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This plan of correction constitutes the facility’s -
‘E 000 | [nitial Comments ' ‘ | E00O0}written credible allegation of compliance.
- IPreparation and/or execution of this Plan of
| The following reflects the findings of the _ (Correctjon.does not constitute admission or
California Department of Public Health, during an '?Et”,.t‘.’:“;f“-t ‘;Y ﬂ“’i p""”dle" of the “Fthl?fth;
| Emergency Preparedness recertification survey. | ‘ Sﬂc aliege f°" tf.‘e.m“.“ “S“’E.“tl ort f‘m ¢
The findings are in accordance with 42 Code of Statement of De 'clegmeg'/ This p ando el
Feceal Regalons (CFF) 4GB 72, Recuement | Lorslon sprptandoaetiony |
for Long Term Care (LTC) Facilitles. “and: safety code section 1280 and 42 égR 483,— o
Representing the California Department of Publlc ‘ 2:8
‘Health: s
] g1201 3
E 022 Pollcles/Prucedures jor Sheltéring in Place . E022 |. How corrective action(s) will be T we,
88=D CFR(s): 483.73(b)(4) “mecomplished for those residents fount 1 havé"_Ef ?—EE
. L o o been affected by the deficient practicexs - b
- | [{b} Policies and procedures. The [facilities] must ﬁ S B
develop and implement emergency praparedness h, Policy and procedure regarding shel:!armg N e
policies and procedures, based onthe emergency. tlients, staff and volunteers was createfand 12/ 15!17
plan st forth in paragraph (&) of this section, risk ‘implemented into the emergency prepdredness —
| assessment at paragraph-(a)(1) of this sectton binder and ptan. 12/15/17
+ and the communication plan at paragraph (¢} of o
this section. The policles.and procedures must be b, How the facility will identify other residents
;fewewed and updated at least annually. Ata having the potential to be affected by the same
minimum, the policies and procedures must : Heficienl practice and what corrective action will
.address the following?] ' Je taken;
(4) Ameans to shelter in place for patients, staif, | . Residents who reside at St. Francis Pavilion
and volunteers who remain in the [facility]. "[(4) or, } 'Tave the potential to be affected. New palicy
1 (2),(3),(5),(6)] A means to sheiter In place for : find procedure regarding the sheltering of clients,
patients, staff;and volunteers who remain in the staff and volunteers was endorsed through :
[facility]. n-service to staff on 12/28/17 during our 12/29/17
nonthly all staff meeting and presented to the
*[For Inpatient Hospices at §418.113(b):] Policies - Ruality Assurance Performance Improvement
‘and pracedures. Fommitiee on 12/29/17,
(6) The following are additional reguirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
followIng:
{l} Ameans to shelter In place for patients,

LAEOFIATOHY DEHEGTOH"S}PH DEH{SUF‘F‘LI HHEPHESENTATIVES SIGNATURE A ) ' TiTLE ) {X5) DATE
sz JAA Avnmgmamen, D201

Any deﬂclsncy statement endlng wﬁ*1 an. astaﬂsk (=) defiotes a deficlency which the Institution.may be axclsed from comecting provldlng it 15 detarminad that
other safeguards provide sufficlent protectlon ta the patlerits, (See- [nstructions) Except for nureing homes, the findinga stated above dre disclosable 50 days
following the date &f survey whether ar not a plan-of corraction Is proyided. - For nursing homes; the-above findings and plans of carraction are discloseble 14

days folfowlng the dats thasa ddcirments are made avallable to the faclity. |fdeficlencles are’élted, an approved plan of correction 1§ requtslle to continued
program partlcipatlon
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4) 1D “SUMMARY STATEMENT OF DEFIGIENGEES ‘ 1D PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROFRIATE DATE
| : _ DEFIGIENCY) -
1. ’ ' 3. What measures will be put into place or what
E 022 | Continued From page 1 _ E 022 kystemic changes will the facility make to ensure] ™
hospica amployaes who remain in the hospice. : that the deficient practice does not recur;
This REQUIREMENT is not met as evidenced
by: 0. The facility Administrator will audit the
Based on record review and Interview, the facility pmergency preparedness binder monthly to
falled to provide policles. and procedures for _ pnsure all policies and procedures are current
shaitering in place for staff and residents. This ‘ppecifically the policy and procedure regarding
| was-evidenced by no documentation of khelteting of clients, staff, and volunteers.
sheiter-in-piace palicies and procedures. This . . o
-could result In an ingraased risk of harm-to i How the facility plans to monitor it} .~ D2
res|dents and staff In tha event of an emergency performance to make sure that 501“"10“_51‘3“‘- = o
that required sheltering-in-place far a given period. fustained. The facility must develop alan for ] A
of time. : ‘pnsuring that-correction is achieved am:k — = ‘a%
o ) kustained. The plan must be lmplemegteg and"’r %g
Findings. he corrective action evaluated for its = ; i I
. . ' - ‘bffectiveness. The POC is integrated l%fé the 2%
During document review with the Adminlstrator on uality assurance system. 'DC"J = i
. ::é:aﬂgf the emergency preparedness plan was 1. Administrator will report i ndmgsmthe = f—;:«_.;
' ) * |nonthly QAPI meeting for three mofths andr | = =
1., At8:15 p.m., the facility's emergency ‘thereafter as determined by QAP ccnnmtteem -i_-
preparadness plan falled ta have-pollcy and
procedures to address a means to protect thelr \
| clients, staff and volunteers whan.sheltering in
place durlng a.disaster. During interview with the
| Administratar, he stated he was not-aware of this
| réquirement of the emergeancy preparedness
plan, _
K 000 | INITIAL COMMENTS : K.000
K3 Bullding: 01 |
| KE Plan Approval: 7/16/1973.
| K7 Survey Under: 2012 EXISTING
K12 Structure Type: TWO STORIES with
PARTIAL BASEMENT, CONSTRUCTION TYPE
I{l, FULLY SPRINKLERED ‘
The following reflects the findings of the: California
FORM GMS-2567(02-68) Previoua Versionn Obeclels Evant ID: @IPK21 Faclity ID: GA220000088 If conitinualion chaat Page 2 of 7
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8% ESCUELA DRIVE
ST. FRANCIS (?ONVALESCENT PAVILION N DALY CITY, CA 84015
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES B 'PROVIDER'S PLAN OF CORAECTION {X8)
PREFIX (EAGH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHCOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K000 | Continued From page 2 K000
‘ Dapariment of Publlc Heaith, during &n annual .
Life Safety Code recertification survey. The © £ 3
findings are in accordance with 42 Code of AL ‘:’—; o
Federal Reguilations (CFR} 483.470 (a), National = | 3
Fira Protection Assoclation (NFPA) 101, Life T = 23
Safety Code, 2012 Edttion, and NFPASB Health g;{g; T2z
Care Facliities Code, 2012 Editlon, ST o
, ot
. S 544 =g (T
' Fiepresenting the California Department of Public | ‘ %jﬁ i My
| Health; 31201 w, ) Zm
Tha facllity Is not in substantial compllance with o “& M
42 CFR 483.70 (g) for Long Term Care Facllities. £ ‘ =
 |CENsUS:227 : o
K355 | Portable Fire Extinguishars K apb| - How carrective action(s) will be
§8=D | CFA(s): NFPA 101 .ccomplished for those residents found to have
) been affected by the deficient practice;
Portable Fire Extingulshets . _— L
| Portable fire extinguishers are selected, instatled, i Thfit“’" rolling carts were immediately
Inspected and maintained in accordance with noved to a new Ioc?tlon not obstructing a fire 12/14/17
NFPA 10, Standard for Portable Fire :xtinguisher by Maintenance staff. 12/14/17
fg%“g‘#';h?g'é 512, NFPA0 . How the facility will identify other residents
: having the potential to be affected by the same
g;“s HEQUIHEM ENT I8 not met as evidenced tleficient practice and what corrective action will
| Based on observatlon, the {acliity falled to @ taken;
malntain its portable flre extinguishers.. This was Residents who reside at §t. Francis Pavili
A | .. vilion
e\g;:ianced by a portable fire extinguisher that was ‘have the potential to be affected. All other fire
‘?ha g::teerﬁ;:lct,gr:Ln?ﬂi?éa:gsi?ﬁ)s:tagfglfn:gﬁgetg xtinguishers in the facility were checked by 12/14/17
| raini@ivance staff to ensure they were not .
_ re?.!eé‘:lliyo?:cf?li: the partable fire extinguisher n'the ‘dbstructed. No other obstructions were found.
. b. Employees were in-serviced to ensure fire
Ifggf'\s 11%1 'Fl'Jfﬁ %?fef}y G(:(%G. 2?1_h2 'Editll?ql b »xtinguishers and all other fire protection system | 12/28/17
W ortablg Tire extinguishars snall be {evicés are not obstructed.
provided in all health care occupancies in
eccordance with 9.7.4.1
FORM CMS-2687(02-59) Provioua Varslons Cbeciete Event 1D:GIFK2S leﬁy 1D: CAZ200000%8
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K920
88=E

| Findings:

| During & taur of the facllity with staff on 12/14/17,

11. At11:10 a.m., a portable fire extinguisher was

| patient-care-related alactrical equipment

strips for non-PCREE In the patient care rooms

6.1.3.3.1 Fire extinguishers shall not be
obstructed or obscured from view.

the portable fire extingulshiers were cbserved.

ohstructed from |mmed|ate accass by two rolling
carts ptaced in front of the fire extinguisher. The
Maintenance Director confirmed the finding.
Electrical Equipment - Powsr Cords and Extens
'CFR(s): NFPA 101 :

Elsetrical Equipment - Power Cords and
Extenslon Cords

Powar sttips In-a patient care vicinity are only
used for componeiits of movable

{PCREE) assembles that have besn assembled
by qualified personnel and rmest the conditions of
10,2.3.8. Power strips In the- patient care vicinity
may not be used for non-PCREE (e.g., persanal
electronics), except in long-term care resldem
rooms that do not use PCREE. Power strips for
PCREE mest UL 1363A or UL 680601-1. Power

'FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : QOMB NO. 0938-0391
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X4 D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PAEFIX (EACH CORAECGTIVE ACTION EHOULD BE COMPLETION
TAG HEGULATDHY OR LSC IDENTIFYING 1NFOHMATION) TAQ - CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENGY) _ -
) ’ 3. What measures will be put into plh"b or W}EE ﬁ
p .
K355 | Continued From page 3 K 355 |systemic changes will the facility maﬁa to enéﬁi’e A,
: tthat the deficient practice does not recu&,_ ;.g' c,"—:: 2
18.7.4.1 Where required by the provisions of o "*‘- FeE
another section of this Cods, portable fire ‘a. The Maintenance Director or Des;gnee will ) =2
extinguishers shall be selected, Installed, {make daily rounds to ensure-no fire oyt e
Inspected, arid maintained in accardance with [extinguishers are obstructed. -
NFIPPA 10, Standard for Portable Fire . e s
Extlngulshers 4. How the facility plans to monitor its2 » @ o
erformance to make sure that solutiof§are g - ;i'“,
NFPA 10, Standard for Partable Fire sustained. The facility must develop &pjan forcd =
Extlngurshers 2010 Edition

ensuring that correction is achieved and
sustained. The plan must be implemented, and
the corrective action evaluated for its
-effectiveness. The POC is integrated into the
quality assurance system.

. la. Maintenance Director will report findings to
the monthly QAPI meeting for three months and
thereafter as determined by QAPI committee.

K820} How corrective action(s) will be

fccomplished for those residents found to have
Been affected by the deficient practice;

g. The identified extension cords and power
strips-were immediately removed by 12/14/17
‘maintenance staff on 12/14/17.

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

deficient practice and what corrective actlon will
be taken;

FORM GMS-2687{02-28) Previcus Varalons Obsolels Event ID:GIFKE'I

Feallity ID: CAZ20000080 * Iifcontinuation shest Page 4 of 7
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immiediately upon completion of the purpose for
which it was [nstalled and meets.the conditions of
10.2.4.

10.2.3.6 (NFPA.89),10.2.4 (NFPA 89), 400-8
(NFPA 70), 690.3(D} (NFPA 70), TIA12-5

This HEQUIREMENT is not met as svidenced
by:

Based cn observation and Interview, the facility
falled to maintain the electrical wirlng. This was

1 evidenced by the use of &nd extension cords and
power strips. - This affactéd one of two floors and |-

could result in the ignition of an electrical fire.

NFPA 98, Healith Care Facilities Code, 2012
Edition

10.2.3.6 Multiple Qutlet Connection. Two or'mare
power receptacles supplied by a fiexible cord
shall'ba permitted to be used to supply power to
plug-cohnectsd components of a movahle
equipment assembly that is rack-, table-,

| pedestal-, or-cart-mounted, provlded that all of

the following condltlons arg met:
(1} The receptacles are permanently attached ta

the equipmant assembly,

(2)*The sum of the ampacity of all appliances

| connected to the outlets does not exceed 75

parcent of the ampacity of the flexible cord

| supplying the cutlets,
| (8) The ampacity of the flexible cord is in

accordance with NFPA 70, National Electrical
Code,

{4)*The electrical and mechanical integrity of the

aszembly is regularly verified and documented.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 02 GOMPLETED
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(4} ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIGER'S PLAN OF CORRECTION ¥5)
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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) DEFICIENGY)
h. Residents who reside at St. Francis Pavilion .
K 920 | Continued From page 4 K 820 have the potential to be affected. Patientrooms | 12/14/17
{outslde of vicinity) meet UL 1363. In non patient vere c.heckcd to see if there were any other
cara rooms, power strips meet other UL pxtension cords or power strips. No other
standards. All power strips are used with general - pxtension cords or power strips were found.
precautions. Extension cords are not used as & - ] ) )
substitute for fixed wiring of a structure. b, DSD/Designee in-serviced Licensed Nurses,
Exténsion cords used temporarlly are removed CNA’s and other staff that medical equipment is | 12/28/17

ser Life Safety Code.

ake daily rounds randomly checking

_ 4. How the facility plans to moritor its

the corrective action evaluated for its

quality assurance system.

ot be plugged into powerstrips or extension
cords and must plugged into the wall outlets as

. What measures will be put into place or what
‘systemic changes will the facility make to ensure
that the deficient practice does not recur;

h.‘The Maintenance Director or Desigree will
-aoins for extenston cords and power strips.
herforinance to make sure that solutions are
bustaiiied, The facility must-develop a plan for
bhsuring that correction is- aclueved and
ustained, The plan must be implemented, and
sffectivenéss. The POC is integrated into the
1. Maintenance Director will report findings to

he monthly QAPI meeting for three months and
*hcr&aﬂer‘as determined by QAPI committee.

patient

FORM CMS-2667(02-59) Previaus Varslans Obsafete
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{x4} ID
PREFIX
TAG

SUMMARY BTATEMENT OF DEFIGIENCIES
(EACH DEFICIENGY MUST BE PAECECEDBY FULL
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PROVIDER'S PLAN OF CORRECTION

D X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRMTE DATE

DEFICIENGY)

K920

Continued From page 5 -
(5)*Means are efriployed to ensure that additional

| devicas or non-medical equipment cannot be
| connected ta the multiplé outiet extension cord
after leakage currenis have been verified as safe.

| 10.2.4 Adapters and Extsnsion Cords.

10:2.4.1 Thres-prong to two-prong adapters shall
not be permitted.

1 10.2.4.2 Adapters and extension cords meeting

the requirements of 10.2.4.2.1 through 10.2.4.2.3

.shall be parmitted.

10.2.4.2.1 All adapters shall bs listed for the
purposse.

’ 10.2.4‘2.2Attachment plugs and ﬂmngs shall be

listed for the purpose

[10:2.4.2.3 The cabling shall comply with 10.2.3,
| NFPA 70, National Elsctrical Code, 2011 Edition

400,8: Uses Not Permitted. Unless specifically

| permiitted in 400.7, fiexible &6rds end cables; shall

fot be-used forthe following

'(1) As a substitute for the fixad wiring of a
| Structure.

(2) Whera runthirough holes In walls, structural
cellings, suspended cailings, droppad ceilings, or

1 floors,

{8) Where run through doorways, windows, or

| slmilar openings

(4) Where attached to bullding surfaces
Excaption to (4): Flexible cord and cable shall be

| permitted to be attached to bullding $urfaces In
| accordance with the provisions of 368.56(B)

(5) Where cancealed by walis, flodrs, or ceilings

| or locatad above suspended or-drapped ceilings

(6) Where installed In raceways, except as

K820|

FORM CMS- 2557(02-99) Fravious Versions Qbsolets Event 1D: GIPK21
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K 820 | Continued From page 6 K820
otherwlse permitted In this Code o
(7) Where subject to physical damage : fa > =
=0 ——— r~
| —| ce | S
{ Findings: = "
’ : ] | 2 B |23
During a tour of the facllity-and interview with staff ‘ =0T | =E
on 12/14/17, the electrical Wiring in the facility : o N5 =
was observed and staff intervisived. ’ o -1:%
Flest Floor: ‘ Sie oy |E=
., 2 23
1, At10:10 am., an IV pole and a suction pump = -
machine were plugged into a power strip near = =
_ | Bed Ain Room 109. When Interviewed, the
| Maintenance Director stated that there were not
enough wall outlets,
2. At10:40 a.m., an IV pole was plugged into a
powar strip by Bed G in Room 134,
3. At10:46 a.m., an oxygen concentrator was
plugged into.a power strip near Bed C In Room
134,
4. At10:51 a.m., a G-Pap Machine and & cell
1| phone charger were plugged Into a brown
extension cord-in Room 141. When Interviewed,
the Malntenance Director was not aware of the
brown extension cord in use and stated a family
member may have braught it into the facility.
Event ID;GIPK21 Facllity ID: CA22000005 f continuatlon sheet Page 7 of 7
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