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Medication Aide{CMA) #1 administered Aspirin 81
mg po, Bystolic 2.5 mg po, Cymbalta 60 mg po,
Lexapro 20 mg 2 {ablets po, Lisinopni 5 mg po,
Tab 'O-Vite 1 tablet po, Plavix 75 mg po, and
Namenda 10 mg po to Resident #2.

An interview with CMA #1, on 02/15/12 at 1:08
PM, revealed Resident #2 previously resided on
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and Assistant Director of Nursing on 2-
F 281| Continued From page 1 F281:29-12 to identify any other physician

resident.” orders that needed corrections. Physician
orders were obtained as needed.

A record review revealed Resident #2 was

?od?r:::?:fg et%?;;ﬁﬁﬂ;;ycgﬂgg éi%:; gv;:l;:::;gr“-oses 3. Re-education of licensed nursing staff

Hypertension and Hyperipidemia, and certified medication aides was
completed by the Assistant Director of

A review of the physician's orders, dated 02/12, Nursing, to include general dose

revealed an order for Aspinn 81 miligrams (mg) preparation and medication administration

gy :nng:lig gg)%dauy, (?a\"ifm:i‘; f:rrg%g‘:nda”i' policy and procet‘in‘re, alongwith

dgily, Lisinopril i?nog po‘{:iaily, Tob 'O Viie 1 tablet following a physician order and obtaining

po daily, Plavix 75 mg po daily, Namenda 10 mg physician orders to change any

po twice daily, and Alivan 0.25 mg po twice daily. component of an order on 2-16-12.

A review of the physician's orders, dated

02114712, revealed Lexapro was changed from 40 New physician orders will be reviewed

Mg po once daily to 35 mg po once daily. in the clinical moming meetings for

A review of the Medication Administration Record accuracy b?’ the D}lrector Olell‘Sl'Ilg

(MAR), dated 02/12, revealed the adminisiration and/or Assistant Director of Nursing,

time for Aspirin 81 mg was at 7:30 AM, Bystolic 4 Medication Administration Technique

2.5 mg po at 7:30 AM, Cymbalta 60 mg po at will be audited by the Director of Nursing

7:30 AM, Lexapro 35 mg po at 7:.00 AM, Lisinopril and/or the Assistant Director of Nnrsing

5mg po at 7:30 AM, Tab 'O-Vite 1 tablet po at monthly for 3 consecutive inonths and

8:00 AM, Plavix 75 mg po at 7:30 AM, Namenda quarterly thereafier for 12 months. Audi{

10 mg po at 7:30 AM and 7:30 PM, and Ativan | . . .

0.25 mg po at 10:30 AM and 10:30 PM. results will be discussed in the 113onthly
Perfonnance Improvement meeting for

An observation of the medication pass, on further recommendations.

02/15/2 at 9:28 AM, revealed Cerlified 3.11-12
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another hall, with a medication administration
time at 7:30 AM. She slated the hall which
Resident #2 now resides on has a medication
administration time at 10:30 AM, therefore she
administered the medications according to the
hall times. She stated she administered the
Ativan at 7:00 AM, and administered the Ativan at
that time everyday.

Aninterview with Licensed Practical Nurse {LPN)
#2, on 02/15/12 at 3:14 PM, revealed she
received an order to change the Lexapro from 40
mg to 35 mg on 02/14/12. She stated the new 35
mg dose was to start today (02/15/12). She
siated pharmacy delivered medications late at
night, and if she received an order in the
aftemoon, she was able o receive the new
medications for the following day. She stated she
expected the CMA to nofify her if the times on the
MAR needed to be changed.

An interview with Registered Nurse (RN} #1, on
02/15/12 at 3:46 PM, revealed she expected the
staff to administer medications according {0 the
times indicated on the MAR.

An interview with the Director of Nursing (DON},
on 02/15/12 at 4;30 PM, revealed she expected
the staff to administer the medications according
to the fimes indicated on the MAR. I anything
was questionable, she expecled the CMA to notify
the nurse to get the medication clarified.

F 281

F 282
$S=E

483.20{k)(3)(ii SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of

F 282 F282

1. The sensor pad for resident #7 was
placed in the recliner on 2-16-12 at 3:00
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F 282 | Continued From page 3 F 282! no longer resides in the facility.

care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy and procedure, it
was delermined the facility failed to implement
the.care plan for two residents (#7 and #12), in
the selected sample of twelve residents. The _
facility failed to ensure Resident #7's sensor pad
alarm was on his/her whaelchair and recliner, and -
failed to ensure Resident #12 was not left
unattended in his/her room.

The findings include:

A review of the facility's policy/procedure, "Care
Pian," dated 01/08, revealed "The interdiscipiinary
feam (IDT) develops care plans addressing the
resident's most acute problems. The iDT =~
educates the resident/responsibie party to the
care ptan and implements the care plan.”

1. Aclosed record review revealed Resident #12
was admitted to the facility on 12/31/10 with
diagnoses fo include Abnormality of Gait and
Senile Dementia.

A review of the admission Minimum Data Set
(MDS), dated 01/10/11, revealed the facility
assessed the resident to be cognitively impaired

2. An audit of other care plans and direqg
observation of residents with safety
devices was conducted by the Director o
Nursing and/or the Assistant Director of
Nursing on 3-6-12 to ensure residents
who are care planned for a device have
the device in place.

3. Re-education was conducted on 3—1-}"2

by the Assistant Director of Nursing wit
nursing staff on following resident care
plans and CNA care cards. New orders fi
devices will be reviewed in the clinical
morning meeting by the Director of
Nursing Services/Assistant Director of
Nursing Services or designee to verify tl
device is on the resident care plan and
care card. Direct observation will be ma
by The Director of Nursing/Assistant
Director of Nursing or designee to verify
that the device is in place.

4. A review of devices and resident care
plans will be completed by the Director
Nursing and/or the Assistant Director of
Nursing monthly for 3 consecutive

OF

o

ie

f

months and quarterly thereafter for 6

and he/she required extensive assisiance of one
staff for transfers.

A review of a fall investigation, dated 03/03/11 at
6:15 AM, revealed Resident #12 was in his/her
personal recliner at the time the chair alarm

months. The audit resolts will be’
reviewed in the monthly Performance
Improvement meeting for further
reconmendations.

5. Date of cormrection:

3-11-i2
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sounded. Further review revealed when the staff
entered the room, they saw Resident #12 in the
process of sitting on the floor.

A review of the Compraehansive Care Plan, dated
12/3110, revealed an intervention was added, on
03/03/11, to not leave Resident #12 alone in
his/her recliner in the room when the sitter was
not present.

A review of the fall investigations, dated 04/04/11
at 8:00 PM, 04/12/11 at 12:00 PM, 06/04/11 at
9:15 AM, and 09/06/11 at 12:00 PM, revealed
Resident #12 was in hisfher room unattended and
sustained falls whiie attempting fo transfer and/or
ambulate from the recliner.

Interviews with Registered Nurse (RN} #1,
Licensed Practical Nurse (LPN) #2 and Certified
Nurse Aide (GNA)#3, on 02/16/12 at 3:10 PM, at
3:20 PM, and at 3:50 PM, respectively, revealed
Resident #12 had a siler during the day.
Whenever the sitler left the resident's room, the
sitter did not communicate with staff. They
revealed the sitter usually came in around 10:00
AM and left the facility around 6:00 PM.

An interview with the Director of Nursing {DON),
on 02/16/12 at 4:00 PM, revealed the staff should
ensure the resident was not left in his/her room in
the recliner unattended.

2. Arecord review reviewed Resident #7 was
admilied fo the facility on 10/27/06 with diagnoses
to inctude Hyperlension, insomnia, Depression
and Dementia.

A review of the Gomprehensive Care Plan, dated
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04/10/10, revealed "Risk for falls related to
psycholropic medications, impaired balance,
unsteady gait, pain, and history of multiple falis,”
with interventions to include the use of a sensor
pad in the wheelchair and on the bed to alert the
staff of unsafe fransfers.

A review of the "Resident Fall Evaluation,” dated
01/03/12, revealed the facility assessed the
resident to have fali risk factors related fo
requiring assistance with bed mobility, transfer or
ambulation, vision, and receipt of medications
which could possibly cause orthostatic blood
pressure changes. A review of the quarterly
"Device Evaluation,” dated 01/03/12, revealed
Resident #7 required a sensor pad alarm on
histher wheelchair and recliner due fo a history of
unassisted transfers,

A review of the annual MDS, dated 01/13/12,
revealed the facility identified Resident #7 to be
moderately cognitively impaired. Hefshe required
extensive assistance of two staff members with
transfers and required extensive assistance of
one staff member for bed mobifity.

A review of the Nursing Care Card, dated 02/12,
revealed Resident #7 required a chair alarm and
a bed alarm.

Observations, on 02/14/12 at 9:19 AM, 11:48 AM,
12:20 PM, 4:53 PM, 5:15 PM, on 02/15/12 at 7:42
AM, 10:30 AM, 11:45 AM, 5:07 PM, and on
02/16/12 at 8:55 AM, 10:30 AM, 11:00 AM, 11:55
AM, and 2:25 PM, revealed Resident #7 was
sitling in his/her wheelchair or a lift chair with no
sensor atarm noted.
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interviews with two CNAs (#1 and #2), on
02/16/12 at 3:15 PM and at 3:22 PM,
respectively, revealed they were unaware that
Resident #7 required an alarm on his/her
wheelchair or recliner, They stated they checked
the nurse aide care plans daily and signed them
each shift, indicating care was provided.

An interview with LPN #1, on 02/16/12 at 3:26
PM, revealed Resident #7 required a sensor pad
alarm on hisfher wheelchair and rectiner. She
expected the CNAs to check and sign the
resident’s care plan each shift. She stated by
signing the care plan, this indicated the CNAs
provided care according to hisfher individuat care
plan,

An interview with the DON, on 02/16/12 at 4:14
PM, revealed she expected the staff to check
each resident's care pian daily. Whenever the
CNA signed the care pian, this indicated they
provided care according to each resident's plan of
care. She stated Resident #7 was suppose {o
have sensor afarms on his/her wheelchair and
recliner.

F 323 ] 483.25(h) FREE OF ACCIDENT

s5=E | HAZARDS/SUPERVISION/DEVICES

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

F 282

F323
F 323
1. A sensor pad for resident #7 was
placed in the recliner on 2-16-12 at 3:00
pm, by the licensed nurse. Resident #12
no longer resides in the facility.

prevent accidents.

2. Resident care_plans and nursing
assistant care cards were audifed by the
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This REQUIREMENT is not met as evidenced
by: .

Based on observation, interview, record review
and review of the facility's policy and procedure, it
was determined the facility failed to provide
adequate supervision and assistive devices to
prevent accidents for two residents (#7 and #12),
in the selected sample of twelve residents. The
facility failed to ensure Resident #7's sensor pad
alam was on his/her whaslchair and recliner, and
failed to ensure Resident #12 was not left
unattended in hisfher room.

The findings include:

A review of the facility's policy/procedure,
“Accidents/Incidents,” dated 01/08, revealed "it is
the center's policy to provide an environment that
is free from hazards over which the center has
control. The intent of this policy is that the center
identifies each resident at risk for accidents
and/or falls, and adequately plans care and
implements procedures to prevent accidents,”

1. Arecord review reviewed Resident #7 was
admitied {o the facility on 10/27/06 with diagnoses
to include Hypertension, Insomnia, Depression
and Dementia.

A review of the Comprehensive Care Plan, dated
04110/10, revealed "Risk for falls related to
psycholropic medications, impaired balance,
unsteady gait, pain, and history of multiple falis,”
with interventions to include the use of a sensor
pad in the wheelchair and on the bed fo alert the
staff of unsafe transfers.

A review of the "Resident Fali Evaluation,” dated
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page 7 F 323| Director of Nursing on 3-7-12. Direct

=

observation of residents care planned for
safety device was completed by the
Director of Nursing and/or the Assistant
Director of Nursing on 3-7-12 to verify
resident safety and plans of care were
being followed.

3. Nursing staff were re-educated by the
Assistant Director of Nursing on 3-1-12
on the importance of reviewing residents
plans of care and care cards daily prior tg
signing the care was provided and to
directly observe residents to verify safety
devices are in place when on a plan of
care.

4. PI form, Incidents/Accidents System
Review (which includes resident name,
date and type of incident, MD/family
notification, care plan intervention and
CNA care card update) will be completed
by the Director of Nursing and/or the
Assistant Director of Nursing monthly for
3 consecutive months and quarterly for 6
months. Audit results will be reviewed in
the monthly Performance Improvement
meeting for further recommendations.

5. Date of Correction:

3-11-12
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01/03/12, revealed the facility assessed the
resident to have fall risk factors refated to
requiring assistance with bed mobility, transfer or
ambulation, vision, and recelpt of medications
which could possibly cause orthostatic blood
pressure changes. A review of the quarterly
"Device Evaluation," dated 01/03/12, revealed
Resident #7 required a sensor pad alarm on
his/her wheelchair and recliner due to a history of
unassisted transfers.

A review of the annual Minimum Data Set (MDS),
dated 01/13/12, revealed the facility identified
Resident #7 to be moderately cognitively
impaired. He/she required exiensive assistance
of two staff members with transfers and required
extensive assistance of one staff member for bed
maobifity.

A review of the physician’s orders, dated 02/12,
revealed Resident #7 required a sensor pad
alam on the bed, wheelchair, and recliner. A
review of the Nursing Care Card, dated 02/12,
reveaied Resident #7 required a chair alarm and
a bed alarm.

Observations, on 02/14/12 at 9:19 AM, 1148 AM,
12:20 PM, 4:53 PM, 515 PM, on 02/15/12 at 7:42
AM, 10:30 AM, 11:45 AM, 5:07 PM, and on
02/16/12 at B:55 AM, 10:30 AM, 11:00 AM, 11:55
AM, and 2:25 PM, revealed Resident #7 was
sitting in his/her wheelchair or a {ifl chair with no
sensor alarm noted.

Interviews with two Certified Nurse Aides (CNAs)
#1 and #2, on 02/16/12 at 3:15 PM and at 3:22
PM, respectively, revealed they were unaware
that Resident #7 required an alam on his/her

F 323
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wheelchair or recliner. They stated they checked
the nurse aide care plans daily and signed them
each shift, indicating care was provided.

An interview with Licensed Practical Nurse (LPN)
#1, on 02/16/12 at 3:26 PM, revealed Resident #7
required a sensor pad alanm on hisfher
wheelchair and recliner. She expected the CNAs
to check and sign the resident's care plan each
shift She stated by signing the care plan, this
indicated the CNAs provided care according to
histher individual care plan.

An interview with the Director of Nursing {DON},
on 02/16/12 at 4:14 PM, revealed she expected
the staff to check each resident's care plan daily.
Whenever the CNA signed the care plan, this
indicated they provided care according to each
resident's plan of care. She stated Resident #7
was suppose to have sensor alarms on hisfher
wheelchair and recliner.

2. Aclosed record review revealed Resident #12
was admitted to the facility on 12/31/10 with
diagnoses lo include Abnormality of Gait and
Senile Dementia.

A review of the admission MDS, dated 01/10/11,
revealed the facility assessed the resident to be
cognitively impaired and he/she required
extensive assistance of one staff for fransfers.

A review of the Comprehensive Care Plan, "At
risk for falls," dated 12/31/10, revealed an
intervention for an alarm on the resident's
recliner. Further review of the Comprehensive
Care Plan revealed revisions were made and an
intervention was added, on 03/03/11, to not leave

F 323
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the resident alone in the recliner in his/her room
whenever the sitter was not present.

A review of a fall investigation, dated 03/03/11 at
6:15 AM, revealed Resident #12 was in his/her
personal recliner at the time the chair alarm
sounded. Furlher review revealed when the staff
entered the room, they saw Resident #12 in the
process of sitting on the fioor.

Further review of fall investigations, dated
04/04/11 at 6:00 PM and 04/12/11 at 12:00 PM,
revealed Resident#12 was left in his/her room
unattended and sustained falls attempting to
self-transfer and ambutate from the recliner.
Review of the investigations revealed the facility
failed to identify the resident's care plan was not
followed related to not leaving the resident in
his/her room unattended in the rediner. No
further interventions were put in place {o address
the resident being left in hisfher room unattended.

A review of a fall investigation, dated 06/04/11 at
9:15 AM, revealed Resident #12 was leftin
hisfher room unattended when he/she attempted
{o self-transfer from the recliner. The alarm
sounded and the resident sat on Lhe floor before
the staff could get to him/her. Furlher review of
the investigation revealed an intervention was put
in place to keep Resident #12 in common areas
whenever the sitter/family was not in the room.

A review of a fall investigation, dated 09/06/11 at
42:00 PM, revealed Resident #12 was found in
hisfher room unaftended, sitting on the floor in
front of the reciiner. Further review of the
investigation revealed an intervention was added
to put dycem in the seat of the recliner. The
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facility failed to identify Resident #12 was left in
the room unattended and was not kept in the
common area.

Interviews with Registered Nurse (RN) #1, LPN
#2 and CNA #3, on 02/16/12 at 3:10 PM, at 3:20
PM, and at 3:50 PM, respectively, revealed
Resident #12 had a sitler during the day.
Whenever the sitter left the resident's room, the
sitler did not communicate with staff. They
revealed the sitter usually came in around 10:00
AM and left the facility around 6:00 PM.

An interview with the DON, on 02/16/12 at 4:00
PM, revealed the staff should ensure the resident
was not leftin hisfher room in the recliner
unatiended. She revealed a conversation was
held with the sitier to reinforce notification of the
staff whenever she left the resident's room.
However, the DON could provide no evidence of
the discussions with the sitter and no evidence
any further action was taken whenever the
resident continued o be left in the room
unattended.

F 332 [ 483.25{m){1} FREE OF MEDICATION ERROR
s8=D | RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility’s policy and pracedure, it
was delermined the facilily failed to ensure that it
was freq of a medication error rate of 5% or

1D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
F 323
F 332
F332
| 1. Physicians and responsible parties for
residents # 2, #10, and #16 were
contacted by the Director of Nursing on
2-17-12 related to the medication
administration of these residents.
Residents were assessed by the Director
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greater. Observations of a medications pass, on
02/14/12 and on 02/15/12, revealed there were a
total of 47 opportunities with five medication
errors, which resulted in a 10% medication error
rate,

The findings include:

A review of the facility's policy/procedure,
"General Dose Preparation and Madication
Administration,” revised 05/01/10, revealed "Prior
to administration of medication, facility staff
should confim the MAR reflects the most recent
medication order. Verify each time a medication is
administered that it is the comect medication, at
the correct dose, at the correct route, at the
correct rate, at the correc! time, for the corroct
resident.”

1. Arecord review revealed Resident #10 was
admitted to the facility on 12/18/11 with diagnosis
to include Restless Leg Syndrome.

A review of the physician's orders, dated 02/12,
revealed to administer Gabapentin (Central
Nervous System drug) 400 milligrams {mg) at
bedtime (hs). A review of the Medication
Administration Record {MARY), dated 02/12,
revealed to administer Gabapentin 400 mg at _
bedtime {hs) every day.

An observation of a medication pass, on 02/14/12
at 7.55 AM, revealed Cerlified Medication Aide
{CMA) #1 administered Gabapentin 400 mg by
mouth (po} io Resident #10.

2. Arecord review reveled Resident #16 was
admitled to the facility on 09/01/10 with diagnosis

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1o
PREFIX {=ACH OEFIC3ENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOAND BE COMPLETION
TAG REGULATORY OR LSC IDENTIF YING {NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
of Nursing on 2-17-12 with no signs or
F 332 | Continued From page 12 F 332

symptoms of adverse reactions.

Certified Medication Aide# 1 was re-
educated by the Director of Nursing on 2
16-12 on following physician orders for
the correct resident, the correct
medication, the correct dose, the correct
route and the correct time,

=

2. A Medication Adininistration Record
audit along with review of physician
orders was conducted by the Assistant
Director of Nursing on 2-29-12 to ensure
accuracy of orders.

3. Re-education of the licensed nursing
staff and certified medication aides was
conducted on 2-16-12 by the Assistant
Director of Nursing that included
ensuring the five rights of medication
administration; the correct resident, the
correct time, the correct medication, the
correct dose and the correct route and
following physician orders,

Nursing staff administering medications
will be monitored at random | x weekly x
4 weeks, then monthly x 3 months by the
Director of Nursing and/or the Assistant
Director of Nursing with any additional
education as needed.
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4, PI form, Medication Administration

F 3321 Continued From page 13 F 332| Technique,( which includes the 5 rights of
to include Hypothyroidism. medication administration, correct
. ) resident, correct time, correct medication
A teview of the physician's order, dated 02/12, correct dose and correct route will be

reveated to administer Synthroid 75 micrograms
{mcg) po daily. A review of the MAR, dated 02/1.2,
revealed to adminisler Synthroid 75 meg daily at

completed monthly x 6 months, then
quarterly for the next 6 months by the
Director of Nursing/or Assistant Director

6:00 AM.

of Nursing and the resuits will be brought
An observation of a medication pass, on 02/14/12 to the Performance hmprovement
at 8:10 AM, revealed CMA #1 administered Committee for further recommendations.
Synthroid 75 mey po.

A review of the Mosby's Nursing Drug Handbook,
2011, revealad to administer Synthroid each day,
preferably before breakfast.

5. Date of Correction: ’ 4 3-11-12

An interview with CMA #1, on 02/15/12 at 1;10
PM, revealed Resident #16 was suppose to
receive Gabapentin at 7:30 AM, however, after
reviewing the MAR, she stated she did not recall
administering the Gabapentin at 8:10 AM. She
stated she received an exira bag of medication
that morning and she had to sort through them,
which caused her to start her madication pass
late. She stated this caused her fo administer
Resident #17's Synthroid at 7:55 AM, instead of
6:00 AM.

3. Arecord review revealed Resident #2 was
admitied to the facility on 09/28/11 with diagnoses
to inciude Closed Fracture, Senile Dementia,
Hypertension and Hyperlipidemia.

A review of the physician‘s orders, dated 02/12,
revealed an order for Namenda 10 mg po twice
daily, Lexapro 35 mg po once daily, and Ativan
0.25 mg po twice daily. A review of the
physician's orders, dated 02/14/12, revealed
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Lexapro was changed from 40 mg po once daily
to 35 mg po once daily.

A review of the MAR, dated 02/12, revealed the
administration time for Namenda 10 mg was at
7:30 AM and 7:30 PM, Lexapro 35 mg po at 7:00
AM, and Ativan 0.25 mg po at 10:30 AM and
10:30 PM.

An observation of a medication pass, on 02/15/12
at 9:28 AM, revealed CMT #1 administered
Lexapro 40 mg po, and Namenda 10 mg po fo
Resident #2. The CMT did not administer the
Ativan,

An interview with CMA #1, on 02/15/12 at 1:.08
PM, revealed Resident #2 previously resided on
another hall, with the medication administration
time at 7:30 AM. She stated the hall that
Resident #2 resides on has a medication
administratipn time of 10:30 AM, therefore she
administered the medications according to the
hall times. She stated she administered the
Ativan at 7:00 AM, and administered the Ativan at
that tme everyday.

An interview with Licensed Practical Nurse {LPN)
#2, on 02/15/12 at 3:14 PM, revealed she
received an order fo change the Lexapro from 40
mg to 35 mg on 02/14/12, She stated the new 35
mg dose was to starl today (02/15/12). She
stated pharmacy delivered medications late at
night, and if she received an order in the
aftemoon, she was able to receive the new
medications for the {ollowing day. She stated she
expected the CMT to notify her i the times on the
MAR needed to be changed.

{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
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An interview with Registered Nurse {RN} #1, on

02/16/12 at 3:46 PM, revealed she expected the
staff to administer medications acocording to the

times indicated on the MAR.

An interview with the Director of Nursing {DON),
on 02/15/12 at 4:30 PM, revealed she expected
the staff to administer the medications according
fo the times indicated on the MAR, {f anyihing
was questionable, she expected the CMT to notify
the nurse to get the medication clarified.
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K000 | Continued From page 1 K 000| 1. The Maintenance Director conducted a
review of the fire walls on 3-7-12 to
Deficiencies were cnied“v.:fth the highest ensure smoke barriers are being
deficiency idenified at °F" level. K 025 maintained to resist sinoke per NFPA

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
88=F
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barfiers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
paneis and stee! frames. A minimumn of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke bamiers in fully ducted
heating, ventitaling, and air conditioning systems,
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:

Based on observations and interview, it was
determined the facility failed to maintain smoke
bammiers that would resist the passage of simoke
between smoke comparimenis in accordance
with NFPA standards. The deficiency had the
potential to affect three (3) of three (3) smoke
compariments, residents, staff and visitors. The
facility is licensed for fitty (60) beds with a census
of forty five (45} on the day of the survey.

The findings include:

Observation, on 02/14/12 at 2:15 PM, with the
Maintenance Director revealed the smoke
partitions extending above the ceiling throughout
the facility were not safely accessible. The faciiity

standards. Smoke barriers were repaired
by Maintenance Director on 3-7-12.

2. The Maintenance Director inspected
other fire walls on 3/7/2012 and no other
smoke barriers required repair.

3. Maintenance Director was re-educated
on 3-5-12 by the Adminisirator on
conducting routine checks of fire walis tg
ensure they are maintained to resist smoke
according to NFPA 101 standards.

4. Maintenance Director will conduct

reviews of the facilities fire walls on a
quarterly basis and report to the
Performance Improvement Comimittee
quarterly for 6 months for further

FORM CMS-2567(02-99) Previous Versions Obsokle Evenl iD: FHO421%
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had installed a chemicat dust in 2009 called
Drione that was manufactured by the Bayer
Corporation. The chemical required PPE that was
not available from the facility.

Interview, on 02/14/12 at 2:15 PM, with the
Maintenance Director and the Administrator
revealed the smoke barriers in the atlic had not
been checked for two years. Further inlerview
revealed the sprinklers in the attic had not been
checked due to the Drione chemical in the atlic.
A call to the Bayer Corporation revealed they
considered the attic safe to enter because several
years had passed since the chemical had been
instafled. An atferpt fo check the smoke barrier
by the surveyor caused redness to his hand and
severe itching. Further attempts were not
feasible for safety concerns.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protected as
follows:

{a) The space between the penetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose.

{b) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sleeve shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shall
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1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.
{c) Where designs take lransmission of vibration
into consideration, any vibration isolation shall
1. Be made on either side of the smoke barrier, or K027
2. Be made by an approved device designed for
the specific purpose. 1.Door coordinators have been instalied
K 027 { NFPA 101 LIFE SAFETY CODE STANDARD K 027 |tg the cross corridor doors located next td
§8=F o ) the laundry and to the front dining area by
Door'opemngs n Sm?ke ba.rners have at least a Coinstar Fire Alarm Systems on 3/9/2012
20-minute fire protection rating or are at feast .
1%4-inch thick solid bonded wood core. Non-rated to ensure the doors are resistant to the
protective plates that do not exceed 48 inches passage of smoke per the NFPA 101
from the bottom of the door are permiited. standards,
Horizontal sliding doors comply with 7.2.1.14.
Doors are seff-closing or automatic closing in 2. The Maintenance Director completed
acrt;ordapzz\;wth 1’9‘2.2:t2h‘6‘ SW'“QT dogir_s are an inspection of other cross corridor doors
;?cr:;er?;'i; no?rZ:L??£I igr_g?f_;“wf’ﬁ.gfe on 3/8/2012 to verify that no other doors
18.3.7.7 required door coordinators,
3. The Maintenance Director has been
educated on the requirements for door
TE:]is SdTANDt?RD is not n;et as evidenced by: openings in smoke barriers by the
ased on observation and interview, it was .
determined the facility failed to ensure cross Administrator on 3-5-12.
-conidor doors located in a smoke barner would . . .
resist the passage of smoke in accordance with 4. The Maintenance Director will
NFPA Standards. The deficiency had the conduct quarterly audits of the cross
potential to affect three (3) of three (3) smoke corridor doors and report the findings to
compartments, residents, staff and visitors. The the Performance Improvement Committeg
facility is licensed for fifty (50) beds with a census for further recommendations for 6
of forty five {45) on the day of the survey.
months. 3-11-12
The findings include: Date of Compliance :

FORM CMS-2567(02-99) Previous Varsions Obsolete

Event10; FHQ421

Facitity I0: 100403

If continualion sheet Page 4 of 15




PRINTED: 03/01/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
186167 8. WING 0211412012
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
460 SOUTH COLLEGE STREET
HOPKINS CARE AND REHABILITATION CENTER
WOODBURN, KY 42970
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ms)
PREFIX (EAGH DEFICIENCY #AUST BE PRECEDED BY FLILL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
DEFLCIENGY}
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Observation, on 02/14/12 between 2:15 PM and
500 PM, with the Maintenance Director revealed
the cross-corridor doors located next to laundry
and next lo the front dining area, woutd not close
completely when tested, due to the doors not
having a coordinator to ensure the door without
the t-astragal would close first.
Interview, on 02/14/12 between 2:15 PM and 5:00
PM, with the Maintenance Director revealed they
were unaware the doors needed a coordinator to
ensure the doors would close properly in the
event of an emergency.
Reference: NFPA 101 (2000 edition)
8.3.4.1* Doors in smoke barriers shall close the
opening leaving
only the minimum clearance necessary for proper
operation
and shall be without undercuts, louvers, or grilies.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038: K038
S8=D
Exit access is arranged so that exits are readily 1. The mini blinds were removed from
accessible at ali times in accordance with section .
71, 19.21 the (2) exit doors on 2-15-12 by the
Maintenance Director.
2. The Maintenance Director conducted
review on 2-15-12 of the other exit doors
and no other mini biinds were identified.
3. The Maintenance Director has been
This STANDARD is not met as evidenced by: educated on exit doors being maintained
Based on observation and interview, it was to be clearly recognizable as a ineans of
determined the facility failed fo ensure exit access egress by the Administrator on 3-5-12.
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Hlumination 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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (*2) $ULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: COMPLETED
A BUILDING 01 - FAAIN BUILDING 01
B. VWING )
185167 02/1412012
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES [[s] PROVIDER'S PLAN OF CORRECTION X85}
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‘ DEFICIENGY)
4. The Maintenance Director will
K038 | Continued From page 5 K 038 conduct monthly audits of the egress
and exit doors were maintained to be cleariy doors and report the results to the
recognizable as a means of egress in accordance Performance linprovement Committee
with NFPA standards. The deficiency had the monthly x 6 months for further
poiential to affect one (1) of three (3) smoke ) dati
compariment, residents, staff and visitors. The recommendations.
facility is licensed for fifty (50) beds with a census ) 3.1 1_'12
of forty five {45) on the day of the survey. Date of compliance:
The findings include:
Observation, on 02/14/12 at 5:45 PM, with the
Maintenance Director revealed mini-blinds
mounted on two (2) exit doors located by room #
20, and # 27.
Interview, on 02/14/12 at 5:45 PM, with the
Maintenance Director revealed they were
unaware that mini-blinds had the potentiaf to
disguise the exits from being clearly recognizable.
Reference: NFPA 101 {2000 Edition)
7.5.2.2 Exitaccess and exit doors shall be
designed and arranged to be clearly
recognizable.
Hangings or draperies shall not be placed over
exit doors or located to conceal or obscure any
. exit. K045
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K045
S8=F 1. Light fixtures with double bulbs have

been installed outside of room #2, #20,
and outside of the adininisirative offices,
deck exit, main front entrance, dietary
exit, and the north rear exit by the

FORM CMS-2567(02-95) Previous Versions Obsolete

Event 1D;FHQ421
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the fadility failed to ensure exits were
equipped with lighting in accordance with NFPA
standards. The deficiency had the potential to
affect three (3} of three (3) smoke compariments,
residents, staff and visitors. The faciity is
licensed for fifty (50) beds with a census of forty
five (45) on the day of the survey.

The findings include:

Observation, on 02/14/12 batween 2:00 PM and
5:00 PM, with the Maintenance Director revealed
the exlerior exits next to room 2, 20, and next to-
the administrator ' s office were equipped with a
single bulb for Hluminating egress path o the
pubiic way from the exit.

inlerview, on 02/14/12 between 2:00 PM and 5:00
PM, revealed the Maintenance Director was
unaware the lighting fixtures serving the exlerior
exits must include more than one bulb.

Exit lighting must be arranged so the failure of a
single bulb will not leave the exit in complete
darkness.

Reference: NFPA 101 {2000 edition)

Reference: NFPA 101 {2000 edition)

7.8.1.4* Required illumination shall be arranged
so that the

failure of any single lighting unit does not result in
an illumination

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERACLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING 01 - MAIN BUILDING 01
B. WING ‘
185167 02114/2012
NAME GF PROMVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
450 SOUTH GOLLEGE STREET
HOPKINS CARE AND REHABILITATION CENTER
WOODBURN, KY 42170
X4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PIAN OF CORRECTION x5y
PREEIX {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 DAYE
DEFCIENCY)
Maintenance Direcior on 3-8-12.
K 045 | Continued From page 6 K 045

identified.

recommendations.

Date of Compliance :

2. The Maintenance Director checked
other egress passages for the proper light
fixtures on 2-15-12 and no others were

3. The Maintenanee Director has been re
educated by the Administrator on 3-5-12
on the iflumination of means of egress.

4, The Maintenance Director will conducy
weekly audits of the illumination of the
egress passages and report to the
Performance Improvement Committee
monthly for the next 6 months for further,

3-11-12

FORM CMS-2567(02-99) Previous Versions Obsolete
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SS5=F
There is a wrilten plan for the protection of all
patients and for their evacuation in the event of
an emergency. 19.7.1.1

This STANDARD is not met as evidenced by:
Based on policy review, and inferview it was
determined the facility failed to provide a Fire
Safelty Plan and Procedure Policy in accordance
with NFPA standards. The deficiency had the
potential to affect three {3) of three (3) smoke
compartments, residents, staff, and visitors. The
facility is licensed for fifty (50) beds with a census
of forty five (45} on the day of the survey.

The findings include:

Policy review, on 02/14/12 at 2:15 PM revealed
the facllity failed to provide a Fire Safety Plan and
Procedure Policy that staies what actions the
facility staif are execute in the event of an
emergency situation

interview, on 02/14/12 at 2:15 PM with the
Mainienance Director revealed he did not know
why the facility did not have a Fire Safety Plan.

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING .
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X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o5
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K048
K 045 | Continued From page 7 K 045
level of fess than 0.2 ft-candle (2 lux) in any 1. A fire safety plan was put in place by
designated the Administrator on 3-8-12 that states
area. what actions the staff are to execute in the
K 048 | NFPA 101 LIFE SAFETY CODE STANDARD K048 event of a fire emergency.

2. Employee staff have been educated on
the policy and procedure of the fire safet;
plan by the Administrator and the Safety
Committee Chairman by 3-10-12 New
employees will be educated during

orientation and all staff at least annually.

3. Employee staff have been educated of]
the policy and procedure of the fire safety
plan by the Administrator and the Safety
Committee chairman by 3-10-12.

4. The fire safety plan will be presented
to the Performance Improvement
Committee on the next scheduled
cominittee date by the Administrator for
recominendations. Thereafter, the
Administrator will bring the Fire Safety
Program annually to the Perforiance
Improvement Committee for review and
reconmendations.

Date of Compliance: 3-11-12
Actual NFPA Standard: 19.7.1 Evacuation and
Relocation Pian and Fire Drills.
19.7.1.1
FORM CMS-2567{02-99) Previous Versions Obsolate Event ID: FHQ421 Facility 1D: 100408 If continuation sheet Page 8 of 16
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K 048 | Continued From page 8

The administration of every healthcare occupancy
shall have, In effect and available to all
supervisory personnel, writlen copies of a plan for
the protection of all persons in the event of fire,
for their evacuation to areas of refuge, and for
their evacuation from the building when
necessary. All employees shall be periodically
instructed and kept informed with respect to their
duties under the plan. A copy of the plan shall be
readily avallable at all fimes in the telephone
operator ' s position or at the security cenfer.

The provisions of 19.7.1.2 through 19.7.2.3 shall
apply.

19.7.1.2*

Fire drills in health care occupancies shall include
the transmission of a fire alarm signal and
simulation of emergency fire conditions. Drills
shall be conducted quarterly on each shift to
familiarize facility personnel {(nurses, interns,
maintenance engineers, and administrative staff)
with the signals and emergency action required
under varied conditions. When drifls are
conducted between 9:00 p.m. {2100 hours) and
6:00 a.m. {0600 hours), a coded announcement
shall be permitted to be used instead of audible
alarms.

Exception: Infirm or bedridden patients shall not
be required to be moved during drifls to safe
areas or to the exterior of the building.

19.7.1.3

Employees of health care occupancies shall be
instructed in life safety procedures and devices.
19.7.2 Procedure in Case of Fire.

19.7.2.1*

For health care occupancies, the proper
protection of patients shall require the prompt and
effective response of health care personnel. The
basic response required of slaff shall include the

K048
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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10 PROVIDER'S PLAN OF CORRECTION
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DEFICIENGY)

DATE

K048

K 050
58=F

Centinued From page 9

removal of all occupants directly involved with the
fire emergency, transmission of an appropriate
fire alarm signal to warn other building occupants
and summon staff, confinement of the effects of
the fire by closing doors to isolate the fire area,
and the relocation of patients as detailed in the
health care occupancy ' s fire safety pfan.
19.7.2.2

A writien health care occupancy fire safety plan
shall provide for the following:

(1) Use of alarms

(2) Transmission of alarm to fire department

{3) Response to alarms

{4} lIsolation of fire

{5) Evacuation of immediate area

(8) Evacuation of smoke compartment

{7) Preparation of floors and building for
evacuation

(8) Extinguishment of fire

19.7.2.3

All health care occupancy personnel shall be
instructed in the use of and response to fire
alams. In addition, they shall be instructed in the
use of the code phrase to ensure fransmission of
an alarm under the following conditions:

{1) When the individuai who discovers a fire
must immediately go to the aid of an endangered
person

{2) During a malfunction of the building fire alarm
system

Personnel hearing the code announced shail first
activate the building fire atarm using the nearest
manual fire alarm box and

NFPA 101 LIFE SAFETY CODE STANDARD

Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and is aware

K048

K080| kos0

1. A fire drill was conducted at random
by the Maintenance Director on 2-27-12.

FORM Ci45-2567{02-99} Previous Versions Obsolela
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2. Fire drills will be held at unexpected
K 050 | Continued From page 10 K050/ times under varying conditions, at least
that drills are part of established routine. quayter]y on each shift by the
Res:ponsibility for planning and conducting deills is Maintenance Director or desiguee.
assigned only to competent persons who are
qualified to exercise leadership. Where drills are . . _
conducted batween 9 PM and 6 AM a coded 3. The Maintenance DlFGFtOl has been
announcement may be used instead of audible re-educated by the AdfmmStFatO‘r on 3_“5'
alams.  19.7.1.2 12 on the fire drill policy and drills being
conducted at varying times and randomly.
This STANDARD is not met as evidenced by; . ) .
Based on interview and record review, it was 4, Fire Drill results will be brougpt to the
determined the facility failed to ensure fire drills Performance Improvement Committee by
were conducted quarteriy on each shifl at random the Maintenance Director monthly for 6
fimes, in accordance with NFPA standards. The ionths for further recommendations.
deficiency had the potentiat fo affect three (3) of 3.1 -
three (3) smoke compartments, residents, staff, . ) -11-12
ate of Compliance:
and visitors. The facility is licensed for fifty (50) Date of Complianc
beds and the census was forty five (45} on the
day of the survey.
The findings include:
Fire Drill review, on0 2/14/12 at 12:53 PM, with
the Maintenance Director revealed the fire drills
were not being conducted at unexpected times
under varied conditions. First shift fire drills were
being conducted predictably between 9::00 AM
and 10:00 AM, second shift at 3:00 PM, and third
shift at 5:00 AM. This observation was confirmed
with the Administrator at the exit conference.
Interview, on0 2/15/12 at 12:53 AM, with the
Maintenance Director revealed he was unaware
the fire drills were not being conducted as
required.
FORM CM5-2557(02-99) Previous Versions Obsolete Event ID;FHQ421 Facifty ID: 100468 I continuation sheet Page 11 of 15
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PROVIDER'S PLAN OF CORRECTIDN

(x5)

If there is an autpmatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkier Systems, fo
provide complete coverage for all portions of the
building. The system is propery maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Woater-Based Fire Protection Systems. Itis fully
supervised. There is a reliable, adequale water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connecled fo the
building fire alarm system.  19.3.5 ‘

This STANDARD is not met as evidenced by:

Based on observation and interview it was
determined the facility failed to ensure the
buiiding had a complete sprinkler system, in
accordance with NFPA Standards. The deficiency
had the potential to affect one (1) of three {3)
smoke compartments, residents, staff, and
visitors. The facility is licensed for fifty (50} beds
with a census of forty five {(45) on the day of the
survey.

The findings include:

K056

I. Sprinkler heads have been installed at
the exits by rooms #26 and #21 by
Eagle Fire Protection by on 3-6-12.

2. The facility was reviewed by the -
Maintenance Director on 3-1-12 for othe
areas that may require sprinkler heads anj:l
no other areas were in need of additional
sprinkler heads.

3. The Maintenance Director has been re;
educated by the Adninistrator on 3-5-12
on the sprinkler system requirements.

4. The sprinkler system will be inspected
quarterly by Eagle Fire Protection. The
reports will be presented by the
Maintenance Director to the Performance
Improvement Committee quarterly for 6
months for further recommendations,

Date of Compliance:

£X4) ID SUMMARY STATERENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR .SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAIE
DEFICENCY}
K 050 | Continued From page 11 K030
Reference: NFPA Standard NFPA 101 19.7.1.2.
Fire drills shall be conducted at least quarterty on
each shift and at unexpected times under varied
conditions on all shifts,
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
55=D

3-11-12

i
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Observation, on 02/14/12 between 2:30 PM and
3:30 PM, with the Maintenance Director revealed
that the exit next to room 26 and the exit next to
room 21 did not have sprinkier coverage under
the porches that extend over 4' and are made of
combustible material.

Interview, on 02/14/12 between 2:30 PM and 3:30
PM, with the Maintenance Director revealed he
was not aware the porches needed to be
sprinkler protected.

Reference: NFPA 13 (1999 Edition) 5-13 8.1

Sprinklers shall be instafled under exterior roofs
or canopies exceeding 4 Ft. (1.2 m} in width.
Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction,

Reference: NFPA 101 {2000 edition}

19.1.6.2 Health care occupancies shall ba limited
to the types

of building construction shown in Table 19.1.6.2.
(See 8.2.1)

Exception:* Any buliding of Type 1{443}), Type
1(332), Type 11(222),

or Type 1i{111) construction shall be permitted to
include roofing systems

involving combustible supperts, decking, or
roofing, provided

that the following criteria are met:

{a) The roof covering meets Class C
requiremenis in accordance

with NFPA 256, Standard Methods of Fire Tests
of Roof Coverings.

{b) The roof is separated from all occupied

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
8. WING
X 185167 02/14/2012
s
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OTHER LSC DEFCIENCY NOT ON 2786

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain the hazardous areas in
accordance with NFPA standards. The deficiency
had the potential to affect one (1) of three (3)
smoke compartments, residents, staff, and
visitors. The facility is licensed for fifty {50} beds
with a census of forty five (45) on the day of the
survey,

The findings include:

Observation, on 02/14/12 at 4:55 PM, with the
Maintenance Director revealed a heavy build up
of lint behind the washer and dryer and in the top
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K 056 | Continued From page 13 K056
portions of the building
by a noncombustible floor assembly that includes
not less than 21/2 in.
(6.4 cm) of concrete or gypsum fill,
(c) The attic or other space is either unoccupied
or protected
throughout by an approved automatic sprinkler
system, K130

K 130 | NFPA 101 MISCELLANEOUS K130

[=W

1. The lint buildup behind the washer an
dryer and the top of the dryer was cleaned
on 2-15-12 by the Maintenance Director.

2. The laundry area was checked by the
Maintenance Director on 2-15-12

for any other excess lint/dust. No other
areas were identified.

3. The Maintenance Director has been
re-educated on maintenance of hazardous
areas by the Administrator on 3-5-12,

4. The Maintenance Director will condugt
environmental reviews of the laundry are]
twice weekly and report results to the
Performance Improvement Committee
monthly for 6 months for further
recomimendations.

J=]

of the dryer, in #he Laund oom, .
& ¥ Room 5. Date of Correction: {3-11-12
interview, on 02/14/12 at 4:55 PM, with the
Maintenance Director revealed he was not aware
the fint build up was so excessive.
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