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1IN L editep: 12102018
DEPARTMENT OF HEALTH AND i-!L MAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0381
STATEMENT OF DEFICIENGIES (X)} PROVIDERUSUPPLIER/CLIA {X2) MULTIPLE GOMSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION | EHENTIFICATION NUMBER: A BUILDING 01 COMPLETED
055650 B WING _ ‘ 1211512016
NAME OF PROVIDER OR SUPPLIER STREET ADDREEZE, GITY, STATE, ZIP CODE
HIGHLANb CARE CENTER OF REDLANDS 700 EAST HIGHLAND AVENUE -
' A | ' REDLANDS, CA 92374 _
(%4 1D SUMMARY STATEMENT OF DEFIGIENCIES 3] " PROVIDER'S PLAN OF CORRECTIO (x5}
PREFIX - (EAGH DEFICIENGY MUSTIBE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULDBE COMPLEFION
TAG REGULATORY OR LSG SDEMTIRYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE LATE -
A . o DEFICIENGY)
- K 000 | INITIAL COMMENTS K 000 ,
. Highland Cars Center of Redlands subrpgte thls |
Surveyor: 21101 response and Plan of Correction as part pf the
K3 BU|LDI|NG? 01 requiremants under state and federal lalv, The
K6 PLAN APPROVAL: 197 Ptan of Correcticn is submitted in accordance
K7 SURVEY UNDER: 2012 Existing with specific regulatory requirements, |t shall
‘ - " not be construed as admissicn of any slisged
STRUCTURE TYFPE: ONE BTORY, deficiency cited or fiability. The provide
CONSTRUCTION TYPE V{111), FULLY submlts this Plan of Correction with the
SPRINKLERED. intentian that {s inadmlssible by any third party
Tha following reflects thd findings of the California to any civll ar criminal :a_cm-n or proceeding
Department of Public Heklth, during an annual against the provider or its employees, agents,
Life Safety Code recertification survey. The officers, directors or share holders.
findings are in ageordangs with 42 CFR (Code of
Federal Regulations) 483.70 (a) Naticnal Fire '
Protection Association (NFRA) 101, Life Safaty CALIFORNMIA D AnTH, ‘?U\'T OF P'@J I0.HEALTH
| Code 2012 Edition, and NFPA 9% Health Care. LICENSING & CERTFFEI ATian ]-1
Facilities Code 2012 Edition, : : BRI FROGRRN
Representing the Califorpia|Repartmant of Public g - g
Health: 21101 [ . o
The faciity is notin substantial compliance with UF ETY CANE 1
42 CFR 48370 (a) for Léng Term Care Facilties.  SATLTY GODE UNT
: SAN BERKARDIND L
Cansus = 78 . ' '
£ 291 | NFPA 101 Emergency Lighting K291 Ke
85=D ' Emergenty lighting unit replacement
| Emergency Lighting ordered December 19, 2016, for
| Emergency lighting of atlleast 1-1/2-hour duration ) ! '
is provided automatically in jaccordance with 7.9. Emergency light number 17
118.20.1,19.291 ) .
Tg&iﬁ;ﬁf“gﬁ%? I notimet as evidenced by. Entire unit will be replaced and tested -
Based observation, the facility failed to maintain as soor as it arrive_:;. ‘
the emergency lighting as evidenced by the '
failure of an emergency light to provide
continyous illumination during a 30 second fest
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DEFARTMENT OF HEALTH AND H EKAAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

HIGHLAND REDLANDS A

PAGE 83/19

P{ZINTED: 12/19/2016
' FORM APPROVED
OMB NO. 0938-0301

(X2) MULT!PLE CONSTRUCTION

lighting in the event of a

oss of powerand

affected 1 of 2 smoke comp artments in memory

care unit.

NFPA 101, Life Safety C
7.9 Emergency Lighting.
7.9.2.1 Emergency ilum
for a minimum of 1 1/2

ode 2012 Edition

nation shall be provided

l'jours in the event of

failure of normat lighting] Emergency lighting
facilities shall be arranged to provids initial

itlumination that is not le
ft-candle (10.8 ux) and,

than 0.1 ft-candle (1.1 IUE),
path of egress at floar e

shall ba permitted to dec

s ihan an average of 1 -
t any paint, not less
measured along the
Hlumination levels

to not less than an

al
[irt

average of 0.6 ft-candle (6.5 lux) and, at any

point, not less than 0.06 ft-candie

(0.65 Iux) at the

end of 1 1/2 hours. A mgximum-to-minimum
itumination uniformity ratic pf 40 ta 1 shalf not be

:

axceadad.

7.9.2.3 The emergency Ijgh ing system shall be

arranged fo provide the

autpmaticatly in the ever)

raquired illumination
t of any interruption of

normal fighting due to any gf the following:

(1)Failure of a public utl
electrical power supply

(2)Opening of a circuit b
(3Manual act(s), includi

ty or other outside

reaker or fuse
ng accidental opening of -

a switch controlling normpal lighting faciities

Findings:

During a tour of the facil

12/15/186, the emergency

observed.

ty g ith maintenance on .
fights were tasted and

o

At 1:13 p.m., tha emergeney ight in the memory

negative findings.

monthly to ensure that all are

CERTIF!

LICEHSING &

All other emergency lights were
tested throughout the facility.
All emergancy lighting will be tested

funttioning praperly. Any needel
corrections will be made immed

Completion Date: January 13, 2017

L
I FROGRAM

STATEMENT OF DEFI;!:%EI\‘!:();IES (X‘r) Fég*ﬂElER/ S!gPPLlER/CLlA (A3) DATE SURVEY
AND PLAN OF CORRECGTION FIFICATION NUMBER: COMPLETED
PN A BUILDING 01
. 055650 B.WING,__ — 12/15/2016
NAME DF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP COBE
' 700 EAST HIGHLAND AVENUE
F REDLA o ‘
HIGHLAND CARE GEN_TER o NDS REDLANDS, CA 92374
{®4) i SUMMARY STATEMENT QF DEFICIENCIES D FROVIDER'S PLAM OF CORRECTION xs)
PREFIX - {EACH DEFICIENCY MUST BE [PRECEDED BY FULL "PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG -REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CGROSS- REFERENGED TC THE APFRUPRIATE DATE
LA . DEFIGIENCY}
- K291 | Continued From page 1 K 291
This could result in failure to provide emergency K291 continues.

[=]

N

ately.

A LTH
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: } . “ H INTED:. 12/19/2018
DEPARTMENT OF HEAILTH AND 4 J&AAN SERVICES i [ R FORM-APPROVED
CENTERS FOR MEDICARE & MED QA{D SERVICES ‘ : CMB NG, 0938-0381 -
STATEMENT OF DEFICIENCIES |t} P ﬂMDEWSUPPUERICLIA {XZ) MULTIPLE CONSTRUCT!ON i| (43 DATE SURVEY
AND FLAN OF CORRECTION | ! 'l'!lFleATIDN NUMBER; A BUILGING D1 COMPLETED
055650 BWING ___ : 12/15/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
‘ 700 EAST HIGHLAND AVENUE - |
CENTE F &! : i
HIGHLAND CARE CENTER OF REDLANDS REDLANDS, CA 92374
(X4) 1) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORREGTION (x5)
PREFIX- {EAGH DEFICIENCY MUST BE| PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULY BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE F\PF“RDF”RIATE DATE
AT ' DEFIGIENCY)
. K291 Continued From page 2 K 291
care unit nurnber sevenieen failed to lluminata
when maintenance pressed the test button.
Maintenance tested the [ight twice and confirmed
| the light was not working.
K 293 | NFPA 101 Exit Signage | - K2g3| K293 :
88=D : Emergency lighting unit, including
Exit Signage EXIT sign, replacement ordered
2012 EXISTING &n, repracer eree
Exit and directional signs ate displayed in Dacember 16, 2016, for EXIT sign -
accordance with 7.10 with continuous fllumination number 17,
also served by the emergency lighting system. : »
119.2.10.1 N :
(Indicate N/A in one-story existing occupangcies Exit sign will be replaced and tested as
with less than 30 occupants whera the line of exit soon as it arrives, '
1 travel is obvious.) -
This STANDARD is notmgt as evidenced by: ' S ‘
Surveyor: 21101 ' All Exit and directional signs wers
Based observation and interview, the facility failed cheeked for proper functioning. No
to maintain the exit signs as evidenced by an exit T o
sigr failing to iluminte {tunng a test. This could negative findings.
resuit in failure to provide djrection to an - . .
emergency exit during a logs of power and AR EXIT lighting will be tested mdnthly
affected 1 of 2 smoke compariments in mamory to ensure that all are functioning
care unit
) properly. .o
NFPA 101, Life Safety O de 2012 Edition ' Completion Date: January 13, 2017
7.10.5 lllurnination of SI?HS
7.10 5. Generai. Every sign required by 7.10.1.2, CALIFORMIA GEPART
7.10.1.5, or 7.10.8.1, other than where operations LIGENSING & E,E\.[ i
"i Or processes require 1o lldhting lavels, shall be
| suitably iliuminated by alreliable light source. :
Externally and internally liuininated signs shall be _ N T S A
legible in both the normal and emergency lighting
maode.
‘ | 4" _ LIFE SAFETY CODE UMIT
L?1052 Continuous lllu imation. SAF BERMARDIND

FORM CM5-2867(02-98) Previous Versions Obsalgte Event 1D: LEF421

 Fariity ID; CA240000020 * If continustion sheet Fage 3 of 18
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| 3 ‘i il
[ Ln : LY eRnTeD: 12192016
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES ‘ O[\{!B NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE COMSTRUCTION [X3) DATE SURVEEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BLUILOING 01 || GOMPLETED
- 055650 BWING___ 12/15/2016
NAME OF PROVIGER OR SUPPLIER ' STREET ADDRESS, CITY. STATE. ZIP CODE :
HIGHLANDICARE CENTER QOF REDLANDS 700 EAST HIGHLAND AVENUE
T REDLANDS, CA 92374
(X4) 1D SUMMARY STATEMEMLO# DEFIGIENCIES © PROVIDER'S PLAN OF GORREGTION x8)
" PREFIX [EAGH DEFICIENGY MUST BE FREGCEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
. TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
SR DEFICIENCY) |
K293 | Continued From page 3 . , K 293
7.10.5.2.1 Every sign reguired to be illuminated
by 7.10.6.3, 7.10.7, and /:1108 1 shall ke
continuously illuminated as required under the
provisions of Section 7.8 unﬁess otherwise CALIFORMIA D
provided in 7.10.6.2.2, LICERSING
Findings:
During a tour of the facility with maintetiarce on - - -
12/15/18, the exit s:gns ere tested and - :
observed ‘
At 114 p.m., the emarge cy, exit sign in'the ARSIy RRAL 1
memory care unit numbel seventeen failed fo L;FE\,U‘_V.FLﬁT(. CLE,J AT
iluminate when maintengnce pressed the test SAI BERNARDIND
button. During interview, |maintenance copfirmed :
the exit sign was not working. :
K 353 | NFPA 101 Sprinkler System |- Maintenance and K353 K353
$5=0 | Testing

| maintained In & secure lacation and readily

Sprinkler System - Maintenance and Tasting
Automatic sprinkler and standpipe systems are
inspected, tested, and mam(Jained in accordance
with NFPA 25, Standarg for he inspection,
Testing, and Mamtammg Ef Aater-based Fire
Protection Systems. Records of system design,
tnaintenance, inspaction and festing are

available.
a) Date sprinkler system [aEt checked

b) Whoa pravided sysﬁem tast

¢) Water systam supply|sofirce

Provide in REMARKS information on coverage for

any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7, 9.7.8, andNFF’\ZS

This STANDARLD is not inet as evidenced by

Blocked sprinkler has been unblbcked
and escutcheon ring replaced asfof

December 16, 2016, .

Alt other sprinklers were checke
found to be free of blackage,
All other escutcheon rings were
checked and present.

All sprinklers and the presence of the

escutcheon rings will be inspectgd

monthly. Any needed correctiong will
- be made immediately and all results

will be reparted to the Administ

4 and

fator.

SORM CMS3-2587{02-39) Previous Versiona Obsole
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il 5 t H
o = : PRINTED: 121%2M6
DEPARTMENT OF HEALTH AND HUMAN SERVICES : : L jFDRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OME NO. 0938-0331
STATEMENT OF DEFICIENCIES (X1} lF‘i-J((OV DERISUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION i . X3} DATE SURVEY .
AND PLAN OF CORRECTION IDENTJRIGATION NUMBER: A BUILDING 01 : ] L COMPLETED
[ T o
: 055650 ' B.WING : 12/15/2016
NAME OF PROVIDER OR SUPPLIER ’ ' STREET ADDRESS, CITY, STATE, ZIP CODE
700 EAST HIGHLAND AVENUE
H OF RED —
HIG LANF) CARE CENTER REDLANDS REDLANDS, CA 92374
(X4 m - SUMMARY STATEMENT OF DEFICIENCIES I ' PROVIDER'S PLAN GF CORRECTION, (48)
.PREFIX (EACH DERICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
© TAG | . REGULATORY OR LSG IDENTIFYING INFORMATION) TAG | - CROSS-REFERENCED TO THE APPROPRIATE DATE
: EU DEFIGIENGCY}
- K 353 | Gontinued From page 4 K 353

Surveyar, 21101 l : K 353 continues
Based on docurment review and inferview, the

HE | tre ) | Annual inspections by Industrial Fire
facility failed to maintain the ‘automailc sprinkier

systam. This was evidenged by a blocked : Protection Company will be

speinkler, by a missing s rinfler escutheon ring, conducted and decumented.

by failing to complate rnojrh y and quarterly visual

inspections of components to the wet pipe . , .
sprinkler system and by no ifocumentation for the _ Campletion Date: .:December 1A, 2017

annual inspection and fe3ting of the automatic
sprinkler systern. This had the potential to affect
the pparation of the sprinkler system and could
dslay in extinguishing or oqtaining a fire. This
affected 6 of 8 smaoke co rtments.

NFPA 101, Life Safety Codel, 2012 Edition
18.3.5.1 Buildings contaifing nursing homes shall
be protecied throughout py an approved,
supervised amomatic . :
sprinkler system in accoidance with Section 8.7,
unless otherwise permitted py 19.3.5.5,

9.7.5 Maintenance and Tesling. All automatic
sprinkier and standpipe systems required by this
Code shall be inspected, tested, and maintained
in accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protagtion Systems,

CALIFORMIA DEPRRTHIINT
MEPA 25, Stangard fnrtl & Inspection, Jesting, LICERSING & CERTY
and Maintenance of Water-Based Fire Protection
Systerns, 2011 Editton
9.7.5 Maintenance and Testing. All automatic (R P
-| sprinkler and standpipe systerns required by this
Code shall be inspected] tepted, and maintained
in accordance with NFPA 2;, Standard for the LIFE

tnspection, Testing, and Maintenance of
Water-Based Fire Protagtion Systems. :
3.7.8 Record Keeping. 1@3}19 and maintenance

records required.by NFPA, Standard for the
Inspection, Testing, and!M

intenance of

FORM CMSB-2567(02-09) Pravious Versions OUEDITS ] Evant I LEF421 Fauifity ID: CAZa0n08020 if cqntinuﬁﬁon shect Page bof 18
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DEPARTMENT OF HEALTH AND

198979373298

HUMAN SERVICES

HIGHLAND REDLANDS A

PAGE 87/19
PRINTED: 12/19/2016

L : . FORM APPROVED
CENTERS FOR MEDICARE & MEBICAID SERVICES P : i OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES o) BROVIDERISUFPLIERICUA (X2 MULTIPLE CONSTRUCTION 1 P (X3) DATE SURVEY
AND PLAN OF GORREGTION | IRENTIFCATION NUMBER : SOMPLETED
g s A BUILDING 01
|
| b 085650 B. WING . 12/15/2016
NAME OF PROVIDER QR SUPPLIER "STREET ADDRESS, CITY, §TATE, ZIP CoDE
TO0 EAST HIGHLAND AVENUE  ©
HIGH CENTER OF.REDLA . o
GHILAND CARE EN‘ E DI NDS REDLANDS, CA 92374 :
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX | (EACH DEFICIENGY mus;lae RECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIRYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPR!ATE DATE
S ( | DEFICIENGY) |
: . , i
K 353 | Continued From page & K 353

52.1 Sprmkiers

flogr lavel annually.
§2.1.1.1* Sprinklers sha
leakage; shall be free of
materialg, paint, and phy
be installed in the corract
upright, pendent, or sidey
15.2.4.1* Gauges on wet p
shall be inspected month
in good condition and
that normal water supply p
maintained.

5.2.5 Waterfow! Alarm an
Waterfowl alarm and sup
shall be inspectad quarte
free of physical damage.
5.2.6* Hydraulic Deslgn |

tiser and is legible.
13.3.2.1.1 Valves secure

maonthly.

destgnatad reprasentativ
system is in service and

5.2.1.1* Sprinklers zhall be

Water-Based Fire Pmte ion Systems, shall be
maintairied at an approved,

ecured logation.

fspec’ted fmm the

| not show signs of
rfosion, foreign
cal damage; and shail
orientation {e.g.,
val
ip sprinkler systems
y to ensure that they are

|

d Supervisory Devices.
arvisory alarm devices
rly fo verify that they arg

—_—
—

ressure is bemg

1fo mation Sign. The

hydraulic design information| sign for hydraulically
dasigned systems shall be i
verfy that it is altached sec

inspéctad quartery to
4re!y ta the sprinkler’

ith focks or

supervised in accordance with applicable NFFA
standards shail be permitied to be inspected

13.3.2.1.2 After any alterations or repairs, an
inspection shali be made'bjdthe property owner or
t

ensuras that the

PR DTO T e
A GERLRT i

CALIFGRMIA

all ]\jawes are in the LIET SAFETY CODE UHIT

normal position and properly sealed, locked, or R

electrically supervised. SAM BeRiARDIO

13.3.2.2* The valve inspaction shall verify that the

valvas are in-the following condition: ‘

{1} In the normal open oricl ‘sed position

{2)"Séaled, locked, or supervised

| (3) Accessible 1
FORM CMS-2567(02-99) Pravious Veraions Obaclel Event i; LEF421 Facliity ID: CAZ40000020 ,Ifi'continuat on sheet Page 6 of 18
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DEPARTMENT OF HEALTH ANA HLMAN SERVICES

HIGHLAMND REDLANDS A

PacE  B8/19

" PRINTED: 12M9/2016

| FORM APPROVED.
CENTERS FOR MEDIGARE & MEDICAID SERVICES | 5 | OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1 [PROVIDERISUPPLIERICLIA ~ | (X2) MULTIPLE GONSTRUCTION | (X3) DATE SURVEY
AND PLAN CF CORRECTION S DEITITIF!CATDN NUMBER, A BUILDING 04 | COMPLETED
: 1 055660 BWING 12115/2016
NAME OF PROVIDER OR SUPPLIER T J STREETADDRESS, CITY, §TATE, ZIP CODE
700 EAST HIGHLAND AVENUE
C NTE DS
HIGHLAND CARE CENTER OF RED ’N REDLANDS, CA 92374
{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES [ 18} PROVIDER'S PLAN QF GORRECTICN ’ XS)
PREFIX: {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | - REGULATORY OR LEC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROHRIATE DATE
g . S ) ‘ DEFICIENCY)
RS .o
. K 353 Continued From page 8 K 353

feaking.

(4) Providad with corract wrenches

(5) Free from external lgak

(6} Provided with applicable identification
13.4.1.1* Alarm valves gnd system riser check
valves shall be externally ifspected monthly and
shall verify the following: , :

{1) The gauges indicate normal supply water
pressure is being maintain Ld.
{2} The valve i free of physical damage,
(3) All valves are in the :Lpp?opriate open or
closed position,

(4} The retarding chamber ?r glarm drains are not

Findings:

During document review, and interview with
maintenance on 12/15/18, the sprinkler system's
testing and inspection records were reviewed.

ler deflector inside the
om was obstructed
that was used for

1. AL 11:3% a.m., the spgin
Physcial Threapy st‘oragla
by a large peice of foam
therapy.

2. At 11142 a.m., the spiink
was missing inside the ¢los
spriniler escutsheon ring in
C/D had paper wedge betw
fing in room 123,

e escutcheon ring
o for bed A/B and the
ide the closet for bed
cen the escutcheon

3 At2:02 p.m., the testing
records provided for the e
system, failed to include h% monthly visual
inspeciions of the gauges, conirol vaives,

quarterly visual inspecﬁops f the hydraulic

and inspection
pipe sprinkler

design information sign, the|waterfowl alarm
devices, and the supervisory alarm devices. The

ingpection records also f‘aileid to inciude the

CALIFGREMIA DZPA

LICENS:

FORM CM8-2557(02-88) Previous Verslons Oksolefe | |

" Event ID: LEF471

Facility 10: GAZ40000020
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ion sheet Page 7 of 18
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Portable Fire Extinguishers| -

Fortable fire exdinguishers are selected, installad,
inspected, and maintained N accordance with
NFPA 10, Standard for Rortable Fire
Extinguishers, '

18.3.5.12, 19.3.5.12, NFPA10

This STANDARD is notimet as evidenced by
Surveyar: 21104
Based on cbservation, the facility failed to

broken safety seal. Thig cquld resultin the fire.
extinguisher failing to coptain or exdinguish a fire.
This affected 1 of 6 smoke compartments.
NFPA 10: Standard for Rortable Fire
Extinguishers, 2010 Edition

Chapter 7 Inspection, Maintenance, and
Recharging of Portable fire Extinguishers

7.2.2 Praceduras. Perisdic ‘L:'nspection or

fire extinguisher that ne déo be recharged and a

glectranic monitaring of flrelextinguishers shall
include 5 check of af least the following Herns:

(1) Location in designated place
| {2} No obstruction to acdess or visibility
(3) Pregsure gauge reac{h‘: or indicator in the
oparable range or position ‘
-1 {4) Fullness determinad by weighing or hefting for
self-expelling-type extinguishers,
cartridge-operated extinguishars, and pump tanks
(5) Condition of tires, wheels, carriage, hose, and
nozzie for wheeled extinfjuishers
(8) Indicatar for non rechargeabls extinguishers
using push-to-test pressbre indicators

maintain the fire extinguishers as evidenced by a |

18: 82 1%@2795;?3(9@ HIGHLAND REDLANDS '2’; ( ) “ PAGE ©9/19
i | ‘1 ! i: 5|
. Pl INTED: 12182016
DEPARTMENT OF HEALTH AN{HJJMAN SERVICES o FORM AF’PHO%ED
CENTERS FOR MEDICARE & M DiCAlD SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1 JJR VIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION  IDENTIFICATION NUMBER: A BUILOING 01 COMPLETED
055650 8.WNG 1271512016
NAME OF PROVIDER OR SUPPLIER ! u& STREET ADDRESS, CITY, STATE, ZIP CODE i
1. 700 EAST HIGHLAND AVENUE
Hl T !L . \
GHLAND CARE EEﬂ ER OF RE [ NDS REDLANDS, CA 92374
)i | SUMMARY STATEMENT OF DEFIGIENGIES "ID PROVIDER'S PLAN OF CORREGTICH s
PREFIX. (EACH D_EFICIENC'Y MUST BElPRECEDED BY FLILL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC lD%NTTYING INFORMATIGN) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
. e . : © DEFIGIENCY)
K353 Continued From page 7 K 353
annual inspection and tgst of the automatic ‘ ‘
sprinkler system. During interview, maintenancs h
stated he could not find any, additional records for ;
review. N E .
K 355 | MFPA 101 Partable Fire Extingtishers K 355, K355
S5=0

Portable Fire extinguisher has been
inspected and determined to ben
good working order by IndustrialiFire
Protection Company on Decemb' r20,
2016.

All ather Portable Fire extinguishers

were inspected and determined o be

in working order. L1
. . i

Visual inspections of esch partable

fire extinguisher will be performed

and no negative findings.

Documented monthly inspectionfﬁ will
- be preformed to epsure ail are ’
proper working condition. Any
negative findings will be carrectdd
immediately and all results will He
reported to the Administrator.

Completion Date: Decermber 18, 2015

DOHERLTH

OF PUEI

ALIFORIIA
r

LiCERS
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19837937334

l : , l HIGHLAND REDLANDS .‘3[ s ” PAGE. 18/19
RIS T priTED: 1201902016
DEPARTMENT OF HEALTH AND, \£V|AN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES PXt) FROYIDERISUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION - ’(xss) DATE SURVEY
AND PLAN OF CORRECTION ’ I ) N IEXCATION NUMBER: A BUILDING D i\ COMPLETED
055650 B, WING : 12115/2016
NAME OF PROVIDER OR SUPPLIER : ' STREET ADDRESS, CITY, STATE, Zi# CODE
: . 700 EAST HIGHLAND AVENUE
HIGHLAND CARE CEN.TER aF REDMTIDS REDLANDS, GA 92374
(¥4) D SUMMARY STATEMEN Oﬁg DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (X5}
EREFIX - (EAGH DEFIGIENGY MLIST !{SE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDP# IATE PATE
e T DEFICIENGY). ,
K365 Continued From page 8 K 355
7.2.2.2 Where required by 712 2.1, the foltowing
inspeciion procedures sf{all ha in addition o
those addressed in 7.2.2] ’ o
(1)Verifying that opératinQ Instructions on CALIFORMIA DErAR
nameplates are legible and ace outward LICEMSIHG & oEpmiminsy oo
| (2)Checking for broken or mjissing safety seals
and tamper mndicators
(3)Examination for abvioys physical damage, i - :
corrosion, leakage, or cligged nozzle
Findings: L -
During a tour of the facility with maintenance on
.12115/18, the fire extinguisher where observed.
AL 1:01 pm., the pzf)ﬁtsa‘mhL fire extinguisher next to
room 129 had a broken %af%ty seal and the
pressune gauge was in the recharga position. :
K 363 | NFPA 101 Corricor - Dodrs K363 K263 _ 1
58=D In arder to maintain proger smaoke
Carridor - Doors , , propersmo
7012 EXISTING and fire protection, rubber doorstops
Daors protecting corridor openings in other than have been removed allowing doors to
required enclosures of vertical openings, exits, or L : .
hazardous areas shall be substantial doorg, such close as designed.
as those constructed of }-3 4 inch solid-bonded p oL
core wood, or capable of resisting fire for at least Alt gther fire doors were inspected
20 minutes. Doors in fully sprinklerad smoke and none were found to have rupber
compartmenis are only required to resist the stoppers.
passage of smoke. Dooys shall be provided with a : ‘
Facility staff has been re

"| doors. Clearance betwean bottorn of door and
| fioor covering is not exceeding 1 inch. Roller

means suitable for keeping the door closed.
There is no impedlmentlot e closing of the

tatches are prohibited by CMS regulations on
sorridor doors and rooms cpntaining flammable
or combustible materials. Powered doors
complying with 7.2.1 8 are permissible. Hold open
devices that release when Te door is pushed or
pulled zre permitted. Norrated protective plates

I

|

type deor staps.

All docrs ihcluding Physl

sustained.

doors will be-inﬁpe‘cted'weekly uptil
subs'tantiallcompliance has been| .

{educat?d to

not use rubber wedge type or other

cal Therapy

FORM CMS-2567(02-89) Previous Versions Obsaldte | |

Evant i LEF421
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15837937339 HIGHLAND REDLANDS A o | PAGE 11/19
!i ' l 1 PRINTED: 121197201
DEPARTMENT OF HEALTH AND‘} MAN SERVICES | RN A
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 8938-0381
STATEMENT OF DEFICIENGIES {X1): Fiiﬁo\'fl ER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION RN ICATION NUMPER: L ' GOMPLETED
S A BLHLDING 01 T
; ! S
055650 B WING - : 12115/2016
NAME OF PROVIDER OR SUPPLIER 1 STREET ADDRESS, CITY. STATE, ZIP CODE
o ‘ '
700 EAST HIGHLAND AVENUE
HIGHILAND CARE CENTER QF RED D3 e
T t‘A - REDLANDS, CA 92374
X4y 1D SUMMARY STATEMENT OEDEFICIENCIES o | PROMIDER'S PLAN QF CORRECTION T s
PREFIX . (EACH DEFICIZNCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD & COMPLETION
TAG REGULATORY OR LSC IDERTIEVING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE | DATE
b , DEFICIENCY)
- K'383! Continued From page 9 K363 K363 continue

'mesting 19.3.6.3.6 are permjitted.

12716418, the doors were

of unlimited height are parmyited. Dutch doors

Doar frames shall be labéled arid made of steel

or other materials it complignes with 8.3, unless -
the smoke compartment is sprinklered, Fixed fire
window assemblies are !lo(;tved per8.3.1In
sprinklerad compartments there are no
restrictions in area or firelresistance of gtass or
frames in window assernbli s,

19.3.6.3, 42 CFR Parts 4b3, 418, 460, 482, 483,
and 485 (L )

Show In REMARKS deta‘;s ]fdoors such as fire
protection ratings, autom tijs closing devices,
eic.

This STANDARD is not x]'ne as evidenced by:
Surveyor: 2111 j

Based on observation, the facility failed to
maintain doors o resist the passage of smoke as
evidenced by impediments to the closing of the
doors. This could result In the failure to contain
the transfer of smoke in the event of a fire and
affected 2 of 6 smoke coﬁ-\p riments.

Findings: -
During a tour of the facility ith the Dicestor of.

Sacial Services and Maintenance staff on -
observed.

1, At 10:45 a.m., the door to Physicat Therapy

1 room was held open by g rubber wedge that was

placed under the corridmr' daar.

2. At 11:28 a.m., the doo'} tcl resident room 118
was difficult to clése andlopen. The door bottom
of the door was dragging on the floor, This was
confirmed by maintenande during the survey.

3. AL12:11 p.m, the dodr K

ihe employee break

Resident roaom 118 door has bEELT
fixed to correct dragging on the floor
whila closing.

All other doors inspected to enst
they do not drag when closing. No
negative findings.

=

<]

Kick stand door stop has been
removed from employee break r
doar. "

am

Al doors have been inspected to
canfirm that there are nu!i‘ kick stands
holding doors open. No new kick
stand door stoppers will be installed.

- b

i .
Completion Date: Jan 3,-2017

FORM CMS.2567(02-08} Previoys Versions Ohstiete

Event i0; LEF421
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B1/B3/2817 18:02 19857337330 HIGHLAND REDLANDS A . PAGE 12/19
| : il priNTED: 1211922018
DEPARTMENT OF HEALTH AND };lUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVJCES ‘ ONMB NGO, 0933-0391
STATEMENT OF DEFICIENCIES DX1) PROVIDER/SUPPLERICLIA {%2) MULTIPLE CONSTRUGTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 COMPLETED
058660 B.WING , — 121512015
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
HIGHLAND CARE CENTER OF REDILANDS 700 EAST HIGHLAND AVENUE
o "Mt REDLANDS, CA 92374
(%4) 1D ~ SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN.OF CORRECTICN (x5)
PREFIX | . (FACHDEFICIENCY MUST BE FREGEDED BY FULL PREFIX. (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
, | DEFICIENCY)
- A
K363 | Continued From page 10 K 363 ' i ,1]
: | room was held open by alkick stand. . £
K 3741 NFPA 101 Subdivision of Bullding Spaces - K374| K374
§58=n | Smoke Bariie fach smake barrier door identified as
Subdivigion of Buildin'g Sgaées'- Smoke Barrer not ‘cicrsmg completely w%re S
Doors _ lubricated to ensure complete clbsure.
2012 EXISTING ‘ : '

| Deors in smoke barriers
bonded wond-core doors|or
resists fire for 20 mirutes. Nonrated protective

plates of unlimited height

 are permitted to have fixgd

assemblies par 8.5, Dooys
automatic-cloging, do not
are not required to swing|i
egress travel. Doar open

| clear width of 32 inches f

doors.

19.5.7.6,19.3.7.8, 18.3.7
This STANDARD is not
Sutveyor: 21101

Based on observation, t}\
maintain the smoke barrie
by doars equipped with l
fully close and laich. Th
smoke compartments.

NFPA 101, Life Safew G
4,5.8 Maintenance. Whe
device, equipment, syst

| arrangement, level of prr

| feature is required for co
provisions of this Code, su h device, eguipment,

system, condition, arran eﬁr

protection, or other feature

maintained, unless the {
maintenance.

1-3/4-inch thick solid
of construction that

re

a

,..‘

permltted Doors
re window

re self-closing or
require latching, and
in the direction of
ng|provides a minimum
pr swinging or horizontal

et as evidencead by

e facility failed to
oors as evidenced
mg devices failing to
flure affected 3 of 6

d 2012 Edition

ever or wheraver any

m, condition,

tection, ar any other
hance with the

ent, level of
shail thareafter be
ode exempts such

All smoke barrier doors have bed
tested and observed ta ensure
complate ¢losure, No additional
negative findings.

Smoke barrier Doors will be furt!
" inspected each month by the
maintenance dept. Immediate

barrier doors.

Industrial Fire Protection Compa
will conduct smoke barrier door
inspections Quarterly. The repo
be provided in writing to the
Administrator.

Compl&tion Date: December 20,

er

corrective action will be takento
ensure complete closure of the smoke

ny

£ will

FORM CMS-2557(02:29} Previous Varsions Obsolg

Evart 10: LEF421
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!
DEPARTMENT OF HEALTH AN[l HUMAN SERVICES

HIGHLAND REDLANDS rﬁl ‘ . “ PAGE 13/19
. | S '
! i b

RINTED: '12/19/2016

| " FORMAPPROVED
CENTERS FOR MEDICARE & Mg IQAID SERVIGES OMB ND, 0938-0351
STATEMENT OF DEFICIENCIES (X1) |PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION |tx3) DATE SURVEY
AND PLAN OF CORRECTION | IPENTIFIGATION NUMBER; 4 BUILDING 04 - S il COMPLETED
. 055650 BLWING _ 1211572016
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIF CODE
! 700 EAST HIGHLAND AVENUE
1 5 ) -
H GHLI.SAND CARE GENTER OF RETLA ND! REDLANDS, CA 92374 |
X4 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTION %5)
PREFIX: . (EAGH DEFICIENCY MUST Bl PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAS +| . REGULATORY OR LSGID;NTE ING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE UATE
. o FV DEFICIENTY) 1
| i
- K 374| Continued From page 11 | K 374 |
Findings: | b
During the testing of the/fire alarm system by RIRE AR
mairenance an 12!15{1%, the smoke barrier 5
| doors were observed. | ‘
1. At 2:44 p.m, the stgke harrier door near
raom 101 failed to latch Lpon release of its hoid -
open device during the testing of the fire alarm
systern. This was acknowledged by maintenance
during survey. . LIPE SAFETY COLE LT
2. At 2:51 p.m., the srmake barrier door near 4 BERMARCING
room 128 failed to latch Lipdn release of its hold ViR
opan device during the testing of the fire alarm
systam. This was ackngwledged by maintenance
during survey. ‘ , . K712 . ' ’
K712\ NFPA101 Fire Drils | KTI2) e it il b scheduled ot rafdon
Fire Drills times to prevent fire drilfs from helng
Fire drills include the transmission of a fire alarm conducted at Expectedgt;i' as. The
signal and simulation of ermergency fire . L
conditions. Fira drills are held at unexpected randqm scheciling of ﬁr':" drills will be
times under varying condiit ns, at least quarterly done in a manner that will not be
on each shift. The staff is famitiar with procedures anticipated by ermployees.
snd is aware that drills afe part of established
routine. Responsibility far planning and . ‘
conducting drills is assighe only to competent Scheduling and coordination of fire
persons who are qualifier 1o exercise leadership. drills will be reviewed by the
Where drills are conducted petwean 9:00 PM and dminist Fire drilld
6:00 AM, a coded announcement may be used Administrator to ensure fire drilly are
instead of audible alarms. - regularly conducted at different timeas
i 13;1.; through 18.7.1.7, 19.7.1.4 through for each shift,
{ This STANDARD is not et as avidenced by: : |
Surveyor: 21101 ‘ : All fire drills will be docurnented pnd
Ba??d or:u_document reviewiand lnterV!_ew, the reported to the Administrator to
facility failed to ensure guarterly fire drills were . , .
held at unexpected timas as evidenced by 3 of 4 ensure substantial compliance.
NOC {night) shift fire drills held around the same
tima. This failure could result in staff becoming
FORM CMS-2667{02-99) Pravious Verslone Obsolcle T Event o Lrram Facility ID: GA240000020 T ontinuation shost Page 12 of 18
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DEPARTMENT QF HEALTH AN

9??386

t

HUMAN SERVICES

HIGHLAND REDLANDS A

PAGE  14/19

RINTED: 12/19/2016

! FORM APPROVED

STATEMENT OF DEFICIENCIES

1) §
AMD PLAN QF CORRECTION f

GENTERS FOR MEDIGARE & MEDICAID SERVICES

ROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

055650

L OMB NO. 0938-0391

{X2) MULTIPLE CONSTRUCTION i .
A, BUILDING 01 Co

B. WING

|

(X3) DATE SURVEY
COMPLETED

1211512016

NAME OF PROVIDER COR SUPPLIER

HIGHLAND CARE CENTER OF REDULNDS

STREETADDRESS, CITY, STATE, ZIP CODE
700 EAST HIGHLAND AVENUE
REDLANDS, CA 92374

(X412
PREFIX
TAG

I

(EACH DEFICIENCY MUST B

|
SUMMARY STATEMENT QF DEFICIENCIES
. -REGULATORY OR LSC IDIJ*[NTIFYING INFORMATION)

PRECEDED RY FULL

PREFIX
TAG

Hin) PROVIDER'S PLAN OF CORRECTI

DEFICIENCY)

e o G

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APF’ROF\

N © X5
COMPLETION

DATE

RIATE -

2010 ‘

Continusd From page 1 rP,
camplacent to assigned

K72

an unexpected time. THis

compartments

19.7.1.4 Firedrillsinh
shall include the transm

3

conditions.

119715
ba required to be moved d

administrative staff) with
conditions.
19.7.1.7 When drills are

[ 8:00 p.m. and &:00 a.m.
hours), a coded announpe

Findings:

During document revievx(‘a
maintehance on 121516,

Al 1:41 p.m,, maintenan'ce

held in July and the fourth

firg
1 NOC shift and not responding to an emergency at |

(2]

to be usaed instead of audib

"1 the quarterly fire drills w#s 2

drill times on the

affected & of 6 smoke

NFPA 101, Lite Safety Gode 2012 Edition

1 care ocoupancies

: ssipn of a fire alarm
signat and simutation of emergency fire

Infirmt or bedslidden patients shall nof

ring drifls to safe

areas of to the exterior of the building.

19.7.1.6 Drills shall bt canducted quarterly on

J

each shift to familiarize facllity personnet {nurses,
interns, maintenance gngineers, and.

the signals and
arnergency action requifed

under varied

gonducted between

00 hours and Q800
rnent shall be permitted
le alarms.

the documentation for

Td interview with the
reguested,

provided fire drill

reports for the past 4 quarters. The reports
documented the NOC shift fire drilis wara held at
1:40 a.m., 1215 am., 1:45am., and 1:15 a.m.
The fire drill for the third| quarter NOC shit was

quarter NOC ghift fire

Lomae] e en Mhading
SO TR TS s,

K712

CALIFORMA DERARYITFNT O

.,

LIFE SAFETY COTE UMT

Dean
L T S gy e ey S T v

!1
|
:

FORM CMS-2587(02-89) Previous Versions Obs}oTte
il

. Event I0:1 EF421

" T
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© DEPARTMENT OF HEALTH ANI‘L HL’MAN SERVICES
CENTERS FOR MEDICARE &, MED;CA:D SERVICES

HIGHLAND REDLANDS A

PAGE 15/183

RINTED: 12/19/2016
' FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES

(XiﬂPR IDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION . (X3} DATE SURVEY
AND PLAN OF CORRECTION - \DENTIFICATION NUMBER & BUILDING 01 . | COMPLETED
055650 BWING J 12/15/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 3TATE. ZiP CODE i
700 EAST HIGHLAMD AVENUE
HIGHLAND CARE CENTER OF REDLANDS REDLANDS, CA 92374
X4y 1t SUMMARY STATEMENT OF DEFICIENCIES ) _ PROVIDER'S PLAN OF CORRECTION - gXa)
PREFIX: (EACH DEFICIENCY MUS Bt PRECEDED BY FLLL PREFIX (EACH CORRECTIWVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC ID&TNT FYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROITR!ATE DATE
T ' DEFILIENCY’)
K 712 | Continued From page 1 K712 ] :
drill was held in December] the noc shift fire dril i ‘;\
exceeded 4 months before the next NOCT shift fire Y
drill was held. K912
K 818 | NFPA 101 Electrical Systeths - Essential Electric K 918
sa=p | Syste Review of the available visual angd
Flectrical Svst £ o Electric S monthly load testing for continuous
ectri S - Es actric System . :
Maintec:ancye ainc}sTestisn?en 7 e el 30 minutes was conducted to ensure
The generator or other alternate power source the previous 6 months had been
and associated equipment| lis capabie of supplying completed correctly.
service within 10 seconds. ) the 10-second
criterion is not met dunrigt e monthly test, & S
process shall be provid d to annually confiren this will continue weekly visual and |
capability for the life safety and criticat branches. monthly load testing for continubus
Maintenance and testing of the generator and ‘ )
transfer switches are peirformed in accordance 30 minutes of the reserve powe
with NFFA 110, source will be scheduled, conducted
Generator sets are inspected weekly, axercised and documeanted by maiitenance
| under load 30 minutes 12 tFmes a year in 20-40 e EosTm Y [H
day intervals, and exercjse once avery 36 supervisor. |
months for 4 continuous haurs. Scheduled test ' i
under load conditions in qut!e a completa | Documentation of both weekly visual
stmulated cold start and| automatic or manual : T
transfe'r of a” EES !Oad a d are Conducted by and mDnthhf load tESUng fOI‘ no |ess
compeient personnel. I'VLEU tenance and testing of than 30 continuous minutas willbe
stored enargy power sources (Type 3 EES) are in od to the Administ -
accordance with NFPA 111] Main and feeder reparted to the‘A minis ,ramrto
circuit breakers are inspected annually, and a insure substantisl compliance.
pragram for periodically exercising tha ol
components is established|according to o
manufacturer requirements. Written records of .
- maintenance and testing are maintained and Completion Date: December 23,2016
readily available. EES dlectrical panels and :
circuits are marked and reédﬂy identifiable.
Minimizing the possibility of damage of the
SMErgency pOwer sour et & design
consideration for new installations. i
6.4.4, 654 664 (NFPAD J ), MFPA 110, NFPA '
FORM CMS-2567{02-59) Pravioua Varaiona Dbs',ul};eta B Event ID: LEF421 #acility' iD: CA240000020 - : i ogtmuatgn sheet Page 14 of 18
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18:@82 19997937399 HIGHLAND REDLAMDS A PAGE 16/19
| | PRINTED: 12/19/2016
DEPARTMENT OF HEALTH ANDI HUMAN SERVICES ‘ ~ FORM APPROVED
CENTERS FOR MEDICARE & MED CA!D SERVIGES ‘ : i OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUGTION  + + ' | Yixs) pare survey
AND PLAN OF CORRECTION | tDENTTFICATION NUMBER: A BUILDING 04 ' ‘ I COMBLETED
055650 B.WING____ , | 12/15/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
HIGHLAND CARE CENTER OF REDLANDS 700 EAST HIGHLAND AVENUE
. REDLANDS, CA 22374 !
(X410 SUMMARY STATEMENT AF DEFIGIENGIES D T ~ PROVIDER'S PLAN OF CORRECTION [ 45)
PREFIX . (EACH DEFICIENCY MUST BEIPREGEDED BY FULL PREFIX (EACH GORREGCTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LEC [DENTIFYING INFORMATICHN) TAG - CROSS-REFERENGED TO THE APPROPRIATE baTE
S : DEFICIENCY) -
- K 918 Continued From page 14 K918

111, 700,10 (NFRA 70)
This STANDARD is notmet as evidenced by
Surveyor: 21101 ‘
Based on document review and interview, the
facility failed to exercised the emergency
generator once & monthlfo a continuous 30
minutes and visually inspect the emergency
generator weekly. This was| evidenced by
incomplete documenttation of the testing if the
generator, This could r su!it in the emergency
generator failing to provige pmargency power and
affected € of 6 smoke compariments,

NIFPA 110, Standard for Emetrgency and Standby
Power Systems, 2010 Edition

J Chapter 8, Routine Maiqte ance and Operational

Testing (L :

8.4 Operational inspection and Tasting.
8.41 EP8Ss, including ull appurtenant
components, shall be insperted weekly and
exercised under Ipad at Jeast monthly.

8.4.1.1 If the generator seiis used for standby
power or for peak load shaving, such use shall be
recordad and shall be permifted to be substituted
for scheduted cperationi and testing of the
generator sef, providing the same record as
required by 8.3.4. '

8.4.2 Diesel generator Fet;a in service shall be
exercised at legst once monthly, for a minimum of

130 minutes, using cne of the following methods:

(1) Loading that maintains the minimum exhaust
gas lemperatures as recommeanded by the
manufacturer ! ,

2} Under aparating lemperaturé conditions and
at not less than 30 percent of the EPE nameplate
kW rating

8.4.2.1 The date and tifne of day for required

|

i

FORM CMS-2567{02-99) Pravious Verajiona Ohsolata

Event I LEF421

Facifity ID: CA240000020
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID) SERVIGES

HIGHLAND REDLANDS A

PAGE  17/19

PFﬁ!INTED: 12119/2018
| FORM APPROVED
OMEB NO. 09380391

T . 1
-| STATEMENT OF DEFICIENCIES {X1) PROVI
AND PLAN OF CORRECTHON b

ERISUPPLIER/CLIA
ENIRICATION NUIMBER:
. t

055650

(X2) MULTIPLE CONSTRUGTION © |
A. BUILDING 01 : !

i s
! . vl
! _J ol

B.WING

X3) DATE SURVEY
COMPLETED

121 5/2016

NAME QF PROVIDER QR SUPPLIER

HIGHLAND CARE CENTER OF RED#I.ANDS

STREET ADDRESS, CITY, STATE, ZIP CODE
700 EAST HIGHLAND AVENUE
REDLANDS, CA 92374

(x4) 1D
FREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUET BE RRECEQED BY FULL
.REGUEATDRY OR LSG \DENTIFYING INFORMATION)

PREFIX

TAG _
. DEFICIENCY)

D PROVIDER'S FLAN OF CORRECTION (%8)
(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
, GROSS-REFERENCED TO THEAPFROPRIATE |- DATE

K918

K 920
§8=D

‘decurmnentation for review.

Continued Erom page 15| ~
testing shall be decided by the owner, based on
facitity cperations. |

8422 Equh.r:an!ent‘loau:is'.l used for testing shall be
autematically replaced wi;fh he emergency loads
in case of failure of the pyimary source.

B.42.3 Diesel-powered EFS installations that do |
not maet the requirements of 8.4 2 shall be
exercised monthly with the q‘vailal:de EPSS load
and shall be exercised a nu'atly with
supplemental loads at not less than 50 percent of
the EPS nameplate kW rating for 30 continuous
minutes and at not less than 75 percent of the
EPS nameplate kW rating for 1 continuous hour
for @ total test duration ot] noj lass than 1.5
continuous hours. |

]
Findings:

During document review an% interview with -
maintenance on 12/15/1§, the generator
mazintenance and testing records were reviewed.

At 2:30 p.m., there was o documentation
provided for 30 minute load test during the month
of November, January, Agril, May and June of
2016, In addition there was|no documentation for
the weekly vizsual inspections in January, April,
May and June of 2016, Dunng interview,
maintenance stated ther:[a was no additionai

NFPA 101 Flectrical Equipment - Power Cords
and Extens

Extension Cords

Electrical Equipment - Pcswi' Cords and
Powser etrips in & patient ca

viginity are only

K918

LIFE GAFETY COLE LT

I

SAEN BERRARTH

9

K8200 kg0

removed.

All unauthorized p'ower strips were

FORM CMS-2567(02-09) Pravioua Vensinns Obsoie

E\m;\t 10 EF421

o
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CENTERS FOR MEDICARE & MED:I(IZ‘AID ) SERVICES i _CMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1 PR xfrms"msuppuzmcu,q (%2 MULTIPLE CONSTRUFTIDNE : (%3) DATE SURVEY
AND PLAN OF CORRECTICGN ! i E ‘TgiFILATION NUMBER: . A BUILDING D9 . | I ‘ H COMPLETED
EN | R
H 055650 B.VING o 12/15/2016
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE '
700 EAST HIGHLAND AVENUE
MIGHLAND CARE C 0 LANDS : ‘ .
ND CARE ENTER F REk? WND REDLANDS‘, CA 92374
04 1D SUMMARY STATEMENT GF DEFICIENCIES {0 l PROVIDER'S PLAN OF CORREGTIN (o
BREF[X- (EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFLX (EAEH CORRECTIVE AGTION SHQULD BE COMPLETION
©OTAG - - REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO:THE APPROGERIATE OAYE
o . | DEFICIENCY) '
. K 920 Continued From page 1 K920| K920 dontinues
used for components ofjmgvable Alf rooms including patient rooms,
patient-care-related eiectrical equipment _ ice'd and st have bee
(PCREE) assembles that have been assemblad office’s anc storage have neen
by qualified personinel a}d set the conditions of inspected to determtqe all rcom are
10.2.3.6. Powar strips in the patient care vicinity compliant with regulations and dny
may not be used for non-PCREE (e.g., personal . s N I
s . T tsth
eiectronics), except in Idng-term care resident poweristrip i use meets the required
rooms that do not use PCREE. Power strips for UL stapdards.
PCREE meet UL 1363 1<:ar(tJt. 60601-1. Power | .
strips for non-PCREE in the patient care rooms Doctors lounge 3 outlet extension

{outside of vicinity) meet UL 1363, In non-patient
care rooms, power strips meet other UL
standards. Al power stiipel are used with general
precautions.. Extension [conds are not used as a
substitute for fixed wiring of a siructure.
Extension cords used temporarily are remaved
immediately upon completion of the purpose for
which it was installed 'aqid
10.2.4. i
10.2.3.6 (NFFPA 89}, ﬂO.E.Jii\(NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA12-5
This STANDARD is noijmeét as eviklenced by;
Surveyor: 21101 t

gets the conditions of

Based on dbservation and jnterview, the facility
failed to maintain elactricaljsafety. This was
evidenced by appliances plugged into multi outlet
power strips, by the use|of Extension cords and
| by a missing electrical facel plate. This had the
potential to increase the! risk of a fire and affected
2 of 6 smoke c'ompart‘mibn!%sh

-} Findings: . |
During a tour of the facility with maintenance on
12/15/18, the electrical squipment and appliances
were observed, ‘ 1

1. AL10:58 am., Doctdrs igunge had a 3 outlét

extension cord in use and the electrical

cord wl‘as removed and outlet

cord, | |

substaintial;i:ompliancje. 1
| .

plate ir stalled to bring Doctors I&I)unge
into campliance. Refrigerator inlthe
Directgr of Staff Deveiopment h‘ S
heen plugged directly infu the \j
recept?cléﬁremaving.th J extension '

Staff n‘a-education bhas been provided
via internal communication mathods.

Roomsl‘ will-be inspectédfdurlng
DEparTmen’F Head-rounds and

monthly inspections wil:be done by
Maintenénﬁe Director tojensure

Mainténante Director will remoye and
repartiany power cords not in
compliance to the Administrator.

Date Gompleted:Jan3;2017 . L. .- |

teri N 0o Arn P ATV T
LIdEMSIG & CERTIFICAT N £

face

all
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_CENTERS FOR MEDICARE EdiCAiD SERVICES ! L6l OMBNO, 09380391
STATEMENT OF DEFICIENCIES 1 *PR VIDERSUPPLIER/CUA - (X2) MULTIPLE cousmucmou ! (X3) DATE SURVEY
AND PLAN OF CORRECTION " |oENIFICATION NUMBER: A. BUILDING 01 _ E i COMPLETED
- 055650 B. WING 12/16/2016
NAME OF PROVIDER OR SUPPLIER } L‘L STREET ADDRESS, GITY, STATE. ZIP COUE
700 EAST HIGHLAND AVENUE
F
HIGHLAND CARE CENTER Q REI% NDS REDLANDS, CA 92374 - |
L X4y SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN QF CORRECTION (X5)
PREEY (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BB COMPLETION
TAG REGULATORY OR LSC ID NTIFYING INFORMATION) TAG { CROSS-REFERENCED TO THE APPRORRIATE DATE
T ‘ ‘ i - DEFICIENCY)
K 820 Continued From page 1 K g20

recaptacle under the deZk as missing a face
plate.

2. At 12:02 p.m.. the refrigerator inside the

Director of Staff Development office was plugged
into a multi outlet power|stnp and not directly into
the wall receptacle.

—

CALIEORMIA DEPAR T

LICE ”‘“’ff:&ﬁ_ _

|
|
|
\

. . —
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