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Pacific Rehabilitation and Weliness Center. LP
F 000 | INITIAL COMMENTS F 000! submits this response and Plan of Correction as
part of the requiremenis under state and federal
. o law. The plan of correction Is submitted in
The following represents the findings of the (,"C‘C‘O,d(,,,ce” with  specific ~ regulatory
California Department of Public Health during an requirements. 1t shall not be construed as
ABBREVIATED SURVEY investigation of admission of any alleged deficiency cited or any
COMPLAINT INCIDENT: CA 00380826 liability. The provider submits this plan of
correction with the intention that it is
Inspection was limited to the specific inadmissible by any third party in any civil
COMPLAINT and does not represent the findings criminal action or proceedings against the
of a full inspection of the facility. provider or its employee, agent. officers.
directors. or shareholders.
i i i g The provider reserves the right to challenge the
Eep;‘;s.esntmg the f g:lfsogglaHDeFﬁ‘ F’t:mEII'l: of Public cited findings if at any time the provider
ealtn: Surveyor » Health Facilities determines that the disputed findings are relied
Evaluator Nurse. upon in a manner adverse to the interests of the
25 provider either by the governmental agencies or
The facility census on date of entry (12/19/13) third party.
was 55 plus 1 bed hold and 57 on the day of exit
(12/20/13).
IMMEDIATE JEQPARDY (IJ) was identified on
12/20/13 at 9:43 a.m. under 483.25 (h)Quality of
Care for F-323. Management Staff 1, AMENDED: 2/5/2014
Management Staff 2 and Management Staff 3 IT : ;
were present when the |J was identified. INITIAL COMPLETION: 1/24/2014
The IMMEDIATE JEOPARDY was abated on
12/20/13 at 1 p.m. when the facility discontinued
the use of the portable space heaters eliminating Initial
the fire danger. Management Staff 1, Completion
Management Staff 3, Management Staff 6 and Date:
Management Staff 7 were present when the IJ it
was abated. . Amended:
F 323 | 483.25(h) FREE OF ACCIDENT F 323 W? \ 2/51 h
ss.L | HAZARDS/SUPERVISION/DEVICES NEE EIVIE \ i1
. 5n4), i
The facility must ensure that the resident MAR 10 20t l" .»’5,
environment remains as free of accident hazards .
as is possible; and each resident receives CDPHL&C !
adequate supervision and assistance devices to SentaRosaD.O. |
LABORATQRY DIRECTOR! e
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EUREKA, CA 95501

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to provide a safe
environment by placing all 57 residents at risk
when 7 portable space heaters were used in
resident care areas accessible to both,
ambulatory and wheelchair bound residents. This
practice had the potential to cause harm by fire.

Findings:

Concurrent observation and interview on 12/19/13
at 1:26 p.m., Resident A in wheelchair, was
wearing a fitting head cover, layers of clothing
articles, a scarf and a coat. Resident A stated, 'l
sit here because it is the warmest part of the
building." The thermostat on wall next to Medical
Supply Room was set at 70 degrees Fahrenheit.
During an interview on 12/19/13 at 4:07 p.m.,
Management Staff 3 stated, the facility's heating
system had been malfunctioning and had not
been working at full capacity resulting in lack of
heat in the building.

During an interview on 12/19/13 at 4:33 p.m.,
Management Staff 1 stated the facility did not
have a preventative maintenance program that
included their heating system.

During observation on 12/20/13 at 7:15 a.m., 7 of

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMELETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)
: F 323 483.25(h) FREE OF
F 323 | Continued From page 1 F 323 &)
prevent accidents ACCIDENT HAZARDS/
) SUPERVISION/ DEVICES

The facility respectfully disputes
this deficiency and an appeal is in
progress.

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

Any space heaters were immediately
removed on from the stated areas
12/20/2013 at 9:43 AM. A QAIP
(Quality Assurance Improvement
Plan) for the care and monitoring of
the residents, ongoing maintenance
of the heater and repair, and the
immediate discontinued use of
portable space heaters was made and
implemented under the direction of
the Administrator with support of the
QA Consultant RN and the facility
Medical Director. This plan was
accepted by the DPH as our

7 portable space heaters were in operation on the ““mf’d‘ate sincere intentions to Initial
high setting. provide care, comfort and safety to ‘-“Olgplelw"
3 " . te:

Portable, electric space heaters were observed our residents. Ongoing reports of the 12 4?2314
gh"e,'”tﬁsef n megggol:”'gg IOC"-"ttr'IO“S{3 b status of the plan were provided to N

ne in the front lo nderneath a table near a : . mended:
p Ak : the Medica o
lighted artificial Christmas tree. I Director by the 2152014
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F 323 | Continued From page 2 F 323| Administrator until deemed resolved
One _in the h_alilway between Rooms 3 and 4. and stable.
Two in the dining room.
One in the hallway between Rooms 11 and 12. Resident B is no longer a resident in
g;e untc;er neatsr;?;irtﬁ,;ab'e in the hallway the facility. Goals were met and she
oss the nur : . g
One inside the nurses station between two racks was discharged home without any
that held clinical records for resident. noted negative outcomes.
Five of the 7 space heaters were observed under : ; ye ;
A-frame type yellow plastic "caution" signs placed Res@ents 1 t.hc facxl:ty received
over the heaters. ongoing monitoring and care and no
During an interview on 12/20/13 at 7:20 a.m., negative outcomes or harm was
Licensed Staff 8 working night shift, stated that identified.
the facility started using the space heaters about )
three weeks ago. She stated that the space The facility does have a preventative
heafgﬁg“ﬁ? in1gpgéatf0n when she came on shift maintenance program for the heating
on at 10:30 p.m.. . . Rk
During an interview on 12/20/13 at 8:08 a.m., ARSIET a“dd it Washg“’e“ toibe
Licensed Staff 9 working the day shift, stated that surveyor during the survey as
the space heaters were placed into operation evidenced by her quote from the
about three weeks ago, when the "cold snap" policy and procedure stating that
started. reventative maintenance would be
During an interview on 12/20/13 at 9:03 a.m., perf rmed 5 il incihe Rall
Management Staff 3 stated, that he was involved periormed Seiml-aiiually Inthe.ta
in the placement and operation of the portable and Spring. The requirement for an
space heaters approximately three weeks ago. inspection in the Spring are for those
IMMEDIATE JEOPARDY (1) e facilities with air conditioning
was identified an :
called on 12/20/13 at 9:43 a.m. under 483.25 (h) Systemssorthattheymay be cliecked
Quality of Care for F-323. with Management Staff out prior to hot wc_ather. T}}IS faC‘htY
1, Management Staff 2 and Management Staff 3 does not have an air conditioning
present. system due to the lower temperatures
in Eureka.
The IMMEDIATE JEOPARDY was abated on —
12/20/13 at 1 p.m. when the facility discontinued The policy and procedure further Completion
:ze ;gse é)f the portable space heaters eliminating states that “Invoices from outside ) 7[1;.;3!4
Rlliey candel companies will be maintained as -
During an interview on 12/20/13 at 10:07 a.m,, a pr()f)fofmspectlon by the gl?;gfg
family member of Resident B stated that she Maintenance Department.”
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F 323 | Continued From page 3 F 323 Spring is considered from 3/20/13
wore a very thick jacket when visiting and that thru 6/20/13 and Fall from 9/22/13
she felt very cold. The family member stated that through 12/20/13.
she clothed Resident B with a fleece hat, fleece . . .
gloves, a wool sweater and placed multiple The.hcatmg umt' was inspected and
blankets on her when she visited her loved one. serviced bYOUBlde contractors on
During an interview on 12/20/13 at 11 a.m,, the following dates: 4/17/13,
Management Staff 5 stated Management Staff 1 6/28/13, 12/6/13, 12/12/13and
and Managemgnt Staff 3 introduced t_he use of 12/16/13 prior to the survey.
space heaters in response to complaints of
residents feeling cold. Copies of the invoices are available
During a telephone interview on 12/20/13 at 11:45 for review
a.m., Licensed Staff 10, working the evening shift, ’
stated that seven or eight space heaters were in Furthermore, the maintenance
g!gc{:)e arr:]d turned on when she started work at supervisor inspected and or
:30 p.m.. ;
During an interview on 12/20/13 at 12:16 p.m., performed maintenance to the
Management Staff 4 stated she attended daily heating system on the dates listed
stand up meetings during which a report on the under the plan of correction for
cold temperatures of the facility were discussed. F456. The documentation of these
Review of facility document, titled "Heating and f . c o .
Air Conditioning System Inspection” (revised VISI.tS are c?ntalned in his
January 01, 2012) revealed it served to protect maintenance logs.
the health and safety of residents, visitors and Thieswiitt £
facility staff. The facility's heating and . . on regorts_and rcsufts fo hthc
air-conditioning system was to be inspected at Inspections and maintenance ot the
least semi-annually. heater by the Maintenance
. Supervisor or contracted providers
The facility did not produce a policy and will be provided timely by the
grgiidﬁéitggm addressed the use of portable Maintenance Supervisor to the
P j Administrator. The report will be
The Life Safety Code, NFPA 101, section 19.7 discussed and followed up timely as |  Inval
prohibits the use of portable space heaters in indicated by the Administrator. “‘g‘;tt_:“’“
health care occupancies...UC (University of ] ) . _ 112472014
California) Davis Fire Department, revised Staft was in-serviced during the
January 2010. week of 1/20/2014 by the Amended:
F 456 48370(C)(2) ESSENTIAL EQUIPMENT, SAFE F 456 Administrator of the practicc to not 2/5/14
SS=F | OPERATING CONDITION use space heaters.
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The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to maintain the facility's
heating system in safe operating condition when it
did not perform semi-annual inspections and
preventative maintenance of the equipment,
resulting in equipment malfunction and cold room
temperatures affecting all 57 residents with the
potential to residents for hypothermia and
susceptibility to loss of body heat, respiratory
ailments and colds.

Findings:

During observation on 12/20/13 at 7:15 a.m.,
seven portable space heaters were in operation
on a high setting.

Temperature readings observed were as follows:
On 12/19/13 at 1:49 p.m. in Room 5,
temperature reading was 68 degrees F, in Room
6, it was 68.5 degrees F, in Room 8, it was 69.5
degrees F, in Room 9, it was 68.5 degrees F, in
Room 10, it was 69.5 degrees F, in Room 11, it
was 68 degrees F, in Room 12, it was 67 degrees
F and in Room 16, it was 69.5 degrees F.

On 12/19/13 at 2:31 p.m., in Rooms 3, 6 and 7,

iL%TEMENT OF DEFICIENCIES {X1) PROVIDEH/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
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F 456 | Continued From page 4 F456| Residents in the facility could be

affected if the temperature of the
building does not maintain at a
comfortable temperature therefore;
the facility provided an action plan to
assure that the residents baseline
vitals - to include temperature within
normal range - and provision of
ongoing assessment and additional
covers or clothing and warm fluids to
enhance comfort was provided by
the nursing staff. The Medical
Director, QA RN was included in the
action plan and process. The
attending MD’s of the resident and
their responsible parties were
notified by the care staff of the
actions taken by the facility to
monitor the residents and continue
with ongoing maintenance to the
heating system. Through out this
time the residents were reassured
that their comfort was important to
us.

The facility will ensure the resident
environment remains as free of
accident hazards as is possible and
portable space heaters will not be

e . . Initial
the thermostat on the wall was set at 70 degrees. utilized in resident care areas. C(‘l[l;plction
" . . .. . " . ate:
?;rrzlg%gn ?t;sfévatlonthnetpeemd;grn%u?ggvmasog? p Staff will be in-serviced on 2/5/14 on l-'24'2:)l4
at7:15a.m., a ’ : el
degrees F, and at 12 noon, the temperature was policy a'},d p ro‘cedure for “Extreme Amended:
69 degrees F. Weather” and “Steps To Follow 252014
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F 456 | Continued From page 5 F 456| Should A Concern Regarding
Record review of facility document dated Comfortable Temperatures In The
12/19/13 at 8 a.m., revealed that temperatures in Building Occur During Extreme
Room 1 and 3 was 70 degrees F; in Rooms 4 Cold Weather™ and will continue to
and 5, it was 69 degrees F; and in Room 6, it was be i ced as indi d by th
68 degrees F. € mjs§rv1ce as indicated by the
Record review of facility document dated Administrator and or delegate.
12/19/13 at 1:30 p.m., revealed that temperatures s, : ; ;
in Room 5 was 69 degrees F, in Room 11, it was This information will also, be pgsteq
70 degrees F, in Room 12 it was 69 degrees F and available at the nurse’s station in
and in Room 14, it was 70 degrees F. the communication flip chart for
During an interview on 12/19/13 at 4.07 p.m., staff reference.
Management Staff 3 stated, the facility's heating
system had been malfunctioning and had not The monitoring of the understanding
EZZ{'_HW?;Z'E&%ES' capacity resulting in lack of of this practice and compliance will
i ; s
During an interview on 12/19/13 at 4:33 p.m., contlpqc to be made by ﬂ,le
Management Staff 1 stated the facility did not Admmn_strator, DNS, Maintenance
have a preventative maintenance program that Supervisor and the Charge Nurses
gcluded their heating 5@:‘;31 —— during random rounds. Staff will be
uring an interview on at9:03 a.m., educated 3
Management Staff 3 stated, that he was involved e.b(.)ll.] then;lr(})]le i ;
in the placement and operation of the portable responsibility and that concerns will
space heaters approximately three weeks ago. promptly be referred to the
During an interview on 12/20/13 at 11 a.m., Administrator for follow up at the
Management Staff 5 stated Management Staff 1 time of noting. Identified staff will
and Management Staff 3 introduced the use of el seiviced by thie Adiministt
space heaters in response to complaints of , aby el
residents feeling cold. on this practice and staff
Review of facility document, titled "Heating and expectations/ reporting and the
Air Conditioning System Inspection" (revised availability of the procedure and
January 01, 2012) revealed it served to protect steps to follow. A .
the health and safety of residents, visitors and wa[; held on2 /5 /208{3 i‘ety mef;a Hng ;
facilty staff. The facility's heating and cid on 14 to review this -
air-conditioning system was to be inspected at procedure. The facility has added to Al
least semi-annually. the monthly QA & A and Safety COIBE::Ion
The facility bia i doe d - Meeting to the agenda the following: | 1242014
e facility was unable to produce documentation Review ofilie
that applicable inspections and preventative for Resid procedure to follow Amended:
maintenance of the heating equipment were or Resident =014
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Environment/Safety/Supervision and
F 456 | Continued From page 6 F 456| compliance.

The Administrator and Maintenance
Supervisor were in contact with
various vendors to perform work on
an ongoing Yasis and regular visits
were made by the Maintenance
Supervisor and the outside
contracted services of Maples
Service, Inc. on the dates of 4/18/13,
6/28/13, 12/06/13 and 12/23/13 and
also were providing repair and
maintenance from the onset of the
unseasonably cold weather snap,
unusual for this area, with the efforts
to increase the heating capacity of
the current heating system.

The heating system was deemed in .
working order on 12/21/2013 by
Maples Service, Inc. The facility
continued to monitor and assess the
residents and provide timely updates
to the DPH of the status of the
residents, temperatures in the
building as well as the repair
process. The facility continued with
the monitoring of the residents and
temperatures until the action plan
was confirmed and ceased doing so
on 12/30/2013 after the DPH was
notified by the Administrator.

The heating system remains
functioning and the temperatures in

Initial
Completion
Date:
1/24/2014

Amended:
2/5/2014
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F 456 | Continued From page 6 F 458 the facility are stable as well as the
performed by qualified professicnals on a regular residents and their comfort.

basis.

Additionally, from 12/20/2013 to
12/30/2013:

e Staff were assigned and
instructed by the Maintenance
Supervisor to regularly assess
and monitored temperatures in
hallways, common areas, and
resident rooms as part of the
action plan and to document this
activity and findings. Review
was provided ongoing by the
Administrator.

¢ Non-interviewable residents were
monitored every two hours per
shift for body comfort using
touch, observation and body
temperatures would be obtained
if directed by the charge nurse

e Offered to residents for
additional comfort: such as the
closing of curtains in resident
rooms, cubical curtains,
providing of additional clothing

Initial

and closing of doors Completion
¢ Care plans were implemented for pater
12412014

all residents and updated by the
nursing staff on 12/20/2013 and Amended;
revised if indicated. HE0l

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GTGK11 Facility ID: CAQ10000051 If continuation sheet Page 7 of 7

Continuation Page 8 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES
"SERVICES

PRINTED: 02/27/2014
FORM APPROVED

OMB NO. 0938-0391

‘ CENTERS FOR MEDICARE & MEDIC

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

055334

(X2) MULTIPLE CONSTRUCTIO’

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

12/20/2013

NAME OF PROVIDER OR SUPPLIER

PACIFIC REHABILITATION & WELLNESS CENTER, LP

STREET ADDRESS, CITY, STATE, ZIP CODE
2211 HARRISON AVENUE
EUREKA, CA 95501

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

F 456 | Continued From page 6
performed by qualified professionals on a regular
basis.

F 456

e The DSD and DNS provided in-
services to staff on all 3 shifts of
the action plan taken to ensure
the residents comfort and needs
are met and the action plan and
monitoring process on12/20/2013
and repeated through out the
week of 12/23/2013.

No residents were noted with
hypothermia, loss of body heat,
respiratory ailments.

The Maintenance Supervisor will
continue to monitor the effectiveness
of the upgrade to the heating system
and it will be monitored by
performing random temperature
checks and this activity will be
documented. The Administrator has-
in-serviced him on the importance of
this activity on 01/21/2014 and he
demonstrated a good understanding.
The Administrator and DNS/ADNS/
charge nurses on each shift will
provide rounds and random resident
interviews to ensure resident
comfort. The facility will add the
temperatures of the building and
residents comfort to the monthly
Resident Council Meeting and the
Activity Director will document the
findings and report timely the results
to the Administrator. The nursing
staff will be responsible to notify the

(X5)
COMPLETION
DATE

Initial
Completion
Date:
1/24/2014

Amended:
2/5/2014
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basis.

F 456 | Continued From page 6
performed by qualified professionals on a regular

Maintenance Supervisor, DNS
F 456 and/or the Administrator of any
noted heat or comfort concerns

regarding the temperature of the
building promptly for follow up. The
managers of the facility will make
random biweekly rounds on various
shifts to audit the resident’s response
to comfortable temperatures in the
building and document this
information on an audit form and
submit weekly to the Administrator
for review.

The Maintenance Supervisor and the
Administrator will assure that
portable space heaters are not
available or used in the facility.
Rounds will be made on each shift .
ongoing by the charge nurse’s
assigned to the residents to monitor
for this standard. Any concerns or
findings will be immediately
addressed and the Administrator will
be promptly notified by the charge
nurse. Licensed Nurses on staff were
in-serviced as well as the entire staff
and management team on the non
use of portable heaters and this

action plan by the Initial
DSD/DNS/Administrator on 1/24/14, CO*BP:flion
ate:
17242014

The effectiveness of the trainings,
steps for staff to follow to assure that | Amendea:
the resident environment remains as | 22014
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F 456 1 Continued From page 6
| performed by qualified professionals on a regular
| basis.
|
|
t

i CROSS-REFERENCED TO THE APPROPRIATE
[
I

F 456 483.70(c) (2)

F 456 ESSENTIAL EQUIPMENT,

SAFE OPERATING
CONDITION

The facility respectfully disputes
| this deficiency and an appeal isin
progress.

The facility must maintain all
essential mechanical, electrical, and
patient care equipment in safe
operating condition.

The facility does have a policy and
procedure for preventative
maintenance and inspection of the
heating system. This was given to
the surveyor. This policy states that
invoices from outside companies will
be maintained as proof of inspection
by the maintenance department.

Invoices showing proof of inspection
and maintenance were available and
in the facility in the business office
for the following dates: 4/18/13,
6/28/13, 12/6/13 and 12/16/13.

Additionally, the heating system was
serviced on 12/23/13, 12/27/13 and
12/29/13.

The heater was functioning but was
challenged by the unexpected cold
snap.

e ————
|

(X5)
COMPLETION
DATE

Initial
Completion
Date:
17242014

Amended:
2/572014
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The temperatures in the building and

F 456 | Continued From page 6 F 456/ the comfort of the residents remain
perf_ormed by qualified professionals on a regular stable at this time with the
. temperature range of 71F-81F as

checked on 1/21/13.

Maples Service was involved from
the onset of the unseasonably cold
weather to increase the heating
capacity of the heating system.

Additionally, from 12/20/2013 to
12/30/2013:

e Staff regularly assessed and
monitored temperatures in
hallways, common areas, and
resident rooms

e Non-interview able residents
were monitored every two hours,
per shift for body comfort using
touch, observation and body
temperatures would be obtained
if directed by the charge nurse

e Offered to residents for
additional comfort: closing of
curtains in resident rooms,
cubical curtains, providing of
additional clothing and closing of

doors
e Care plans were drafted for all Initial |

residents with in-services to staff | Completion

X Date:

on all 3 shifts. 1242014
No residents experienced Amended:
hypothermia, loss of body heat, .
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NAME OF PROVIDER OR SUPPLIER

F 456 | Continued From page 6 F 456 respiratory ailments or colds caused

performed by qualified professionals on a regular by this.
basis. .

Space heaters were in place to
prevent patients from getting cold.
The space heater use was
discontinued on 12/20/2013. Prior to
that:

The space heaters were being
checked every 15 minutes and were
in hallways and common areas - not
in resident rooms. An action plan
was provided at that time to the staff
to monitor and assure safe practice
by the Administrator. Residents were
provided reassurance and updates of
the process of the heater
maintenance/repairs by the nursing
staff.

In addition to contracted work on the
heating system the Maintenance
Department inspected and/or worked
on the heating system on the
following dates and he documented
his work:

3/25/13 3/30/13
Initial
4/3/13 4/4/13 4/5/13 Completion

4/8/13 4/12/13 4/15/13 1/2[33;):14
4/17/13 4/18/13 4/19/13 Amended
) mended:

4/26/13 4/29/13 2/5/2014
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F 456 | Continued From page 6 F 456 g;}g 1/:;’3 Z‘l';]/? 3 ggj’;;;
performed by qualified professionals on a regular i -
basis. 6/5/13 6/6/13 6/7/13
6/18/13 6/25/13
8/5/13 " 8/27/13 8/28/13
9/26/13
10/1/13 10/2/13 10/7/13
10/8/13 10/9/13 10/10/13
10/11/13  10/15/13  10/19/13
10/22/13
11/03/13  11/6/13 11/18/13
11/20/13  11/22/13  11/25/13
11/29/13
12/2/13 12/3/13 12/4/13
12/5/13 12/9/13 12/10/13
The DON/DSD in-serviced the staff
on the QAIP and their responsibility
to follow the plan on 12/20/2013.
The Administrator and the DNS
provided daily and ongoing phone
calls to the facility to assure that the
space heaters were not in use, le:itliil‘
temperatures were stabilizing, Dater
residents were comfortable and that 1342013
the action plan was being followed Amended:
accordingly. /512014
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PACIFIC REHABILITATION & WELLNESS CENTER, LP

F 456 | Continued From page 6 F 456

performed by qualified professionals on a regular
basis.

An additional in-service on the non
use of portable heaters, when to
report to the Administrator of any
concerns or trends regarding the
heating system and or comfort of the
residents in regards to temperatures
of the facility and the importance of
immediate reporting will be provided
the week of 1/20/2014 by the
Administrator.

The effectiveness of the trainings,
the upgrade to the heating system,
residents comfort, temperatures in
the building, adherence to the
procedure of applicable inspections
and preventative maintenance of the
heating equipment were performed-
by qualified professionals on a
regular basis, documentation of such
and that the licensed nurses and staff
understand the importance of
notifying the Administrator promptly
of any concerns and no use of
portable heaters will be discussed at
the monthly QA and A Meeting
under the direction of the
Administrator until substantial
compliance is met and maintained. nitial
Otherwise, new recommendations Completion
will be made and acted upon by the [,3:;%14

Administrator.
Amended:

Date of Completion: 2/5/2014 2/52014
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