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415.29 Physical Environment

This Regulation is not met as evidenced by:

NYCRR 415.29 (j)(6) Waste:

(ii) facilities shall manage regulated medical
waste in accordance with the provisions of Part
70 of this Title.

70-2.2 Containment and storage. (a) Regulated
medical waste shall be separated from other
waste as soon as practicable at the point of
generation prior to storage, treatment or disposal.
Containers holding regulated medical waste
containing or mixed with hazardous waste,
radioisotopes and/or toxic drug waste shall be so
labeled to identify waste types contained therein
and so as to provide other information, including
but not limited to isotope and level of radioactivity
pertinent to determining whether specific
procedures for management and/or disposal are
applicable. Radiological medical waste shall be
stored until decayed to a background radiation
level prior to transport off-site of the generating
facility and/or treatment.

(b) Containment of regulated medical waste for
handling, storage, and treatment shall be
accomplished with a primary container for
protection from the elements and limiting
exposure to employees and the public. Each
primary container holding regulated medical
waste shall be:

(1) marked prominently with the universal
warning sign or the word " biohazard " ; and

(2) impervious to moisture, be secured and
situated so as to prevent leakage or preclude loss
of contents during handling, storage and/or
transport.

(3) be located away from pedestrian traffic,
be vermin and insect free, and shall be
maintained in a sanitary condition.

(c) Whenever regulated medical waste is
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transported off-site for treatment elsewhere, the
primary container shall have affixed a label or
imprint indicating the name and address of the
generation facility and shall comply with the
transport requirements of subdivision (h) below.

(d) (1) In addition to the requirements of
subdivisions (b) and (c) above, the primary
container for regulated medical waste, with the
exception of sharps, shall be a plastic bag; red in
color; and of a strength sufficient to resist ripping,
tearing, or bursting under normal conditions of
use and handling.
(2) In addition to the requirements of subdivisions
(b) and (c) above, the primary container for
discarded sharps shall be rigid, leakproof,
puncture-resistant and closable, and may serve
as a secondary container for purposes of
transport, provided it meets the definition of a
secondary container.
(e)(1) Under no circumstances shall a sharps
container be filled beyond the fill line indicated on
the container.
(2) Sharps containers shall be removed from
patient care areas to a room or area designated
for regulated medical waste storage, whenever
the container has reached the fill line indicated on
the container. Sharps containers shall be
removed from patient care areas within thirty (30)
days or upon the generation of odors or other
evidence of putrification, whichever occurs first,
without regard to fill level.
(f) Regulated medical waste, with the exception
of sharps as provided in subdivision (e) above,
may be held in patient care areas for a period not
to exceed twenty-four (24) hours and at a clinical
laboratory for a period not to exceed seventy-two
(72) hours, at which time the waste shall be
moved to a storage area.

(9)(1) Each storage area shall be adequate
for the volume of regulated medical waste
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generated between scheduled waste pick-ups by
a transporter, or, for facilities treating the waste
on-site, the volume of waste that can be treated
on-site within a twenty-four (24) hour period.

(2) Each storage area shall:

(a) display prominent signage indicating the
space is used to store regulated medical waste;
(b) be designed or equipped to prevent

unauthorized access;

(c) be designed or located to protect waste
from the elements, and prevent access by
vermin;

(d) hold the waste at a temperature that
prevents rapid decomposition and resultant odor
generation;

(e) be appropriately ventilated; and

(f) be of sufficient size to allow clear
separation of regulated medical waste from any
other waste, whenever waste other than
regulated medical waste is stored in the same
area.

(3) Regulated medical waste shall not be
stored for a period exceeding thirty (30) days,
except that a site generating under fifty (50)
pounds of regulated medical waste per month
and not accepting regulated medical waste for
treatment from other facilities, may store waste
for a period not exceeding sixty (60) days.

Based on observation, record review and
interviews, it was determined that the facility did
not store regulated medical waste in accordance
with Part 70 10NYCRR. This was evidenced by
the unattended regulated medical waste shed
located outside the building being left unlocked,
open and accessible to the public.

This resulted in no actual harm with the potential
for minimal harm.
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Findings are:

At 1:00 PM on 1/15/08, while conducting life
safety rounds the following was noted:

Although there was a lock on the door to the
regulated medical waste shed located outside the
facility, the lock was observed engaged with the
doors wide open. This would allow unauthorized
access by the public to the shed.

Interview with the Director of Plant Operations on
1/15/08 at 1:00 PM revealed that he did not know

it was open.

10 NYCRR Part 70-2.2
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ss=E | RIGHTS AND SERVICES

The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice (if any) of the State developed under
§1919(e)(6) of the Act. Such natification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments to it, must be acknowledged in
writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
()(A) and (B) of this section.

The facility must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal rights which includes:
A description of the manner of protecting
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personal funds, under paragraph (c) of this
section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must comply with the requirements
specified in subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and
provide written information to all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the facility's
policies to implement advance directives and
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applicable State law.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews conducted during the standard survey,
it was determined that the facility did not ensure
that, when indicated, residents' wishes for
CPR/DNR (cardiopulmonary resuscitation/do not
resuscitate) would be honored. Specifically:

1. On 5 of 7 units when nursing staff were asked
how residents would be identified as desiring
CPR or DNR, the response was not in
accordance with the facility's policy for
identification of CPR status.

2. One sampled resident (Resident #14) and 13
non-sampled residents were observed wearing
identification bands (ID) which did not correctly
identify their CPR/DNR status.

3. The DNR status of 9 non-sampled residents
who did not have any means of identification of
their DNR status could not under all situations be
identified readily i.e. the facility did not have a
uniform system in place to ensure that when ID
bands are not present, residents' CPR/DNR
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would be quickly determined.

This resulted in no actual harm with a potential for
more than minimal harm.

The findings include:

1. According to the facility's policy, residents who
wished to have CPR should be wearing a green
ID band and those residents who had chosen a
DNR would be identified with a white ID band.

During the initial tour of the facility on 1/15/08 at
8:15 AM and on 1/16/08 at 9:00 AM when nursing
staff on 5 of 7 units were asked how they would
identify residents' CPR status, they gave various
responses which were not consistent and did not
reflect the above policy.

For example:

a. On North East 1 unit the Registered
Nurse/Primary Nurse (RN) stated that residents
with consents for DNR would be identified with a
dot on their ID band.

b. The Licensed Practical Nurse on Pavilion 2
was asked how a resident who had given consent
for a DNR order was identified. The LPN
responded that the identification band would be
clear with a black strip. However, interview with
the Director of nursing on 1/16/08 in the afternoon
revealed that this method was no longer used in
the facility.

2. A review of the clinical record for Resident #14
revealed a signed consent for a DNR dated
2/16/07. However, an observation of the resident
on 1/16/08 at 1::30 PM revealed that he was

F 156
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wearing a green ID band, which according to
facility policy would indicate that the resident
wished to have CPR administered.

The Community Coordinator and the RN/Charge
Nurse were interviewed at 1/16/08 at 1:50 PM
and at this time both staff members confirmed
that Resident #14 had a signed DNR. They both
stated that the identification band should be white,
in accordance with facility policy and added that
this was an error.

The ID bands of other residents were checked on
1/16/08 between 2:30 PM and 4:00 PM on 6
other units for a total of 195 residents. Of this
number, 10 residents with consent for DNR were
found to be wearing green ID bands. This would
indicate that these residents would have CPR
administered, when they had chosen not to be
resuscitated. There were also 2 residents who
were wearing white ID bands and they wanted to
have CPR. In addition, there was 1 resident who
was wearing a green band and also a white band
which would give no clear indication of the
resident's choice.

The Director of Nursing (DON) was interviewed
on 1/16/08 at 4:30 PM and at this time indicated
that a policy was in place. He further stated that
this policy had been updated in May 2007 and
confirmed that a green identification band
indicated that the resident should have CPR.
Residents who gave consent for a DNR order
would wear a white identification band. The
responsibility for placing identification bands on
residents' arms is done by the Unit Manager who
works under nursing and the Community
Coordinator. The Unit Manager is responsible for
checking monthly that the residents are wearing
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the correct colored identification band.

The Unit Manager on North East 1 Unit was
interviewed on 1/18/08 at 2:50 PM and confirmed
that it is her responsibility to ensure that residents
have correct ID bands in place. She added that
there is no formal schedule for verifying accuracy
or documenting and that she had last checked ID
bands 1 week ago.

The Unit Manager on South West 1 Unit was
interviewed on 1/18/08 at 3:00 PM at which time
he stated that it is his responsibility to have name
bands color coded according to the residents'
status. He also stated that he is to check all
bands periodically for accuracy and had last
checked before Christmas. He added that this is
not documented anywhere.

3. Additionally, nine non-sampled residents were
not wearing any ID band when checked on
1/16/08 between 2:30 PM and 4:00 PM. In an
interview with an LPN on 1/16/08 at 2:35 PM on
South West 1 Unit as to how a resident could be
identified as to DNR status, the LPN responded
that she would have to check on the chart.
However, this system does not ensure that if a
resident without an ID is in a location where the
chart is not readily available that the resident CPR
status would be quickly determined.

Although lists of residents' CPR status were
available on some units, they were specific to
those units. Furthermore 2 of 7 units, Weinberg
and Pavilion 2, did not have such a list.

The RN/Charge Nurse on Pavilion 3 Unit stated
that there was a color coded list but was unable
to locate it.
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During the interview with the DON on 1/16/08 at
4:30 PM he stated that the facility does not keep
lists due to the risk of inaccuracy if not updated
frequently and the final decision to initiate CPR is
made after confirming with the resident's clinical
record.
415.3(e)(2)(iii)
F 285 | 483.20(m), 483.20(e) PREADMISSION F 285 3/17/08

ss=B | SCREENING

A facility must coordinate assessments with the
pre-admission screening and resident review
program under Medicaid in part 483, subpart C to
the maximum extent practicable to avoid
duplicative testing and effort.

A nursing facility must not admit, on or after
January 1, 1989, any new residents with:

(i) Mental iliness as defined in paragraph (m)(2)
(i) of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission;

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for mental retardation.

(ii) Mental retardation, as defined in paragraph
(m)(2)(ii) of this section, unless the State mental
retardation or developmental disability authority
has determined prior to admission--

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
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and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for mental retardation.

For purposes of this section:

(i) An individual is considered to have "mental
illness" if the individual has a serious mental
illness defined at §483.102(b)(1).

(ii) An individual is considered to be "mentally
retarded" if the individual is mentally retarded as
defined in §483.102(b)(3) or is a person with a
related condition as described in 42 CFR 10009.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
did not ensure that Pre-Admission Screening and
Resident Review (PASRR) was completed for all
residents prior to admission. The PASRR
determines prior to admission if a resident has
the diagnoses of mental illness and/or mental
retardation and the need for specialized services.
This was evident for 6 of 30 sampled residents
(Residents # 11, 16, 20, 22, 23 and 30).

This resulted in no actual harm with a potential for
minimum harm.

The Findings include but are not limited to:

1. Resident #11 has diagnoses including coronary
artery disease and diabetes mellitus. The
resident was admitted to the facility on 12/29/05.
Review of the clinical record revealed no
documented evidence that the PASRR was
completed. An interview on 1/15/08 at 10:00 AM
with the unit manager indicated that she was

F 285
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asked to locate the PASRR but was not able to
provide it.

2. Resident #16 has diagnoses including early
dementia and syncope, and was admitted to the
facility 11/23/04. A review of the clinical record
revealed no documented evidence that a PASRR
was completed prior to admission. An interview
with the community coordinator on 1/16/08 at
11:00 AM indicated that she could not find the
PASRR for this resident.

3. Resident # 23 has diagnoses including
Parkinson's Disease and depression, and was
admitted to the facility on 6/23/03. During a
clinical record review, there was no documented
evidence that a PASRR was completed prior to
her admission. In an interview with the unit
manager on 1/17/08 at 1:00 PM, and the social
worker on 1/18/08 at 1:00 PM, they stated that
they were not able to locate a PASRR nor were
they able to provide a completed PASRR by the
end of this survey on 1/18/08.

415.11(e)

F 314 | 483.25(c) PRESSURE SORES
S$S=G
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced

F 285
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by:

Based on observation, interview and record
review, the facility did not ensure that a resident
assessed to be at moderate risk for the
development of pressure ulcers was provided
with adequate and timely interventions to prevent
the development of multiple pressure ulcers.
Additionally, the facility did not provide adequate
treatment and promote healing once ulcers of his
ankles or feet had occurred, nor prevent the
further development of a series of pressure ulcers
on his ankles and feet. This was evident for 1 of
7 residents reviewed for pressure ulcers
(Resident #18).

This resulted in actual harm that is more than
minimal harm.

Findings are:

Resident #18 is a 73 year old originally admitted
to the facility on 4/28/05 and re-admitted following
a hospitalization on 8/10/07. He has multiple
diseases and conditions that increase his risk for
the development of pressure ulcers including
Parkinson's Disease, diabetes, depression,
immobility, contractures and a history of weight
loss.

Minimum Data Set (MDS) assessments
completed for the resident revealed that he was
cognitively impaired, severely limited in mobility,
totally dependent on others to provide for his
activities of daily living and had experienced a
decline in his range of motion (ROM) and ability
to communicate from the time of 3/23/07
comprehensive assessment to his most recent
12/5/07 assessment. The resident had intact skin
on his feet and ankles at the time of his
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readmission on 8/10/07.

During an interview with the unit Registered
Nurse, primary nurse (RN) and Licensed Practical
Nurse (LPN) at 1:45PM on 1/16/08, they both
stated that the resident had a Stage IV pressure
ulcer on the outside aspect of his right foot
extending to his sole, and a Stage Il Pressure
ulcer on the ankle on the inside of his left foot.
The pressure ulcers on the resident's feet were
then observed at 2:00PM on 1/16/08. That
observation confirmed the presence of a Stage IV
wound on the outer aspect and sole of his right
foot that was 3 centimeters (cm) in diameter,
surrounded by an 8cm by 4cm area of redness.
The Stage Il pressure ulcer on his left inner ankle
measured 3cm in diameter and was located in the
area of a 1cm by 0.5cm wound that had just
healed.

Review of the Reassessment of Pressure Ulcer
Potential forms from 1/07 - 12/07 revealed that a
RN had assessed the resident's risk for
developing a pressure ulcer every month during
2007 using a standardized tool, the Braden Scale,
and documented her findings in those forms. The
outcome of those assessments were scores
ranging from 13 - 14, equivalent to moderate risk
for the development of a pressure ulcer. Except
for implementing a turning and positioning
schedule for the resident when in bed on 3/26/07,
there was no evidence of any preventative plan or
any interventions used to protect the resident
from developing pressure ulcers over bony
prominences until after the onset of a Stage Il
pressure ulcer of the right inner ankle on 10/9/07.
Documents reviewed to determine the care the
resident was provided to address those risk
factors included his Care Plans for Skin Integrity

F 314
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and Pressure Ulcers from 3/26/07 - 10/8/07, the
Treatment Records from 9/9/07 - 10/8/07,
Physician's Orders and Wound Orders from
8/10/07 - 10/8/07 and Integrated Progress Notes
from 8/28/07 - 10/8/07.

Nursing entries by the LPN in the Integrated
Progress Notes on 10/9/07 and by the physician
in the Integrated Progress Notes on 10/11/07
revealed that the pressure ulcer of the resident's
right inner ankle was caused by crossing his legs
and creating pressure over the bony
prominences. There was no documented
evidence in the Care Plans, Treatment Records
or the other documents noted above that
interventions were implemented to prevent the
development of a pressure ulcer related to the
resident crossing his legs before the ankle wound
was first noted on 10/9/07.

The unit RN and the Physical Therapist (PT) were
interviewed several times, including at 11:50AM
on 1/17/08 and at 9:30AM on 1/18/08. They both
stated that the resident had been very contracted
for a long time, but after he returned from the
hospital on 8/10/07 he was eating less, was more
rigid, and crossed his feet frequently, with the
outside of his right foot resting on the inside of his
left foot. The PT stated that the resident required
pressure relieving devices and positioning to
prevent skin to skin contact and pressure caused
by his feet touching and having external rotation.
The RN stated that the resident's plan of care had
not been revised to include the above-stated
interventions to prevent pressure ulcers until one
occurred on 10/9/07 and that the resident had
continued to be treated based on the care plans
developed prior to his hospitalization from 8/6/07 -
8/10/07 and subsequent decline.
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According to the Skin Lesion Assessment Forms,
Physician's Orders and Wound Orders, he
developed a series of pressure ulcers on his
ankles and feet between 10/9/07 and 1/8/08.
Record review revealed that after each pressure
ulcer developed, only site-specific interventions
for pressure reduction/relief to the particular area
of each pressure ulcer were implemented. No
areas of the resident's ankles and feet other than
the exact locations where a pressure ulcer was
currently present were assessed for vulnerability
to pressure ulcers nor were interventions to
protect other areas from skin breakdown
implemented.

Specifically, the use of a right ankle pad and a
foam pad or pillows to separate the resident's
ankles and legs was initiated when the Stage I
pressure ulcer of the right inner ankle developed
on 10/9/07. On 10/16/07 the wound care
physician had recommended that the resident's
foot should be elevated but the Care Plans and
Treatment Records were not revised to include
that intervention. With pressure to that particular
pressure ulcer location reduced, that right inner
ankle pressure ulcer did heal on 11/3/07 and,
according to the Treatment Records, the use of
the ankle pad was not continued. Without
methods of pressure reduction to other areas of
the ankles or feet, the resident had developed 2
other Stage Il pressure ulcers on the right outer
aspect of his right foot on 10/26/07.

According to 10/26/07 entries in the Impairment
of Skin Integrity care plan and Treatment Record,
positioning the resident off of the right outer foot
using a "rook" boot was implemented after the
wounds occurred in that area. The Treatment
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Records were revised to reflect the use of a
heel-lift boot for an unspecified foot on 11/13/07
and for both feet on 11/21/07. When interviewed
at 11:50AM on 1/17/08, the unit RN was unaware
of what a "rook" boot was and the Physical
Therapist (PT) stated that the facility does not
have "rook" boots. The PT further stated that,
although referred to by the LPN in the Care Plan
and Treatment Records as a heel-lift boot, the
device in use at that time was actually a heel
bootie. The PT stated that heel booties cover a
much smaller area than heel-lift boots, do not
provide the same degree of cushion and
protection and frequently slip out of place when
the resident moves.

Subsequently, one of the 2 pressure ulcers on the
outer right foot, developed 10/26/07, deteriorated
to a Stage IV wound by 12/17/07 and only upon
that date, an entry in the care plan for the Stage
IV pressure ulcer of the resident's right foot stated
to keep right foot pressure free at all times. Also
on 12/17/07, the wound care physician
recommended that the resident have a PT/OT
(Physical Therapy/Occupational Therapy)
evaluation for positioning and to apply foam
booties.

The resident developed a stage |l pressure ulcer
of the left inner ankle on 11/27/07. However, a
new stage Il ulcer measuring 3cm. x 3 cm. which
had not been protected from pressure developed
on the left inner ankle by 1/8/08, the day the other
had healed.

According to the PT, the less effective heel
booties remained in place until she completed
that consult 3 weeks later on 1/10/08 and
provided a heel-lift boot for his right foot and a
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heel bootie for his left foot at that time. She
stated that she had never received a referral to
consult about the resident's pressure ulcers prior
to that date.

The Occupational Therapist (OT) was interviewed
at 10:00AM on 1/18/08. She stated that she was
contacted by telephone several times by the unit
LPN who was concerned that the resident had
developed pressure ulcers. She stated that she
consulted verbally with the LPN and told her the
resident's legs should be separated by a pillow or
device and that he should not be seated in the
chair or lying in bed for extended periods of time.
The OT stated that typically, issues concerning
the lower extremities and pressure ulcers are
referred to the PT; however, there was no
evidence produced by the facility that PT was
contacted at that time.

The resident was observed on 1/16/08, seated in
a reclining chair in the hallway outside of his room
from 12:00PM -1:45PM. During that period of
time he had a foam heel-lift boot on his left foot.
There was no protective device applied to his
right foot, which had a Stage IV pressure ulcer on
the outer aspect and sole and was covered only
with a cotton sock. Also during that time, he was
observed to alternately have his feet crossed,
then to have his right foot planted with the sole
and side of his foot in direct contact with a pillow
placed on top of the foot plate of the wheel chair,
applying pressure directly to the pressure ulcer
site. There was also a spot of bright red blood on
the sock directly over the pressure ulcer.

The unit Registered Nurse (RN) and Licensed
Practical Nurse (LPN) were interviewed at
1:45PM on 1/16/08 and stated that the resident

F 314
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frequently moved into a position where he
crossed his feet with the outside of his right foot
resting on the inside of his left foot. Additionally,
the RN stated that the heel-lift boot on the
resident ' s left foot was supposed to be worn on
his right foot. The LPN stated that the resident's
feet should have been suspended to relieve
pressure and demonstrated how she was able to
accomplish that by using pillows for positioning.

The Certified Nurse Aide (CNA) caring for the
resident was interviewed on 1/16/08 at 1:45PM.
She stated that the dressing on the resident's
right foot had come off while she was dressing
him that morning and that she had notified the
RN. The RN stated that she had been made
aware but that it had slipped her mind to replace
the dressing.

The CNA was further interviewed at 2:15PM on
1/16/08. She stated that she knew the resident '
s feet should be suspended when he was in bed
but, she was not aware that it needed to be done
in the wheel chair. She also stated that the
resident had a boot and a bootie on when he was
in bed that morning. After she bathed him she
forgot which foot each was on, the nurse had not
told her and she did not ask. She stated there
were no instructions on the CNA sheets in the
book (Resident 24 Hour Daily Care Assignment
Sheets) or on her assignment sheet, and since
the nurse would be coming to re-apply a dressing
to the right foot, she put the boot on the left foot
and nothing on the right. The sheets referred to
by the CNA were reviewed at that time and had
no instructions about positioning or devices for
pressure relief when the resident was in the
wheelchair.
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The resident was again observed seated in a
reclining chair in the hallway outside of his room
at 3:50PM on 1/17/08. He had a heel-lift boot on
his right foot and a bootie on his left foot.
However, neither foot was suspended. Both feet
were planted with the soles, and also the outer
aspect of his right foot, in contact with the pillow
over the footboard of the wheelchair. The
evening shift CNA was interviewed at that time
and stated that she was not aware that the
resident's legs were supposed to be positioned so
that his feet were suspended.

A similar observation was made at 10:45AM on
1/18/08. Another LPN was interviewed at that
time and stated that, although she works
frequently on that unit and knows the resident,
she was unaware of how to position the resident
's feet to provide pressure relief.

415.12(c)(1)(2)

F 318 | 483.25(e)(2) RANGE OF MOTION
S$S=D
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility did not ensure that a resident
with contractures and limited range of motion
(ROM) received the necessary care to prevent
further decline in ROM. Specifically, ROM

F 314
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exercises, the use of a hand roll and positioning
techniques were not offered as recommended by
the Occupational Therapist (OT) and Physical
Therapist (PT). This was evident for 1 of 6
residents reviewed for ROM (Resident #18).

This resulted in the potential for more than
minimal harm.

Findings are:

Resident #18 has Parkinson's Disease with
rigidity and contractures of both hands, arms and
legs, resulting in total dependence on others to
provide for his activities of daily living. The
resident was readmitted to the facility on 8/11/07.

1. ROM Exercises

The resident was continuously observed during
morning care from 9:45 AM - 10:25 AM on
1/16/08 to determine if the care the resident
received was in accordance with his plan of care
At this time contractures were noted on both
sides of the resident's body including his
shoulders, elbows, wrists, fingers, hips and
knees. However the certified nurse aide (CNA)
completed the resident's care without providing
him ROM exercises

After the completion of the resident's care, his
clinical record was reviewed to determine his
ROM status and what care he was supposed to
receive related to contractures and ROM to
maintain, or prevent further decline in joint
mobility.

The resident's Minimum Data Set (MDS)
assessments were completed approximately
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every 3 months from the time of his admission on
4/28/05. Those records revealed that he had
experienced a decline in ROM between the time
of his 6/22/07 and 9/5/07 MDS assessments, that
persisted through his latest assessment
completed on 12/5/07.

The PT completed a Re-Admission Screen for
the resident on 8/11/07. At that time, she noted
bilateral contractures and flexion of his elbows,
wrists, fingers and knees and documented the
need for passive ROM to all of those joints.

Also an Occupational Therapy Screening
Assessment was completed by the OT on 8/14/07
At that time, she assessed that the resident's right
wrist and fingers were flexed and that his left
hand was fisted with the middle, fourth and fifth
fingers flexed into the surface of his palm. She
also documented a recommendation in that note
for nursing staff members to provide gentle,
passive ROM to maintain joint integrity.

However, there was no documented evidence in
the clinical record of any planned interventions to
prevent further decline, including performing
ROM exercises, in any section of his care plans
from 11/06 - 1/08, physician's orders from 8/2/07
- 1/8/08 or elsewhere in the record.

The CNA was interviewed at 2:55 PM on 1/16/08
as to why she had not performed the
recommended ROM exercises. She confirmed
that that she did not perform ROM for the resident
that day. Additionally, she stated that if the
resident needed to have ROM done it would have
been written on his sheets in the CNA book
(Resident 24 Hour Daily Care Assignment Sheet
for 1/08) and included on her assignment sheet.

F 318
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At that time, she produced both of those
documents and demonstrated that there were no
instructions for ROM included on either record.

The Registered/Primary Nurse was interviewed
at 9:45 AM on 1/17/08. She stated that
instructions to perform ROM for the resident were
supposed to be written on his CNA accountability
sheets (Resident 24 Hour Daily Care Assignment
Sheet) and that she did not realize that it had
been overlooked.

2. Hand Rolls

The Occupational Therapy Screening
Assessment cited above, and completed by the
OT on 8/14/07, stated that she would assess to
see if the resident would benefit from the use of
hand rolls to prevent further contractures.
However, there was no subsequent note or other
evidence to indicate that any evaluation had been
performed. Additionally, there were no
instructions for the use of hand rolls in any
section of his care plans from 11/06- 1/08,
physician's orders from 8/2/07 - 1/8/08, CNA
sheets or elsewhere in the record.

The resident was intermittently observed on
numerous occasions including from 12:00 PM -
1:45 PM on 1/16/08, 8:25 AM - 3:50 PM on
1/17/08 and 8:30 AM - 2:00 PM on 1/18/08. He
was continuously seated in a reclining chair in the
hallway outside of his room at all of those times
and had a foam hand roll in place in the palm of
his right hand only.

The OT was interviewed at 10:00 AM on 1/18/08
regarding the use of the hand rolls. The OT
stated that she provided soft foam hand rolls to
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open up both of the resident's hands in order to
promote his comfort by preventing further decline
in ROM. She had no knowledge as to why they
were not both in use.
415.12(e)(2)
F 323 | 483.25(h) ACCIDENTS AND SUPERVISION F 323 3/17/08

SS=D
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview the facility did not ensure that a resident
who had been identified at risk for falls and had
been observed by the nursing staff to have an
unsteady gait, was provided with an evaluation by
physical therapy services to determine the need
for an for an assistive device while ambulating to
help prevent falls. This was evident for 1 of 16
sampled residents (Resident # 8) who was
reviewed for falls.

This resulted in no actual harm with potential for
more than minimal harm.

The findings are:

1. Resident # 8 was admitted to the facility on
3/8/07 with diagnoses including dementia,
depression, and arthralgia (joint pain). A review of
all nursing assessments from the time of
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admission through 1/15/08, including the
Minimum Data Set (an assessment tool) revealed
that the resident had diminished cognition with
wandering behaviors and was assessed to be at
high risk for falls. According to the resident's plan
of care developed in March 2007, it was
determined that a bed alarm (a device on the
resident's bed to alert staff when resident gets out
of bed ), a doorway sensor alarm (a device to
alert staff when the resident leaves his room) and
a personal monitoring device (a sensor device
that alerts staff if the resident leaves the floor he
lives on or leaves the facility) were required to
promote and maintain safety for this resident
according to the Comprehensive Care Plan.

A review of the physical therapy notes written in
March 2007 indicated that upon admission to the
facility the resident had been assessed for
requiring restorative physical therapy services
and received those services 5 days per week in
March 2007 to help improve his standing balance,
ambulation ability and to enhance safety
awareness to prevent falls. Further review of
these therapy notes revealed that physical
therapy services were discontinued on 4/6/07,
since the resident had achieved his maximum
functional level with independent ambulation
without the need for an assistive device and
would require occasional redirection and
intermittent supervision from staff due to the
resident's impaired cognition.

A review of the Integrated Progress Notes from
6/25/07 through 1/15/08 revealed that the
resident had fallen on 9 separate occasions while
ambulating in his room and in the hallway and on
several occasions had sustained
abrasions/lacerations to his head and upper
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extremities from these falls. Several entries in the
Integrated Progress Notes beginning on 6/26/07
revealed that observations made by the nursing
staff indicated that the resident was ambulating
with an "unsteady gait " (difficulty with balance
while walking). There were approximately 11
separate entries describing the resident's
unsteady ambulation through 11/24/07. A review
of the Resident Accident/Incident Report forms
for this time period confirmed 9 fall accidents and
indicated there had been corrective actions
instituted to prevent/minimize reoccurrence of
falls with revisions to the Comprehensive Care
Plan.

However, despite the fact that the resident had
been observed with an "unsteady gait" and had
experienced 9 falls in 6 months, the
interdisciplinary care planning team, including the
attending physician, did not make a referral to
physical therapy for a re-evaluation and an
assessment for an assistive device for
ambulation.

The resident was observed on 1/16/08 at 9:30 AM
and on 1/17/08 at 9:00 AM alone in his room
ambulating and was noted to be unsteady on his
feet during these observations.

An interview on 1/16/08 at 2:45 PM with the
Registered Nurse/Primary Nurse revealed that a
referral to the physical therapist for a
re-evaluation and assessment for an assistive
device for ambulation should have been made
and that it had been an oversight by the team. A
referral was made to the physical therapist after
surveyor intervention and an evaluation was
scheduled.
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, the facility
did not ensure that nonpharmacologic
interventions were provided to each resident
when indicated to minimize or eliminate the
dependency on the use of medication(s) used to
achieve and/or maintain bowel regularity
(Residents #9, #10, and #15) This was evident
for 3 of 27 sampled residents whose drug
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regimen were reviewed for unnecessary drugs.
This resulted in the potential for more than
minimal harm.

The findings are:

1. Resident #9 is a 96 year old female with
diagnoses to include constipation, and cerebro-
vascular accident (stroke). According to the initial
comprehensive assessment dated 2/26/07, the
resident has long term and short term memory
loss and modified independence for decision
making, i.e. difficulty making decision in new
situations.

According to the current physician order sheet,
this resident is on 3 medications to maintain
bowel regularity. These medications, Colace,
Senna and Polyethylene Glycol , were prescribed
since 2/22/07, 3/4/07 and 3/15/07 respectively.
However, the resident's diet regimen does not
make provision for high fiber foods on a regular
basis. The resident's diet order since admission is
for a regular diet. Interview with the covering
dietitian on 1/18/08 in the afternoon revealed that
if extra items are to be provided at meal times
they are reflected on the diet card. However, no
such items were listed on the resident's diet card.
Also evaluation of the resident's plan of care
developed since February 2007 does not indicate
the resident's acceptance or refusal of these
items.

2. Resident #15, who was admitted to the facility
on 5/25/07, has diagnoses that include
depression, dementia and Parkinson's disease.

The nutritional assessment completed 5/25/07
revealed that the resident requires 2330 cc of
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fluid daily and that the resident has a problem
with constipation. However, the comprehensive
care plan dated 5/26/07 made no reference to
dietary interventions to maintain bowel regularity.

The consumption of adequate fluid, necessary to
aid in the prevention/treatment of constipation,
was addressed under the prevention of
dehydration. However, a review of the resident's
fluid consumption data (reflected on the nurse
aide accountability record) showed that since at
least July 2007, the resident averaged
approximately 1100 cc of fluids daily at meal
times, 1200 cc less than his assessed need.
Despite the resident not meeting about 50
percent of his estimated fluid requirement at
meal times, there was no plan in place to
supplement and/or evaluate his fluid intake
between meals.

Additionally, according to the physician order
sheet, on 12/7/07 the resident was prescribed
Fleet enema and Milk of Magnesia x one and
Senna (a laxative) to be given daily. At that time
the resident's medication regimen included Paxil
(an antidepressant that has the potential of
causing constipation), and Colace, a stool
softener, prescribed on 10/26/07. However, there
is no documented evidence that prior to the
written order for Senna and subsequently
thereafter that the resident's plan of care was
revised to include dietary interventions to aid with
bowel regularity.

The resident's diet card currently in use noted that
the resident is on a regular diet with no instruction
to provide the resident with high fiber foods
and/or prune juice daily. During an interview with
a family member on 1/16/8 at 11:20 AM, she
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stated that the resident would drink prune juice
prior to admission to the facility. During an
interview with the covering dietitian on 1/18/08 in
the afternoon she acknowledged that dietary
interventions were indicated for this resident.

3. Resident # 10, who is nonambulatory, has
diagnoses that include depression, dementia and
constipation. According to the physician order
sheet the resident was placed on Senna at the
time of admission 1/19/07, which as of 1/18/08 is
still being administered to the resident daily. Also,
according to the dietary assessment dated
1/22/07 the resident was noted to experience
constipation and is to be encouraged to consume
adequate fluids, noted to be about 2500 cc daily.
This assessment, the resident's comprehensive
plan of care initially developed 1/22/07 and dietary
quarterly evaluations made no reference to the
provision or acceptance of other dietary
interventions to aid in bowel regularity.

The resident's physician orders since admission
include an order for a non-concentrated sweet
diet.

The resident's diet card currently in use noted no
special instructions to provide the resident with
high fiber foods and/or prune juice daily.

Furthermore, a review of the resident's daily fluid
intake data at meal times, reflected on the aides
accountability record for December 2007 and
January 2008 showed that the amount of fluid the
resident consumes at meal times averaged
approximately 1100 cc daily, 1400 cc or over 50
percent less than her assessed need. However,
there is no evidence in the resident's clinical
record that the resident's fluid intake between
meals was assessed for adequacy.
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On 1/18/08 when an attempt was made to
interview the dietitian assigned to the resident, the
surveyor was informed that she was not available.
10NYCRR 415.12(1)(1)
F 431 | 483.60(b), (d), (¢) PHARMACY SERVICES F 431 3/17/08

$S=D
The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.
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This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facility did not ensure that medications which
were expired would not be administered to
residents. Specifically, vials of Lantus Insulin,
Novolin N, Novolin R, Novolin 70/30 and Novolog
Insulins which had been open in excess of 28-30
days. This was noted on 3 of 7 units, Weinberg,
South west 1 and South west 2.

This resulted in no actual harm with the potential
for more than minimal harm.

The Findings are:

According to the ADA (American Diabetes
Association) Guidelines and confirmed by an
interview with a representative of Novo Nordisk,
the Novolin N, Novolin R, Novolin 70/30 should be
discarded after 30 days of open date due to the
loss of potency. Also, according to ADA
Guidelines Lantus Insulin should be discarded
after 28 days.

1. During the initial tour of the facility on Unit 2
Southwest on 1/15/08 at 8:15AM, one multidose
vial of Lantus Insulin observed in the medication
refrigerator was noted to opened and undated.
Nursing Staff could not ensure that this
medication would not be used more than 28 days
after opening.

In an interview with the Licensed Practical Nurse
(LPN) medication nurse at this time the LPN
confirmed that the the multidose vial of Lantus
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Insulin was opened and undated and should have
been discarded.

2. During the initial tour of the facility on the
Weinberg Unit on 1/15/08 at 8:25AM, 3 opened
multidose vials of Insulin were observed in the
medication refrigerator:
-Novolin R Insulin with opened date of 10/25/07
-Novolog Insulin with opened date of 9/30/07
-Novolin N Insulin with opened date of 9/9/07

In an interview with the RN/Charge Nurse at that
time, she stated that Novolin N and Novolin R
may be used until manufacture's expiration date
and that Novolog should be discarded after 28
days. The RN added that the pharmacy checks
on a monthly basis, to ensure that expired
medications are discarded.

3. During inspection of the medication room
refrigerator on the South West 1 Unit at 10:00AM
on 1/15/08 the following items were discovered to
be opened and available for use far beyond the
date recommended by the manufacturer:

1 vial of Lantus Insulin dated 11/10/07
1 vial of Novolin Insulin dated 6/16/07
1 vial of Humalog Insulin dated 4/10/07

In an interview with the RN at that time, the RN
revealed that it is the responsibility of the nurse
giving the medications to discard medication that
is outdated. She further stated that the resident
on Humalog Insulin is no longer on receiving it.
The resident receiving Lantus Insulin is no longer
in the facility and the resident receiving Novolin
Insulin is still receiving it but new vials are
available.

F 431
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The Pharmacist was interviewed on 1/18/08 at
9:45AM and at this time she confirmed that
someone from the pharmacy does a monthly
inspection of all fridges and discards medications
which have expired.
415.18(a)
F 463 | 483.70(f) RESIDENT CALL SYSTEM F 463 3/17/08

SS=C
The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
did not maintain the call bell sytem in a safe and
easy to reach manner in that call bell cords were
not reachable from the floor and/or were tied to
the grab bar, making the call bell not easily
accessible in all situations. This was observed in
three of three buildings on five of five resident
floors.

This resulted in no actual harm with a potential for
minimal harm.

Findings are (not all inclusive):

On 1/15/08 and 1/16/08, between 8:00 AM and
2:00 PM, the following was observed:

1. Call bells cords in the Weinberg Pavilion
resident bathrooms were too short not allowing

residents to reach them in case of an emergency.

2. The following call bells in the Nursing Home
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building were wrapped around the grab bar in
resident bathrooms, preventing access to gain
assistance in case of an emergency: SW1 room
101, NE1 rooms 143 and 147, NE2 room 251 and
233 and SW2 room 202.
3. In the Pavilion building several resident room
bathrooms had the call bell cords wrapped
around the grab bar, preventing easy access to
pull the alarm and get help.
Interview on 1/15/08 with the Director of Plant
Operations at 11:00 AM acknowledged the
condition.
NYCRR 483.70(f)
10 NYCRR 415.29
F 465 | 483.70(h) OTHER ENVIRONMENTAL F 465 3/17/08

ss=c | CONDITIONS

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview the facility did
not maintain a clean and safe environment in that:

1. Vents throughout the facility were dirty(three of
three buildings).

2. Fans throughout the facility were encrusted
with dust

3. Kitchen ceiling tiles were stained throughout
the main kitchen

This resulted in no actual harm with a potential for
minimal harm.
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Findings are (not all inclusive):

On 1/15/08 and 1/16/08, between 8:00 AM and
2:00 PM, the following was observed:

1. Vents throughout all three buildings were noted
to be coated with dust and debris. Examples
include: vents in the kitchen, vents in bathrooms,
and the vents in soiled utility rooms

2. Wall mount fans and standing fans throughout
the facility were coated with dust and debris.

3. The ceiling tiles closest to the exhaust hood
system in the kitchen were discolored and
stained.

Interview with the Director of Plant Operations on
1/15/08 at 11:00 AM acknowledged the
conditions.

10 NYCRR 415.29
NYCRR 711.2
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483.25(c) PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility did not ensure that a resident
received appropriate treatment to promote
healing of Stage IV pressure ulcers located on
each of his heels. Specifically, pressure relief to
the resident's heels was not provided by
off-loading pressure, as recommended by the
physician. In addition, a stretch gauze product
with the potential to increase pressure when
wrapped around the resident ' s feet, that the
physician ordered not to be used for the resident,
was in place on both of his heels. This was
evident for one of 18 residents reviewed for
pressure ulcers (Resident #15).

This resulted on the potential for more than
minimal harm.

Findings are:

Resident #15 was admitted to the facility on
2/15/08. On 2/16/08, the Physician documented
in the Admission Medical Visit and Physical Exam
notes that the resident appeared emaciated and
was debilitated secondary to multiple illnesses

{F 314}

3/28/08

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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including severe peripheral vascular disease with
gangrene of the right great toe,
neurodegenerative muscular disease, diabetes,
chronic anemia and depression. According to
those notes and the Skin Lesion Assessment
Forms completed on 2/15/08, the resident also
had a Stage IV pressure ulcer on each of his
heels at the time of his admission. The pressure
ulcers were described in those records as being
black and having eschar (indicative of dead tissue
and other dead matter), with the greatest area of
left heel pressure ulcer measuring 6 centimeters
(cm) and the greatest area of the right heel
pressure ulcer measuring 5 cm.

Subsequent entries in the Skin Lesion
Assessment Forms on 3/11/08 reflected no
improvement in the characteristics of either heel
pressure ulcer. The Physician Wound Care
Specialist and the resident ' s Physician
independently assessed the skin condition of the
resident 's feet on that date. The Physician
Wound Care Specialist documented his findings
in the 3/11/08 Consultation Form. He
recommended that the resident ' s heels should
be floated (positioned in a manner to avoid
pressure by preventing contact with surfaces) and
that circumferential dressings (those that wrap
around a body part) not be used for the resident.
The resident ' s Physician documented in the
3/11/08 Wound Rounds Interim Medical Visit note
that she had discussed the resident ' s care with
the Wound Care Specialist on that date.
Concurring with the recommendations of the
specialist, the Physician stated in that note to "off
load" pressure to both heels from the bed.
Additionally, she wrote a Wound Order to use dry
protective dressings to cover the eschar on both
of the resident ' s heels and " (NO cling). "
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The resident was observed lying in bed with both
of his heels resting on top of a thick pile of folded
bed linens at 12:50PM, 2:15PM and 2:30PM on
3/17/08. "Cling" stretch gauze was wrapped
around both of his heels, feet and ankles.

The Certified Nurse Aide (CNA) was interviewed
at 2:15PM on 3/17/08. She stated that the
resident ' s heels should have been lifted into the
air and should not have been touching the bed or
bed linens. She stated that she had placed the
pile of linens from the foot of the bed that morning
and had forgotten to remove them.

The Registered Nurse (RN) was interviewed at
2:30PM on 3/17/08. She stated that the resident
should not have had "cling" wrapped around his
feet since 3/11/08, when the Physician had
instructed the wound rounds team that the use of
"cling" on the resident ' s feet could result in
undue pressure. The RN stated that she had not
inspected the resident ' s heel dressings yet that
day and that another RN had applied the "cling"
on the previous day.

415.12 (c)(2)
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INITIAL COMMENTS

42 CFR 483.70(a):

The facility must meet the applicable provision of
The 2000 Edition of the Life Safety Code (LSC) of
the National Fire Protection Association.

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
71. 19.2.1

This STANDARD is not met as evidenced by:
2000 NFPA 101 Life Safety Code states:

Chapter 3.3 General Definitions

3.3.121 requires that means of egress provide a
continuous and unobstructed way of travel from
any point in a building or structure to a public way
consisting of three separate and distinct parts: (1)
the exit access, (2) the exit, and (3) the exit
discharge.

2000 NFPA 101- Section 19.2 Means of Egress
Requirements

19.2.1 General. Every aisle, passageway,
corridor, exit discharge, exit location, and access
shall be in accordance with Chapter 7.

7.1.10 Means of Egress Reliability.

Section 7.1.10.1 Means of egress shall be
continuously maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency.

Based on observation and interview, the facility

K 000

K 038

3/17/08
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did not ensure that exit access is arranged so that
exits are readily accessible at all times in that
exits throughout three of three buildings were
blocked by equipment.

This resulted in no actual harm with the potential
for more than minimal harm that is not immediate
jeopardy.

Findings include are (not all inclusive):

On 1/15/08 and 1/16/08 between 8:00 AM and
2:00 PM while conducting life safety rounds the
following exits were observed blocked by
equipment:

1. In the Pavilion the stairwell exits by the
dayroom on the second and third floors were
blocked by carts.

2. In the Weinberg Pavilion the stairwell exit on
the second floor was blocked by a housekeeping
cart. Three large linen carts were stored by the
mechanical room (#80), blocking the exit.

3. In the Nursing Home building the following
exits were blocked:

a. The exit stairwell on SW1 by room 117 was
observed blocked both days by Hoyer lifts.

b. Items were stored in front of stairwell door 3 on
both floors on both days.

c. The stairwell exits on both NE1 and NE2
located at the end of the corridor were both
blocked by wheelchairs, and Hoyer lifts on both
days.

Interview with the Director of Plant Operations on
1/15/08 at 9:30 AM and on 1/16/08 at 10:30 AM

K038
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SS=D
Rubbish Chutes, Incinerators and Laundry
Chutes:

(1) Any existing linen and trash chute, including
pneumatic rubbish and linen systems, that opens
directly onto any corridor is sealed by fire resistive
construction to prevent further use or is provided
with a fire door assembly having a fire protection
rating of 1 hour. All new chutes comply with
section 9.5.

(2) Any rubbish chute or linen chute, including
pneumatic rubbish and linen systems, is provided
with automatic extinguishing protection in
accordance with 9.7.

(3) Any trash chute discharges into a trash
collection room used for no other purpose and
protected in accordance with 8.4.

(4) Existing flue-fed incinerators are sealed by fire
resistive construction to prevent further use.
19.5.4, 9.5, 8.4, NFPA 82

This STANDARD is not met as evidenced by:
1999 NFPA 82 Standard on Incinerators and
Waste and Linen Handling Systems and
Equipment

Chapter 3-2.4.1 General Access Gravity Waste
Chutes.

All chute loading doors into a waste chute shall be
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K 038 | Continued From page 2 K 038
acknowledged the conditions.
NYCRR 711.2(a)(1)
2000 NFPA 101;19.2.3.3,7.1, 3.3
K 071 | NFPA 101 LIFE SAFETY CODE STANDARD K071 3/17/08
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provided with a self-closing, positive latching
frame and gasketed fire door assembly approved
for Class B openings and having a fire resistance
rating of not less than 1 hour. The door frame
shall be fastened into the chute and the shaft
wall. The design and installation shall be such
that no part of the frame or door projects into the
chute.

The area of each chute loading door shall be
limited to one-third of the cross-sectional area of
a square chute and 44 percent of the area of a
round chute.

1999 NFPA 82 Chapter 3-2.5 Chute Automatic
Sprinklers.

3-2.5.1 Gravity Chute.

Gravity chutes shall be protected internally by
automatic sprinklers. This protection requires that
a sprinkler be installed at or above the top service
opening of the chute. In addition, a sprinkler shall
be installed within the chute at alternate floor
levels in buildings over two stories in height with a
mandatory sprinkler located at the lowest service
level. Sprinkler system installation shall comply
with NFPA 13, Standard for the Installation of
Sprinkler Systems.

Based on observation and interview, it was
determined that the facility did not maintain chute
doors with adequate latching mechanisms as
required by NFPA 82. This was observed in one
of three buildings(NH bldg).

This resulted in no actual harm with the potential
for more than minimal harm that is not immediate

jeopardy.

Findings are:
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On 1/15/08, during life safety rounds, between
8:00 AM and 12:00 PM the following was
observed:
Both linen chute doors to the chute were
observed not latching in their frames on NE1 and
NE2 units.
Interview with the Director of Plant Operations on
1/15/08 at 11 AM revealed that the chute doors
would be fixed.
1999 NFPA 82-3.2.4.1, 82-3.2.5
2000 NFPA 101 19.54
10 NYCRR 415.29 (a)(1)
NYCRR 711.2 (a)(1)
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K 072 3/17/08

$S=D
Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined that the facility did not ensure that the
means of egress were continuously maintained
free of all obstructions or impediments to full use
in the case of fire or other emergency. This was
evidenced by the storage of unattended resident
and nursing equipment congesting exit access
corridors on two of two resident floors in two of
three buildings(NH Bldg, Pavilion).

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FACV21

Facility ID: 1113
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K072 | Continued From page 5 K072

This resulted in no actual harm with the potential
for minimal harm.

The findings are:

On 1/15/08 and 1/16/08 between 8 AM and 2 PM
the following was observed: (not all inclusive):

1. In the NH building, all four units had the
following items stored in the corridor: a chair
scale, linen carts, Hoyer lifts, and wheelchairs.

2. In the Pavilion, on the second floor linen carts
were observed stored in the corridor.

Interview with the Director of Plant Operations on
1/15/07 at 1:30 PM revealed that these items
should not be stored in the corridor when not in
use.

2000 NFPA 101; 19.1, 7.1.10.1
10 NYCRR 415.29
NYCRR 711.2(a)(1)
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

335296

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 02 - PAVILLON

B. WING

(X3) DATE SURVEY
COMPLETED

01/18/2008

NAME OF PROVIDER OR SUPPLIER

SARAH NEUMAN CENTER FORH &R

STREET ADDRESS, CITY, STATE, ZIP CODE
845 PALMER AVENUE

MAMARONECK, NY 10543

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K 045
S8=C

NFPA 101 LIFE SAFETY CODE STANDARD

lllumination of means of egress, including exit
discharge, is arranged so that failure of any single
lighting fixture (bulb) will not leave the area in
darkness. (This does not refer to emergency
lighting in accordance with section 7.8.) 19.2.8

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
did not ensure that the illumination of all means of
egress is arranged so that the failure of any single
lighting fixture will not leave the area in total
darkness. This was evidenced by inadequate
lighting in nine of nine exit stairwells in three of
three buildings.

This resulted in no actual harm with potential for
minimal harm.

Findings are (not all-inclusive):

On 1/15/08 and 1/16/08 between 8:00 AM and
2:00 PM, all exit stairwells lacked adequate
lighting in case one fixture/bulb malfunctioned.

Interview with the Director of Plant Operations on
1/15/08 at 1:45 PM acknowledged that the light
fixtures were not functioning and that more
lighting was needed.

2000 NFPA 101; 19.2.8

K 045

3/17/08

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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AH Form Approved
4/21/2008

State Form: Revisit Report

(Y1)  Provider / Supplier / CLIA /
Identification Number

2

(Y2) Multiple Construction

A. Building
B. Wing

(Y3) Date of Revisit
3/18/2008

Name of Facility

SARAH NEUMAN CENTER FOR H & R

Street Address, City, State, Zip Code

845 PALMER AVENUE
MAMARONECK, NY 10543

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date (Y4) item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 1310 03/17/2008 ID Prefix ID Prefix
Reg. # 415.29 Reg. # Reg. #
LSsC LsSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSsC LsC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LSsC LSsC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/18/2008 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

STATE FORM: REVISIT REPORT (5/99)

Page 1 of 1
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier / CLIA / (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
335296 B. Wing 3/18/2008
Name of Facility Street Address, City, State, Zip Code
SARAH NEUMAN CENTER FOR H & R 845 PALMER AVENUE
MAMARONECK, NY 10543

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date (Y4)  Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo156 03/17/2008 ID Prefix  Fo285 03/17/2008 ID Prefix  Fo318 03/17/2008
Reg- # 483.10(b)(5) - (10), 483.10(b)(1) Reg-# 483.20(m), 483.20(e) Reg.- # 483.25(e)(2)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo323 03/17/2008 ID Prefix  Fo329 03/17/2008 ID Prefix  Fo431 03/17/2008
Reg.- # 483.25(h) Reg. # 483 250) Reg. # 483.60(b), (d). ()
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo463 03/17/2008 ID Prefix  Fo465 03/17/2008 ID Prefix
Reg. # 483.70(1) Reg. # 483.70(h) Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency
Reviewed By —— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/18/2008 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: FACV12



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider / Supplier / CLIA / (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
335296 B. Wing 4/7/2008
Name of Facility Street Address, City, State, Zip Code
SARAH NEUMAN CENTER FOR H & R 845 PALMER AVENUE
MAMARONECK, NY 10543

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  item (Y5)  Date (Y4) Item (Y5) Date (Y4) ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo314 04/07/2008 ID Prefix ID Prefix
Reg. # 483.25(c) Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency
Reviewed By —— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
1/18/2008 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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