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.GHLS will ensure that the resident g [
{F: 323} i 483.25“1) FREE OF ACCIDENT a {F' 323};311\?11‘01‘111‘13[‘& remains as free from accident

hazards as is possible; and provide each
resident adequate supervision and assistance

" The faclliiy must ensure that the resident

« gnvironment remains as free of accident hazards
s is possible; and each resident receives

: adequate supervision and assistance devices (¢
+ prevent accidents.

i

This REQUIREMENT I8 nat mel as evidenced
by:
Based on review of the CMS-2667 and steff
. interview, the facility failed to ensure a safe
“environment in 2 of 2 resident houses. The
j findings ware:

' Roview of the CMS-2567 dated 5/10M12 showed

+ gyt patio doors from each house wera obssrved
to be locked from the outside; therefore, if a
resident exited the patio doors, the locked doors

- would prevent him/her from getling back inside.

, During & phone interview on 7/23/12 at 3:45 PM,

i the administrator stated the patio axit doors

« remained locked from the outside, She stated it
would be approximately two to three weeks

* hisfore the contracter recaived the hardware for

- the patio doors,
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devices to prevent accidents. This will be
accomplished by:
"1, Assure that exit patio doors are unlocked
' so that people can get back into the
cottage. This will be accomplished by

down posjtion,
ns uplocleed frpim th
lled6n tHe

The Maintenance Technician will implement a
guarterly guality improvement tool to include
that patio doors are unlocked from the outside.
:Any safety findings will be corrected and
reported monthly to the Safety Committee and
quarterly to the QA Committee for ongoing
evaluation and assessment, and to determine

further staff education needs. .5 ‘
‘Catfreeo ity w‘u;“‘é) -

orede
> crttoges é-lﬁ”m
Alowns vee ey ianto S Calfesg vt o
oo oo LD u-@aﬁoe .Hil‘( I‘Eg’u/t\o -'JV_‘-—L‘] '(
e "30%33&&_6’0—-""-’
t e d

eﬂiaengt,gmj ;
elo

wWittania e Frorree ot
te added logae boro

omf&,

prewtag

=l

CTOR'S O

-~

ROVIDERISUPPLiiR REFRESENTATIVE'S SIGT‘QATURE

LAepsgecbraton

TITLE {XB) DATE

Bl

Any deficiency statamient endiag/with an asterisk (*) denotes a deficlency which the Insiltution may be excused from coresting providing it is determined that
othar safeguards provide sufficient protection 16 the patients. (See instructions.) Except for nursing homes, the tindings stated above aru disclosable 90 days
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