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‘| §483.90(i) Other Environmental Condifions

| This REQUIREMENT is not met as avidenced

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

by:
Based on resident and staff interview, medical
record revigl, and facility ingjtient report-review,

the facility failéd to ensure a safe functional

| suspecied pneumonia during the hospital

environment in 3 of 4 cottages (Scott, Wait,
Founders). The findings weare:

1. Review of a facility incident report dated
3/29/24 and timed 7:30 AM showed staff enterad
the reom of resident #1 to assist him/her out of
bed, AL thgttins, His fotin: Wi

canrethalk:lr additlsn Sident was
"lethargic” and "flushed" with red skin. Eurther
Teview showed the resident had a temperature of
1004 degrees Fahraghiaitand was transferred to
the hospital for intravenous rehydration and
further evaluation. Review of a progress note
dated 3/28/2024 and timed 12:07 PM showed the °

resident was erdered anfibiotic therapy for
evaluation,

2. Interview with resident #2 on 4/4/24 at 4:50 PM
revealsd the resident was previously located in

~ during monitoring.

It is the policy of this facility to ensure the
highest quality of care for all of our Elders.
Consistent with this practice, the following
has been done as there is the potential for
residents to be affected.

1. Elder #1 was moved to a different room
after state survey on 4/4/24 for furthdr
evaluation of potential malfimction of heatitys
equipment. Electrician evaluated bathroop
fan and heat lamp and found no defect.

Temperature of Elder #1's room w
monitored  through our vendor furnage
software mamaging system. No  further
elevation of room temperature occurrgd

Elder #2 was moved immediately upon smolk
being reported. The fire department was callgd
and evaluated the building, No active firgs
were found. Baseboard heaters that were
reported to be smoking and all oth

baseboard heaters were turned off at the
breaker to ensure ne further risk to the Elders.
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| the Scott cottage; however, s/he had to be moved |

after the heater in his/her room began to smoke.
Further interview revealed the temperature was
often cold when it should have been hot and hot
when it should have been cald.

3. Interview with RN #1 on 4/4/24 at 4:33 PM
revealed both the Watt and Scott cottages were
having heat/AC issues and administration was

"aware" and was "working on it."

4, Interview with the maintenance director on
A/4124 at 5:25 PM revealed the baseboard heat in
the cottages had been shut off and central heat
and air conditioning was used to regulate tha
cottage temperatures. She revealed an electrician
was in room 108 this morning to test the
bathroom fan and it was "working properly;
however, the facllity had not identified the root
cause of the increase in the room temperature
and the resident was returned to the room after
discharge from the hospital. The diractor had
requested a temperature log for room 108 with
timestamps from the vendor to evaliate the
change in room temperature during that time
frame. Further interview revealed there were
previnus concerns in the Scolt cottage room 111,

“relay replaced" in the baseboard heater and the
resident was moved to another cottage because
of smoke coming out of the heater and a smell
which was reported about "2 weeks ago" in the
Founders cottage room 408 and the baseboard
heat was shut off, She revealed the long term
plan was fo remove all 48 basehoard heaters and
upgrade the HVAG system frorm a multi zone
system to a split zone systam.

5, Interview with the maintenance director an
| 414124 &t 6:01 PM confirmed the facility initially
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2. All Elders have potential to be harmed by
heating and cooling malfunctions. Initial
action taken to reduce risk was to disconnec}
baseboard heaters from the power source g
ensure no further potential injuries. The
baseboard heaters provided supplementa|
heating. The main heat source is forced air
The maintenance director will complets 3
daily audit of room temperatures with ouf.
vendor software monitoring system daily x 3¢
deys, x 3 months and ongoing.

3. GHLS will contract with our current vendo
i for system upgrade which will provide alert
- and 24-hour monitoring of room temperatures

4. Data for the audits will be presented to thi
Facilities/QAPT meeting monthly x 3 months
The Administrator and /or Maintenancd
Director are responsible for implementing
and maintaming the acceptable plan of
correction. Cotrective action will be
completed on:
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turned off the breaker to the heating lamp in
resident #1's bathroom as they believed it was
the source of the elevated temperature; however,
an electrician assessed the heating lamp and was
unable to find a malfunction. She confirmed the
breaker was turned back on, the resident
remained in the room, and the facility could not
ensure a similar even with the resident's heating
system would not occur.
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