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Findings include:

A review of "Residents have the right 10" provided
by the activitles staff for the resident, and from
the Ombudsman, revealed the residents have a
right to retain and use personal possessions,
including clothing, as space permits. Additionally,
the "Personal items" information, revised
02/16/10, provided to the residents revealed all
furniture additions needed to meet perscnal
space limitatlons: a.) allow encugh area for safe
mobilily of resident, b.) allow for safe transfer of
resident by staff or emergency personnel and ¢.}
allow space for needed medical equipment.
Further review of the "Personal ltems” sheet
revealed no fanguagse stating a resident could not
have a refrigerator.

Arecord revlew revealed the faciiity admitled
Resident #22 on 05/11/07 with diagnoses to
include Cerebrovascular Accident (CVA),
Hypothyroidism, Neuropathy of feet and Kidney
Disease.

A review of the quarterly Minimum Data Set
{(MDS), dated 03/21/12, revealed the resident had
a Brief Intervlew for Mental Status {BIMS) score
of "15,” and was assessed as alarl and oriented
to person, place and time. The resident was
independent in hisfher decisfon-making skifs. The
resident required extensive of assistance of one
slaff for moving from the bed to histher chair.

Observation and interview with Resident #22, on
0b/01/12 at 9:15 AM, revealed the resident was
seated in histher wheelchalr In his/her private
room, awake and alert. The resident reported
he/she requested to have a refrigerator in hisfher

systemic changes made to ensure that
the deficient practice will not recur?

1. A Personal Refrigerator
Policy (Exhibit 1) was put into
effect 5/24/2012.

2. The Personal ltems guideline
which is reviewed and signed by
new residents on admission

was revised to include gﬁidelines
on use of a personal refrigerator
in this facility. (Exhibit 2)

3. All staff in serviced by
Director of Nursing and/or
Assistant Director of Nursing on

personal refrigerator policy.
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room numerous limes since admission to the
facllity and was told hefshe could not have one
due to the facliity's wiring. Resident #22 revealed
he/she informed the Administrator that he/she
would purchase the refrigerator for the room and
the facility would not have to pay forit. The
resident reported he/she did not eat meals in the
facility. The resident revealed he/she went out for
meals and sent out for meals to be brought into
the facllity at times. On 05/03/12 at 2:30 PM,
Resident #22 revealed he/she spoke with the
Administrator approximately ihree months ago
related to the Issue, Resident #22 revealed
he/she was told by the Administrator that there
ware no refrigerators In the facliity, and the facility
was not wired to handle refrigerators in the
residents' rooms.

An interview with the Administrator, on 06/03/12
at 10:21 AM, revealed there were no refrigerators
in the residents' rooms hecause the eleclrical
system in the facllity did not allow it. There was
not enough ampage in the rooms for the
residents to have a refrigerator in their rooms.
Resident #22 had inquired about a refrigerator
and it was explained to him/her thal there was not
enough ampage to run a refrigerator in the
residents’ rooms. There was a refrigerator
available for the residents to store their food in
and it was offered {o the resident when he/she
brought food back 1o the facility.

Observation of the medication room for the 200
unit, 300 unit and Transition To Home (TTH) unit,
on 05/03/12 al 10:55 AM, revealed there was a
tall dormitory-size refrigerator plugged into a
power strip. On 05/03112 at 10:57 AM, in the 100
wing medication room, an cbhservation revealed

F 246

How does the facliity plan to menitor its
performance io ensure that solutions are

sustained?

Social Services coordinator

will audit residents quarterly to
ensure that those residents
who request a refrigerator are
assessed per policy. Results of
the audit are submitted to QA
quarterly for follow up and

recommendations.
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there was a tall dormitory size refrigerator
plugged Intc a power strip that was plugged into a
red outlet {Identified as an emergency cullet by
the nurse working on the 100 wing).

An intarview with the Maintenance Supervisor, on
05/03/12 at 12:35 PM, revealed he had been
amployed by the facilily for nine {9} years and no
resident ever had a refrigerator. He sfated the
refrigerators had to be on a circuit by themselves
and the faciilly was not equipped to carry il. He
revealed Resident #22 recently asked for
refrigerator, but was not allowed to have it. He
revealed the medication room refrigerators may
pull 2hout 15 amps of electricity and the rooms
were wired with 20 amp receptacles. Aresident's
room could possibly pull a dormitory-sized
refrigarator in the regular outlets, i nothing else
was used in the outtet, There had not been any
issues with the two dormitory-sized refrigerators
in the medication rooms that were plugged In
power strips, and the circuit breakers had not
been tripped to his knowledge.

An interview with the Director of Nursing (DON),
on 05/03/12 at 1.05 PM, revealed there were not
any refrigerators in the residents’ rooms. She
was Informed by her suparvisor, that the electrical
system within the facllity would not accommodate
them. She was informed the cutiels in the rooms
coutd carry 20 amps and the small refrigerators
used as much eleciricily as a full sized ong, The
residents had access o a refrigerator; however,
foods items could not stay in there long periods of
ims. Resident #22 had Parkinson's disease and
she was unsure If a refrigerator in hisfher room
would be safe, The residents' rooms were
measured and furniture had to be measured, and

F 246
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be within parameters, so that the residents could
bring personal items to decorate thelr rooms,

An interview with Resident #22's Power of
Altorney (POA), on 05/03/12 at 1:54 PM, revealed
Resident #22 spoke about the issue many times
with her, but she had not discussed the Issue
about the refrigerator with the facility. She stated
Resident #22 had discussed it with the facility
many times and was informed that it was against
the rules to have a refrigerator in the room.
483.25({d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facllily without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
calheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prévent urinary tract
infections and to restore as much normatl bladder
function as possible. '

This REQUIREMENT is not mel as evidenced
by:

Based on observation, interviaw, record raview,
and review of the facilily's policy/procedure, it was
determined the facflity failed to ensure
appropriate care and services related to
indwelting urinary catheter care for one resident
{#5), in the selected sample of 21 residenls.
Resident #5 was cbserved with an indweliing
winary caltheler tubing dragging on the ficor while
the resident was being propelled in a wheelchair
from the dining room to his/her room.

F 315| Whal corrective action will be accomplished 5/25/2012

affected?

for those residents found to have been

Resident #5's catheter tubing is
secured off the floor both in bed
and in his wheelchair by the use of
a catheter tubing clip. Certified
Nursing Assistant Assignment
sheet has been adjusted to include
the use of a catheter tubing clip to

keep tubing off floor.
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How the facility will identify other residents

F 315! Continued From page & F 315 . ,
Additionally, the indwelling catheter tubing was having the potential o be affected by the
observed on the floor while the resident was in same deficient practice?
bed. -

Findings include:
Areview of facility's policy/procedure, "Catheter, All residents with indwelling
Emplying Drainage Bag", dated December 1998,

revealed in the Key Procedural Points, (#9) "Keep catheters not attached to a leg

the drainage bag and tubing off the floor at all ; ‘

times to prevent contamination and damage.” bag will have tubing secured
Review of the facllily's policy/procedure, off the floor with a catheter tubin
"Catheter Inserting, Indwelling" revealed (#26) ft . t h g
"Attach catheter to the drainage tubing lape clip.

catheter to inner thigh or secure with a leg band.
Secure drainage tubing to bottom bed sheet with
clip from dralnage set."

A record review revealed the facility admitted . o
Resident #5 on 12/21/09 with diagnoses to What measures will be put into place or
include Neuropathic Incontinence requiring an systemic changes made to ensure that

indwelling urinary cathster. Review of a care
plan, "Risk for Infection" was implemented on
12/07/10 and included an Intervention to "keap
the drainage bag off the fioor and cover for

the deficient practice will not recur?

dignity." 1. Protocol for securing catheter

On 05/02/12 at 8:30 AM, an observation revealed tubing in bed and in wheelchair has
Resident #5 was transporied in a wheelchair by . .

the staif from the dining room through the been revised to include use of a
administralive hall, and down the entire length of catheter tubing clip. (Exhibit #3)

the 100 Hall to his/fher room, which was located at
the far end of the hall. Observation revealed the
resident's urinary catheter lubing was dragging on
the floor. Observation, on 05/02/12 at 10:50 AM,
reveated the urinary catheter lubing and drainage
bag (in a dignity bag) draped from the side of the
resident's bed and was lying on ihe floor surface
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_| regimen for recurrent urinary fract infections, The

next to the bed.

Further record review ravealed the resident was-
on a prophylactic daily antiblotic {Macrodantin)

resident required additional antiblotic treatment
{Levaquin) on 07/21/11, 09/26/11, 11/21/11,
01/07/12, and 03/156/12, for a urinary tract -
infection (UTI),

Review of a quarterly Minimum Data Set (MDS)
assessment, dated 03/28/12, revealed the facility
assessed the resident to have moderate cognitive
impairment, required extensive assistance with
{ransfers and aclivities of daily living.

An Interview with Registered Nurse (RN} #1, on
05/03/12 at 2:00 PM, revealed she was unaware
the Indwelling urinary catheter tubing was on the
floor by the resident's bed, and she should have
obtalned a clip to secure the tubing and the bag
to the bed to prevent it from being in contact with
the floor's surface. RN #1 sfated, during
transport, the stalf should ensure the indwelling
catheter tubing was not allowed to drag on the
floor,

An Interview with the Assistant Director of Nursing
(ADON}), on 056/03/12 at 2:25 PM, revealed
catheter tubing "does not belong on the floor” and
there was a potential for infaclion.

%4) D D 15)
IgRE)FIK {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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2. Director of Nursing and/or
F 315} Conlinued From page 6 F 315 Assistant Director of Nursing

provided in service education
regarding proper placement of the
catheter tubing off the floor and the
use of the catheter tubing clip for
all nursing staff. :

3. CNAs Assignment sheet
includes catheter tubing clip for use
with the indwelling catheter if it is
not attached to a leg bag.

4. Catheter tubing clip is available
in each catheter insertion kit and
additional clips are available in
Medical Supplies.

How does the facility plan to monitor its
performance to ensure that solutions are
sustained?

1. Nurse responsible for resident
will check placement of the tubing
q shift and document on the
treatment record.
2. Random audits of 3 residents
per week by Nurse Supervisor will
be completed and compliance
reported to the QA committee
monthly for follow up and
recommendations.
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Doors protecling corridor openings in other than
required enclosures of vartical openings, exits, or
hazardous areas are substantlal doors, such as
those constructed of 1% inch solid-bonded cora
wood, or capable of resisting fire for at least 20
minutes. Doors In sprinklered hulldings are only
required to resist ihe passage of smoke. Thers is
no impediment fo the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed, Dutch doors meeting 19.3.6.3.6
are permilled. 19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facllilies.

This STANDARD is not met as evidenced by:
Based on observation and inlerview, it was
determined the facilily failed to ensura there were
no impediments to the closing of corridor doors to
resist the passage of smoke, In accordance with
NFPA standards. The deficiency had the
polentiat to affect one (1) of five (5) smoke
compartments, residents, staff and visitors. The
facllity is ficensed for one-hundred fourteen {114}

have been affected?

resident room door.

were identifigd.

closure,

accomplished for those residents found ta

All resident rooms in the facility
were inspected to determine if
when the bathroom door was
.open it blocked the closing of the

rooms on 100 wing except 105
and rooms 212, 305 and 405

The center hinge on the bathroom
door of all rooms identified was
replaced with a spring loaded
hinge which closes the

bathroom door automatically.
This does not allow the bathroom
door to stay in the open position
blocking the resident room door
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K 000 | Continued From page 1 K000
Deficlencles were cited with the highest
deficiency identified at "F* level, :
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018{ What corrective action wili be 5/10/2012

All resident
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beds and the census was one-hundréd savan
{107} on the day of the survey.

The findings include;

Observations, on 05/04/12 at 2:15 PM, with the
Maintenance Technician revealed the corridor
doors to all resident rooms located on the 100
wing could be blocked by the resident bathroom
doors. Room 104 was one door where the
bathroom door was blocking the resident room
door.

Interviaws, on 05/01/12 at 2:15 PM, with the
Malntenance Techniclan confirmed the
observation of the doers not closing due to the
bathroom doors in the path of the door swing of
the resident door.

Reference: NFPA 101 (2000 edition)

19.3.6.3.1* Doors protecting corrider openings in
other than required enclosures of veriical
openings, exils, or hazardous areas shal} be
subslantial doors, such as those constructed of
13/4-in. (4.4-cm) thick, solid-bonded core wood
or of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shali
not bé required. Clearance between the boltom
of the door and the floor cavering not exceeding
1 in. (2.6 em} shali be permitted for corridor
doors.
Exception No. 1: Doors to tollet rooms,
bathrooms, shower rooms, sink closets, and

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (X8}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
T DEFICIENGY)
K 018 Continued From page 2 K oigl What measures will be put into

place or systemic changes made
to ensure deficient practice will not
recur?

1. Staff in serviced by Director of,
Nursing and/or Assistant Director
of Nursing regarding the function
of the spring loaded hinge and
requirement that resident room
doors not be blocked from
closure.

2. Monthly check by maintenanc
technician to ensure that spring
loaded hinge functioning properly.

p1
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similar

auxiliary spaces thal do not contain flammable or
combuslible materials. '
Exception No. 2; In smoke compariments
protected throughout by an approved, supervised
automalic sprinkler system In accordance with
18.3.5.2, the door construction requirements of
19.3.8.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.

19.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that s
acceplable to the authority having jurisdiction.
The device used shall be capable of keeping

the door fully closed if & force of 5 1bf (22 N) is
applied at the latch edge of the door. Rojler
latches shall be prohibfted on corridor doors in
bulldings not fully protected by an approved
automatic sprinkler system in accordance with

19.3.6.3.3"
Hold-open devices that release when the door is
pushed or pulled shall be permitted.

A.19.36.3.3 _

Doors should not be blocked open by furniture,
door slops, chocks, ie-backs, drop-down or
plunger-type devices, or other devices that
necessitate manuai unlatching or releasing aclion
to close. Examples of hold-open devices that
release when the door is pushed or pulled are
friction catches or magnetic catches.

NFPA 101 LIFE SAFETY CODE STANDARD

Smoke barrlers are constructed to provide al
teast a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may

Ko18

K025

How facility plans to monitor performance
to ensure solutions are sustalned.

All rooms will be audited monthly
for compliance and reported to the
QA committee for follow up and

interventions. (Exhibit K1)
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terminate at an atrium wall. Windows are
protected by fire-rated gtazing or by wired glass
panels and sleel framas, A minimum of two -
separate compariments are provided on each
floor. Dampers are not required in duct

_penetrations of smoke barrlers in fully ducted
heating, ventilating, and air conditioning systems.

19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD s not met as evidenced by:
Based on observations and interview, it was
datermined the facllity failed lo maintain smoke
barriers that would resist the passage of smoke
between smoke compariments in accordance
with NFPA standards, The deficiency had the
potential to affect five (5) of five {5) smoke
compariments, residents, staff and visitors. The
facllity is licensed for one-hundred fourteen (114)
beds and the census was one-hundred seven
{107) on the day of the survey.

The findings include;

Observalion, on 05/01/12 between 9:15 AM and
10:00 AM, with the Maintenance Technician
revealed the smoke partitions, extending above
the ceiling located throughout the facilily, were
not properly sealed. The barriers failed to be
properly sealed from piping and wires.

Interview, on 05/01/12 between 9:15 AM and
10:00 AM, with the Maintenance Technician
revealed he was not aware of the penetrations in
the smoke barriers.

accomplished for those residents
found to have been affected?

The smoke partitions extending
above the ceiling located
throughout the facility were
inspected and penetrations
sealed with morter and/or fire
barrier calk.

What measures will be put into place or
systemic changes made to ensure
that the deficlent practice will not recur?

Smoke barriers will be inspected
for penetration after any
instailation or maintenance done
in the attic. The inspection wiil
be completed by maintenance
technician and any penetrations
sealed.

{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES, D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY PULL PREFIX {EACH CORRECTIVE ACTIOM SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
Y DEFICIENCY}
i - . . 512512012
K025 Continued From page 4 K025 what corrective action will be
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(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES . io PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™ TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
: DEFICIENCY)
K 025 | Continued From page & K 025! How does the facility plan to monitor
its performance to ensure that
solutions are sustained?
Reference: NFPA 101 (2000 Edition),
8.3.6.1 Pipes, conduits, bus ducts, cables, wires, : )
alr duets, pneumatic tubes and ducls, end similar Smoke barriers will be inspected with
building service equlplpent that pass through quarterly building inspection to monitor
;tool?c:'; ;nd smoke barriers shali be protecled as barriers. Compliance will be reported
{a) The space betwaen the penelrating ltem and to QA committee quarterly for follow up
the smoke barrier shall and recommendations.
1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or
2. Be protected by an approved device designed
for the specific purpose.
{b) Where the penetrating ilem uses a sleeve to
penetrate the smoke barsier, the sleave shall be
solldly set in the smoke barriar, and the space
between the item and the sleeve shall
1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or
2, Be prolected by an approved device designed
for lhe specific purpose.
(c) Where designs take transmission of vibration
Into consideration, any vibration isolation shall
1. Be made on either side of the smoke barrier, or
2, Ba made by an approved device designed for
the specific purpose.
K045 NFPA 101 LIFE SAFETY CODE STANDARD K 045 What comrective action wili be 51252012
§5=D . ) accomplished for those residents found
iflumination of means of egress, including exit to have been affected? A
discharg_e, is arranged so that fallure of any single
i;ghsng f’x{”([rehl(blélb} will ?otfiea';'e the area in The exit lighting fixtures located outside
arkness. s does not refer to emergency . )
lighting In accordance with section 7.8.)  19.2.8 100 wing shower hall and at the exit at thg
end of the time clock hall have been
replaced with fixtures containing 2 bulbs.
All other exterior exit lights contain 2 bulbs.
FORM CMS-2587{02-09) Pravious Varsions Obsalele Event ID: ODKS21 Facitily 10; 00488 It continuation sheet Page 6 of 20
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What measures will be put into place to

K 045§ Continued From page 6 K045
. ensure defictent practice will not recur.

This STANDARD is not me! as evidenced by:
Based on obsarvation and inlerview, it was
determinad the facility failed to ensure exits were
equipped with lighting in accordance with NFPA
standards. The deficiency had the potential to All egress path fixtures will have
affect two (2} of five (5) smoke compartments, )

residents, staff and visitors. The facility Is 2 bulbs. New fixtures or

licensed for one-hundred fourteen (114) beds and replacement ﬁxtures for egress
the census was one-hundred seven {107) on the . .

day of the survey. path will have a minimum of 2 bulbs.

The findings Include:

Observation, on 05/01/12 between 10:05 AM and
1:30 PM, with the Maintenance Technician How does the facility plan to
revealed the exlerior exits at the side exit located

at the end of the 100 wing shower hall and the monitor performance o ensure
exit at the end of the fime clock hall ware
equipped with a single bulb for Hluminating egress
path to the public way from the exit.

solutions are maintained?

Interview, on 05/01/12 betwean 10:05 AM and

1:30 PM, with the Maintenance Techniclan 1. Egress lights monitored daily by
revealed was unaware the lighting fixtures serving : A

the exterior exits must includa more than one maintenance technician and bulbs
buib. replaced as indicated.

Exit lighting must be arranged so the failure of a 2. Egress fixtures audited quarterly

single bulb will not leave the exit in complete with building inspection to
darkness. .

: ensure 2 bulb fixtures at egress
Reference: NFPA 101 {2000 edition) and Compliance reported to QA for
Reference: NFPA 101 (2000 edition) .
7.8.1.4* Required illumination shail be arranged recommendations.
so that the

{allure of any single lighting unit does no! result in
an [flumination
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K 045¢ Continued From page 7 - K045
| level of less than 0.2 fl-candla (2 Jux} in any
designaled
area. '
K046 | NFPA 101 LIFE SAFETY CODE STANDARD K048 Whal corrective action will be 5/01/2012
55=F o : . accomplished for those residents found
Emergency lighting of at least 1% hour duration is b Hected?
provided in accordance with 7.9.  19.2.9.1. to have been affected
The battery backup located at the
This STANDARD s ot met as evidenced by generator {ransfer switch was
S no 21t a3 evidence, .
Based on staff interview and observation, it was n§pected and battery replaced
determined the facility failed fo provide with a new Rechargeable Lead
emergency fighting In accordance with NFPA Acid Battery with a useful life of
slandards. The deficlency had the polentlal to P4 months
affect five (B) of five (5) smoke compartments, ’
residants, staff and visitors. The facllity Is
!iﬁensed for one-hun?‘reddfogrteen (114) beds and What measures will be put into place or
L © cefr;ﬁgs W:rs one-hundred seven (107) on the systemic changes made to ensure that
ay o suvey. the deficient practice will not recur?
The findings include: '
Observation, on 05/01/12 at 2:15 PM, with the
Maintenance Technician reveated that an , \
emergency light with battery backup located a Lead Acid Battery for the
the generator transfer switch did not function battery back up to the emergency
properly leaving the polenfial for the generator ;
transfer switch to be in complete darkness, Elght f0'r the generator transft.er
swith will be replaced yearly in May
interview, on 05/01/12 at 2:15 PM, with the The battery has a useful life of at
Malntenance Technician revealed he was
unaware the light was not functioning properly. !east 24 mont.hs and replacement
He stated that he tests the light weekly by in advance will ensure battery
unplugging it to ensure thal It would work. backup working when needed.
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K 046

K 050
§8=F

Continued From page 8

Reference: NFPA 101 (2000 edition)

7.9.2.1* Emergency illumination shall be provided
for not tess than 11/2 hours in the event of fallure
of normali lighting. Emergency lighting facilities
shall be arranged to provide Initial lllumination
thatis not less than an average of 1 ft-candle {0
lux) and, at any point, not iess than 0.1 ft-candie
{1 lux), measured along the path of egress al
floor level. [iumination levels shall be permitted to
decline fo not less than an average of 0.6
lt-candle {6 lux) and, at any point, not less than
0.06 ft-candle (0.6

lux) at the end of the 11/2 hours. A
maximum-to-minimum Ilumination uniformity
ratio of 40 to 1 shall not be exceeded.

NFPA 101 LIFE SAFETY CODE STANDARD

Fire drills are held at unexpected times under
varying conditions, at least quarlerly on each shift,
The staff Is familiar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting driils is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms.  19.7.1.2

This STANDARD Is not met as evidenced by.
Based on interview and record review, it was
determined the facility failed to ensure fire drilis
were conducted quarterly on each shift at random
limes, in accordance with NFPA standards. The
deficiency had the potential to affect five (&) of
five {6) smoke compariments, resldents, staff and

How does tha facility plan to
K 046} monitor performance to ensure
solutions are maintained?

Battery Back Up Light located at
the transfer switch for the generat
will be checked weekly and

What corrective action will be
accomplished for thosa residents found
to have been affected?

K 060

A fire drill will be completed for the
11-7 shift in May and again in June
to provide 2 drills for the first

2 quarters of the year.

o T
-

reported compliance to QA monthly.

5/26/2012
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What measures will be put into place or
K 050/ Continued From page 9 : K050 systemic changes made to ensure that
visitors. The facility is licensed for one-hundred the deficient practice will not recur?
fourteen (114} beds and the census was
one-hundred seven (107) on the day of the ) . .
survey. (107) g A Fire Drill schedule wili be
. completed for maintenance as a
The findings Include: guide to provide fire drills at
Fire Drill review, on 05/01/12 at 10:15 AM, wilh least quarterly for each shift and
the Maintenance Technician revealed the fire at varied times and locations.
drllis were not being conducted at unexpected ( Exhibit K2)
times under varied conditions. Second shift fire
drills were being conductad predictably between :
3:25 PM and 4:30 PM, and third shift was How does the facility plan to
between 11:45 PM and 12:20 AM. Furthermore, monitor performance to ensure
there was no fire drill conducted for third shift solutions are maintained?
during the first quarter of 2012.
Interview, on 05/01/12 at 10:15 AM, with the
Maintenance Technician revealed he was : L :
Unaware the fire drills were not being conducted Maintenance TeCh'?'C'an_w{" report
as required and that the facility could not use a monthly status of Fire Drills reportec
fire drlil at shift change for 2 shifis. to QA committee for compliance
and recommendations.
Referance: NFPA Standard NFPA 101 19.7,1.2.
Fire drills shall be conducled at least quarterly on
each shift and at unexpected times under varied
conditions on all shifts, _ _ _
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 056| What corrective action will be 6/15/2013
$8=E accomplished for those residents found
If there is an automatic sprinkler system, it is to have been affected?
installed in accordance with NFPA 13, Standard
for the Instailation of Sprinkler Systems, to .
provide complete coverage for all portions of the
bullding. The system is properly maintained in Overhangs outside the exit door at
accordance with NFPA 25, Standard for the the end of 100, 200, 300 and TTH
Inspection, Testing, and Malntenance of ) . .
Water-Based Fire Protection Systems. It is fully have new sprinkler heads installed
Facliity 10; 100428 )i continuation sheet Page 10 of 20
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supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system.  19.3.6

This STANDARD I not met as evidenced by;
Based on observation and interview, It was
delermined the facility failed to ensure complete
sprinkler coverage, according to Nationat Fire
Protection Association (NFPA) standards. The
deficiency had the potential to affect five (5) of
five (5) smoke compariments, rasidents, stalf and
visitors. The facility Is licensed for one-hundred
fourteen (114) beds and the census was
one-hundred seven (107) on the day of the
survey.

The findings include:

Observation, on 05/01/12 hetween 10:16 AM and
1:10 PM, with the Maintenance Technician
revealed the overhangs were 48 inches or greater
and did not have sprinkier coverage located at
the end of the 100 wing, 200 wing, 300 wing and
TTH.

Interview, on 05/01/12 between 10:15 AM and
1:10 PM, with the Maintenance Techniclan
revealed he was unaware of the requirement for
the area to be sprinkler protected.

Obseivation, on 05/01/12 at 12;15 PM, with the
Maintenance Technician revealed the closet

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLEA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
8. WING
185147 0510142012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CiTY, STATE, 2IP CODE
200 STERLING DR,
CHRISTIAN HEALTH CENTER
HOPKINSVILLE, KY 42240
(X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1483
FREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAQ REGULATORY OR L5C IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
L DEFICIENCY)
K 056 | Continued From page 10 Koss| continued from page 10

Closet in the Administrator's
office had new sprinkler head
installed.

What measures will be put into place or
systemic changes made o ensure that
the deficient practice will not recur?

Any overhangs attached to the
building of 48" or greater will be
sprinkled.

FORM CMS-2667{02-98) Provious Verslons Obsclete Evenl 1D; ODKB21

Faciity 1D: 100488 if continuation sheet Page 11 of 20




' PRINTED: 05/17/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES R IR A o2

__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1y PROVIDERIGUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED

A BUILDING 01 - MAIN BUILDING 04
186147 B yne 05/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 STERLING DR,
CHRISTIAN HEALTH CENTER | HOPKINSVILLE, KY 42240
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ' L8] PROVIDER'S PLAN OF CORRECTION 6)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
s _ DEFICIENCY)
_ How does the facility plan to
K 056 | Continued From page 11 K056} monitor performance to ensure
located In the Administrator ' s office did not have solutions are maintained?
sprinkler coverage.
Interview, on 05/01/12 between 10:15 AM and
1:10 PM, with the Maintenance Technician
revealed ha was unaware the closel did not have
sprinkler coverage.
Sprinklers will be monitored for
Reference: NFPA 13 (1999 edition) cleanliness quarterly and cleaned
5-13.8.1. Sprinklers shall be installed under as indicated. Compliance will be
exterior raofs or canoples exceeding 4 ft {12 m) reported to QA Committee quarterly
in width, .
Exception; Sprinklers are permitted to be omilted for recomendation.
where the canopy or roof Is of noncombustibie or
limited combustible construction,
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062| What comective action will be 5/3/2012
88=F . accomplished for those residents found
Required automatic sprinkler systems are to have been alfected?
continuously maintained In refiable operating
condition and are Inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, .
8.7.5 : 1. Ali sprinkler heads throughout
facility were inspected for dirt
and lint. Sprinkler heads were
This STANDARD Is not met as evidenced by: cleaned from lint and dirt
Based on observation, interview, and sprinkler throughout the facility.
testing record review it was determined the facility 2. The shelf in the SNF supply
failed to maintain the sprinkler system in )
accordance with NFPA standards. The deficlency closet on the 100 wing that was
had the potential to affect four {4) of five (5) within 18" of the sprinkier head
smoke compartments, residents, staff and was removed. The shelf in the
visitors. The facllity is licensed for one-hundred N
fourteen {114) beds and the census was 100‘W"'|9 linen closet that was
one-hundred seven (107) on the day of the within 18: of sprinkler head was
survey. removed.

FORM CMS-2667{02.99) Previous Versions Obsolete Evonl ID; ODKB21 Facikly ID: 100468 If continuation shaet Page 12 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDIGARE & MEDICAID SERVICES

PRINTED: 05/17/2012
FORM APPROVED
OMB NO. 0838-0391

-{ The findings Include;

Observation, on 05/01/12 between 10:30 AM and
2:30 PM, with the Maintenance Technician
revealed sprinkler heads located throughout the
facility to be loaded wilh fint and dirt,

Interview, on 05/01/12 belwaen 10:30 AM and
2:30 PM, with the Maintenance Technictan
revealed he was not aware the sprinkler heads
were loaded with so much debris.

Ohservation, on 05/01/12 between 10:30 AM and
11:30 AM, with the Maintenance Technician
revealed the SNF supply closet and the clean
Hinen closet on the 100 wing had a shelf built
around the room that was within 18" of the
sprinkler head,

Interview, on 05/01/12 between 10:30 AM and
11:30 AM, with the Maintenance Technician
revealed he was not aware the closet shelves
were buiit to close to the sprinkler head.

Reference: NFFPA 13 (1999 Editlon})

2-2.1.1* Sprinkiers shall be inspected from the
floor level annually. Sprinklers shalt be free of
corrosion, foreigh materials, paint, and physicat
damage and shall be installed In the proper
otientation {e.g., upright, pendant, or sidewall).
Any sprinkler shali be replaced thal is painted,
corraded, damaged, loaded, or in the improper
orlentation,

hydraulic design basis, the system area of
operation shaif be

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
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K 062 { Continued From page 12 K 02| What measures will be put into place or

systemic changes made {o ensure that
the deficient practice will not recur?

Sprinkler heads will be monitored
for lint and dirt on the monthly
room audit. The sprinkler heads
will be cleaned as indicated for
lint and dirt.

Ali sprinkler heads will be cleaned
and dusted quarterly.

No new shelving shall be built
within 18" of the sprinkler heads.

How does the facility plan to
monitor performance to ensure
solutions are maintained?

Maintenance shall report monthly
to QA cleanliness of sprinkier
heads for compliance and
recommendations.
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K 062
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§8=D

Continued From page 13

permitted (o be reduced without revising the
density as indicated

in Figure 7-2.3.2.4 when all of the foilowlng
condilions

are salisfied:

(1) Wet plpe syslem

{2} Light hazard or ordinary hazard occupancy
(3) 20-ft {6.1-m) maximum ceiling height

The number of sprinklers in the design area shall
never be

less than five. Where quick-response sprinkiers
areusedon a

sloped ceiling, the maximum celling helght shal
be used for

determining the percent reduction In design area.
Where

quick-response sprinklers are instalied, all
sprinklers within a

compariment shall be of the quick response lype,
Exceptlion: Where circumstances require the use
of other than ordinary

{emperalure-rated sprinklers, standard response
sprinklers shali be

permilted to be used.

6-6.6.2* Obstruclions to Sprinkier Discharge
Pattern Development.

B-5.5.2.1 Continuous or noncontiguous
obstruclions iess Than or equal to 18 in.

{457 mm) below the sprinkler deflector

That prevent the paitern from fully developing
shall comply With 6-5.5.2,

NFPA 101 LIFE SAFETY CODE STANDARD

Porlable space healing devices are prohibited in
all heaith care occupancies, exceptin

K 062

K 070]|.
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What corrective action will be 512512014
K070 Gontinued From page 14 KO70|  accomplished for those residents found
non-sleaping staff and employee areas where tha to have been affected? :
healing elements of such devices do not exceed :
212 degrees F. (100 degrees C) 19.7.8 .
Space heater in MDS office was
removed from the facility.
This STANDARD is not met as evidenced by:
Based on observation and interview it was What measures will be put into place or
determined the facility falled to ensure, portable systemic changes matle {o ensure that
space heaters used in the facilily were in the deflcient practice will not recur?
accordance with NFPA standards. The deficiency
had the potential to affect one (1) of five (5)
| smoke compartments, residents, staff and All staff in-serviced by Director of
visitors. The facilily is licensed for ong-hundred Nursing and/for Assistant Director
fourteen (114) beds and lhe census was Nursi . .
one-hundred seven (107) on the day of the of Nursing regarding policy of no
survey, space heaters allowed in building.
The findings include:
How does the facility plan to
Observation, on 05/01/12 at 10:47 AM, wilh the monitor performance to ensure
Maintenance Technician revealed a portable solutions are maintained?
space heater located In the MDS Office.
Inferview. on 06/01/12 at 10:47 AM, with the
Malntenance Techniclan revealed he was not
aware the healer could not exceed 212°F In
nonsleeping, staff, and employee areas.
Rooms and offices will be monitored
Reference: NFPA 101 (2000 edition) monthly for presence of space
19.7.8 Porlable Space-Heating Devices. Portable heaters and any found will be
space-heating ° o removed, Compiiance will be
gg:ijc:asni?:s" be prohibited in all health care reported to QA committee for
Exception: Porlable space-heating devices shall recommendations and follow up.
be permitted to be used
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K 070 | Continued From page 15 K 070
in nonsleeping staff and employee areas where -
the heating elements of
N -] o
such devices do not exceed 212°F (100°C). 5/25/2042

K072} NFPA 101 LIFE SAFETY CODE STANDARD .
§5=D i
Means of egress are continuously maintained free
of all obhstructions or impediments fo full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD [s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain exit
access in accordance with NFPA standards, Tha
deficlency had the potential to affect five (2) of
five () smoke comparlments, residents, staff and
visitors. The facility is licensed for one-hundred
fourteen {(114) beds and the census was
one-hundred seven {107) on the day of the
survay,

The findings include:

Observation, on 05/01/12 between 9:15 AM and
2.00 PM, with the Maintenance Technician
revealed a lift stored in the corridor from 9,15 AM
tift 2:00 PM located in the corridor next lo the
classroom. Further observation showed storage
of a scale in the 100 wing showsr hall, and carls
full of storage in the time clock hall,

Interview, on 05/01/112 between 9:15 AM and 2:00
PM, with the Maintsnance Technician revealed

K 072| What corrective action will be
accomplished for those residents found
to have been affected?

1. Wheel chair scale moved to
permanent focation in teaching
ctassroom.

2. Carts with storage moved from
time clock hall.

3. Lift scale stored in teaching
classroom.

What measures will be put into place or
systemic changes made to ensure that
the deficient practice will not recur?

1. All staff in-serviced by Director of
Nursing and/or Assistant Director
of Nursing regarding new location
of scales and need to maintain half
and egress free of obstruction.

2. Hallways will be monitored daily for
obstructions by nurse on each wing
and maintenance technician.
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Any obstruction will be removed.

K 072 ] Conlinued From page 16 K072

the facllity routinely stored the scale in the shower i

hall and the carts in the time clock hall. Further :'n‘;":lt‘;fese*r'f‘;:s:"jg ’t’;a:n*:ure
interview with the Administralor revealed she i P tained?
realized the lift next to the ctassroom was in the solutions are maintaine
corridor during the entire ime of my survey.
Three random weekly audits will be

Reference: NFPA 101 (2000 Edition) ) \
Means of Egress Rellability 7.1.10.1 conducted by Nursing Supervisors
Means of egress shali be continuously and compliance reported to QA
maintained free of ali obstructions or month]y for recommendations.

impediments o fuil instant use In the case of fire
or other emergency.

K 130! NFPA 101 MISCELLANEOUS K 130| What corrective action will be 5/11/2012
S8=F accomplished for those residents
OTHER LSC DEFICIENCY NOT ON 2786 found to have been affected?

An iron post, 4in in diameter by

five (6) smoke compariments, residents, staff and
visitors. The facilily is licensed for one-hundred |
fourteen {114} beds and the census was -
one-hundred seven (107) on the day of the What measures will be put into place or
survey. systemic changes made to ensure that

the deficient practice will not recur? ,

This STANDARD Is not met as evidenced by: b feet high painted yeliow, was se
Based on observation and Interview, the facility : " : :
failed to secure the gas meter and piping In n concretef a.nd positioned in front '
accordance with NFPA Standards. The of gas main just off asphalt '
deficiency had the potential lo affect five (5} of parking area. ]

The findings include:

Observation, on 05/01/12 at 2:15 PM, with the
Maintenance Technician revealed there was no Protective pipe will be monitored
protection against physical damage {o the gas

main jocated outside the laundry area. The gas quart_erly for damage and/or
main Is located directly next to parking and deterioration.
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Eleclrical wirlng and equlpment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllily fatled to ensure eleclrical
wiring was maintained in accordance with NFPA
slandards. The deficiency had the potential to
affect five (5) of five (5) smoke compariments,
residents, staff and visitors. The facllity Is
licensed for one-hundred fourleen (114) beds and
the census was one-hundred seven (107) on the
day of the survey,

The findings include:

(X0 | SUMMARY STATEMENT OF DEFICIENCIES * D PROVIDER'S PLAN OF CORRECTION )
- PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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o8 DEFICIENCY)
unloading and the asphait from the parking fot solutions are maintained?
goes right up to the gas main.
Interview, on 05/01/12 at 2:15 PM, with the Maintenance to report quarterly to
Maintenance Technician revealed he was not QA committee compliance of post
aware the gas main needed to have protection in for recommendations
front of theim due lo lts location. . )
Reference: NFPA 101 (2000 Edition)
Gas melers, regulators and piping must be
protected agalnst physical damage in an
approved manner when exposed to equipment
traffic. The barriers must be designed to the
largest plece of equipment that would be typlcally
parked or used in the immediate area.
NFPA 54, Nafionai Fuel Gas Code
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 | What corrective action will be 5/20/2042
$8=F accomplished for those residents

found to have been affected?

1) Two beds in Rm 114 were plugged intg
wall outief .

2) Electric lift chairin Rm 109 was plugged
into wali outlet.

3} Placed new quadplex receptacie and
hattery charger and refrigerator plugged
directly into outlet in 100 wing med room.
4) Power strip plugged directly into wall
outlet in 100 wing O2 room..

5) Extension cord removed from wall
outiet in Administrator office .

6) Extension cord removed from HR
office .

7} Quadplex receptacle placed in patient
accounts office and power sirip piugged irr

to wall outlet.
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K 147 | Continued From page 18

Observations, on 05/01/12 between 9:00 AM and
2:30 PM, with the Maintenance Technician ’
revealed;

1) Two beds were plugged inlo a power strip
located in room #1414,

2) An electric chair was plugged inlo a power
strip located in rcom #1086,

3) Battery chargers along with a refrigerator
were plugged Into a power strip located in the 100
wing med room.

4) A power strip was plugged into another power
sirip located in the 100 wing oxygen room,

5) An extension cord was plugged in the wall
located in the Administrator ' s office.

6) An extension cord was plugged into a power
strip going to a calculator located in the H.R.
cffice,

7} A power strip was plugged Into another power
slrip located in the resident accounts office.

8) A power sirip was plugged Into another power
strip focated in the TTH nurses ' station.

8) Arefrigerator was plugged Into a power strip
focated in the soclal services office.

10} A hydro collator was plugged inlo a standard
receptacle located in the therapy area.

1) A power strip was plugged into a multl-plug
adapter located in the business office.

12) A power sirip was plugged into another power
strip, which had battery chargers and a
refrigerator plugged inte them, located in the
cantral core med room.

13} The eleclrical panel was blocked by storage
within 3' located in the central core electric
room,

14} An extension cord was plugged into a power
sliip located in room #213,

) cont from page 18
- K147| 8)On TTH quadplex receptacle placed ang
power strip plugged directly into wall outle
9) Refrigerator plugged directly into wall
outiet and power strip removed In SS.
10} GFI receptacle installed In the Therag
Gym and hydroculator plugged directly
into GF1 receptacle.

11} Muiti plug adapter removed In
business office and guadplex receptacle
installed.

12) New quadplex receptacles installed
and battery chargers and refrigerator
plugged into outiet in the central core
medication room.

13) Allitems within 3 feet of the electrical
panel tocated in central core removed and
relocated 5/2/12.

14) Extension cord removed from Room
213 on 5M/12,

15) Power strip replaced with 8' power
strip in Aclivily office and extra power
slrips removed.

16) Quad recacle placed in 300 wing
nurses station for battery chargers and
power strip removed.

T

What measures will be put into place of
systemic changes made 1o ensure that
the deficient practice will not recur?

1. All staff in-serviced by Assistant
Director of Nursing and/or Department
Leaders regarding:

A. Use of power strips and for what
things - non medical equipment,

B. Extension cords are not allowed
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15} A power strip was plugged into another power
slrip located In the activity office

16) Ballery chargers were plugged into a power
strip located In ihe 300 wing nurses ' station,

Interview, on 05/04/12 betwean 1:00 PM and 5:00
PM, with the Maintenance Direclor revealed he
was nof aware the extension cords were only for
famporary use, of the power strips were being
misused. He was also not aware of the storage
In front of the electrical panels.

Reference: NFPA 99 {1999 edilion)
3-321.2D

Minimum Number of Receptacles. The number
of receplacles shall be determined by the
Intended use of the palient care area, There shall
be sufficient receptacles located so as to avold
the need for extension cords or mulliple outlet
adapters.

110-26. Spaces

About Electrical Equipment, Sufficient access
and working space shall be provided and
maintained around all electric equipment to
permil ready and safe operation and maintenance
of such equipment. Enclosures housing elec!rical
apparalus that are controlled by lock and key
shall be considered accessible to qualified
persons.

(X4}10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5}
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continued from page 13
K 147 | Continuad From page 19 K 147

C. No appliances especlally refrigerators
can be plugged into power strips.

D. Maintain at least a 3" clearance from
electrical service panels.

E. Electrical receptacles in wet locations
must be GFl.

F. Where additional outiets are needed
quadplex receptacies must be installed
by maintenance - no multi plug adaptors.
2. Monthly room and office audits to be
completed by maintenance and items
correcled as found.

How does the facility plan to

monitor performance to ensure

solutions are maintained?

Monthly Audits completed by maintenance
and compliance reported o the QA
committee for recommendation and follow

up.
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