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F 246

SS=E

483.15(e)(1) ACCOMMODATION OF NEEDS

A resident has the right to reside and receive 

services in the facility with reasonable 

accommodations of individual needs and 

preferences, except when the health or safety of 

the individual or other residents would be 

endangered.

This REQUIREMENT  is not met as evidenced 

by:

F 246

Based on observation and individual and staff 

interview, the facility did not accommodate 

residents' needs regarding comfortable and warm 

bedding in that the facility did not maintain a 

sufficient supply of blankets. Specifically: 

- twenty-two of thirty-seven resident rooms 

examined lacked blankets; 

- there were no extra blankets in six of seven unit 

clean linen storage rooms examined, and 

- there were no blankets stored in the main clean 

linen storage room. 

This was observed in two of two buildings (East 

and West).

This resulted in no actual harm with the potential 

for more than minimal harm that is not immediate 

jeopardy.

The findings are:

COMPLAINT NO. NY00054828

An on-site complaint investigation was conducted 

between 8:15 AM and 11:30 AM on 3/21/08, 

regarding extension cords running through open 

resident windows and possibly resulting in cold 

conditions in the facility. The outdoor air 
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F 246 Continued From page 1 F 246

temperature was recorded and was noted to be 

38 degrees Fahrenheit. A tour of the East and 

West Buildings (total capacity of 400, with a 

census of 335 residents on 3/21/08 as per the 

Director of Nursing) revealed the following:

East Building: Nine of sixteen resident rooms 

examined lacked thermal blankets. Examples 

include but are not limited to: Resident rooms # 

602, 604, 619, 511, 222, 223, 246, 220.

In an interview at approximately 10:45 AM on 

3/21/08, a 6th floor unit nurse stated that there 

are no blankets stored in the clean linen storage 

rooms. Inspection of the 6th and 3rd floor clean 

linen storage rooms at that time revealed that 

they both lacked extra blankets.

West Building: Thirteen of twenty-one resident 

rooms examined lacked thermal blankets. 

Examples include but are not limited to: Resident 

rooms # 634, 622, 631, 530, 524, 443, 434, 324, 

322.

In an individual interview at 8:40 AM, the resident 

stated that her room had been cold due to the 

window being open but that a family member had 

closed the window. The window had an extension 

cord running through it. There was only a sheet 

and a thin bedspread observed on her bed.

In another individual interview at 8:45 AM, the 

resident revealed that the room gets cold at times 

because the window is open (An extension cord 

was noted to be running through the open 

window.)  The resident also stated that he had 

requested a blanket at 2:00 AM the previous night 

and was told that there weren't any available.
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In an interview at 8:50 AM, two unit Certified 

Nurse Aides (CNAs) stated that extra blankets 

are stored in the Clean Linen Storage Room on 

the unit. Inspection of the storage room at that 

time revealed that there were no spare blankets 

in the room.

In an interview at 10:00 AM, the 5th floor Charge 

Nurse stated that the Housekeeping Department 

is called when a blanket is needed, and that 

sometimes there are extra blankets on the unit. 

The clean linen storage rooms on the unit was 

inspected and there were no extra blankets in the 

room.

All of the unit clean linen storage rooms in the 

West Building were examined and four of the five 

rooms (floors 2, 3, 5, 6) lacked extra blankets 

while there were only two spare blankets in the 

4th floor clean linen room.

The Main Clean Linen Storage Room located on 

the 7th floor of the East Building was toured at 

9:30 AM on 3/21/08 and, although there was a 

sufficient supply of sheets, towels, diapers, and 

pads, there were no blankets stored in the room. 

In an interview at that time, the Housekeeping 

Director in charge of the linen supplies stated that 

blankets are not included in the facility linen 

inventory. He also stated that sheets and 

bedspreads would be used for emergencies since 

there were no extra blankets. The Housekeeping 

Director further stated that he had ordered 200 

blankets by phone the previous week, but that he 

did not have a printed record of the order.

483.70(d)(2)(iii) 

415.29(k)(1)
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K 000 INITIAL COMMENTS K 000

4 2 CFR 483.70(a)(1):

The facility must meet the applicable provisions of 

the 2000 Edition of the Life Safety Code (LSC) of 

the National Fire Protection Association (NFPA).

K 130

SS=E

NFPA 101 MISCELLANEOUS

OTHER LSC DEFICIENCY NOT ON 2786 

This STANDARD  is not met as evidenced by:

K 130

NFPA 70 National Electrical Code (1999), Article 

110 - Requirements for Electrical Installations, 

Section 110-12. Mechanical Execution of Work. 

Electrical equipment shall be installed in a neat 

and workmanlike manner.

Article 400-8, Uses Not Permitted. Unless 

specifically permitted in Section 400-7, flexible 

cords and cables shall not be used for the 

following:

(1) As a substitute for the fixed wiring of a 

structure

(2) Where run through holes in walls, structural 

ceilings, suspended ceilings, dropped ceilings, or 

floors

(3) Where run through doorways, windows, or 

similar openings

(4) Where attached to building surfaces

Exception: Flexible cord and cable shall be 

permitted to be attached in building surfaces in 

accordance with the provisions of section 364-8.

(5) Where concealed behind building walls, 

structural ceilings, suspended ceilings, dropped 

ceilings, or floors

(6) where installed in raceways, except as 

otherwise permitted in this Code 
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K 130 Continued From page 1 K 130

Based on observation and individual and staff 

interviews, it was determined that the facility did 

not ensure that temporary electrical wiring was 

installed in a neat and workmanlike manner. This 

was evidenced by extension cords running out of 

open resident room and resident use area 

windows to provide power to lighting fixtures 

affixed to the building. 

This was noted on one floor (2nd floor) in two of 

two buildings (East and West).

This resulted in no actual harm with the potential 

for more than minimal harm that is not immediate 

jeopardy.

The findings are:

COMPLAINT NO. NY00054828

During an onsite complaint investigation between 

8:15 AM and 11:30 AM on 3/20/08, the following 

was noted:

At the time of this investigation, the facility had 

been in the midst of an employee strike since 

February 2008. Picketers were noted outside the 

building. The ambient outdoor air temperature at 

8:00 AM was 38 degrees Fahrenheit (F). 

Extension cords were noted to be running out of 

open 2nd floor windows on two sides of the 

facility, one bordering Cannon Place and the 

other bordering Giles Place. 

A tour of the West Building at 8:15 AM revealed 

that there were extension cords running out of 

open windows in ten resident rooms on the 2nd 

floor (rooms # 241,243, 244,245, 246, 220, 222, 

223, 224, 225). In an interview at that time, the 

Assistant Administrator stated that the facility had 
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K 130 Continued From page 2 K 130

installed temporary exterior lighting on Monday for 

safety reasons during the ongoing employee 

strike. He further stated that, as far as he knew, 

New York State Department of Health had not 

been informed of the installation of the extension 

cords.

In an individual interview at 8:20 AM, the resident 

stated that her room had been cold before and 

that she had asked a family to close the window. 

An extension cord was observed to be running 

out of the window, which was open only a crack. 

The ambient air temperature in the room was 75 

degrees F. 

In another individual interview at 8:30 AM, the 

resident stated that "it sometimes gets cold at 

night because the windows are open" and "you 

can close the windows because it is kind of cold". 

An extension cord was observed running out of 

the window, which was open approximately 1 

inch. The ambient air temperature in the room 

was 75 degrees F. (The majority of the rooms 

examined during this onsite investigation lacked 

thermal blankets. See citation F246).

A tour of the East Building at 9:10 AM revealed 

that there were six extension cords running out of 

four open windows in the Activities/Dining Room. 

There were also extension cords running out of  

two open windows in a large storage room on the 

2nd floor.

In an interview at 9:15 AM, the Assistant 

Administrator stated that the facility would look 

into another way of installing the exterior lighting.

CFR 483.70(a)

NFPA 101, LSC 2000 - 19.5.1, 9.1.2
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10 NYCRR 415.29(a)(2); 711.2(a)(1),(19)

NFPA 70 National Electrical Code 1999, Article 

110-12
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