxygen
cylinder was propérly chained or secured, The
deficient practice could result in staff choosing an
emptly cylinder and may cause delay in a medical
emergency.

The deficient practice affected one of five smoke
compartments.

Findings:

On March 04, 2019, at 1:30 p.m., during a tour of
the facility, the evaluator, in.the presence of a
maintenance supervisor, noted.-the following:

The small full oxygen (E) tank was stored in the
emptly -oxygen storage closet across from the
activity/kitchen. The sign on the door stated
empty oxygen storage. The same oxygen tank
was left loose in the closet and not secured.

During an interview with the maintenance
supervisor at the time of the observation, he
stated he could not explain:why the staff was
storing full and empty oxygen E- tanks together
and why the oxygen tank was not secured.
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that must be rev:ewed and updated at least
o annuaW,,ThaT'[aﬁmust dofﬂle followmg ]

R A

P [(3) Addréss pa‘h‘énfldlent popuiatton, mcludmg.
¢ .- ....|-but notlimited. to, persons at-risk; the type of

-anemergency; and continuity of operations,
mcludmg delegat(ons of authonty and succession
plaﬂs F-L-'. . ‘e o .

P “Note® ei‘%;oqs at nsk" Ldoes not applyto ASC,
f n%rsf:’ég PACEHHA, CORF. CMCH, RHC,
‘EQHG,. OEESRI fclities,] . .
“Thig REQL!IBEMENT is not met as evidenced
by

: Based on interview and record review, the facility
failed to enstire e éinergehicy preparedness
plan address reszdegt.populat;on, including but

-gervices the [facility] has the ability to provide in '
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E 000 | Initial Comments E 000
The following reflects the findings of the Disclaimer Statement
California Department of Public Health, during an
Emergency Preparedness recertification survey.
The findings are in accordance with 42 Code of
Federal Regulations (CFR) 483.73, Requirement
for Long Term Care (LTC) Facilities. Preparation and submission of this
] o ] plan of correction dogs not constitute
Representing the Departmeént of Public Health: an admission or agreement by the
provider of the truth of the facts
‘_§rl.|r\(gyor IE?’NOH 93373 REHS HFE o conclusions set forth on the 2
WERARITMENT OF HES = ) FLalafes DR b statement of deficiencies. The pla.n. '
FCeRsUS ﬁﬂﬁk.m i ’ of correction is prepared and ° :
f 7 OFen s Lxy -+ submitted solely because of e
LAY 9001393"@39%%' C wnieda el .~ .|, requirements under state and federal
E 007 | EP Program Patient Population E 007 law.
I ss—c CFR(S) 483 73(8)‘(3) ’i""".," ' Pl ‘.‘- G
e Gy EvAdr8nEy Bibn. The [facilty] must develop 1" Tis ‘plan of correciion hereby
Ty and»mam:namemergency preparedness plan

~ constitutes the facility’s Credible
Allegation of COmpliance )

E007
PROGRAM PATIENT POPULATION

The Administrator, Director of Nursmg
Services and IDT reviewed the
"emergency preparedness plan to
address resident population to identify |
person and resident at rigk to ensure |
resident recelving dialysis in the
dialysie facilities receives adequate|
care and treatment is provided during
emergency. Updated list was file in
the  Facility's emergency
preparedness binder on 3/28/2019.

LABORATORY DIREGTOR'S,QB. PROVIDERISUP.PUER REPRESENTATNE'S SIGNATURE

TITLE " (X6 DATE

e WAL astensk dano’m -a deﬁclency wtm:h the mstxtuﬁon may be excused from correcting providing it is determmed that
%?ggﬁﬂﬁ mmp&?ﬁgn o ﬂl(;) pahems. (See instructions.) Exeept for nursing homes, the findings stated-above are'disciosable 90 days

tvwmhe! heyor-not a plan of comectio

n is provided. Fornursing homes, the above findings and plans of correction are disciosable 14
ents are made avmlable to the facifity. If deﬁcrenqes are cited, an approved plan of corree'aon is requisite to oonﬁnuad

leinzsingvd
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. E 007 | Continued From page 1 E 007
not limited to persons at risk, the type of services
and the facility's ability to provide continuity of .
operations including delegations of authority and The Administrator, Director of
SLICCessIon plans- The defigient plactlce has the Nursing and IDT members' will to
potential for at risks residénts not to be provided monitor compliance by reviewing
with adequate care and treatment. and updating the resident at risk q
e monthly and as needed. Any
Findings: identified issues will be discussed in
the monthly QAPI meeting for
On March 04, 2019, at 11:30 a.m., during the furth ; i
documentation review with the a;dmlmstrator it er review and recommendétlon o
ifwasdetermined thatdhe facllity failed &0 have-an Compliance date: March 29 20 K
: Lemergency: 1areaaredness planthat included - P ’1 s
: resident popidlation’and et risk residents” - S,
& i considaring the type of services, heededinan | '
emergency such as residents who were: receiving |
dialysis in the dialysis facilities. The administrator | EO1 5 EP - SUBSISTENCE
......| confirmed the findings and:stated there ware four |7 T
4 resiaents TeSIingin the fadility who receive - NEEDS FOR STAF AND PATIENTS
) dnae%sis il*n a ;iual}f(ggnsh genter.and acknowlfhdged the LTSI
™ ged fof & i for continuity of care for the . L
AR residentsvmaarem-neaiof d:alyws dunng ' mfsﬁdgm:ﬂrggtrg'rgfgl; i -
e -:' emetgﬁﬂcy PRI A R N ! 2
B 515 | SubSistence Nedds Tor Sff 4nd Patients 018 g;?;yd“;'§§°;gi‘;§fr§f:r’zg§:§ssmg ‘
oo S8R0 CFRU— 483.73(0K1).... b e ' ~ the subsistence needs of the-facility +
for medical and pharmaceutical
F g v Pokggq'and,pmcedures [Facilities] must ness ‘supplies. The Emergency
deyelop g"qg% ’memgg‘:;rgggﬁngmency Preparedness program has been
5 ] cedutes ey (a) of tis & ech on, risk updated to include provisions, and
. kgl parag I;‘ I of s § ction, “par level” inventories for current
g sbarient d 'paragrap 4 ' supplies on hand on March 28,
i n 'bO mlmlcalxan p;]a“. af paragraph (C) Of 2019,
g th;a sgdﬁon Ihg policiés and prosedures must be
révidwed and' upd‘a‘ted atleast-annually.] Ata
mlmmum. the policies and procedures must
addféss the followmg
"."."':":'.. , ‘-'.;“ ' ;‘.;.. N
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E 015 | Continued From page 2 E015
and patients whether they evacuate or shelter in
place, include, but are not limited to the following:
() Food, water, medical and pharmaceutical
supplies
(i) Alternate sources of energy to maintain the
following: ~ The Administrator, Director of
(A) Temperatures to protect patient health and Nursing, and Central Supply
safety and for the safe and sanitary storage of ~ coordinator will monitor the
provisions. subsistence needs for residents,
(B) Emergency lighting. : facility staff, volunteers, and
 cohepe ) Fire detection, extinguishing, and ?}'f‘"‘f‘ individuals from the communityctoricss| «:z, 1.
Wi zsygeﬁ'ls\z !"."4.«‘ PROAML SN ea ol address any immediate changeé 'Gr LN

NTERS (DJ»SGNV%QG’Q"Q-W&S?E‘G"?P@%"‘% MLl o | L. . adjustments needed to be. alighiét:
L L with the Eme Prepared
.(b)(G’)(ui)] P;ogram rgency Preparedness -

JLaNAD

By {*[Féniapat;ant Hosplce ‘28418
Policies and pmcedures
. (6) The following aré additional requirements for | !
- HOSDICE-OPEItEd inpatient cara'fatiliies.only.......[. L1, ot N
P OF : v By eAdnﬂmstrator, Director of
MEOF The'aélné‘fés &idrocedures must address the Nursmg and DT mombers, w:ll

;Ou * c t
L for _y ontipué 1o raonitor compliance by
‘l’hé ﬂ’m"v:sf'on-ofsu‘bs;stence ':5::;9, they=s- m o updatmg theEmergency SR P

: ?M.W\e?s d-patients: R Préparedngse Prograrn; il ':
v y oo ) . o
P ‘ ﬁftﬁ@%’ﬁ%ﬂ@ﬂiﬁﬂﬁ ee,ﬂ fnit%de,_bufare not e -and as neleded fo ensgre?acﬂitys .
A " policy includes:the:subsistence ..
s 'Suég%lg:"d water, medical, and pharmaceutical . -~ needs of resident, staff; votunteers; [~ - ==
N maintain the s individuals from the community.
o8] ”ﬁ‘am‘ ,éwamatesqwmof energy to maintai CeF Any identified issues will be
o m St s vn.ﬂn‘-’ 4,.,‘ cﬂ G jatgn "health discussed in the monthly QAPI
: a?n&afe e Tes .ﬁé grid‘éaaﬁi ety storage | meeting for further review and
:f‘ ;of 15 Jgi },g‘*-' , THEDICET ROT it & : recommendations.
: i “x’ ency lighting. ..
it § (i & L
i " gtection; ifshing .an’d alarm | ;
' ’f '1\ )Freén b eXtingulshiig L Completion date: March 29, 2019, |
' : ,( r\’g 127 r-‘;'-m " fr i alspt)Sé] ST

'{ms"R QUFREMENT i$ hot'iet as ev:denoed
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E 015 | Continued From page 3 E 015
addressing the provision of subsistence needs
(survival) for staff and residents whether they
evacuate or shelter in place. The deficient
practice has the potential for residents and staff
not to receive subsistence needs in an.
emergency.

Findings:

On March 04, 2019, during a review of the
documentation with the administrator, it was
determined that the facility did not have a current
written policy and procedure addressing the
subsistence needs for residents, staff, volunteers,
and individuals from the community. These
subsistence needs include medical and
pharmaceutical supplies.

The administrator confirmed the findings.
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