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i ..
‘This plan of correction is not meant to
F 0G0 | INITIAL COMMENTS F 000 .
i establish any standard of care, contract
| igati ition and Pioneer Trace
A standard health survey was conducted on obhg'altlon or posttion anh ioht to rai
11/07-09/12. Deficient practice was identified Nursing Home Ieserves the rig raise
with the highest scope and severity at "F” [evel. all possible contentions and defenses in
No substandard quality of care was identified, any type of civil or criminal claims,
F 158 4B3.10(b){5) - (10), 483.10(b)(1) NOTICE OF F 156 : : : med
: roceeding. Nothing containe
ss=C | RIGHTS, RULES, SERVICES, CHARGES action ot p & g
in this plan of correction should be
The facility must inform the resident both orally . considered as a waiver to any potentially
and in writing in a language that the resident : applicable peer review, qu.ality assurance
understands of h;s.or her‘ngh’rs and all rufes and or self critical examination priVﬂegBS
regulations goveming resident conduct and . . Nursi Home
responsibilifies during the stay in the facifity. The which PJD]:LG?Er Trace Nursing om
facility must also provide the resident with the ¢ does not waive and reserves the right to
notice (if any) of the State develo'pad under E assert any ad;ﬂinjsﬁ-ative, civil, or
§1 919(e_)(6) of the Act. SU.Ch .nohﬁc:atmn _must be ' erimi ] action or pro ceeding. Pioneer
made prior to or upon admission and during the ' . ¥ it
resident's stay. Receipt of such infarmation, -and - Trace Nursing Home OLIeTs s
any amendmets fo it, must be acknowledged in ‘responses, credible allegations of
writing, compliance and plan of correction as
) . i i ovide
The facility must inform each resident who is part _Ofltg ongong e]?forts io pr
entitled to Medicaid benefits, in writing, at the time quality of care to residents
of admission to the nursing facitity or, when the
resfdent becomes efigible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which ihe resident may not be charged, those
other iterns and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and

inform each resident when changes are made io
the ifems and services specified in paragraphs (5)
(A} and (B) of this sertion,

atthe ime of admission, and periodically during
the resident's stay, of services availabie in the

_ CNISHTEAR ™ Knnshoie 265 )z

Any deficiency statdrbent ending with &n skferisk (*) denates a deficiency which the institution may be extitsed from correcfing providing it is determined that !
other safeguards pfodide sufficient protecilon o the patients. {Sae instructions.} Except for nursing homes, the findings stated above are disclosable 90 days

following the date 2 urvey.whether or not a plan of correction s provided. For nursing homes, the above findings and plans of comection are discosable 14

days following the Yte these documents are made available fo the facility, If daficiencies are cited, an approvad plan of correction is requisite to confinued

Program participafion,

The facility must inform each resident before, or l
I
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F 156 | Continued From page 1 F158| Resident A, B and #16 who were
facility and of charges for those services, | affected by the deficient practice no
inciuding any charges for servicas not covared ;

- |: longer reside in the facility. All
' residents who would have received the
The facility must fumish a written description of - Medicare Non-Coverage notice would
'egal rights which includes;: . | bave been affected because the form did
Adescription of tha manner of protecting personal . | process. The
funds, under paragraph (c) of this section: nOt‘ IFClude the aPP cal pr b

' facility began using the form entitled
A descripiion of the requirements and procedures Notice of Medicare Non-Coverage
for establishing eligibility for Medicaid, including _ ( Attachment A) on 11/12/12 for all

the right fo request an assessment under secfion . . . :
e notice,
1924(c) which defermines the extent of a couple’s ! residents who would requu the no

under Medicare or by the facility's per diem rate.

non-exempt rescurces at the time of : : which now includes the information
nsfitutionalization and attributes to the community ‘necessary to request an appeal. The
SPouse an equitable share of resources which ' Social Services Director will maintain a

cannot be cansidered available for payment Ecopy of each notice that is issued in, the

foward the cost of the insfitutionaiized Spouse’s PR ;
iresidents’ financial file, as well as

medical care in his or her process of spending

down to Medicaid eligbility levels. 'maintain a log of all notices issued. The
A posting of i d toleoh { Admissions Director will audit the log
POSting of names, addresses, and telephone ] . .

numbers of all pertinent State client advocacy a:ud residents” financial file on a.w.ee ldy

groups such as the State survey and certification :basis to ensure the correct form is in use.

agency, the State licensure dffice, the State ‘The Admissions Director will |

ombudsman program, the protection and .immediately notify the Administrator of

advocacy network, and the Madicaid fraud control : di ies and will report

unit; and a staterment that the resident may file a . any aiscrepanc K i

complaint with the State survey and certification -monthiy to the Quality Assurance

agency concermning resident abuse, negiect, and Committee. The Qua_hty Assurance

?is_?gp m?aﬁon of re?ident pr;ptehny i;‘fhe - Committee will track and trend all _

achity, and non-compliance with the advance . S

directives requirements. findings to determine if any further
chanpes are necessary,

The facility must comply with the requirements 1 11/13/12

specified in subpart | of part 489 of this chapter

related to maintaining written poficies and

procedures regarding advance directives, These
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requirements include provisions to inform and
provide written information to all adult residents
concarning the right fo accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written deseription bf the facility's

poiicies {o implement advance difectives and
apphicable State law,

The facility must inform each resident of the
name, specialty, and way of contacting the
physiclan respensible for his or her care.

The facility must prominently display in tha facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how ta
receive refunds for previous payments covered by
such benefits,

This REQUIREMENT is not met as evidenced
by: '

Based on interview, recerd review, and faclity
policy review, tha facility failed to ensure
information provided In a Medicare
Non-Caverage notice sent to one of sevenieen
sampled residents (Resident #1 6) and two
Unsampied residents {Residents A and B}
intuded the appeal process. The nolice sant to
residents and/or the resident's responsible party
failed fo incuds the information jor the beneficiary
to request an appeal whan Medicare services
were exhausted.

The findings include:

<D | SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION 5y
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S4OULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENGED TO THE APFROPRIATE i baE
| f * DERICIENGY) i
F 156 | Continued Fram page 2 F 158
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F 156 | Continued From page 3

Review of the facility's notice titied "Medicare
Coverage for Incoming Medicare Residenis"
provided for residents wpon admission to the
facilfty revealed the resident would be notified by
the facifity when Medicare sarvices were
exhausted, However, the form did not inciude
information regarding the resident or responsible
panty’s right to appeal.

1. Areview of Resident #16's closed record
revealed the facifity issued an *Advance
Beneficiary Nofice of Non-coverage” to Resident
#16's responsible party on 09/05/12. The notice
stated the resident was no longer qualified for
Medicare coverage effective 09/08/12 and an
appea! could be filed if the resident or responsibie
party disagreed with the decision, However, the
notice failed ta include information regarding the
appeal information/rights.

2. Record review of Resident A revealed the
facility issued an Advance Beneficiary Notice to
the resident's responsible party on 11/01/42. The
nofice stated the resident was no longer qualified
for Medicare coverage effectiva 11/04/12 and an
appeal could ba filed if the resident or responsible
party disagreed with the decision, However, the
notice failed ta include information regarding the
appeal information/rights,

3. Record review of Resident B revezled the
facility issued an Advance Beneficiary Notice to

. the resident's responsible party on 10/05/12. The
{I notice stated the resident was no lenger qualified
i for Medicare coverage effective 10/10/12 and an
!"appeal could be filed if the resident or responsible
] party disagreed with the decision, However, the

‘ f nofics failed o intlude information regarding the
1 |

F 156
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maintenance services necessary to maintain a
sanftary, orderly, and comfortable interior. Eleven
resident room dosars had chipped wood with
sharp edges in resident rosms 9, 12,17, 19, 21,
27,289, 30, 33, 43, and 45; four resident room
walls had scuffed and/or cracked drywall in
resident rooms 10, 35, 29, and 45; a fan was
obsenved to have dust all over it, and one fall mat
was observed in resident room 30 beside the bed
10 have wom edges.

i' The findings inciude:

in the facility, The fall mat was
‘removed immediately and replaced with
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F 156 | Confinued From page 4 F 156
appeal informationirights.
interview conducted with the Sacial Services i
Coordinator (SSC) on 11/08/12 at 3:10 PR,
revealed she was rasponsible 1o send the
Medicare Non-Coverage notice te residents or
their responsible parties. The S5G stated she
was not familiar with ths appeal infarmation
required fo be provided s the
residert/respopsible party when issuing an
Advance Beneficiary Notice and had not provided
the residents or responsible parties with the
appeal information.
F 253 | 483.15(h}(2) HOUSEKEEPING & F 253 )
$8=E | MAINTENANGE SERVICES : ReSIdCIlt room dODI'S 9, 12, 17, 19, 21,
_ - 27,29, 30; 33, 43, and 45 were repaired
Thr? iac:hty must provide h::seketepmg;;l:q ] - by 11/30/2012. An audit of all doors
mainténance services necessary to maintain ; :
sanitary, orderly, and comfortable interior. was completed on 11/13/ 2012 and no
- other doors were found to be affected.
’ . ‘ | The drywall in resident rooms 140, 35,
;’;rs REQUIREMENT is ot met as avidenced | 29, and 45 were all repaired by
Based on obse_rvation, inferview, and a review of 1 1f27/2 012, An audit of all rooms was
the facility's policies, it was determined the facility completed on 11/13/2012 and no other
failed to provide effective housekeeping and Trooms were found to be affected. The

fan was removed and is ng longer in use

a new fall mat. An environmental audit
was conducted on 11/13/2012 and no
other resident equipmment or fans were
found to be affected and no other
environmental concerns were identified,

f
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F 253 | Continuad From page 5

A review of the facility's policy titled, "Maintenance
Service," with a date of January 2005, revegled
maintenance servics would be provided to all
areas af tha building, grounds, ang eguipment. In
addition, the policy revealed the Meintenance )
Department was responsible for maintaining the
pufiding in good repair and free fram hazards,

An interview conducied with the Administrator on
1109412 at 2:40 PM, revealed staff was fousea
Communication Form to nolify the Housekeeping
and Maintenance Departments of issues which
needed to be addressed; however, the facility did
not have a palicy refated fo the Communication
Fom.

Observations during the environmental tour of the
fachlity on 11/09/12 at 1:30 PM, revealed the
following areas o be in need of repairs and/or
cleaning:

-Bedroom doors in resident rooms 89,12, 17, 18,
21,27, 28, 30, 33, 43, and 45 were ohserved fo
have chipped wood with sharp edges.

~The sheetrack on the wall between the beds in
resident rooms 14, 35, and 45 was ohserved o
have scraped areas. In addition, the wali above
the heating/air unit in resident room 29 was
observed {o have cracks in the sheetrock.
-Afall mat beside the bed next to the door of
resident roorn 30 was ebserved to have wom
adges,

-A portable fan sitting on the B Hall nurses' station
desk was observed fc be dusty and in need of
cleaning.

An interview canducted with the Maintenance

F 253 The Quality Assurance nurse will
identify a member of the Quality
Assurance Commiitiee to complete an
environmental audit weekly. The

. Quality Assurance team member will be

. responsible for completing the -

- communication form when a problem is

 identified as well as reporting to the

(Quality Assurance Nurse and

| Administrator on a weekly basis. The

Quality Assurance Committee was in-

! serviced on 11/13/2012 on properly
: conducting an environmental audit and
| completion of the communication form
- by the Administrator and Maintenance
Director. The Quality Assurance Nurse
in-serviced all staff on 12/07/2012 on
identifying environmental concerns and

completion of the communication form.
The Quality Assurance Nurse will report
fo the Quality Assurance Committee
monthly all corcerns that were identified
and what measures were taken to correct
the identified concern. The Quality
“ Assurance Committee will track and
frend the findings to determine if any
further changes are necessary.

|
.f
i
I.
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F 253 | Continued From page B

Supervisor and the Housekeeping Supervisor on
1109112 at 2:20 PM, revealed they both made
frequent rounds throughout the facility to check
for cleaning and maintenance issues and had net
idenfified the areas in need of repair or cleaning.
Both staff members stated the facility utilized a
Commurication Form which couid be completed
by ary staff person that identified an area in need
of repair or cleaning and then given to the
supenvisors or placed under the door of the
supervisors' offices. Bath supervisors also stated
they had not received Communication Forms for
the identified areas of concem,

An interview conducted with the Administrator on
11/08/12 at 2:23 PM, revealed the facility
sonducted monthly Quality Assurance {QA)
rounds of the environment and stated the most
recent QA round had been conducted a week
prior te the interview. However, according o the
Administrafor, the reported findings had not been
identified or reported by staff.

F 329 483.25() DRUG REGIMEN 5 FREE FROM
58=E | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs, An unnecessary drug is any
drug when used in excessive dose {including
dupiicate therapy); or for excessive duration; pr
without adequate monitoring: or without adequaie
indications for its use; orin the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above,

Based on a comprehensive assessment of a
residant, the facliity must ensure that residents
who have not used antipsychotic drugs are not

F 253

F 329
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F 329 Continued From page 7 F 329 |

given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the diinical
record; and residents who uss antipsychotic
drugs receive gradual dose reductions, and
behaviaral interventions, uniess clinicatly

cantraindicated, in an effort to discontinue these
drugs,

This REQUIREMENT is not met as evidenced
by:

Based on record review, interview, and a review
of facility policies, the facility failed to ensure the
drug regimen far three of seventeen sampled
residents {Residents %5, #7, and #9) was free of
unnecessary drugs. Residents #7 and #8
received an antipsychotic medication without
adequate indication jor the use of the medication.

The findings include:

Review of the Medicafion Regimen Review palicy
(dated June 2011} revealed the consultant
phamacist would review each resident’s
medication regimen monthly to identify any
medication irregUlarities. The policy further noted
ihe phammacist would report these iregularities to
the nursing coordinator and to the physician.

1. Review of the medical record revealed the
facility admitted Resident #5 on 06/25/10 with
diagnoses including Hypertension, Diabetes
Meliitus, Parkinson's Disease, Congestive Heart
Failure, Gastroesophageal Refiux, and

On 11/05/2012 Resident #6’s physician
added the diagnosis of Diabetic
Neuropathy for the use of Neuronti.n._
On 11/09/2012 Resident #7°s physician
added the diagnoses of Organic Brain

“Syndrome for the use of Depakote. On
111/12/2012 Resident #9°s physician
:discontinued use of the Seroquel. The

Consultant Pharmacist cempleted a
review of all current residents’ medical

-records from 11/09/2012 to 11/1972012
-to ensure supporting diagnosis for all

medications prescribed and use of
urnecessary drugs. Fourteen residents
were found to be affected by this

. deficient practice. Al issues identified
during the medical record review were

" communicated and addressed with the
resident’s physician and order§ were
. received by 12/06/2012. Nursing

" Administration developed a policy to

maintain current medical diagnoses for
each resident’s medical record
(Attachment B). All nurses were in-
serviced on 12/07/2012 on
implementation of the Medical
Diagnosis Policy by the Unit

!
1
i
!
!
I
i
f
|
i
H
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Hypertipidemia. Review of the physician's orders
revealed the resident had an order for 300
milligrams (mg) of Neurontin to be administerad
one time every day. Further review of the
medical record reveaied there was no evidence
the resident had a diagnosis for the use of the
Neurontin,

The Director of Nursing (DON) confirmed in
interview at 3:00 PM on 11/08/12 that Resident
#6's medical record did not contain a diagnosis
for the use of the Neurontin.

2. Review of the medical record revealad the
facllity admitted Resident #7 on 02/10/10 with
diagnoses io include Coronary Artery Disease,
Status Post Laminectomy, Spinal Stenosis,
Hypertension, Hypedipidemia, Status Post Right
Femoraf Neck Fracture, and Bementia.

Review of the November 2012 physician's orders
revealed 125 mg of Depakote (treatment of
seizures and specific psychiatric disorders) was
prescribed for Resident #7 to be administered
twice a day. According to the physician's orders,
the medication was initiated on 03/29/12.
However, thiere was no evidence a supporting
diagnosis had been defermined for the use of this
medication.

interview conducted with Registered Nurse (RN)
#1 on 11/08/12 at 5:30 AM, revealed she believed
the Depakote had bean prescribed for Resident
#7 in March 2012 due to episodes of agitation
and anxiety.

Interview conducted with Licensed Practical
Nurse (LPNj #1 on 11/09/12 at 10:10 AM,
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Coordinator. The facility has contracted
with a new consultant pharmacist as of
12/01/2012 to carry thru the new facility
policy for Psychepharmacological
Medication Use (Attachment C). The
Unit Coordinators will andit the Medical
Diagnosis Sheet upon residents
-admission, readmission, and with any
additional medications or diagnoses.
The Unit Coordinators will immediately
%]:report any concerms to the Directorvof
ENursing. The MDS Coqrdinator will
: review all medical diagnoses during the
'RAI process and report any concerns to
' the Director of Nursing. The Director of
Nuirsing will report monthly to the
Quality Assurance Committee. 1."he
Quality Assurance Committee will -track
and trend all findings to determine if any
further changes are required. |

1!2/08/2012
i
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: revealed the nurses were responsible to review |
! the residents’ medication and diagnosas upon |
; admission o ensure sach medication had a

supporting dizgnosis. The LPN stated she had i
not been trained/directed to review any newly
erdered medications for diagnosis, LEN # also
stated she belisved the medication had bsen
prescribed for agitation.

Interview with the Gonsultant Pharmacist on
11/09/12 at 10:35 AM, revealed he was
responsible to conduct a monthly review of the
each resident's medication and diagnoses. The
Consultant Pharmacist stated he was aware
Resident #7 received Depakote and believed the
medicaion had been preseribed due 1o possibie

| seizure activity, and did not question the lack of 5
seizure diagrosis since Resident #7 had
limproved after the medication had been inftated.
]

13, A review of the medical record for Restdent #9
: revealed the facility admitted the resident on
12/11/08 with diagnoses that included Iron
Deficiency Anentia, Sanile Dementia, Depression,
Hypertension, Capdiac Arrhythmia, Osteparthritis,
Osteoporosis, Vertebral Column Fracture, and
Fractured Femur. A review of the physician's
orders revealed the resident had an order for
Seroquef (an antipsychotic) to be administered
three times a day. Further review of the medical
record revealed no evidence the resident had a
diagnosis for the use of the Seroqusl.

An interview with the DON on 11/09/12 at 3:00
PM, reveaied she was aware Seroquel was an
antipsychotic and that Resident #9 did net have g
diagnosis of psychosis.
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An interview with the facility's Consultant
Pharmacist an 11/09/12 at 10:30 AM, revealed he
thought the diagnosis of dementia was adeguate
fer the use of Seroquel and did not question its
use for Resident #9.
F 363 | 483.35(c) MENUS MEET RES NEEDS/PREF N F 363

55=D | ABVANCE/FOLLOWED

Menus must meet the nutritional needs of
residents in accordance with the recommended
dietary altowances of the Faod and Nutrition
Board of the National Research Council, National
Academy of Sciences: be prepared in advancs;
and be foflowed,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and a review of
facility policy, the facility fafled to ensure menus
were followed for two of seventeen sampled
residents (Residents #9 and #2). Areview of the
menu for 11/07/12 revealed residents that were
on pureed diets were ta receive spaghefii as the
entree, however, observations of the evening
meal on 11/07/12 revealed facility staff served
Residents #2 and #9, who had physician's orders
for pureed diefs, an enfree of pureed spaghetti
cavered with brown gravy. In addition, the meny
also revealed residents were to receive paach
cobbler for dessert and facility staff failed to
ensure Resident #2 received a dessert with the
evening meal on 11/07/12.

The findings include:

A review of the facility's policy tiled "Philosaphy
and Palicy on Nutrition," undated, revealed ihe

A replacement tray was offered to

Resident #2°s family and was declined,

but when offered a dessert, resident ate
i the dessert. Resident #9 ate 80% of the
evening meal on 11/07/2012. Nine

other residents would have been affected
" by this deficient practice. The Dietary
Manager in-serviced dietary staff on

' 11/07/2012 regarding following the
recipe and menu as well as proper meal
preparation. The Dietician in-serviced
dietary staff on 12/12/2012 regarding
following the recipe and menu as well as
proper meal preparation. The Dietary
Meanager will audit the dietary staff
regarding following the recipe and menu
:and proper meal preparation to ensure
 accuracy of tray preparation three times
 per week randomly for all meals, The

' Dietary Manager will report all findings
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weekly to the Dietician and

facility utilized cycle menus that meet the : L and _ 3
‘Administrator. The Dietician will audii

: hutritionat and therapeutic needs of the residents.

The policy revealed the residen: wouid recejve
the correct diet. The policy also revealed
residents would be served attrastive and tasty

! food.

the dietary staff regarding following the
recipe and menu as well as proper meal
‘preparation three times per morth. The

Dietician will report all findings to the
Dietary Manager and the Adminisirator
:Eweekiy. The Dietary Manager will
report monthly to the Quality Assurance
‘Committee. The Quality Assurance
Comumittee will track and trend all data
sauce was to be processed with thickener added to determine if any further changes are

untii smooth. According to the recipe, the pureed necessary.
spaghetti sauce was to be Jadled over the pureed {
spaghefii noodles when served.

A review of the menu for 41/07/42 revealed
residents that were on pureed diets were to
receive pureed spaghetti at the evening meal on
11/07/12. Areview of the recipe for pureed

: spaghetti revealed the spaghettl nowdles were 1o
be pureed in the food processor with water or
butter and thickener until smooth, The spaghettf

12/13/2012

1. A review of the medical record for Resident #9
revealed the resident was to receive a pureed diet
due to chewing/swallowing problems. Further
review of the resident's medicaj recard revealed
the resident was severely cognitively impaired
and unabie to be interviewed.

Observations at the evening meal on 11/08/12
revealed Resident #0 was in the dining room
being fed pureed spaghetti with brown gravy over
it, pureed green beans, and pureed bread. Siaff
was attemnpling o feed the resident with litle
Slccess. The resident ate approximately 25
percent of the meal with much encouragement
from the staff.

2. Areview of the medical record for Resident #2
revealed the facllity admitted the resident on
10/02/12, with diagnoses including Cerebral
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Vascular Accident, Depression, Heart Failure, and
Closed Fracture of the Vertzbral Calumn. The

i medical record also revealed a physician's order
dated 11/01112, for the resident to recejve a
mechanical soft diet, pureed meat, and
hectar-thickened liquids. A further review of the
medical record revealed the resident was
assessed by the facility io not be interviewable,

Observation of the evening meal on 11/07/12 at
5:4C PM, revealed the resident was served a food
tray by the tacility staff which comtained pureed
spaghetti with brown gravy over it, graen beans,
garlic bread, thickened water, and thickened tea.
However, the food tray did not contain a dessert,
The resideni was observed o be fed the meai by
hisftier family member, and was observed io eat.
five percent of his/her meal,

An interview conducted with Resident #2°s family
member on 11/07/12 at 5:45 PM, revealed the
resident fiked spaghett, Howsver, the family
member stated the resident did not Jike gravy on
hisfher spaghetiti, The family membear also stated
the resident usually received & dessert and was
unsure why staff had failed fo serve the resident a
dessert,

An interview conducted with the Cook on
11/07/12 at §:53 PM, revealed he was
responsible for preparing the evening meal. The
Cook stated it was his understanding that gravy
was supposed to be poured over the pureed
spaghetti,

An Interview conducted with the Dietary Aide on
11/07/12 at 5:55 PM, revealed sha was
responsible for placing the dessert on Resident

F 363
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#2's evening mea! tray. The Dletary Aide stated
she was also responsible for checking to ensure
the meal ey was accurate, The Dietary Aide
stated she had just missed the dessert and
thought the gravy was supposed to be on the
spaghetti,

An intarview conducied with the Digtary Managar

i on 11/07/12 at 8:00 M, revealed the pureed
‘spagheti was supposed to have plain zpaghett

Sauce an top and not brown gravy. Tha Dietary
Manager acknowiedged staff should have served
Resident #2 a dessert and siated the Cook was
“just nerveus,” “The Dietary Manager stated she
usually monitored meal sarvice for atcuracy,
However, the CHetary Mansger stated she had
bean at the-dishwasher and-had failed to ensure
the Cook followed the menu and the recipe.
483.35(d){1)-(2} NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP \

Each resident receives end the faciity provides

tood prepared ky metheds that conserve hutritive
value, Raveor, and appearance: and foad that is
pelatatis, attractive, and at the praper
termparature,

This REQUIREMENT is no! met ag evidenced
by:

Based an observation, interview, racord review,
and facility policy review, itwas determined the
facility feiled to ensure foods were palatable and
at the propartemperature for residents on the B

| Hatl of tha facility for the lunch meal on 11/08/12.

The findings include:

F 383

F 284

IS FRUTI
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| A review of the faciiity's paficy iitied "Mimimum :
| Temperature al Point af Service lo Resident " i
i undated, revealed the minimum temperature at
| the point of defvery fo the resident should be

| appropiata. The poficy revealed the minimum
temperature at defivery for pureed meat and
vegetahles was io be at a temperature greater
than 115 degrees,

P PROVIDER'S PLAN CF CORRECTION o
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F 354  Comtinued From page 14 s F 384; ~ ;_
H i 3

F 364 There were no other residznts

found to be affected by the deficient
& review of the faility’s poiicy titled "Philosophy practice.
and Palicy on Mutrition " vndated, revealed
;E S10ents would be served atractive and tasty The facility dietician conducts monthly
J . H
2od. . test tray audits for point of service temp-
Observation of the lunch meal on the B Hali of the eratures and paiatablﬂ!ty and.thel’zj'l]t'lve ]
facility on 11208/12 at 11:50 AM, revealed a ] ) been no concerns with meal tray delivery ;
] closed insulaled cart of meal trays was : identified.
| transferred frqrn the kitchen and deliversd to the i i
 BHall The last tray was removed from the cart” i All nursing staff was in-serviced on 12/ 7f§]2
at 12:25 PM (35 minutes afler it amived to the _ on timely point of service to ensure — |
unit) and was intercepted by the sUNveyor to palatability and temperatures as wel as
canducta tray test. - | determining if meal trays should be replabed ‘

i : cur during the meal fray
1 Observetions of the test tray with Licensed if a delay were to o¢ i i

1 Practical Nurse (LPN) %3 on 11/08/12 at 1 2:30 delivery process by the Unit Caerdmawq‘,

{ PM, revealed the pureed chicken with gravy was . . ] |

{ 96 degrees Fahrenheif and tasled warm: and the The Dietary Manager Wfﬂ audit th§ meal_i
‘Carrols were 84 degrees Fahrenheit and tasted ' tray delivery process twice a week for 1
coid. LPN #3 confirmed the food items were not : random meai times and report any identified
served in accordance with the taciiity's policy 3 1 poncemns immediately to the Director of }

related to the femperature of fead flems at the | i Nursing.
point of sarvice and were not palatahle, ) :

I ‘The Dietary Manager and the Director o 3
‘ Nursing wilt report monthly to the Quality
! Assurance Cominittee.

| An interview with State Registered Nursing

I Assistant (SRNA) #4 an 11/08/12 al 12:35 B,

{ reveaied | usuafy togk 1510 20 minules 1o pass
i the lunch trays. The SRNA stated the

temperatures obtained from the pureed chicken i Comipleted 12/8/2012
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and carrpls from tha test tray, in her opinlon, were
too cald and the tray should have been replacad,
The SRNA stated she was unaware of why it hag
taken 50 long for staff to obtain the tast tray from
the meat cart and stated the timeframa to pass. .
tha trays could have bean the reasen the faod
Wwas not within the acceptabla temperatura range,

Anintarview with SRNA #5 an 11/08/12 at 12:40
PM, ravealed it usuafly took 30 to 35 minutes to
pass the {unch trays and stated if a tray sat for
any ionger than 36 minutes & should be replaced.
SRNA #5 aiso stated the femperatures of the
pureed chicken and carots from the test tray, in
her apinlen, were toa cold, and the tray should
have been repiaced,

An intarview condutted with the Director of
Nursing (DON; on 11/09/12 at 2:25 PM, revealed
the facility monitored meal service to ensure
residents recslved the appropriate assistance
with ezting, received food in a fimely manner, and
that the food was at an appropriate temperature
‘when served to the residents. The DON v
acknowledged the pureed chicken, gravy, and
carrots were not at an approprists femperatirs,
were nol palatable, and should have been sant
back fo the kitchen to eplace the tray, The DON
1 stated that prior to the ohservation on 11708112,
the facllity had net idantified an issus with feod
not bieing at the proper temperature or not
palatabie, |

F 387 | 483.40{c){1)42) FREQUENCY & TIMELINESS F 387
53=0 | QF PHYSICIAN VISIT '

. | The resident must be seen by & physician at feast ' ;
| once every 30 days for the first 50 days after |
admission, and at least once every 50 days

FORM CME-2567{02-85) Previous Varsians Obsoiate Event D:RKOAH Focility 1D: 100484 If eontinustion sheet Page 16 of 23



PRINTED: 1/28/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES (<) PROVIDER/SUPPLIERICLIA 42 MULTIPLE CONSTRUCTION (43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING
185314 N 11/08r2012
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
PIONEER TRACE
PIONEER TRACE NURSING HOME 113 PIONEER TRA
FLEMINGSEURG, KY 41041
(<3) 10 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION o)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TD THE APPROPRIATE DATE
DEFICIENCY)
[
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Fag F 387 : The Medical Records Director reviewed

thereafter,

I A physician visif s considered timely if it ocours
! not later than 10 days after the date the visit was
I required.

I

| This REQUIREMENT is not met as evidenced
[ by:

Based on record review, infervisw, and a review
; of faciiity policy, the facility failed to ensure one of
seventeen sampled residents (Resident #8) was
seen by a physician at least onee every thirty
days for the first ninety days after admission and
at least once every sixty days theresfter, [n
addition, the facility's policy revealed the
physician would complete a progress note af the
time of each visit, However, a review of Resident
#9's medical record revealed no evidence the
resident's physician had visited the resident or
corpleted a progress note within the required
time frames.

The findings include:

Areview of the facliity's Medical Records Policy,
no date given, reveaied physician's zrogress
notes were ta be completed at the time of each
visit by the physician. There was no indicaticn in
the palicy addressing the frequency of physician
visits,

A review of the medical record for Resident #9
revealed the fadlity admitted the resident on
12/14/09. Continued review of the medical record
reveated no evigence the resident's physician had
written any progress notes or had seen the
resident at least every B0 days. Physiclan

 Resident #9°s chart on 11/08/2012 and

| did not find additional progress notes
from the physician for the imeframe
indicated, but did note numergus

contacts with the physician by the
facility nursing staff. On 11/08/2012 the
residents’ physician was made aware
that he had not followed the regulations

| for physician visits. All residents in the
facility had the potential to be affected
by the deficient practice. The Medical
Records Director completed a chart andit
on all current residents on 11/09/2012 to
review timeliness of physician Progress
notes. All current residents’ physician
visits were found to be timely. The
facility implemented a new Medical
Records Policy regarding Physician
‘Visits (Attachment D) on 11/09/2017.
‘The Medical Records Director will andit
:all current residents® charts at the
‘beginning of each month and prepare a
Tist of all residents who are due to be
‘seen by the physician. The Medica]
Records Director will maintain z copy of
all residents due to be seen and will
provide each physician in writing a list
of their residents by the 10" of each
month that are due to be seen,

l
|

FORM CMS-2567(02-99) Previous Versions Obsalste

Event I0:9K0A71

Facifity ID; 100484

If continuation sheet Page 47 of 23



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

FRINTED: 11/28/2012
FORM APPROVED
DMB NO. 0833-0381

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION 'DENTIFIGATION NUMBER: COMPLETED
A BUILDING
185314 8 VNG 11709/2012
NAME OF PROVIDER OR SURPLER STREET ADDRESS, CITY, STATE, ZIF CODE
PIONEER TRACE NURSING HOME 115 PIGNEER TRACE
FLEMINGSBURG, KY 41041
10 SUMMARY STATEMENT OF DEFICIENGIES i D PROVIDER'S PLAN OF GORRECTION 1 &g
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY RULL J PREFIX (EACH GORRECTIVE ACTION SHOULD BE GOMPLETON
TAG REGULATORY OR L5E IDENTIFYING INFORMATION) P TaG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
> i
£
| If the
F 387 Continued Frem page 17 J F 387 . .. . .
. - . | :physician has not visited their residents
Progress notes in the resident's medical record i : o
for 2012 of dates the resident was seen by the “due to be seen by the 25" of 3301:1 mox:tjch,
Physician were noted to be 02/02/12, 6614712 (a :the Medical Records Director will notify
timeframe of 131 days from the previous visit), thern again in writing of their residents
d 09/07/ i d . .
srnevgi 5D w;é}(a timeframe of 83 days from the due to be seen. If the physician does not
visit the resident by the last day of the
An interview with the Unit Manager on 11/09/12 at moxnth, the Medical Records Director
11:05 AM, revealed Medical Records staff was will notify the Director of Nursing
responsibis fo review the medical records fo ! . - : .
ensure the physician visits were timely. | ,m‘:lmedlately and the .D'lrecth of Nursing
i will contact the physician directly to
An interview with the Medical Records (MR) staff ensure the physician visits their residents
person at 1:35 PM on 11/08/M2 revealed the MR timely. The Director of Nursing will
staff person had only been employed by the , diately to th
facifity for one month. The MR staff person ;reporut a..ny CONCEmS Immedia E_: Y ©
staled she was aware she was responsible to * Administrator and to the Quality
review the records o ensure physician - Assurance Comrnittes each month.
visits/progress notes were timely. | The Quality Assurance Committee will
An inferview with the Director of Nussing (DON] track and trend all findings to determine
on 11/09/12 at 2:05 PM, revealed she was not | if further mtervention is hecessary., |
aware physician progress notes had not been
completed and in the resident's medical record or 1171022012
whether the physician had seen the resident
within the required timeframes. The DON further
staied she had not audited charts to meniter the
medical records far completeness or to detemtine
if the physician visits had been completed timely,
An interview with the fagi| lity's Administrator on
11/09/12 at 2:00 PM, revealed tha Administrator
was not aware physicians hac not documenisd
progress notes at the time of each visit.
According fo the Administrator, the DON was the
direct supervisor of the medical records staff,
F 428 | 483.60(c} DRUG REGIMEN REVIEW, REPORT F 428
85=D | IRREGULAR, ACTON
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The drug regimen of each resident must be
reviewed at lsast once a month by a licensed
pharmacist.

The pharmacist must report any irregutarities io
the attending physiclan, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is rot met as evidenced
by:

Based on interview, record review, -and facility
poficy review, the facility failed io enslre drug
irregularities were identified in the monthly drug
regimen review conducted for one of seventeen
sampled residents {Resident #7). Resident #7
had a physician's order to recaive Bepakote twice
a day. Interview with the Consultant Pharmacist
revealed a Depakote level shouid be obtained
every six months to monitor the therapeutic level
of the medication. However, there was no
evidence the laborztory tests had been
conducted.

The findings includg:

Review of the Medication Regimen Review pulicy
{dated June 2011) revegled the Consultant
Phamnacist would review each resident's
medication regimen monthly to identify any
medication iregularities. The policy further noted
the Phamacist would report these imegularities to
the nursing coordinator and fo the physician.

{

X4 D SUMMARY STATEMENT OF DEFICIENGIES Hs) PROVIDER'S PLAN OF CORRECTION i v
PREFX {FACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (FACH CORRECTIVE ACTKIN SHOULD BE COMPLETION
TAG REGULATORY OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE : RATE
DEFICIENCY) i
!
F 428 | Continued From page 18 I F 428 I

Depakote level for Resident #7 was
drawn and results were within normal
limits and physician gave no further
orders. The Consultant Pharmacist
compieted a drug regimen review of all
current residents® medical records from
11/09/2012-11/19/2012 for any
irregularities. ‘Nine residents were
found to be affected by this deficient
practice. The physicians of the nine
residents identified in the review were
contacted and orders received and
carried out. Nursing Administration
developed a policy regarding Medication
and Lab Monitoring (Attachment F).

All Nurses were in-serviced on
implementation of the new policy on
12/07/2012 by the Unit Coordinator.

The new Consultant Pharmacist will
perform a monthly drug regimen review
and will notify the Director of Nursing
and nursing of any recommendations to
be communicated to the physician. The
Unit Coordinators will audit all new
physicians’ orders to ensure appropriate
labs are ordered for medications that
require laboratory monitoring.
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[ The Unit
F 428 i i ] - -
lc'tjnm?ued i:';: nge 1g§ta eoh . F 428 Coordinators will report any COII\-}CCH_‘S
nterview with the Consuttant Pharmacist on . :
; e Director of Nursing.
11/D9/12 at 10:35 AM, revealed a Depakote leval . ]Inmed_lately to th oot ol
should be canducted every six months to monitor t The Director of Nurs_lng P
the therapeutic levels of Depakote. . concerns to the Quality Assurance

Committee each month, The Quality

, . o oo i :
Review of Resident #7's medical record revealed § Assurance Co ittee will track and

on 03/29/12 the resident's physician prescribed

125 milligram {mg) of Depakote (treatment of i trend all data to detenmine if further
seizures and specific psychiatric disorders) to be changes arc required-
adm.mtstered twice a day. : 12/08 /2012

A review of the laboratory test results for Resident
#7 revealed no evidence a blood test to
determine the resident's Depakote level had been
performed since te medication had been
iniliated on 03/29/12 tn order {o determine if the
dosage of Depakote the resident received was
therapeutic.

fnterview with the Consultant Pharmacist on
11/09/12 at 10:35 AM, revealed he was aware
Resident #7 was receiving Depakote routinely.
The Consuitant Pharmacist stated he conducted
monthly drug regimen reviews, which included
ensuring laboratory tests wera performed
according o the recommendad guidelines.
However, the Consuliant Pharmacist stated he
had not identified Depakate Blood levels had not
been conducted for Resident #7 since the
medication was initiated in March 2012

F 441 483 65 INFECTION CONTROL, PREVENT F 441
S5=F | SPREAD, LINENS

The facility must establish and maintain zn
infection Control Program designed to provide a
safe, sanitary and comfartable environment and
o halp prevent the developmernit and transmission
J_ of disease and infection. ’
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F 441 Continued From page 20

| (@) Infection Control Program

I The facility must establish an Infection Controt
Program under which it -

{1} Investigates, contrals, and prevents infections
in the facility; .

(2) Decides what procedures, such as isolation,
showld be applied to an individual resident; and
(3) Maintains a record of incidents and carrective
actions related to infections,

{b) Preventing Spread of Infection

{1) When the Infection Controf Program
determines that a resident neads isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2} The facility must prohibit empioyees with g
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

{3) The facllity must require staff fo wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice,

(c) Linens

Personnel must handle, stere, process and
transport linens so as to prevent the spread of
infection.

This REGLEREMENT is not met as evidenced
by:

Based on observation, interview, and policy
review, it was defermined the facility failed to
ensure personne! handled, stored, processed,
and transported Jinen so as to prevent the spreadg

The facility immediately rerouted where

F 441! the soiled linen entered the laundry room

| 50 it no longer passes thra the clean
‘laundry storage area. All residents had
‘the potential to be affected by this
|deficient practice but no infections have
‘ever been identified from clean linens.
-Administration implemented a policy for
Transportation of Soiled Linen
' (Attachment F), that all soiled linen will
~now enter the soiled laundry area at the
rear entry of the laundry room therefore
not passing thru the clean laundry
storage area. All Housekeeping and
Laundry staff was in-serviced on the
new policy by the Administrator on
11/30/2012 and all nursing staff on
12/07/2012 by the Unit Coordinator.
The Quality Assurance nurse will
identify a member of the Quality
i Assurance Committee to complete
‘random audits of the transportation of
i soiled linen into the laundry room three
‘times a week. The Quality Assurance
'Committee team member will report all
findings to the Quality Assurance Nurse,
' The Quelity Assurance Nurse will report
.monthly to the Quality Assurance
. Committee any concerns identified. The
Quality Assurance Committee will track
and trend all findings to determine if any
further changes are necessary. 12/08/20 121
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F 441 i| Continusd From page 21

{ of infection. Observation of the facility's laundry
{ room on 11/09/12 revealed staff transporied

i safled linen into the sofled faundry area through
[ the clean laundry storage area,

‘The findings include:

Areview of the facility’s policy titled "Laundry
Services,” with a revision datg o Cctober 2010,
revealed it was the facility's policy that clean linen
was Mot fo come in contact with dirty linen.

Cbservation on 11/09/12 at 11:00 AM, revealed
taundry staff folding towels on a table iocated in
front of the washers and dryers. The interior
access to the soiled finen area was a walloway
located between the washers/dryers and the
table. Staff ransported soiled linen to the soiled
linen area by means of the waltkway and, as a
resulf, there was a potential fhe sofled linen could
come into contact with the clean linans,

An inferview conducted with the Housekeeping
Supervisor on 11/09/12 at 11:05 AM, reveaied
iaundry staff brings laundry info the laundry room
in covered containers past the clean laundry
storage area to the end of the half to the soiled
laundry storage room. The Housekeeping
Supenvisor stated she had not identified this as
being a problem because the faciiity had always
transported dirty faundry that way.

An interview conducted with the Infection Control
Nurse on 11/09/12 at 1:00 PM, revealed soiled
laundry transported past the clean linen area in
the laundry room was a concern, The Infection
Conirol Nurse also stated she had not previously
identified the issue.

F 441
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F 441 | Continued From page 22 F 441

An inferview conducted with the Administrator on
11/09/12 at 1:55 PM, revealed she had nat

+ identified soiled laundry transporied beside the
clean laundry area as a concern. The
Administrator acknowledged the facility's method
af transporting laundry could be an infection
control issue and the need to change how the
facility transported the soiled taundry into the
[aundry room.
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L.2QUINEM ENforcement Brardceh
K000 | INITIAL COMMENTS K 000/ ..
: . This plan of correction is not meant 10
CFR: 42 CFR 483.70(a) - establish any standard of care, contract
Building: 01 . obligation or position and Pioneer Trace

" Nursing Home reserves the right to raise -
 all possible contentions and defenses in
Survey under: NFPA 101 (2000 edition) . any type of civil or criminal claims,

. action or proceeding. Nothing contained
! in this plan of correction should be

Plan Approval: 1977

Facility type: SNF/NF

Type of structure: Type V considered as a waiver to any potentially
« applicable peer review, quality assurance
Smoke Compartment: Five or self critical examination privileges

which Pioneer Trace Nursing Home
does not waive and reserves the right to
Sprinkler System: Complete sprinkier system assert any administrative, civil, or
criminal action or proceeding. Pioneer

Fire Alaim: Complete fire alarm

Generator; Natural gas generator installed in

Trace Nursing Home offers its
2009 | : :
' ~ responses, credible allegations of
A standard Life Safety Code survey was | compliance and plan of correction as
conducted on 11/08/12. Pioneer Traca Nursing : part of its on going efforts to pro vide

Home was found not to be in compliance with the
requirements far partieipation in Medicare and
Medicaid. The census on the day of the survey
was B1. The facility is licensed for 92 beds.

- quality of care to residents

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Reguiations, 483.70(a) et seq. (life Safety from
Fire} with the highest scope znd severity (S/S) at
"D" level,

K012 | NFPA 101 LIFE SAFETY CODE STANDARD Kotz
38=D :
Building construction type and height meets one
of the following. 19.1.6.2, 19.1.6.3, 19.1.5.4,
18.3.5.1

KT My b glp O Pl oirs

Any deficienty statement end@ an asterisk {*) denctes a daficienty which the institution may ére excused fram comecting providing it is determinec[ that ]

other safeguards provide sufiidient grotection to the patients. (See insructians) Except for nursing hames, the findings stated above are disclosable 90 days
follewing the date of survey wheBir or not a plan of correction is provided. For nursing homes, the above findings and plans of corection are disclosable 14
days fD\ ing the date these dacuments are made avaitable to the facility. If deficiencies are ciled, an appioved ptan of comrection is requisite o continued
program participakion,
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|
|
- . !
Simplex will be completing an
TBhis SdTANDbARD is nat rr:jet as evidencad by: installation of a sprinkler system for the
ased on observation and inferview, it was ' .

. e T trance of the
determined the facility fated to provide complete canopy On_the MEJ_U.ED snsialling the
sprinkler coverage according tw National Fire facility. Simplex will be installing
Protection Association (NFPA) standards. The system no later than December 18, 2012.

deficiency had the potential to affect one smoke

inkler system will be inspected
compartment, four residents, staff, and visitors. The spr Y

by Simplex quarterly and any concerns
The findings include: -identified will be reported to the
‘Maintenance Director and

Observation on 11/0B/12 at 11:30 AM, revealed " Administrator, The Maintenance

the Main Enfrance had one canopy larger than

LN : the
four feet wide and was constructed of DlIE:CtO‘I will report the results of
combustible material jwood frusses). The . inspection reports quarterly to the
canopy was not provided with sprinkler protection. Quality Assurance Committee. The

]\Tﬂhg ?sservatigp was confirmed with the | Quality Assurance Committee will track
aintenance Director. I a1l data and dete ine if Turther changes

Interview on 11/08/12 at 11:30 AM, with the are necessary.

Maintenance Director, revealed he was not aware I

the canopy needed te have sprinkler protection i

installed under the canopy.

12/19/2012
Reference: NFPA 13 (1999 Edition). !

5-13.8.1 Sprinklers shall be installed under
exterlor roofs or canopies exceeding 4 ft (1.2 m)
in width.

Excepfton: Sprinkiers are nermitted to be omitied
where the canopy or roof is .of noncombustidle or
limited combustible construction,

NFPA 101 {2000 Editian).
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18.1.6.2 Health care occupancies shail be limited
fo the typas of building construction shown in
Table 19.16.2. (See 8.2.1)

Exception:* Any building of Type 1{443), Type
(332}, Type H(222), or Type I1{111} construction
shall be permitted fo include roofing systems
imvolving combustible supports, decking, or
roofing, provided that the Tollowing criteria are
met; :

(2) The roof covering meets Class C
reguirements in accordance with NFPA 256,
Standard Methods of Fire Tesfs of Roof
Coverings.

(b) The roof is separated from all peclpied
porfions of the building by a noncombustibls 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 eifther unoccupied
or protected throughout by an approved
automatic sprinkler system.

Table 18.1.6.2 Construction Type Limitations

Construction Stories
 Type
1 2 3 4

{443} X X X x
i{332) X X X X
f(222) X X X X
fi(111) X X* X* NP
I1000) XY X* NP NP

Hi211) X* X* NP NP
HK200) X* NP NP NP
IV(2HH) X' X* NP NP

VE111) X* X* NP NP
V{000) X* NP NP NP
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K012 { Continued From page 3 Kotz

I X: Permitted type of construction,
] NP: Not permitted.

| *Building requires automatic sprinkler pzotection,
| (See 19.3.5.1)
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