185/27/2014

18:33 4155871741

NORTHGATE PAGE 82/12
- o - _ ' PRINTED: 06/15/2014
DEPARTMENT OF HEALTH AND-HUMAN SERVICES . FORMARPFROVED
CENTERS FOR MEDICARE &: MEDICAID SERVICES OMB NQ, 0938- 0391
s‘rATEMENT OF DEFICIENGIES . 0<1) F‘ROV(DER/SUPPUER/CLIA (X2) MULT PLE CDNSTRUCTION « (X3) DATE SURVEY .
AMD PLAN OF CQRRECTION - - ; IDENTIFICATION NUMBER: A. BUILDING COMPLETED
‘ N | | c
_ 056430 B WING - 08/03/2012
“NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
40 PROFESSIONAL CENTER PARKWAY -
NORTHGATE CARE CENTER | SAN RAFAEL, CA 94903
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID -PROVIDER'S PLAN OF CORRECTION (x9)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRELTIVE ACTION SHOULR BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPRDF’RIATE BATE -
. DEFiClENCY)
. oo
F 000 | INITIAL COMMENTS - F 000 ' . \
The following-reﬂects the findings of the a ' ! R ]
California Department of Public Heaith during an Preparation anFiV or executive of t.h'f'
Abbreviated Standard Survey investigation for the- plan of correctiqn does not canstitute
Complaint: # CAQ0317217, admission or agreement by the provider
Re ting the Galls .[' o rtm' ¢ of Publi of the truth of the facts alleged or
epresenting the Laillornia Uepartment ot Public conclusions set forth In the statement
: - Health Facili : ! : ‘ A
Heaith: # 27294- Hea Facnhty Bvsluator Nurse of deﬁc}encles. The plan of correction is
Deficiencies were issued for the Complaint: # prepared and/of executed solely
. GAQQ317217. because it is required by the provisions
F 458 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE _ F 458| of Health and Safety Code Section 1280 :
s8=¢ | OPERATING CONDITION

The facility must maintain ail essentlal
mechanical, electrical, and patient care
‘equipment in safe operating condition.

Thig REQUIREMENT ‘is not met as evidenced
b .

gased on staff interview, the facility failed to
ensure that, 1. the work to complete the
Heating/Venilation/Air Conditioning systemn (
HVAC) had been done. This had the potential to
impact the residents with uncomfortable :
temperatures. 2. The Fire Alamm System was
installed without a permit. This had the potential’
for the alarm system to be ineffective during a
fire. -

| Findings:
During an interview on 8/1/12, at 10:30a.m.,

Adminsitrative Staff A was asked if the work
needed to repair the HVAC system started in.

"
¥

and 42 CFR 405J1 Section 7

|

|
Architect is prof}ess of preparing
documents deliheating a new HVAC
system includinf installation of a new
generator. OSHPD has been informed of
the project. i
have the potential to be
affected by this|deficient practice.
Maintenance supervisor will take room
temperatures to ensure residents’
comfort and maintain a log.

As all residents

5
In-service education will be provided to
staff to conduct daily rounds and ;
monitor room femperatures, notify
maintenance sj;pe rvisor of any issues.

2008, hiad been completed. Administrative Staff A Residents will diso be asked of the
‘stated no work had been done an the HVAC comfort level of their respective rooms.
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Any ddftel staligment endlng with &n astarisk( ) denotes a deficiency whlch the institutlon may be excused frar carrecting. providing it Is dete?mmeﬁ that -
other dafelyuards provide sufficlent protection to the patients. (Ses Instructions.) Exdept for.nursing homas, the findings stated above are disclosable 80 days

fallowigg the date of survey-whether or not a plan of correction is provided. For nurslng homes, the above findings and plans of carrection are disclpaable 14
ilowing the date these documents are made available to the facility. " If deficiencies arg g ited, an approved plan of correctlon is requ!slte 1o conﬂnued
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system in 6 months due to lack of funds. .

| Duting an interview on 8/1/12 at 10:15 am.,
"Administrative Staff A stated the Remote

needed

R

Generator Alarm was installed without a permrt
She stated she was not aware that a permit was

Findings and trénds identified during

- room rounds wlil be reviewed by QA&A v

Committee Mohth ly until sustained.
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