o
Y =]

i =

7
Znd SQ / EDl 03/19/2013
DEPARTMENT OF HEALTH AND HUUMAN SERVICES ! NPPROVED
]
CENTERS FOR MEDICARE & MEDICAID SERVICES i PE S 3 8] 110938-0391
£ Ei E ] 5 ¢
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERCLLA (X2} MULTIPLE CON%@ oN AR L oc:aj iké éunvsv
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILOING LETED
185112 B viNG - Rf‘miﬂgﬂn of Health Cale™  galirnors
NAME OF PROVIDER OR SUPPLER STREET ATBIEES 2P~ SYRYE 2P CoipE o) S [T 1]
NIM HENSON GERIATRIC CENTER 420 JETT DRIVE
JACKSON, KY #1339
DD SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE i coMeLEmon
TAG REGULATCRY OR LSC IDENTIFYING INFGRAMATION; TAG L | CROSS-REFERENCED TO THE APPROPRIATE 1 DATE
i ; DEFIGIENCY} !
|
! THIS PLAN OF CORRECTION CONSTITUTES MY WRITTEN
F OGO | INITIAL COMMENTS F 000: ALLEGATION OF COMPLIANCE FOR THE DEFICIENCIES
; CITED. HOWEVER, SUBMISSION OF THE PLAN DF
FA standard heaith survey was cnndu_med on S?:ﬁfg'g” g;fsrsm;n A?mﬁt)%l::lo?m; HA(;‘I-TES
02/12-14/13. Deficient practice was identified CORRECTLY.THIS PLAN OF CORRECTION |5 SUBMITTED
with the highest scape and severity at "D’ levai, TO MEET REQUIREMENTS ESTABLISHED' BY STATE AND ;
F 225 . 4B3.13{c) 1K), (c)(2) - {4) Fop5  EEDERALLAWS _‘
S53=D ; INVESTIGATE/REPORT The former social worker investigated the
ALLEGATIONS/INDIVIDUALS incidents on resident #9 and resident E
" o and did not feel them reportable. Current
, gz:nfafgmgn;:iﬁyn:;:& g:ﬁ;l:c:;::z;:zw:f have social worker will report alf incidents to
w mistreating residents by a court of law: or have en‘s:er;? os compiiance  with 483,13
. had & finding entered into the State nurse aide guicelines.
; registry conceming abuse, neglect, mistraatment .
| of residents or misappropriation of their property: All incident reports far past year were
. and report any knowiedge it has of actions by a reviewed by social worker, DON and
i court of law against an employes, which would Administrator on 2-15-13 and none were
indicate unfitness for service as a nurse aide or found to be repartable.
. other facility staff to the State nurse aide registry
- ot licensing authorities. All staff to include the social worker will
: be in-serviced on 3-7 and 3-8-2013 on
The facility must snsure that alf alleged violations abuse and reporting  issues by
- involving mistreatment, neglect, or abuse, Ombudsman  representative Sheila
including injuries of unknown source and Cornett. A new social worker was
misapprapriation. of resident property are reported employed on 10-29-12, The social worker
immediately to the administrator of the facility and will also attend additional training on
. to other officials in accordance with State law abuse at Hazard Community and
through established prosedures (including to the Technical College on 3-14-13.
. State survey and certification agency).
. " All incident reports will be reviewed on
i The facility must have evidence that all alleged occurrence by the social  worker
| violations are thoroughly investigated, and must DON/designee and '
f:] rf;:t?t;igg?; E_Ioterntrz:ésasbuse while the administrator/designee  for reporting !
g progress, compliance. Any problem wiil be referred }
The results of all investigations must be reported to QA committee for input.
i to the administrator or his designated ]
| representative and ta cther officials in accordance Completion Date: )-3-8-13
i with State law (including to the State survay and ;
1 i
(B} CATE

F-JA7-/ 3

e - )
LABORATORE OF R'S (R FROVIDER/SUPP TREAENTATIVE'S SIGRIATURE
j / ‘ M
/// /{ AR /\/-,v A

Any deficlency statement ending/afth an asterisk {7 denctes a deficiency w}kh the instituion may be excused from camecting providing it Ia determined that
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- cerification agency) within 5 working days of the
“incident. and if the alleged violation is verified
appropriate corractive action must be taken.

. This REQUIREMENT is not met as evidenced i
cby

Based on interview, record review, and review of
facility palicy, it was determined the facitity failed
io ensure allegations of abuse were reported to

i the appropriate state agencies for one of fifteen

| sampled residents (Resident #9) and ona of

| 8aven unsampled residents (Resident #E),

i Resident #9 had an allegation of verbal abuse;
the facility was made aware and investigated but
id not notify the proper state agencies. Resident
. Ehad an injury of unknown origin; the facility was
! aware and investigated the incident but did ot

i report the incident to the appropriate state
agencies.

The findings inciude:

| A review of the abuse palicy (undated) reveajed
! all alleged incidents involving mistreatment,

| negledt, or abuse, including injuries of unknown
origin and misappropriation of residents’ property
would be reported immediately fo the facility
adminisirator/designee. The state agencies
wolild be notified immediately by the fachity
administrator or hisiher cesignee.

| Review of the fagifity's investigations revealsd an
* allegation of verbal abuse had been made an
07/26/12 that involved Resident #9 and a CNA

. amployed by ihe facility. Although the facility
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conducted a thorough investigation of the
aliegation, the facility failed to notify the ;
appropriate state agencies as required. i

! Further review of the faciiity's investigations ;
: reveaied on (4/05/12 it was reported that !
. Residant E had an injury of unknown origin. :
: Cantinued review of the incident report revealed
i the facility conducted an investigation of the
. Injury; however, the facility failed to ensure the

injury of unknown injury was immediately reported
" to the appropriate state agencies.

An interview with the facility's Social Worker an
02/14/13 at 11:30 AM revealed when the facility

. became aware of an allegation of abuse, the
Administrator or his designee was notified. The

- Social Warker acknowledged the Incidents shoutd
have been reperted fo the appropriate state
agencies as required. However, according to the
Social Worker, she was not employed by the
facility on 04/04/12 or G7/26/12 when the

. allegations of abuse/injury ¢f unknawn origin to

Resident #9 and Resident E had occurrad.

Intarview with the Administrater on 02/14/13 at
; 1:.30 PM revealed he had been made awara of
" the allegations related to Resident #9 and | :
Residort E. The Administrator said the facility ; .
looked at every incident/allegation on an : |
| individual basls, and the Sacial Worker or the
| Administator would notify the appropriate state
| agencies. The Administrator acknowledged tha
¢ facility had failed to ensure the allegation of
. verbal abuse related to Resident #9 and the injury ‘ : :
- of unkrewn origin for Resident E were reported to ?
. the appropriate state agencies, ' ,
F 253 . 483.15(h%2) HOUSEKEEPING & F253
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F 253 . Continued From page 3

$5=0 MAINTENANCE SERVICES

|

I The facifity must provide housekeeping and

; maintenance services recessary o maintain a
[ sanitary, orderly, and comfortable interior.

|

i This REQUIREMENT is not met as evidenced

I by:

' Based on observalion, interview, and a review of
; tha facility's policies, it was determined the facility
‘ failed to provide effective maintenarnce senvicas

; Necessary to maintain a sanitary, orderty, and

. comfortable interior. Two toilets ware obsarved ta
. be [oose in the "Team 2" women's hallway
bathroom. n addiion, the framework of 3 heater
. in the women's bathroom was cbserved to ke
broken and the heater was slightly pulled away
from the wall with nc exposed wires.

The findings include;

A review of the facility's “Maintenance Palicy,”

; undated, revealed the Maintenance Cepartment
was responsible o provide reguiar and preventive
maintenance, The policy reveaied a log would be
kept at each nursing station for staff to note areas
] in need of repair. According to the palicy,

: maintanance staff would be responsible to cheek
the log sach morming and provide the repairs
which were needed,

; Observation an 02/12/13, at 12:40 PM, revealed

| the Team 2 women's hallway bathroom contained
two [oilets that were ioosa from the Roor. A wall
heater was alsg observed in the bathrgom;
however, the heater was sfightly pulled away from
i the wali, with no wiring exposed, and the frame of

F253. Floors anchor te secure both toilets in

' Team 2 women’s haltway bathrpom
were installed on 2-15-13. The heater in
this bathroom was also repaired on the
same date.

I Any resident could be affected if the
building is not maintained properly. All
toltets and heaters were checked by

i maintenance on 2-15-13 and found to
be in good repair.

All staff wilt be in-serviced on 3-7-13,
and 3-8-13 on the process for
mairtaining a sanitary, orderly and
comfortabie interior, Staff will continue

i tolistany needed repairs on each hurses
station with maintenance checking and
correcting daily, {See attachment A.)

¢ Monitoring for compliance will be done
! by department heads and administrator
during daity duties, Maintenance

! supervisor will do a monthly walk -

! through inspection and the

FORM CM3-2527102:39) Pravitus Versions Obscleta Even D VEFL1Y

administrator/designee will do one ;
quarterly, QA committee will be notified |
| should the need arise. :
Completion Date: 3.8-13
i
1 i
| §
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" the wail heater was broken,

Resident G was observed {c enter the Toam 2 :
women's hallway bathroom at 2:35 PM on :
02/12/13. An interview conducted with Resident i

. G on 0211213, at 2:40 PM, revealed the resident ?

" used the haltway bathroom “every new and theo.”

 The resident also stated the toilet was a "little

| logse "

 An interview conducted with the Maintenance

| Supervisor on 02/14/13 at 10:50 AM, revealed he

" had not been aware the toilets were locse in the

¢ Team 2 wemen's haliway bathroam or that the :
heatar was slightly loose from the wall and tha i :

" frame broken. The Maintenance Supervisor ‘
stated he checked the repair logs at the nursing ; ;

 stations every morning and then again before
leaving for the day, The Maintenance Supervisar
stated he doues a weekly praventive maintenance
round, but he does not check the toliats unless

; somzone has identified a probiem with them. i

An interview conducted with the Administrator on
- 02/14/13, at *1:10 AM, revealed he had not been : 3
made aware of the loose foflets, or loase heater |
with the broken frame, in the Team 2 women's : :
hatiway bathroom. The Administrator revealed
© staff was requirad to document any issues in
: nead of repair on the repair lcg and the
" Maintenance Departmant was required fo check
- every day and provide the repairs. ;
F 281’ 483.20(k)3)(i} SERVICES PROVIDED MEET } F281: Resident#s1and5, O, settings were
$8=p - PROFESSIONAL STANDARDS carrected immediately on 2-13-13 by
; i nursing staff,

; The services provided or ammanged by the facility

| must meet professional standards of quality. The Don/nursing supervisor/ MDS staff
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: This REQUIREMENT s not met as evidenced

i by:

| Based on obsarvation, interview, and record

. raview, the facility failed to ensure services
provided met professional standards of quafity for
two of fifteen sampled residents (Residents #1

-and #5}. Residents #1 and #5 had physician's

- orders for oxygen to be administered at 4 liters

: pef minute; however, observations conducted on

: 02/12/13 and 02/13113 revealed facility staff failed

: {0 ensure the oxygen was administered as

; orderad by the physician.

The findings include:

" A review of the facillty policy relatad to following
i physician’s crders (no date) revealed all nursing
- staff was responsible to foliow the physician's
orders as written. The palicy further noted the

. nurse would be responsible to verify the

. implementation of the physician's orders prior ta
" documentation.

| A review of the medical record reveated the

; faciity admitted Resident #5 on 08/08/08 with

| diagnoses that included Non-Insulin Dependent

! Diabetes Meilitus, Congestive Heart Faifura,
Asphyxia, Advanced Alzheimer's, and Chronic
Obstructive Puimonary Disease. A review of the
February 2013 physician's orders revealed the
physician ordered oxygen fo be administered at 4
litars par nasat cannula for Resident #5.

Observationa conducted on 02/12/13 at 2:30 PM,
320 PM, 4:15PM, 540 PM, and 615 PM
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; & BULDING COMPLETED
18512 B. NG 0211412013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZIP CODE
420 JETT DRIVE
NIM HENSON GERIATRIC CENTER
JACKSON, KY 41339
D SUMMARY STRTEMENT OF DEFICIENCIES ‘ o FROVIDER'S PLAN OF CORRECTION x8§
PREFIX | (EACH DEFICIENCY MUST BE PRECEGED DY FULL | PREEIX ({EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; ; TAG CROSS-REFERENGED TQ THE AFPROPRIATE DATE
| DEFICIENCY?
F 281 i audited 100% of ali residents physicians |

orders by observing residents for

; compliance. This audit was completed on

2/ 18 /13,2/ 19 /13 and 2/20/13.

Every resident receiving O, was assessed for
. correct setting on 2/15/13 by the

. DON/Nurse supervisor/MDS staff. No other
residents was found to be affected.

Floor nurses will check a¥l assigned residents
their shift for implementation of physician
orders from information abtained from
MARS/TARS. Nurse aides will check their

i assigned residents for C.N.A, Care plan
compliance every two hours during rounds. |
. In-service wili be held on 3/7/2013 and :
© 3/8/2013 by DON/Nurse Supervisor/
Designee on following Physician orders
{see attachment B1 and B2.)

Physician orders in 30% of all resident
charts will be reviewed and resident
observed for order compliance. This will be
conducted monthly by DON/Nurse

: Supervisor/Designee/MDS 5taff. QA

i committee will be consulted for input if

| needed.

. Completion Date: 3-8-13
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- revealed Resident #5 was lying in bed and

. oxygen was being administered at 2 liters per

- nasal cannula. On D2/13/13 at 9:00 AM. the

. resident was chserved to continue ba receiving
oxygen at 2 liters par nasal cannula.

! Interview conducted with Licensed Practical

| Nurse {LPN} #2 on 02/13/13, at 9:05 AM,

: revealed she was assigned to Resident #5 on

02/13/113. LPN #2 stated nurses were

| responsible to check the resident's oxygen setting

: at teast one time during a shift and acknowiedged

" she had not checked Resident #5's oxygen since

. reporting to work at 7:00 AM on 02/13/13. LPN
#2 stated she did not know what the physician
had prescribed for the oxygen setting for
Residant #5.

Interview conducted with LPN #3 on 02/13/13, at
9:10 A, revealed she had been assigned to
Resident #5 on 02/12/13. The LPN stated she
had nat checked the resident's oxygen setting to
ensure the comett amount was administered to
the resident,

Interview with the Director of Nurses {DCN) on
- 02/14/13. at 1:10 PM revealad the nurses were
- responsible ko check the resident’s oxygen setting
i at least once per shift prior to docurnenting on the
resident's treatment administration record to
| ensure oxygen wes administered as ordered by
" the physician,

| 2. Areview of the medical record far Resident #1
revedled the resident was admitted by the facility
| on 12114/11 with diagnoses incuding Chronic

! Obstructive Pulmonary Disease, Chronic

. Congestive Heart Failure, and Coronary Artery
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Disease. The medizal record ravealed a

physician's order dated 01/01/13, for oxygen

tharapy {& be administered to the resident at 4
: liters per minute by nasal cannula.

: Observation of Residant #1 on 02/12/13, at 2:30
'PM. 3:30 PM, 4:30 PM, 5:15 PM, and 6:10 PM,

. tevealed the resident was receiving Dxygen

| therapy by nasal cannula at a rate of 4.5 liters per
f minute.

: An interview with Registered Nurse (RN} #1 on ) :
i 02/13/13, at 2:40 PM, revealad she had baen : !
. assigned and provided care o Resident #1 on the : i
. 7:00 AM to 7:00 PM shift on 02/12/13, The RN

; stated she was respansibie for ensuring the

! residents received axygen at the rate specified by

! the physician, The RN stated she made rounds

| of the residents every two hours and had failed to

identify that the rate of oxygen administration for

Resident #1 was incorrect unti the end of her

: shift on 02/12/13,

Aninterview with the DON on 02/14/13, at 12:40
: PM, revealed he made rounds daily to ensure the
{ residents were provided the care they reguire.
The DON stated the nurses were respansible for
menitoring the residents to ensure they receive
appropriate care which included the provision of
i oxygen at the rate prescried by the physician. In
! addiion, according to the DON, staff was
; required to document tha rate of oxygen
administration for each resident on the Treatment
; Administration Record (TAR}. 5
F 282 ' 483.20{k){3)(ii} SERVICES BY QUALIFIED F 282 Resident #4 call light was corrected
s5=D PERSONS/PER CARE PLAN ‘ immediately on 2-14-13 and resident #13
. : . hipsters were applied on 2-14-13, ;
" The services provided or arranged by the facility : :
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‘ . . Any resident could be affected if services
F 282 Continued From page 8 Faaz ;
i i arenotprovided or arranged by a

must be provided by qualified psrsons in
accordance with each resident's written plan of
care,

- This REQUIREMENT is not met as evidenced

F by

. Based on observation, interview, and record

| review, the faciiity failed to ensure care plan

: interventions were implemented acconding to the
; resident's comprehensive care ptan for two of

i fifleen sampied residents (Residents #4 and

#13). Resident #4 had a care plan intervention to

! keap the resident's calt light within reach and

: Residant #13 had interventions to have bijateral
| "hipstars” (pads to prevent injury to the hips as a
: result of falls) in place at all times. However,

. cbservations conducted during the survey on

. 02/12/13, 02/13/13, and 02/14/13 revealed the

¢ facility failed to implement the intervantions as

- directed by the resident's plan of care.

. The findings include:

. A review of the facility Care Plan policy {no date)

revealed facility staff was responsible to verify the

* care plan interventions were implemeniad or in

: place prior to documenting either on the back of
i the Cartified Nursing Assistant {CNA} care plan,
" the Medication Administration Recard (MAR), or
: the Treatment Administration Record (TAR3,

1. Review of the madical record revealed the

| faciiity admitted Resident #13 on 01/24/10 with
: diagnoses including Coronary Artery UDisease,
: Senile Dementia, Parkinsor’s Diseass, and

qualified person in accordance with
resident care plan. A list of interventions
compiled from physician orders was
compared to resident for compliance by
DON/NURSE Supervisor/MDS. An audit of
all resident call lights and safety
interventions were completed on

2-15-13 by DON and Supervisors and no
other residents were found to be
affected.

: Care plan interventions will be checked by
: CNA’s when they do 2 hour resident
. rounds. Nurses will do checks during shift
from TAR’s to ensure compliance of all
terventions.MDS workers will update care
Interventions quarterly and PRN,
In-service on implementing care pian
intervention was held on 3-7 and 3-8-2013
by DON/Nurse Supervisor. {See
attachments B1 and B2.)

10% of care plan interventions will be
checked manthly by DON/Nurse
Supervisor/designee by comparing
physician orders to CNA

care plan/TARs/MARs, to verify
compliance with individuai resident. QA
committee wili be notified if needed.

Completion Date:

H

: 3-8-13
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i Osteoarthritis.
]

: Review of the quarterty assessment with a

: reference date of 12/30/12 revealed the facility

: assessed Resident #13 to require extensive

* mssistanca of staff for bed motility, fransfers, and
tofleting. The resident was also assessed to have
exparienced falls since the previous assessment

~on 10/01/12. Resident #13 was asseased to have
a BIMS (Brief Interview for Mental Status) score
of 3 and was not interviewabls.

Review of the comprehensive care pfan revealed
. facitity staff had reviewed the care plan on
¢ 12730112 and had identified Resident #13 to have
' a history of multiple falls. Care Plan interventions
| inchuded to keep the resident's calf fight within
i reach at all imes, to keep the resident's bed in
| the lowast position when care was not being
provided, to keep mats at the bedside, and 1o
- apply "hipsters” at all times. A review of the
! February 2013 GCNA care plan revealed "hipsters”
. werg to be used at all times for Resident #5.

" Resident #13 was chserved on 02/14/13, at B:80
. AM, 1o be lying in bad with bilateral fall mats in

- use. At 9:50 AM, the resident remained in the

. same position in bed and LPN #3 was asked 1o

. verify the use of hipsters. Observations revealed
i no hipsters were in place, The LPN alse

: searched the resident's room but was unable to

i locate the hipsters.

! Licensed Practical Nurse {LPN) #3 revealed

| CNAs were responsible to ensure the hipsters

i wers in place at alf imes. LPN #3 stated the

| nurses were supposed to check on the residents
|

| Interview conducted on 02/14/13, at 8:55 AM with
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. during their assigned shift to ensure the care plan i
 interventions were implemented and :
: acknowledged she had failed to ensure the
! "hipsters” were in place for Resident #13.

Interview conducted with CNA #14 on 02/14/13,
at 10:00 AM. revealed she was aware Resident
#13 was at high nsk for falls, CNA #14 stated the
- CNAs were responsible to follow the care pian
_ Intérventions identified on the CNA care plan and
! to initial the back of the CNA care plan daily to
¢ indicale the interventions had been implemented
during the CNA's assigned shift TNA #14 stated
she was aware the resident was {0 have the
hipsters in ptace to protect the resident's hips
during a pussible fall; however, CNA #14 stated
she "forgot” to apply the “hipsiers” far
Resident#13 on 02/14/13.

An interview conducted on 02/14/13, at 110 PM,
with the Director of Nursing {DON) confirmed
CNAs were responsible to follow the CNA care i
| plan interventions for each resident. The DON

: stated the nurses were respensibte fo maniter the
residents sach time they went intc each resident's

rcom to ensure care plan interventions were
. implemented consistently and in accordance with
each resident's individua! plar of care, i

I
H ]
| 2. A review of the comprehensive care plan '
" dated 04/06/12 for Resident #4 revealad the |
: resident required limited to total assistance with 1
; activities of daily living. Review of the i
' comprehensive care plan interventions revealed
the call light was io be within reach at ali times.
In addition, a2nather intervention was to
- remind/encaurage the resident to pult the call light
- when requiring assistance from staff.
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| Cbservations of Resident #4 on 02/12/13 at 2:25

; PM, 3:35 PM, 4.25 PM, and 5:05 PM, reveaied

. the resident was lying in bed with no cali fight
obsarved to be within reach of the resident, Each

' time the surveyer obsarved Resident #4. the
resident's cail fight was attached to a recliner in :
the corner of the resident's room out of reach of i
the resident. ' :

. An interview was conducted with Certified
" Nursing Assistant (CNA) #16 at 6:20 PM on j
02/12113. Tha CNA stated she assisted Resident |
_#4 out of bed and to the dining raom for tha
evening meal. The CNA stated, *! thought” the
call belt was within reach of Resident #4 at the
time the CNA had gotten the resident out of bed.
: However, the CNA accompanied the surveyor to
| Fesident #4's room, and the cali light remained
: aftached to the recliner. The CNA stated she } i
“ thought the caft light cord near Resident #4's bed |
" was for the resident. Howevar, the calt fight cord | |
near Resident #4's bed was for the roommate's I
: call fight. The CNA stated she was not aware
¢ Resident #4's call fight was atlached to the 1
reciinat and out of reach of the resident. !

An interview was conducted with Registered
Nurse {RN) #2 at 6:30 PM on 02/12/13. The RN
staled she would expect tha CNAg to check the
call lights every two hours to assure call lights
were within reach of the residents. RN #2 stated
she was not aware the calf light was out of
Resident #4's reach for the extended time.

Interview with the Director of Nursing {DON) at
11:05 AM on 02/14/13 revealed the nurses were
respansible to monitor the residents each time i

FORM CMS-2567{02-99) Previcus Versians Ubsclain Event |0 VBFLI1 Faciity 1D 100340 if contintatinn sheet Pane 12 of 20
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i they went into the resident’s room to ensure the : :
| care plan interventions were implemented :
i according to the resident's plan of care. i
! According to the DON, nurses were expacted to i
assess each resident when they entared the !
. room to provide care; however, the DON did not !
- specify how often the nurses were to assess each .
i resident,
F 441 | 48365 INFECTION CONTROL. PREVENT F 441 ;5taff was in-serviced on 2-15-13 by

88=0 | SPREAD, LINENS

: The facility must establish and maintain an
Hinfection Control Program designed to provide 2

! safe, sanitary and coméortable environment and

" to help prevent the development and transmission
. of disease and infaction.

{a} Infection Contrel Program
¢ The fgciiity must establish an infection Control
: Program under which it -
: (1} Investigates, contrals, and prevents infections
in the facility;
(2} Decides what proceduras, such as isolation,
: should be applied to an individual resident; and
{3) Maintains a record of incidents and comective
actions related to infections,

{b) Prevenling Spread of Infection

(1) When the Infection Control Program

: determines that a resident needs isolation fo

| prevent the spread of infection, the factiity must
: isolate the resident.

- (2) The facility must prahibit employees with a

! communicable disease or infected skin lesions

" from diract contact with residents or their food., if
 direct contact wilt transmit the disease.

" (3} The facility must require staff ta wash their
hands after each direct resident contact for which

Nursing supervisor on infection control

~ related to linen storage and meal services.
The floor of the linen room was cleansed
on 2-14-13 and finen in contact with floor
removed.

Rounds were done by DON/Supervisor an
2-15-13 cencerning infection control
refated to linen storage and meal dellvery.
No other compliance issues were
identified,

In-service on 3-7 and 3-8-13 en policy and
procedure on serving meals and linen
storage by DON/supervisor. {See
attachments €1 and C2.)

To maintain an effective Infection Contro}
Program and to ensure compliance, the
DON/Supervisor/Designee will visibly
observe meal passes in the dining room and
on the floor. Linen processing and storage
areas will be visibly inspected for the same
purpose. These compliance rounds wilt be
done weekly with the use of environmental
infection compliance forms {see attached.)

i Any other infection control issues during

' environmental rounds will be observed for
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: (c) Linens

" Parsonnel must handie, stora, process and

: transport finens so as {o prevent the spread of
“infection.

. This REQUIREMENT is not met as avidenced
by
Based on observation, interview, and review of
the facility policy it was determined the facllity
. failed to maintain an effactive infection control
. program designed to provide & safe and sanitary
, environment to help prevent the development and
. transmissior of disease and infection.
. Observation of the clean finen storage ares on
* the hallway of the "Team 2" nursing unit during
the snvironmental tour on 02/12/13 revealed the
: floor was dirty and staff had placed clean linens
! directty on the ficor. In addition, cbservation of
! the avening meal on 02/12113 revealed staff
i touched the bread for three of seven unsampled
resicdents {Residents B, C, and D} with their bare
hands when they held the bread to apply
condiments (butter) to the bread.

The findings include:

1. A review of the facility's policy titled, "Clean
Linen Storage,” which contained no date,
revezled clean linen would be delivered inta the
building by the facility Laundry Depariment fram
the laundry building and placed into the linen
closats of the nursing units. The poficy revealed
once the linen was placed on the shelves clean
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sheets would be draped over the clean linen an i i i
the shelves, The policy also revealed Certified |
Nursing Assistants (CNAs) were responsible for :
the organization of linens. i

_ Observation of the clean linen storage area on

* the hallway of "Team 2" on 02/14/13, at 10:10

. AM, revealed dirt/debris on the floor, in addition,
: a clean bed sheet which had been placed over a
| shelf of linen was obsarved to be in contact with
! the sailed floor and three clean blankels were

| observed on the dirty floor.

| An interview conducted with Laundry Worker #1

on 02/14/13 at 10.40 AM reveaied she was

: responsible for delivering linen to the nursing

" units, and to ensure the finens were placed on the

. shelvas of the clean finen storage room and

" covered with a ciean bed sheet, The Laundry
Worker stated sha had not cbserved the clean
blankets on the fipor of the ciean linen rocm that
morning nor had she observed the floor of the
clean linen room to be solled with dirdebris.

An interview conducted with Housekeeper #2 on
© Q2/14/13, at 12:30 PM, revealed she was
. responsibie far mopping the flocr in the linen
room but had not checked the finen room for
' several days. The housekeeper stated she had
- not been told to check the linen room every day
i and was unsure of the date she had last checked
 the linen room. The housekeeper stated she had
: not been aware of the dirt on the floor.

¢ An inteniew conducted with Certified Nursing
Assistant (CNA} #10 on 0214713, at 12:55 PM,

| revealed she was responsible for ensuring the
linen room was maintained auring her shif. The
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| CNA stated the linen was supposed to be
 covered with the sheet, and the sheet should not
" have come into contact with the floor. The CNA
_ also stated the clean blankels shouid not have

- been on the fleor. The CNA stated she was

. required to notify Housakeeping ta mop the floor
: any time she observed the floor dirty/soiled but
was not aware the floor was dirty/soiled.

; An interview conducted with the Administrater on
0214113, at 11:10 AM, revealed the facility did not
curmently have a Housekeeping Supervisor and
he was currantly supsrvising the housekeeping

- staff to ensure cleaning was being done untif the
_ facility couid replace the previous supervisor.

" The Administrator stated linen should not have

* been on the floor and hausekeeping staff was

! requirad to mop the foor in tha linen foom every
: day. The Adrministrator stated he had not been

i aware the housakeeper had not been mopping
the linen room every day,

2. Review of the facllity policy entitlad "Mea! Tray
Pass" (undated) revealed the policy did not
include directions to staff related to handiing
residents' fond when passing meal trays.
However, a review of the Food and Drug
Administration’s (FDA’s) 2009 Food Code in the ;
employee health and persona! hygiene handbook :
states, "Handwashing along might not always
successfuily remove pathogens from heavily
cantaminated hands, and infacted food :
empioyees may not always be identified and f
removed from food preparation aclivities.” "No ;
Bare Hand Centact” is the practice of preventing

direct contact with bare hands while handfing

RTE (ready to eat) foods. This practice provides

a secondary protecton against the ecntamination
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. of foads that do not reguire further cooking with
: microbial pathogens from the hands of ilf food
| employees.”

; Observation of the evening meai in the dining
i room on 02/12/13 at 5,30 PM revealed CNA #5

obtained 2 slice of wheat bread from a wax paper
bag with her bare hands and placed the bread on

Resident B's meal ray. However, Resident B
- refused the wheat bread that had been handled

by the employae's bara hands and requested a

: slice of white bread.

Interview with Resident B on 02/12/13 at 5:30 PM
revealed aithough the resident did not like staff to

touch his/her bread, the resident was hungry and
ate the bread,

AL 533 PM, CNA#5 proceeded to obiain a corn
bread muffin from a wax paper bag with her bare
hands, removed the paper finer from tha muffin,
tcuched the muffin with her bare hands, and then
placed the muffin on Resident C's meal tray.

{ An attempt to interview Resident C on 02/12/13,
¢ at 535 PM was unsuccessful related to the
{ resident’s cognitive status.

Contirued observation during the evering meal

| an 02412113 revealed CNA #5 delivered Resident

D's meal tray to the resident at 5:.35 PM and
arrenged the foad iters on the tray. CNA #5was
again observed to take @ com bread muffin from

' a way paper bag with her bare hands, remove the
. paper liner from the muffin, and apply butter to

the muffin. CNA #5 was observed to serve the
muffin o Resident D.

Fa41’
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Iterview with Resident D on 02112113t 5:35 PM |
! revealed the resident did not like staff to touch the
bread with bare hands.

| CNA #6 acknowledged in an interview conducted
. on 02/12/13 at 540 PM that she "did use my
hands. | know I'm not supposed to, but | use my

! bare hands for the bread.” The CNA stated she

| had been trained not to touch faod with her bare
i hands but could not remember when the last
fraining had been and stated, "it has been aiong
| time since we were trained." CNA#5 said, "]

: should have used 2 utensit or the wax paper to

! handle the bread instsad of my bars hands.”

! Interview with the Registered Distitian (RD) on

:02/12/13 at 6:00 PM revealed the Nursing

i Department was responsible for making sure

: CNAs ware trained. The RD said she pbserved

i meai passes once a month in the kitchen area

; and the Dietary Manager cbserved meal sefvices

“in the kitchen arga as well, The RD stated she
thought it was acceptable for the staff to touch

- foed in the dining room with their bare hands if

 the staff used hand sanitizer befors and after

* handling the food.

| An interview conducted with the Director of

; Nursing (DON) on 02/14/13, at 12:40 PM,

" revealed he had not been aware staff could not

. touch foad with their bare hends and had thought

- as lang as staff was using handwashing or hand
sanitizer prior to touching food that it would be
: acceptabls. :
F 502 483.75()(1) ADMINISTRATION F 502, A vitamin D level was obtained on
588D ' ! 2-3-13 for resident #5 and M.D.
: The facility must provide or cbtain laboratory - notified of results
| services to meet the needs of its residents. The © betng within normal limits.
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F 502 Continued From page 18

: facility is responsible for the quality and timeliness
. ofthe services.

- This REQUIREMENT is not met as evidenced

by:
Based on inferview, record review, and a review

of facility policy, the facility faited to ensure

! laboratory services were provided for ane of

. fileen sampled residents (Resident #5),
Rasident #5 had a physician’s order dated

: 0871412 for a Vitamin D level to be oblained in

' three months (December 2012). Heowever, @
review of documentation conducted on 02/14/12,

 revealed the iaboratory test had not been

. obtained in December 2012.

. The findings include:
! Review of the facllity Laboratery policy/procedure

{no date) revealed physician's orders wauid be
i followad for abtaining laborafory tests.

" A raview of the medical record revealed the

; facility admitled Resident #5 on 08/08/08, with
 diagnoses of Non-Insulin Dependent Diabstes
. Mellitus, Congestive Heart Failure, Paralysis

| Agitans, Parkinson's Disease, and Anemia.

; Raview of the physician’s arders revealed on

: 09/14/12 the physician requested facility staff to

| administer 56,000 units of Vitamin D-3 to

. Resigent #5 on a weakly basis and to obtain a

! Serum Vitamin D level In three months

i (December 2012). Howaver, a review of the

- {aboratory tests revealed no evidence the Serum
“ Vitamin O level had been obtained in December

! Alab audit was completed by DON and

025 Supervisors on 100% of the residents on
! 2-15-13 and no other resident was found
! to be affected.

: The facility's policy was updated for
chtaining non-routine labs {see attached).
{ This wilt include placing new orders for

! non-routine lahs on the lab card and iab

: calendar at the time the order is received.
. Nursing in-service will be held on 3-7 and
3-8 by DON/Supervisor to ensure
compliance. {See attachment D.)

: The DON/Supervisor/designee will check

. lab arders at the end of the month while

' scheduling routine labs on the calendar for
| the next month. QA committee will be

! consulted as needed.

Completion Date: 3-8-13

FORM GMB-2587(02-851 Pravious Varzions Obsclute

Event I VEFL1Y

Faoidy 00 100040 if continuation sheat Page 19 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRIN TEL: UST972013
FORM APPROVED
OMB NO 0938-0391

1 2012 as ordered. Continued review of the

| medical recard revealed the physician continued
: to prescribg 50,000 units of Vitamin D-3cn a

{ weckly basis for Resident #5 in January 2013,

 Interview conducted with Registered Nurse (RN)
. #2 on U2/13M13, at 3:30 PM, revealed laboratory
: tests raquested by the physician were writtan on
i & "lab canrd" at the lime of the request and the day

; shift nursing staff was responsible to ensurs the

: {ab requests were wniten on the "lab calendar.”

i In addition. the interview revealed the might shift

i nurse was responsible to review the “iab

; catendar” and complete the fab request forms,

i The RN stated the night shift nurse was also

i responsible to obtain the blood spedmens for the

{1ab tests. RN #2 acknowledged the laboratory

| test for Resident #5's Vitamin D level had net

" been added to the December calendar and was

: not obtained as ordered by the physician for |
Resident #5, |

; Interview with the Director of Nursing (DON) on
02/14/13, at 110 PM, revealed nursing staff was
responsibie to check the residents’ charts cn a

: monthiy basis to ensure the residents' lab tests
had been obtained as orderad by the physician,
The DON stated no concerns had been identified
during the chart reviews,

H
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| CFR: 42 CFR §4U3.7C43)
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PLAN APPECOVAL 19045

SURVEY UNDER: 2000 Bxlsting

FACILITY T#PE ‘3NF/NF o

TYPE OF STRUCTURIZ One drory, Type 171
{Q00)

SMOKE COMPARTMENTS: Six

COMPLETE SUPERVIIED AYTOMATIG FIRE
ALARM SYSTEM

| FULLY SPRINKLERED, SUPERVISED(DRY
SYSTEM)

| EMERGENCY. POWER: Type ILnsllial g3s
ganaraton
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concludad on 02112043 The findings that follow
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Safety from Firg). The facility wes fourd nct in
subatantal nomplianca with 1ha. Requiraments. for
Paricipation tor Medicare and Medicaid,

Daficlencies ware cited with the higheat
defioency ientfied st T laval,
K144 ‘ NEPA 101 LIFE.SAFETY CODE STANDARD

BSHF |
! Ganarramm ars. mpem g wsekly and exercised

! K1
|

4 Mo resident was idantified as being affected l
|
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- _
K 144 | Continued Fom page ¥ K 144 manual transfer switch test. On 2-15-13
i . ‘ maintunance supervisar performed
under Joad for 30 minutes par manth o N
accordance with NPA S, 3440 mangal test and switch worked properly.
Any residant could be affected should the
| generator fail due to required test not
! being performed by maintanance
! | persannél,
g Mizintenance sSuperviscr was In=serviced
i an NFPA 11¢ (6-41.5) on 2-13-13 by the
b Administrator. Also @ copy of the
) repulation was given to suparvisor for
"Tris STANDARD -5 not mat as &videnced by: future reference. A monthly generator
Based on 2t Interdew and racord eview, the ! * malntepance chack list has been
taciity faiind to mahlsin the generalor eet by ! ! Jmplernented to ensure compliance. (See
| NFPA stardicds, This deficiant practice effectad L i atachment &L and E2.)
| glx of gix smoke sumpartmisnts, s1af, and sl ha lI
 regidents. The faciiity nas the capacity for 120 i Admimistrater/designee will monftor 3.15-13
beds with & sensus of 70 on tha gay of the i generator inspection reports manthly for
survay. ! 3 months and then quarterly if compliano:
! L ) is met. The QA committae wil| be advised
lThe"”gwmh’“d”La' of any compliancu problems.
- - » - I . ’
1 During the Life Sa'ery ode.lnur on 0? 12/?; at Complation Date:
j 130 PM, an inieriEw 20d recorg raview with the
i Dirgeor of Maintehancs {DOM] revaalad the ! }‘
| generator Tunsier switch had not begn manuily ; !
! steg 50 a month y banis. This tesing heips ; ‘
‘gnsure the t-ansfsr swiksh s gperaing B8
intended, !
i
The DOM stated ke was aot aware that he should I
by anually esting the ganaratar Fansfer switah :
on & menlhly basl; 25 required, :
“The fingings: were revaslod w'ihe Administratar ‘
upan exit. !
| : ‘
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"WNO PLAN OF SORRECTION IDENTIFIGATION NUWBER: SCMBLETE >
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B ANG
185112 "3123213
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34) B ! SUNIMARY, S TATEMENT OF DEFIGMENCIES =) FROVIDEATS PLAN UF. CORRECTION t ()
PREFES (BACKH DEFICENTY MUST BE ARECEDED BY EULL PREFE (EACH CORRECTIVE, AZTION EHOULD BE {CWELETION
TG FEGLULAITRY aH LA DENTIFYING INFORMATIIN TAG CROSE-ARFERENCED 1O THE APPROFPRIATE et
DEFICIEHTY) .
K 144 | Continued. Fnam parpe 2 K 144

Rabarencs: MFPA 110 (1943 Edition).

B3 Lavall ang Leval 2 ansfer switches anall
« bee opersted snonthly, The monthly test of & :
| trarsfer switch shal senalst afslaciically : '
operating the tranafar wwilch from the stendard
pusition & thy EREMEE po:,iticn &nd ther # ¢elurm
to the standa’d pos-ton.
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' NFPA 99, 1999 Edition

+3-4.1.1.15 Alarm Annunciator. A remote annunciator, storage battery-powered, shall be provided . .
" to operate outside of the penerating room in & location readily observed by operating personsel at o
‘a regular work gtation (see NFPA 70, National Electrical Code, Section 700-12). The apnunciator
shall indicate alarm conditions of ibe emergency or aukliiary power source as follows: ©
-(’) Individual visual signals shall indicate the following: o ‘
‘ 1. When the emergency or auxiliary power source is pperating to supply powes 1
2. 'When the battery charger is malfunctioning R R
(®) Incividual visual signals plus a common audible gignal to warn of an engine-generator
alarm condition shall indicate the following: o S
. 1. Low lubricating oil pressure ‘ _
Low water temperature (below those required in 3-4.1.1.9)
Pxcessive water tomperature ‘ o >
Low fuel — when the main fuel stora ge tank contaips less than a 3-hour operating supply
Overcrank (failed to start) :

. Overspeed _
Where a regular work station will be unattended periodically, an audible and visual derangement

signal, appropriately lebeled, shall be established at a continuously monitored location. This
derangement signal shall activate when any of the conditions in 3.4.1.1.15(a) and (b)) vcour, but
need not display these conditions individually. {110:3-5 3.2]
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Many standby power ugers ar¢ gwitching over to conductance and/or impedance testers. The way they fundticn is
fairly simple, snost of the snits send a small ac signal theu the battery and measure the refum signai for the
conductance of the hattery or the reistance that the signal enoountered. This test has a high 80's/low 90's parcentile.
of accuracy in the automotive fisld. The accuracy in a standby sysiem can vary areally.
1 would like to point out the pros and cous of both the hydrometer test and the conductance/impedance testrs. In
looking at the JCAHO 2.10.4 code that you mentioned as well as the JCAHO EC.1.7 it would appear that 3 good
deal of the mairtenance decisions are left up fo individual interpretation. o

The hydromster test (specific gravity) remains oné of the best battery tests to date. The test is very simple; it takes 2
weight measurement of the electrolyte to see what percentage of acid is in the water. Since the awid quantity is a
constant value (unless the battery is spilled, overfilled or overcharged) you can look at a hydroraetér test result in
two ways. Whea charging a battery you can use the test to detérmine when a battery has reached a fall state of
charge. In the case of standby application you can draw 2 correlation between a loss in acid from the electrolyte and
a loss of cupacity. Ina float spplication a reading below 2 100% state of charge would jadicate 3 charging problem
or more commodly a loss of capacity (acid that was i paste material that has shed or hardened). [ will be happy to
forward materials concerning hydromster testing to you for a better explanation. A hydromelér rawy not refluct
overheatovercharge conditions and a hydrometer canmot show 8 weak connection inside a ceslf that can pass the float
curront, but will fzil when put under a load. _ , -

Use of the proper conductance tester for standby applications should include 8 system for repeated monitoring of the
system (monthly or quarterly). A single test resuli by itself is of little value. The conductance Lester in this type of
system should be used to compare data over a period of time. Typically you would check the conductance values of
a set of batteries at the time of installation. You would thea do follow np 1ests on a regular fnterval and look for
abpormalities. When a single battery falls below 70% capacity of the rest of the battery group, it is a sign that the
bastery is failing or whea the eatire group can only function at 70% of the origina} capacity, it would be time 1o
change out thav group of batteries. When a load tester creates heat or smoks at a connection we know that the
connection is weak of we have not connected the tester adequately, you will got have these warring signs with a
conductance/impedance tester. In noisy UPS sysiems some of the conductance/impedauice festers do not finction
well and your resulis can be afl over the board (lack of repeatability). Most of the UPS conductancé/impedance
testers on the market do not load the eircuit, 8o they may also fail to find a weak connection iz a bittery (a weak
wasld or sirap). - ‘

Many critical stancly power systems for the government require a routing capacity test. The capacity test reading
can give you a very high acouracy rate on how long the battery(s) will function under a givea load, The problem is
that for most businesses, this is cost prohibitive. Even with the addition of & conductancs/impedance test inlieuofa
capacity lest, [ would still periodically check the specific gravity readings of the batteries, It adds lirtle oxtratime to
the water leve!l check that you would continue to do anyway.

Tim Powell
Techrical raiznier
Interstate Batueries
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Reference: NFPA 991999 edition |
. Type 2 Generator set

3-4.4.] Maintenance and Testing of Essential Electrical System. | ‘
3.4.4.1.1 Maintenance and Testing of Alternate Power Source and Transfer Switches.

% Maintenance of Alternate Power Source. The generator set or other altemate power source and

. associated equipment, including all appurtenant parts, shall be so maintained as to be capable of
supplying service within the shortest time practicable and within the 10-second interval specified
i 3-4.1.1.8 and 3-4.3.1. Maintenance shall be performed in accordance with NFP'A 110,
Standard for Emergency and Standby Fower Systems, Chapter 6.

b. Inspection and Testing. _ _
1.# Test Criteria. Generator sets shall be tested twelve (12) times a year with testing intervals

between not 1ess than 20 days or exceeding 40 days. Generator sets Serving emergency and
equipment systems shall be in accordance with NFPA 110, Standard for Ernergency and Standby
Power Systems, Chapter 6. | o

2. Test Conditions. The scheduled test under loed conditions shall include & complste simulated
cold start aud appropriate automatic and manual transfer of all essential electrical system loads.
3. Test Persozmel. The scheduled tests shall be conducted by competent persornel, The tests are
needed 1o keep the machines ready o function and, in addition, serve to detect causes of
malfinction and to train personnel in operating procedures.

© Reference; NFPA 110 1999 edition

6-1 General.

6-1.1% | | |

The routine maintenance and operational testing program shall be based on the manufacturer’s
recommendations, instruction manuals, and the minimum requirements of this chagter and the
authority having jurisdiction. ‘

6-1.2

Consideration shall be given te temporarily providing a portable or alternate source whenever the
emergency generator is out of service.

6-2* Manuals, Special Tools, and Spare Parts.

- 62,1 '

At least two sets of instruction manuals for all major components of the EPSS shall be supplied
by the manufacturer(s) of the EPSS and shall contain the following:

a A detailed explanation of the operation of the system

b. Instructions for routine maintenance '

c. Detailed instructions for repair of the EPS and other major components of the EPSS

d. An illustrated parts list and part numbers | _

e. Tllustrated and schematic drawings of electrical wiring systems, including opurating and safety
devices, control panels, instrurnentation, and annunciators ‘

6-2.2

a0 ' | ' g
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L Foz}fﬂzebl' systerns, one set of instruction mamals shall be kept in a secure, convenient location
~nedr the equipment. The other set shall be kept in a different secure location. o -
6-2.3 : St : o S
" Special tools and testing devices required for routine maintenance shall be available for use when
needed, ‘ | IR : '
624 - ‘ :
Replacement for parts identified by experience as high mortality items shall be maintained ina
secure location(s) on the premises. Consideration shall be given.to stocking spare parts as
recommiended by the mannfacturer. ' ‘ S
6-3 Maintenzmce and Operational Testing.
6_3‘1 * : ) L . .
The EPSS shall be maintained to ensure to a reasonable degree that the system is capableof
supplying service within the time specified for the type and for the time duration specified for the
class. -
6-3.2 ‘ _
A routins maintenance and operational testing program shall be initiated immediately afer the
EPSS has passed acceptance tasts or after completion of repairs that impact the cperational
reliability of the system.
6-3.3 _ |
A written schedule for routine maintenance and operational testing of the EPSS shall be
established. ‘ '
6-3.4 .
A written record of the EPSS inspections, tests, exercising, operation, and repairs shall be
maintained on the premises. The written record shall include the following: ‘
a. The dute o f the maintenance report
b. Identification of the servicing personnel .
¢. Notation of any unsatisfactory condition and the corrective action taken, including parts
replaced '
d. Testing of any repair for the appropriate time ag recornmended by the manufachurer
6-3.5% ‘ : ‘ -
Transfer switches shall be subjected to a maintenance program including connections, inspection
or testing for evidence of overheating and excessive contact erosion, removal of dust and dirt,
and replacerrient of contacts when required. :
6-3.6* - | |
Storage batteries, including electralyte levels, used in connection with Level 1 & id Lovel 2
systems shall be inspected at intervals of not more than'7 days and shall be maintained in ull
complimee with manufacturer’s specifications. Defective batteries shall be repaired or replaced
immediately upon discovery of defects.
6-4 Operational Inspection and Testing.
6-4.1% ‘
Level 1 and Level 2 EPSSs, including all appurtenant components, shall be inspuected weekly and
ghall be exercised under load at least monthly. . _ _
Exception: If the generator set is used for standby power or for peak load shaviag, such use shall
be recorded and shall be permitted to be substituted for scheduled operaticns and testing of the
generator set, provided the appropriate data are recorded.

6-4.2* '

g /77 J85d DOBHN o 37286939393 9G:GT ETBZ/BB/E0
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- Generator sets in Level 1 and Level 2 service shall be exercised at least once montaly, fora
minimum of 30 minutes, using one of the following methods: ' *
a. Under operating temperature conditions or at not less fhan 30 percent of the EPS nameplate
rating . ‘ o o o
b. Loading that maintains the minimum exhaust gas temperatures as recommended by the
manufacturer , | . e - :
The date and time of day for required testing shall be decided by the owner, based on facility
operations. . . ‘ o o e . , ' .
6421 B | |
Equivaleat loads used for testing shall be automatically replaced with the emergoncy loads in
case of failure of the primary source. ~ - . .
6-4.2.2 S | : |
Diesel-powered EPS installations that do not meet the requirements of 6-4.2 shall be exercised
monthly with the available EPSS load and exercised annually with supplemental loads at25
percent of nameplate rating for 30 minutes, followed by 50 percent of nameplate ruting for 30
minutes, followed by 75 percent of nameplate rating for 60 minutes, for a total of 2 continuous

hours,

6-4.3 ‘ : :

T.oad tests of generator sets shall include comiplete cold starts.

6-4.4 ‘ '

Time dolays shall be set as follows:

a. Time delay on start: 1 second minimum

Exception: Gas turbine cycle: 0.5 second minimum.

b. Time delay on transfer to emergency: no minimum required

c. Time delay on restoration to normal: 5 minutes minimum (see A-4-2.4.7)

d. Time delay on shutdown: 5 minutes minimom :

6-4.5 _

Level 1 and Level 2 transfer switches shall be operated monthly. The monthly test of 2 transfer

switch shall consist of electrically operating the transfer switch from the standard positicn to the

alternate position and then a retum to the standard position. '

6-4.6* ,

EPSS circuit breakers for Level 1 system usage, including main and feed breakers betwesn the
" EPS and the transfer switch load terminals, shall be exercised annually with the EP’S in the off

position. :

Exception: Medinm- and high-voltage circuit breakers for Level 1 system usage shall be

exercised every 6 months and tested under simulated overload conditions every 2 years.

6-4.7
The routine tnaintenance and operational testing prograin shall be overseen by a properly

instructed individual.

gc /7s FJodd : DBHN 9286999349 '9G:GT ETYE/B88/EQ
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Generator Maintenance Checklist {(Monthly)

(Date F-/5- | 2 -

| Monthly Checkiist

BZ_I/ Clean and check battery and connections

0} Check for proper belt alignment and tensions

. Check hoses and clamps
Check fluld levels

@ Check battery charger for proper operation

@/ Check no load voltage

LZI/ Check automatic transfer switch for proper
orientation under a simulated power failure

by manuaily operating switch
D/ Clean automatic transfer switch cabinet
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Generator Maintenance Checklist (Monthly)

| Monthly Checklist - |[pate X -/ 6~ ] <
7
_Clean and check battery and connections ’.'Z [5 - 15
0} Check for proper belt slignment and tensions Z- /5 - /3
Check hases and clamps L-/5—-03

& Check fluid leveis 2-/5 - /8
@ Check battery charger for proper operation 2-/5~-/3
@, Check no load voltage 2-25-13
El/ Check automatic transfer switch for proper

orientation under a simulated power fallure

by manually operating switch 2-/5. )3
E!/ Clean automatic transfer switch cabinet U EWA R,
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Nim Henson Geriatric Center
Guidelines for Generator Maintenance

In-service by Administrator Phillip Litteral 2-15-13.
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