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A recertification survey was initiated on 02/04/13 . . ,
and concluded on 02/07/13 with a Life Safety 1. The facility's Quality of Life
Code survey initiated and concluded on 02/05/13 and Social Services Director
with the highest scope and severity of an "F". The : and
facility had the opportunity to correct deficlencies ass?ssed resndejn.t ,#8 "
before remedies would be recommended for revised the activities and
imposition. social services care plan to
meet the resident’s mental,
This was a Nursing Home Initiative survey with physical and psychosocial
. enganefe on 2\%{?4/ 1;0: gtssMog EF:F M. 248 needs. The care plan of
248 | 483.15(H(1 WVITI 2 . -
s8=D B TO/NEEDS OF EAGH RES resident #8 was signed by the

The facility must provide for an ongoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facllity's policy, it was
determined the facility failed to provide an
on-going program of activities for the well-being
of one (1) of seventeen (17) sampled residents
(Resident #8) and two (2) unsampled residents.
The facility failed to develop and implement a
program of activities based on assessment of the
resident’s interests and preferences. The facility
assessed the resident interests and preferences
for religious activities, sports, music, books, and
news.

The findings include:

Quality of Life Director.
Resident #8's, February
activity log, was reviewed by
the facility’s Activity Director
on February 6th and revised
to meet the activity
attendance of resident #8.

1)

The Quality of Life Director
has provided resident #8 a
calendar of scheduled
basketball games, and has
made arrangements for the
TV to be turned on and the
appropriate channel per the
basketball games of resident
#8’s choice.

BOB; *RY DIRBLTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

{X8) DATE

1o safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findi
‘owing the date of survey whether or not a plan of correctlon is provided. For nursing homes, the above findings an
ys following the date these documents are made available o the facility. If deficiencies are cited, an approved plan
gram participation.

&iency ‘Statement ending with an asterisk (*) denctes a deficiency which the institution may b
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The Quality of life director
?evigv;/\ of the 2faci_I’ity’s pol:cyé r:ga;rdir;g Activi':ijes, contacted the public library in
ated August 2007, revealed the facility wou I
develop a care plan for each resident to meet the Feb.ruary inquiring a.bout
resident's mental and psychosocial needs based delivery for large print books
on the comprehensive assessment. and or audio books to be
Observation of Resident #8, on 02/05/13 at 2:30 delivered to resident #8 for
PM, revealed the resident sitting in the room in a residents identified poor
wheelchair. The resident was noted as not vision.
engaged in any activity. There was a television in
the room that was turned off. There was no 2. Intervi b leted
evidence of books or magazines in large print or - Interviews will be complete
of a machine jo play a book on. QObservation, on by the Quality of Life director
02/05/13 at 3:30 PM, revealed the resident on 100% of the residents, by
continued to sit up in a wheelchair in the room _ K
without stimulation through any activities. March 13th so all residents to
ensure that the quality of life
Observation of the facility activity, on 02/05/13 at :
2:30 PM, revealed a cooking class was in care plans are reviewed and
progress. Observation of the facility activity, at up-to-date to express the
3:30 PM, revealed a church/religious program in resident’s specific activities
progress. and interventions that the
Review of the clinical record for Resident #8, resident enjoys. All resident’
diagnoses of End Stage Renal Disease and £ life di dth ol
Hypertension. The facility completed an of life director and the socia
admission Minimum Data Set (MDS) assessment service according to their
on Fhe resident on '91/26{13 which revealed the MDS schedule to ensure an
resident was cognitively intact and had poor ]
vision. The resident was assessed to enjoy ongoing program of activities
baoks, music, refigion, and news. designed to meetin
Review of the Quality of Life Assessment for accordance "_V'th the
Resident #8 completed by the facility, on comprehensive assessment,
01/251 3,_ unsigned, revealed the resident had and to identify interest of the
interests in children, cooking, current events, - .
residents, the physical,
JRM CMS-2567(02-08) Previous Versions Obsoleta Event ID:PO2X11 Faciity 1D: 100452 mental and psyehgsaclaiielpage 2 of 16

being of each resident.
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exercise, religion, music, puzzles, social events,
manicures, pedicures, sports, and television.

Review of the comprehensive care plan for
Resident #8, revealed the facility did not develop
specific interventions to address the resident's
interests and poor vision,

Review of the activities participation log for
Resident #8, revealed the resident did not attend
activities and spent the days doing self-directed
activities in his/her room during the month of
January 2013. The log for February 2013 was
blank

The Administrator educated
the Quality of Life Staff and
Social Services department
March 1, 2013 the necessity
of having resident specific
care plans and activities that
meet the interest of the
residents of the facility. The
Quality of Life director will
interview all new admissions

Interview with Resident #8, on 02/06/13 at 2:40
PM, revealed the resident enjoyed books and
magazines; however, the facility had not made
any arrangements for the resident to receive
large print books or audio books.

The resident stated it was not possible to read
regular print due to very poor vision. The resident
stated sports were of interest, especially college
basketball; however, the resident did not know
when the games were scheduled and the staff did
not arrange for the television to be tumed on for
games. The resident expressed interest in
attending activities.

Interview with Certified Nurse Aide (CNA) #2, on
02/07/13 at 8:40 AM, revealed Resident #8 sat in
the room unless out smoking or in therapy. She
stated she never observed the resident engaged
in room activities. She stated staff were trained
to assist residents to activities; however, many
times the staff were busy and not all residents
were asked to attend. She stated this was
probably not good for residents and isolated

to document and care plan
resident specific activities.
The Quality of life director
will document and track
when residents attend and
refuse to attend all activities
specifically those activities
directed toward their specific
interest. On admission, the
Quality of life director will
assess all resident for
appropriate visual materials
for resident specific use.
Specific needs for poor visuarl
needs will be addressed for |
all resident needs with the
assessment.
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Interview with the Quality of Life Director, on
02/07/13 at 9:50 AM, revealed Resident #8 The Quality of Life direct
preferred to stay in the room and she honored e Quality ot Lite director
that wish. She stated the resident had not asked will interview all new
for any supplies to engage in room activities. She admissions to document and
indicated one to one visits were not planned for . ”
any resident as the residents were all able to care plan resident specific
come out of their rcoms. She stated the activity activities. The Quality of life
ca!endar‘was. varled f'and the activity staf'f.had no director will document and
written directions or lists to ensure specific .
residents were invited to specific activities which track when residents attend
met their interests. . She stated activities were o and refuse to attend all
enhance the residents’ well-being. She revealed o :
she assumed Resident #8 was happy since she activities, specifically those
did not ask for anything. activities directed toward
. ) i their specific interest. An
Interview with the Administrator, on 02/07/13 at dit of 20% of resid
3:20 PM, revealed he was not aware residents audit of 20% of resident care
were not being provided with activities. He stated plans and resident interviews
the Resident Council members were always will be completed by the
complimentary of activities. He stated residents . L
needed to have social contacts to feel partof a Quality of Life Director to
community. ensure that the quality of life
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253} care plans are up-to-date to
s5=E | MAINTENANGE SERVICES P prto-date to |
express the resident’s specific
The facility must provide housekeeping and activities and interventions
maintenance services necessary to maintain a . . .
sanitary, orderly, and comfortable interior. that the resnleent enjoys. Al
resident’s will be assessed b
_ . . the quality of life director and
This REQUIREMENT is not met as evidenced
by:
Based on ohservation, interview and facility
policy review, it was determined the tacility failed
to maintain a sanitary, orderly and comfortable
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environment in one (1) of two (2) shower rooms,
one {1) of two (2) nurses stations, one (1) of two
(2) common areas and three (3) of seven (7)
wheelchairs were not maintained.

| The findings include:

Upon request for the preventive maintenance
policy for wheelchairs and common areas the
Director of Maintenance reported the facility did
not have a policy to address these areas.

Observation, on 02/06/13 at 7:15 AM, revealed
the Fast Common Area bad one(1).of three (3)

the social service director to
ensure an ongoing program
of activities designed to mee}
in accordance with the
comprehensive assessment,
and to identify interest of the
residents, the physical,
mental and psychosocial wel
being of each resident. An
attendance record audit will

lights with loose particles in the base of the light
fixture. The East Nurses Station had one (1) of
two (2) light fixtures with loose particle in the base
of the light fixture.

Observation, on 02/06/13 during tour at 6:10 AM,
revealed wheelchair arms were torn and rough in
resident rooms 108, 110 and 116.

Observation, on 02/06/13 at 7:00 AM, revealed
six (6) cardboard boxes stored on the floor in the

' East Shower room. A green clothes basket with

clothing was stacked on a clear plastic container
on the floor.

Interview, on 02/07/13 at 1:10 PM, with the
Director of Maintenance, revealed the facility had
a program where specific stalf are assigned to
certain rooms and locations of the building that
each person tours on and makes
recommendations of what needs to be fixed or
corrected. He stated they do not have a
preventive maintenance in place as such, but the
staff looked at the environment and then reported

be completed weekly fora
month by the Quality of Life
Director and then monthly tg
ensure the attendance of
residents is documented, an?
the visual needs of the
residents are identified are
met and signatures are
present to their specific
interest activity care plan to
ensure residents are
attending activities of interest
and visual needs are met and
care plans signed.
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the areas of concerns in the building. He stated 4. The attendance audit results
he was responsible to ensure the wheelchairs of the weekly audit will be
were repaired. reported by the Quality of
Interview, on 02/07/13 at 1:10 PM, with the Life Director weekly in the
Administrator, confirmed the facility had a morning meeting for review
program where staff are assigned to areas and d fol hi
locations within the building. The person is an ‘fo low up. The monthly
assigned tours and makes recommendations of audit results will be
what needs to be fixed or corrected and reports forwarded to the quarterly,
that to maintenance. . .
| mitte
F 431 483.60(b), (d), (¢) DRUG RECORDS, F 431 quality assurance committee
ss=F | LABEL/STORE DRUGS & BIOLOGICALS for review, follow up and

recommendations of the

The facllity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detall to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
tocked eompariments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of

F253

medical director and team.

S[103

1. The plant operations directo
and the environmental
services supervisor on
February 7th cleaned and
removed the loose particles
in the base of the light
fixtures in the East and West
wing common areas. The arm
rest on the wheel chairs in
rooms 109, 110 and 115 were
repaired by the plant
operations director on
February 12th.
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controlled drugs listed in Schedule It of the )
Comprehensive Drug Abuse Prevention and : The boxes and cloth basket i
Control Act of 1976 and other drugs subject to the East shower room was

abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can environmental services

be readily detected. supervisor on 2/6/13.

removed by the

2. On March 11th the facility’s

This REQUIREMENT is not met as evidenced plant operations director and

by: . .
Based on observation, interview and review of environmental services
the-facility's-policy;-it- was-determined-the facility director evaluated and

failed to ensure unauthorized persons/staif did . o
not have unsupervised access to medical audited 100% of common
supplies and medications to assure the integrity area light fixtures for dust
and safe keeping of these medications in and loose particles. A 100%
accordance with accepted professional principles

and in agreement with the facility's policy for audit of all wheelchairs was

medication administration and storage in two (2) completed by the plant

of two (2) medication rooms that were accessed operations director on

by unauthorized staff. . . J
2/12/13 to identify and repair

The findings include: wheelchairs that may have

Review of the facility's policy titled Medication torn arm rest and not in

Administration and Medication Storage, dated as compliance with wheel chair
effective 12/2010, revealed the room was to be maintenance. The East and
kept locked when unattended, only authorized

persons were to have access to keys to the West shower rooms were

medication rooms and the medication rooms inspected by the
were not to be left unattended. environmental services
Observation and interview, on 02/06/13 at 10:20 director on 2/12/13 for

AM, revealed the Director of Maintenance
removed his keys from his pocket and opened
the East Medication room. He entered the room

ORM CMS-2567(02-90) Previcus Versions Obsolets Evant ID:PO2X11 Facility ID: 100452 It continuation sheet Page 7 of 18
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with a cup of ice and returned to the east nurses
station with the cup filled with water. He reported,
he obtained the cup of water from the medication
room and eye wash room.

Observation, on 02/06/13 at 5:05 PM, on the
West Wing revealed CNA #1 exited the
medication room alone carrying a container of
ice. The door to the medication room was
observed to have a combination (push button)
lock on the outside of the door. Observation of
the medication room at 5:25 PM revealed an

| unlocked cabinet storing supplies for injections,

necessary services to
maintain a sanitary orderly
comfortable environment.
No other deficient practice
was identified.

The regional plant operation
director in serviced the
facility’s plant operations an

antacids, dressing changes, and liquid
nourishment. A plastic drawer unit contained IV -
antibiotics and numerous bags of 1V fluids.

Interview with CNA #1, on 02/06/13 at 5:06 PM,
revealed she was in the medication room by
herself. She stated the nurse had let her in the
room to get ice. She stated she was alone in the
room and the nurses regularly unlocked the door
to let staff in to obtain ice from the ite machine.

Observation, on 02/06/13 at 5:40 PM, of the East
Wing medication room, revealed the interior door
with locking mechanisms were not engaged and
the door was easily opened. Emergency
medications were stored in the unsecured interior
closet.

Interview with LPN #5, on 02/07/13 at 1:50 PM,
revealed a CNA had requested to get some ice
and she unlocked the medication rcom door to
allow her entrance. She stated she did not know
other staff were not to be in the locked medication
room alone without a nurse present or she would

housekeeping departments
on 2/11/13 on the cleaning
policy for common areas and
light fixtures, the
identification of worn arm
rest and replacing arm rest
when needed and the storag

of items in the shower room.

The plant operations directo
will audit all common area
and light fixtures weekly for

one month and then monthly

for compliance.

—
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have stayed with the CNA.
The plant operations director
Interview, on 02/06/13 at 5:50 PM, with the will audit the facility shower
Administrator, Director of Nursing, and the . R
Assistant Director of Nursing revealed they were rooms daily for one month
not aware the medication rooms were accessed and then weekly for proper
by ngn—medlcal stgff. They were not aware the ' storage in the shower rooms,
interior closet locking mechanism had failed to ] o
engage on the East Wing medication room, the resident wheelchairs will
Iea:'fing% emergentéy ‘:nedications ac(;:essib!e o be audited weekly for one
staff. They stated the nurse should have stayed
in the medication room with the staff when they month and then monthly for
obtained the ice. They stated non-nursing three months to ensure
......................... _pe.rsgnsme:e_nctaﬂowed_to_accem compliance. Results of the
medication rooms. dits will be f ded t
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 audits will be forwarded to
ss=£ | SPREAD, LINENS : the morning meeting for
. o immediate review and
The facility must establish and maintain an identified revisi h
Infection Control Program designed to provide a identified revisions by the
safe, sanitary and comfortable environment and administrator.
to help prevent the development and transmission
of disease and infection. . . ]
The administrator will submit
(a) Infet.:t‘ion Control Program the weekly plant operations
g?ggfriﬂltgn?grsifi?éﬁkh an Infection Control and environmental service
(1) Investigates, controls, and prevents infections audits and the monthly plan
in the facility; o operations and
(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections,
(b) Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
DRM CMS-2567(02-99) Previous Versions Obsolete Event ID:PC2X11 Facllity ID: 100452 I continuation sheet Page 9 of 16
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isolate the resident. _ _ .
(2) The facility must prohibit employees with a environmental services audit
communicable disease or infected skin lesions results to the quarterly
from direct contact with residents or their food, if i ing f
direct contact will transmit the disease. quality assurance meeting for
(3) The facility must require staff to wash their review and follow up by the
hands afte( eagh_dirgct resident contact for which medical director and team.
hand washing is indicated by accepted
professional practice.
(c) Linens :
Personnel must handle, store, process and F431 SkIL;
transport linens so as to prevent the spread of
infection 1. _The facility plant operations
director changed the locks on
2/6/13to the medication
This BEQUIREMENT is not met as evidenced room doors and educated
by:
Based on observations, interviews, record review CN.A. #1. The Plant
and review of the facility's poficy, it was operations director and LPN
determined the facility failed to ensure staff used #5 was educated by the
infection control practices to prevent the spread ] . )
of germs between residents in contact director of nursing, regarding
precautions for one (1) of seventeen (17) the policy of who is allowed
sampled residents and two (2) unsampled to have k
residents. (Resident #9). The facility failed to a. € 'eys to the
ensure mini-nebulizer face masks were medication rooms and that
maintained in a clean manner for two (2) of no one may enter the
seventeen (17) sampled residents and two (2) N .
unsampled residents. (Residents #8 and #10). In medlca.tl.on room without
addition, two {2) of forty-two (42) resident rooms, supervision.
Hooms 204B and 206A had mini-nebulizer
mouthpieces which were uncovered and lying on
the bedside tables. The facility failed to ensure
nurses followed infection control practices during
direct care for one (1) of seventeen (17} sampled
residents and two (2) unsampled residents,
ORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PO2X11 Fagility ID: 100452 If continuation sheet Page 10 of 16
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7 All medication rooms (two)
were evaluated by the plant
F 441 | Continued From page 10 F 441 tions direthr an dpthe

(Resident #3). The nurse failed to wash her o?era ' )

hands during the performance of a skin director of nursing 2/6/13 fot

assessment and tracheostomy care. In addition, security of the locks and

the nurse failed to maintain a sterile field during a .
sterile procedure. The facility failed to ensure unauthorized entrance to thq
nurses practiced hand hygiene prior to and after room. No other deficient
medication administration for two (2) of practice was identified.
seventeen (17) sampled and two (2) unsampled ,
residents (Resident's Aand B).
3. 100% of the facility staff was

educated by the Staff

The findings include:
J Development Coordinator on

February 2/8/13 regarding
1. Review of the facility's policy on X .
Handwashing/Hyglene, dated August 2009, who is authorlzeid t(') have
revealed personnel would follow the keys to the medication room
Handwashing/Hygiene procedures to help and that the medication
prevent the spread of infection. All personnel
received training on these procedures. All

wn

rooms are hot to be left

personnel would wash their hands for ten (10) to unattended. The clinical staff
fifteen (15) seconds using antimicrobial or were informed that the drugs
non-antimicrobial soap and water when there was | . cal used in th

likely exposure to spores (i. ., C. Difficile). For and biological used in the
effective mechanical removal of spores, wash facitity must be labeled in
hands for 30-60 seconds with soap and water. accordance with currently
Observation of Certified Nurse Aide (CNA) #2, on accepted professional
02/05/13 at 11:50 AM, revealed she entered principles, and include the

Resident #9's room with signage on the door o .
see nurse before entering. A small cart appropriate accessory and
containing gowns, red bags and gloves, was cautionary instructions whef
outside the doar. The CNA entered the room applicable and
after gloving and delivered the resident's lunch
tray. She was observed to move the overbed
table into reach and remove extra items from the
table to make room for the meal tray. When the
CNA left the room, she was cbserved to remove
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-Difficite-(C-Ditf)-Colitis—The-facility implemented

her gloves and sanitize her hands with gel.

Observation of CNA #3, on 02/05/13 at 12:20 PM,
revealed she entered Resident #9's room with
gloved hands. She was observed to empty a
trash can into a red bag and remove it from the
room. She disposed of the red bag in the utility
room, removed her gloves then sanitized her
hands with gel. '

Review of the cfinical record for Resident #9,
revealed the facility admitted the resident from
the hospital with a diagnosis of Clostridium

must store all drugs and
biological in locked
compartments under propey
temperature control and
permit only authorized
personnel clinical staff to
have access to the keys.
The facility’s plant operation
director will keep a log of

who has Possession of the
Eastand-West-medication

£ 2]

contact precautions, placed a sign on the door to
see the nurse before entering the room and
placed an isolation cart outside the room.

Interview with CNA #2, on 02/05/13 at 12:15 PM,
revealed Resident #9 was in isolation for an
unknown reason. She stated this required her to
use gloves and gel when she left the room. She
stated she did not know the resident had been in
isotation secondary to C. Diff or what that meant.
She stated she had not used soap and water to
clean her hands and had used gel. She stated
the nurse did not teil her that C. Diff required her
to wash her hands with soap and water, She
stated she was trained to either use gel or scap
and water and thought she should have used
soap and water to prevent the spread of the
organism.

Interview with CNA #3, on 02/05/13 at 12:20 PM,
revealed she was very new in her job and had
been trained to use gel after removing gloves.
She stated she was not informed by nursing to
use soap and water when removing gloves and

room keys. The Director of
Nursing and or the
Administrator will audit
clinical staff daily for 5 days |
ensure all clinical licensed
staff with approved
possession of the medication
room keys allow only
authorized personnel into th
medication room with
supervision by the nurse.
Results of medication room
for authorized personnel
entry without supervision

(=]

1)
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leaving isolation for residents with C. Diff. She

stated she did not know the reason the resident audit will be discussed by the

was in isolation and she should have washed her administrator and or director

hands to prevent spread of the organism. L ,

of nursing in the daily team

Interview with Registered Nurse (RN) #3, on meeting. Identified revisions

02{05/13 at 2:50 PM, reveaigd the CNAs were to the plan will be discussed

trained on washing hands with soap and water. . )

She stated Resident #9 continued on contact at the daily team meeting and

isolation for C. Diff to ensure the organism was the education department

not passed to others. She stated the CNAs - ;

should have been told duting report how to TN'“ Educatf-‘: the partle.s

manage the isolation as the information was not involved with appropriate
e | documented- he CMNAS toread discipline as necessary, On

She stated handwashing was the acceptable
method for preventing the spread of spores fike
C. Diff.

2. The facility did not provide a facility policy for
care of oxygen equipment.

Interview with LPN #4, on 02/07/13 at 1:30 PM,
revealed oxygen equipment was to be stored in a
clean plastic bag when not in use.

Observation of the facility, on 02/04/13 at 6:30
PM, and 02/05/13 at 10:00 AM, and 02/06/13 at
2:15 PM, revealed Resident #8's mini-nebulizer
face mask was uncovered and on top of the
dresser with the tubing draped down and in
contact with the floor,

Observation of the facllity, on 02/04/13 at 7:00
PM, and 02/05/13 at 10:15 AM, revealed
Resident #10's mini-nebulizer face mask was
uncovered in a chair next to the resident’s bed.

Dhservation of Room 2048 on 02/04/13 at 6:40

day six the medication room
for non-authorized personne
without supervision audit wil
go to weekly and will remain

“weekly until 100% compliane
is met for four consecutive
weeks. The administrator
and or director of nursing will
monitor monthly x three
months and then quarterly
times three months to ensur
compliance.

1)

184
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PM revealed a nebulizer mouthpiece connected .
to the nebulizer lying on the bedside table without for authorized personnel
a covering. : entry without supervision

Observation of Room 206A on 02/04/13 at 6:50 audit will be taken to the
PM also revealed a nebulizer mouthpiece quarterly quality assurance
connected to the nebulizer tubing lying on the meeting for review and follow
bedside table without a covering. - X ‘
up by the medical director

Interview with LPN #8, on 02/07/13 at 8:50 AM, and the quality assurance
revealed the oxygen equipment needed to be team.

stored in a clean plastic bag after use to prevent

contamination and the spread of infection. She :
""""""""""""" —T&tated shewas l‘espmis.!b‘!e to-store-the Fa4l ‘5}[%’/8
equipment after administering breathing .
treatments to residents. She stated the RN 1. Resident #9 was assessed by
supervised the unit. the licensed nursing staff on

Interview with RN #3, on 02/07/13 at 3:20 AM, 2/5/13. The Staff
revealed the nurses administering breathing Development Coordinator of
treatments were responsible to store oxygen 2/5/13 educated CNAs #2 an
equipment when not in use. She stated the

nurses were trained and knew how to store the
equipment to prevent the spread of infection. hand-washing & isolation
She.stated she normally made rounds and precautions with accurate
reminded nurses to store the items.

[=H

#3 regarding the C-diff policy,

return demonstrations.
Resident #8 and #10’ was
assessed 2/5/13 by the
licensed nurse and the mini-
3. Review of the facility policy regarding : nebulizer masks were -
Medication Administration-Adminlstering
Medications, effective 12/2010, revealed the rule
for handwashing was to be performed before

beginning medication pass and after any direct
contact with the resident.

replaced for resident #8 and
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ensure that the mini-
nebulizer face mask were
maintained in a clean
manner. Oxygen equipment
in rooms 204 and 206 were

Interview with the Director of Nursing on 02/07/13
at 1:50 PM, revealed staff were to wash and/or
disinfect their hands before and after every
resident contact. '

Observation during the medication pass on

02/06/13 at 9:50 AM, revealed LPN #4 failed to
wash or disinfect her hands prior to the
medication preparation and administration or
after each resident contact for two (2) unsampled
residents. (Resident's A & B) Nurse #4 prepared
and administered medications for Resident A
without washing/disinfecting her hands prior to or

replaced by nursing staff on
2/4/13 with new clean {not
sterile) equipment. The Staff
Development Coordinator op
2/5/13 completed Re-

-------------------- —afterauministering the oral-medications. ~Ste

administered an inhalant for another resident;
(Resident B) without washing or disinfecting her
hands prior to or after administering the
medication.

Interview with LPN #4, on 02/06/12 at 10:00 AM,
revealed she was supposed to wash or disinfect
her hands between each resident contact. She
stated they were to wash their hands with soap
and water after every third (3rd) resident contact.
She stated she was nervous and should have
disinfected her hands.

4, Qbservation, on 02/05/13 at 11:20 AM, of
Licensed Practical Nurse (LPN) #9 while
preforming skin assessment and tracheotomy
care on Resident #9 revealed the nurse entered
the room and applied clean gloves with out
proper hand hygiene. Further observation of LPN
#9 during the skin assessment of the resident
revealed a Granulex treatment was preformed to
the resident's left heel and the LPN changed
gloves without preforming hand hygiene.

Edutationwas completed
with LPN #4 on medication
administration and proper
hand washing, with return
demonstration. Residents A
and B were assessed BY
nursing staff on2/6/13. The
assessment revealed
residents A & B to be at
baseline status. LPN #9 was
educated by the
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Continued observation of the resident's overbed
table revealed a urinal with urine and a
tracheotomy care kit. Further observation of LPN
#9 revealed she applied clean gloves, opened the
tracheotomy care kit and then removed the
resident's tracheotomy tubing for cleaning. She
then removed the clean gloves and applied sterile
gloves without hand hygiene. Continuous
observation of LPN #9 revealed trachectomy care
was preformed with the urinal on the table and
urine visible.

Phone interview, on 02/07/13 at 2:00 PM, with

-HPN-#9-revealed-she-was-trained-on

Coordinator on 2/6/13 on
infection control program 1o
prevent the spread of

hands after each direct
resident contact for which
hand washing is indicated by
accepted professional
practice.

2. _The facility's nurse

infections to include washinpl;

handwashing and that hand hyglene should be
preformed during each glove change. She
further stated that no dirty items should be visible
while a clean or sterile procedure is being
preformed. LPN #9 stated not washing/sanitizing
hands properly and not maintaining a clean
surface when preforming care could lead to
infection or cross-contamination.

management team
completed a 100% audit on
2/4/13 on all residents who
was receiving oxygen therap
to ensure that all oxygen
equipment was stored

other deficient practices
identified on this date. The
facility’s Director of Nursing
Unit Managers and Staff
Development Coordinator
completed rounds on 2/6/1
and educated the nursing

appropriately, there were np
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staff on infection control
program to prevent the
spread of infections to
include washing hands after
each direct resident contact
for which hand washing is
indicated by accepted
professional practice
specifically isotation, c-diff,
medication administration

and-tracheotomy care

The Staff Develop
Coordinator educated and
completed clinical infection
control competencies on
100% of the nursing staff by
2/17/13 for infection control,
proper hand washing,
isolation policy and
procedures and infection
control while giving
tracheotomy care.




The unit managers will audit
all oxygen therapy equipment
four times per week for four
weeks for proper storage.
When the four times per
week audit is 100% compliant
the unit managers will audit
weekly for 3 months. The
Staff Development
Coordinator will ensure

proper-tracheotomy-care
competencies are completed
for 100% of the clinical nurses
by 2/17/13. The staff
development coordinator will
evaluate tracheotomy care on
50% of the resident
population weekly for four
weeks to ensure compliance.
New licensed staff will receive
a tracheotomy competency
check prior to being released
to the unit for care.



A weekly medication pass

observation 100% of licensed

staff will be completed by the
staff development :
coordinator for one month
and then monthly for 3
months to ensure proper
infection control practices on
infection control program to
prevent the spread of
infections to include washing

4,

hands after each direct
resident contact for which
hand washing is indicated by
accepted professional
practice.

The Infection contrel audits
results will be forwarded
WEEKLY to the morning
meeting by the director of
nursing and or staff
development coordinator for
immediate review and
revision of interventions as
identified. The results will be
forward to the Quarterly
quality assurance meeting for
review and follow up by the
medical director and team.
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K 000 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1974, 1992
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) stoty, Type V
(111)

SMOKE COMPARTMENTS: Six (6) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectars.

éPRINKLER SYSTEM: Complete automatic (dry)
sprinkler system.

GENERATOR: Type If generator, Installed new in
2009. Fuel source is diesel.

A standard Life Safety Code survey was
conducted on 02/05/13. Signature Healthcare of
South Louisville was found not to be in
compliance with the Requirements for
Participation In Medicare and Medicaid. The
facility is certified for one hundred (100) beds with
a census of elghty six (86) on the day of the
survey.

The findings that follow demonstrate
noncompliance with Title 42, Cade of Federal
Regulations, 483.70(a) et seq. (Life Safety from

ol

K
000 K029

1. The facility immediately
installed a self-closing
device on the doors of
the Medical Records
Office and the dry
storage areas in the
kitchen to be
incompliance with
accordance 8.4.1 and
19.3.5.4 protects
hazardous areas.

2. The facility was
evaluated by the
regional plant
operations on 2/25/13
and a 100% audit was
completed on all storage
room and office doors to
identify any other
deficient practice for
self-closing devices on
doors that protects
against hazardous areas.
There were no other
deficient practices
identified.

3/

ATOR&CTOR‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

2 /%4»1& )5 Ak

(%) DATE

T /2003

ficiency statement ending with an asterisk (*} denotes a deficiency which tha institution

By be excused from correcting providi

i is determlﬁed that

other safeguards provide sufficient protection to the patlents. (See instructions.) Except for nursing homas, the findings stated above are disclosable 30 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of coirection are dist

days following the dats these documents are made available to the facility, if deficiencies are cited, an approved plan ef correction is requxs;te

program participation.
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Fire).

Deficiencies were cited with the highest
deficiency identified at "E" level,

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD
SS8=E :
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 Inches from the bottom of the door are
permitted. 19.3.2.1

This STANDARD s not met as evidenced by:

Based on observation and interview, it was
determined the facllity failed to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential to affect two (2) of six
(6) smoke compartments, residents, staff and
visitors. The facility is certified tor one hundred
(100) beds with a census of eighty six (86) on the
day of the survey. The facility failed to provide
self-closing devices for doors protecting
hazardous areas.

The findings include:

3. On 2/25/13 the regional
plant operations director
K029 educated 100% of the
facility plant operations
team on the
requirement of 8.4.1 and
19.3.5.4 protects
hazardous areas and the
need for self-closing
devices on office and
storage doors that
contain hazardous areas.
The facility administrator
and regional plant
operations director will
ensure any addition of
hazardous areas to the
facility will be reviewed
for compliance for an
automatic door closures
for doors protecting
against hazardous areas.
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Observation, on 02/05/13 between 10:00 AM and
3:30 PM, with the Maintenance Director and the
Regional Plant Operations Supervisor revealed
rooms that required self-closing devices or rooms
that contained a hazardous amount of
combustibles did not have self-closing devices to
keep the door closed. The rooms iden?ified as 4. The regional plant
hazardous requiring a self-closing device are the tions direct i
Medical Records Office and the Dry Storage in operations director wi
the Kitchen. forward any new
_ additions of hazardous
Interview, on 02/05/13 between 10:00 AM and )
3:30 PM, with the Maintenance Director and the areas and or renovations
Regional Plant Operations Supervisor revealed to current hazardous
he was not aware the c{oors to these rooms were areas to the quarterly
required to be self-closing. .
guality assurance
0105/ . " committee for review
Interview, on 02/05/13 at 4:00 PM, with the . .
Administrator revealed he was aware of the and compliance of life
requirements for doors protecting hazardous safety code 8.4.1 and
areas. 19.3.54.
K047 e
377
8.4.13 1. The facility plant
Doors in barriers required to have a fire operations director
resistance rating shall have a 3/4-hour fire . . .
protection rating and shall be self-closing or immediately installed
automatic-closing in accordance with 7.2.1.8. exit signs located in the
kitchen, dining, and T.V.
room making a clear
path of egress
recognizable.
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2. On2/25/2013 the plant
operations director
NFPFA 101 (2000 Edition). performed a 100%

19.3.2 Protection from Hazards. inspection of all paths of
19.3.2.1 Hazardous Areas. Any hazardous areas egress to ensure that all
shail be safeguarded by a fire barrier having a paths of egress were
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in

Reference:

clearly marked and

accordance with 8.4.1. The automatic recognizable with exit
extinguishing shall be permitted to be in ; No other deficient
accordance with 19.3.5.4. Where the sprinkler S'gns'. ) o
option is used, the areas shall be separated practice was identified.
from other spaces by smoke-resisting partitions

and doors. The doors shall be self-closing or 3. 0On2/25/2013 the plant
automatic-closing. Hazardous areas shall operations director
include, but shall not be restricted to, the o
following: educated 100% of the
(1) Boiler and fuel-fired heater rooms plant operations team
g)scnigt)ralfbulk laundries larger than 100 ft2 regarding exit and

(33 Paint shops directional signs

(4) Repair shops - displayed in accordance

(5) Soiled linen rooms . . .
(6) Trash collection rooms with section 7.10 W't.h
(7) Rooms or spaces larger than 50 ft2 (4.6 m2), continuous illumination
including repalr shops, used for storage of also served by the
combustible supplies '
and equipment In quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors In rated enclosures shall be
permitied to have nonrated, factory or
field-applied

protective plates extending not more than

48 in. (122 ¢m) above the bottom of the door.

emergency lighting
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Exit and directional signs are displayed in
accordance with section 7.10 with continuous
illumination also served by the emergency lighting
system. 19.2.10.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllity failed to ensure exit signs
were maintained in accordance with NFPA
standards. The deficiency had the potential to
affect two (2) of six (6) smoke compariments,
residents, staff and visitors. The facility is certified
for one hundred (100) beds with a census of
eighty six (86) on the day of the survey. The
facllity failed to ensure exits were ¢learly
recognizable with proper exit signage.

The findings include:

Observation, on 02/05/13 between 10:00 AM and
3:30 PM, with the Maintenance Director and the
Regional Plant Operations Supervisor revealed
the exit doors located in the Kitchen, Dining
Room, and T.V Room did not have an exit sign
above the door making the path of egress clearly
recognizable.

Interview, on 02/05/13 between 10:00 AM and
3:30 PM, with the Maintenance Director and the
Regional Plant Operations Supervisor revealed
he was not aware the exits did not have proper
signage.

101 life safety to include
that obviously and
clearly are identifiable as
exits shall be marked by
an approved sign readily
visible from any
direction of exit access.
The facility plant
operations director will
audit facility exit signs
weekly x four weeks
then monthly to ensure
that the exit signs are
appropriately lit, light
bulbs are not burnt out
and operating correctly.

4. The facility plant
operations director will
report any weekly and or
monthly non-
compliance audits
immediately to the
administrator for
immediate follow up and
correction.
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If there Is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. ltis fully
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. 19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure the

immediately moved the
exit sign located at the
Waest Hall Center exit
that was located in front
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e adminstrator-witt
K 047 Continued From page 5 K 047 report in the quarterly
Interview, on 02/05/13 at 4:00 PM, with the guality assurance
Administrator revealed he was not aware the committee, compliance
exits did not have proper signage. )
and non-compliance
audits to the committee
and the medical director
Reference: NFPA 101 (2000 edition) for further review and
follow up.
7.10.1.2" Exits. Exits, other than main exterior
exit doors
that obviously and clearly are identifiable as exits,
shall be K 056
marked by an approved sign readily visible from
any direction .
of exit access. , 1. The facility plant «3/’/01//3
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 operations director /
88=D
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survey.

building had a complete sprinkler system, in
accordance with NFPA Standards. The deficiency
had the potential to affect one (1) of six (6) smoke
compartments, residents, staff and visitors. The

facility is certified for one hundred (100) beds with
a census of eighty six (86) on the day of the

The findings include:

Observation, on 02/05/13 at 3:29 PM, with the
Maintenance Director and the Regional Plant

Operations Supervisor revealed a sprinkler head
was blocked by the exit sign located at the West
Hall Center Exit.

Interview, on 02/05/13 at 3:28 PM, with the
Maintenance Director and the Regional Plant
Operations Supervisor revealed he was not
aware of the blocked sprinkler head.

Interview, on 02/05/13 at 4:00 PM, with the
Administrator revealed he was not aware of the
blocked sprinkler head.

Reterence: NFPA 13 (1999 Editlon) 5-13 8.1

Actual NFPA Standard: NFPA 101, Table 19.1.6.2
and 19.3.5.1. Existing healthcare facilities with
construction Type V (111} require complete
sprinkler coverage for all parts of a facility.
Actual NFPA Standard: NFPA 101, 19.3.5.1.
Where required by 198.1.6, health care facilities
shall be protected throughout by an approved,
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of thesprinktertead; 48
K 056 | Continued From page 6 K 056 inches to the left leaving

the exit sign in a visible
place while not impeding
on the sprinkler head.

2. A 100% audit was
completed by the
regional plant
operations director and
facility plant operations
director on 2/26/13 to
identify any facility exit
signs blocking sprinkler
heads that would affect
additional residents.
There were no other
deficient practices
identified.

3. On2/25/13 the regional
plant operations director
educated the facility's
plant operations staff on
NFPA 13 that sprinkler
heads cannot be blocked
and kept in accordance
with NFPA standards.
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supervised automatic sprinkler system in
accordance with Section 9.7. .
Actual NFPA Standard: NFPA 101, 9.7.1.1. Each The facility plant
automatic sprinkler system required by another operations director will
section of this Code shall be in accordance with dit facility exit si
NFPA 13, Standard for the Installation of Sprinkler audit facility exit signs
Systems. ) weekly x four weeks
Actual NFPA Standard: NFPA 13, 5-1.1. The then monthly to ensure
requirements for spacing, location, and position
of sprinklers shall be based on the following that t.hey are no.t
principles: : blocking any sprinkler
g ; gpr§n§:ars :nsta;llzd through;:;.xt the przmlses heads and the
prinklers located so as not to excee . .
maximum protection area per sprinkler installation of any new
(3) Sprinklers positioned and located so as to sprinkler heads or exit
provide satisfactory performance with respect to signs must be approved
activation time and distribution. o
by the facility
administrator and or
Reference: NFPA 13 (1999 ed.) ional plant
5-5.5.2.2 Sprinklers shall be positioned in reglonal pian

accordance with operations director.

the minimum distances and special exceptions of

Sections 5-6 4. The facility’s plant
g\“:;gt;g;trwcf;ﬂ so that they are located sufficiently , operations director will
obstructions such as truss webs and chords, . report any weekly and or
pipes, columns, monthly non-

and fixtures. ; .

Table 5-6.5.1.2 Positioning of Sprinklers to Avoid compliance audits
Obstructions to Discharge (SSU/SSP) immediately to the

administrator for

Maximum Allowable Distance immediate follow up and

Distance from Sprinklers to of Deflector

above Bottom of correction. The
(Sé’de of Obstruction (A) Obstruction (in.) administrator will report
Less than 1 ft 0
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PO2X21 Facility ID: 100482 - If continuation sheet Page 8 of 15
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Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.7.4.1. 19.3.5.6, NFPA 10

This STANDARD Is not met as evidenced by:

Based on observation and interview, it was
determined the facility failed to maintain the
installation of portable fire extinguishers per
NFPA standards, The deficiency had the
potential to affect one (1) of six (6) smoke
compartments, residents, staff, and visitors. The
facility is certified for one hundred (100) beds with
a census of eighty six (86) on the day of the
survey.

The findings include:

assurance committee for
review,

K064

1. The fire extinguisher
located in the center hall
was immediately
lowered to the five (5)
feet from the floor
requirement.
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1fttolessthan 1t 6in, 2172
1 ft 6 in. to less than 2 ft 31/2 . .
2 ft to less than 2 ft 6 in. 51/2 in the quarterly quality
2 ft8in. to less than 3 1t 71/2 assurance committee,
3ft tO.leSS than 3t 6in. g1/2 comp”ance and non-
3ftéin.tolessthan 4 ft 12 . .
4 ftto less than 4 ft 6 in. 14 compliance audits to the
4ft6in.tolessthan5 ft 161/2 committee and the
5 ft and greater 18 medical director for
For Stunits, 1in. = 25.4 mm; 1 ft = 0.3048 m. further review and
Note: For (A) and (B), refer to Figure 5-6.5.1.2(a). follow up. Any new
Reference: NFPA 13 (1999 ed.) - sy o
5-8.3.3 Minimum Distance from Walls. Sprinklers add't'?ns of exit sngna:age
shall be located a minimum of 4 in. (102 mm) or sprinkler heads will
from a wall. be forwarded to the
!;9?6; NFPA 101 LIFE SAFETY CODE STANDARD K 064 quarterly quality

M
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Observation, on 02/05/13 at 10:06 AM, with the he facility’s ol
Maintenance Director and the Regional Plant 2. The facility’s plant
Operations Supervisor revealed the wall operations director
mounted, portable fire extinguisher located in the audited 100% of the
Center Hall was mounted above five (5) feet from .
the floor. The extinguisher was mounted at five portable fire .
foot, eight inches above the floor. extinguishers to ensure
Interview, on 02/05/13 at 10:06 AM, with the that all portable fire
Maintenance Director and the Regional Plant extinguishers were
Operations Supervisor revealed they were not located five (5) feet from
aware of the instailation requirements for wall
mounted portable fire extinguishers. the floor. There were no
other deficient practices
Interview, on 02/05/13 at 4:00 PM, with the identified.
Administrator revealed he was not aware of the
installation requirements for wall mounted .
portabie fire extinguishers. 3. On2/25/13 the regional
plant operations director
educated the facility’s
Reference NFPA 10 (1998 Edition). .
plant operations staff on
1-6.10 Fire extinguishers having a gross weight NFPA 10 1-6.10 the
not exceeding 40 Ib (18.14 kg) shall be portable fire
installed so that the top of the fire L
extinguisher is not more than 5 ft (1.53 m) extinguishers may not be
above the floor. Fire extinguishers having a more than 5 feet above
gross weight greater than 40 Ib (18.14 kg) |
(except wheeled types) shall be so installed Fhe ﬂoof’ All new
that the top of the fire extinguisher is not installation of portable
more than 3 1/2 ft (1.07 m) above the floor.
In no case shall the clearance between the
bottom of the fire extinguisher and the floor
be less than 4 in. (10.2 cm),
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD K066
SS8=E
Smoking regulations are adopted and include no
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less than the following provisions:

{1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbel for no smoking.

(2) Smoking by patients classified as not
responsible is prohiblted, except when under
direct supervision.

(3) Ashtrays of noncombustible material and safe
design are provided in all areas whera smoking is
permitted.

(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permitted. 19.7.4

This STANDARD s not met as evidenced by:

Based on abservation and interview, it was
determined the facility failed to ensure the use of
approved ashirays in the designated smoking
area, in accordance with NFPA standards. The
deficiency had the potential to affect smokers,
staff and visitors. The facility is certified for one
hundred {100) beds with a census of eighty six
(86) on the day of the survey. The facility failed to
ensure the smoking areas had a metal contalner
with a self-closing lid to dump ashtrays.

fire extinguishers must
be approved by the
facility administrator and
regional plant
operations director, to
ensure proper
installation and no
higher than 5 feet from
the floor.

4. The regional plant
operations director will
forward any new
construction and or
renovations to the
quarterly quality
assurance committee for
review and compliance
of life safety code NFPA
10.
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K 066 _?g“‘fif“(‘i‘?d Frioml p;gle " K066 1. The facility obtained a 3 / /t/ //“
@ lindings ‘nclude: quote from direct supply 4
Observation, on 02/05/13 at 2:13 PM, with the on 2/25/13 and an order
Maintenance Director and the Regional Plant . was place on 2/25/13 to
Operations Supervisor revealed the facility failed P /25
to provide a metal container with a self-closing lid purchase a metal
to dump the ashtrays, located in the designated container with a self-
smoking areas. closing lid to dump
Interview, on 02/05/13 at 2:13 PM, with the ashtrays in located in the
Maintenance Director and the Regional Plant designated smoking
Operations Supervisor revealed he was not e
aware of the requirement for metal containers areas.'The self closm.g
with a self-closing lid for dumping ashtrays. containers were putin
. _ place on 3/8/13.
Interview, on 02/05/13 at 4:00 PM, with the
Administrator revealed he was not aware of the N
requirement for metal containers with a 2. The facility was
self-closing lid for dumping ashtrays. evaluated by the
regional plant
Reference: NFPA Standard 101 (2000 Edition). . .
operations director to
19.7.4 Smoking (4) identify any other
Metal containers with self-closing cover devices deficient practices, for
into which ashtrays can be emptied shall be havi lf-closi
readily available to all areas where smoking is not having a seli-closing
permitted. lid container to dump
88=E L .
Electrical wiring and equipment Is in accordance deficient practices were
with NFPA 70, National Electrical Code. 9.1.2 identified.
This STANDARD is not met as evidenced by:
Based on observation and interview, it was
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K 147 | Continued From page 12 K 147 plant operations director

“around electrical panels.

determined the facility failed to ensure electrical
wiring was maintained in accordance with NFPA
standards. The deflciency had the potential to
affect two (2) of six (6) smoke compartments,
residents, staff, and visitors. The facility is
certified for one hundred (100) beds with a
census of eighty six (86) on the day of the survey.
The facility falled to ensure the proper use of
power strips, and failed to maintain proper space

The findings inciude:

Observations, on 02/05/13 between 10:00 AM
and 3:30 PM, with the Maintenance Director and
the Regional Plant Operations Supervisor
revealed:

1) Apower strip was plugged into another power
strip located in the Admissions Office.

2) Adesk was blocking an electrical panel
located in the Dry Storage Room.

3) Apower strip was plugged into another power
strip located in the Beauty Shop.

Interview, on 02/05/13 between 10:00 AM and
3:30 PM, with the Maintenance Director and the
Regional Plant Operations Supervisor revealed
he was aware of the proper use of power strips;
however, he was not aware the power strips had
been misused. Further interview revealed they
were not aware the desk had been placed in front
of the electrical panel,

Interview, on 02/05/13 at 4:00 PM, with the
Administrator revealed he was aware of the
proper use of power strips; however, he was not
aware the power strips had been misused.

educated 100% of the
plant operations staff on
NFPA Standard 101
19.7.4 that metal
containers with self-
closing cover devices
into which ashtrays can
be emptied shall be
readily available to all
areas where smoking is
permitted. A weekly
audit x 4 weeks and then
monthly for 4 months of
the designated smoking
areas will be completed
to ensure the presence
of a metal self-closing
container where
ashtrays can be emptied.

The facility plant
operations director will
report any weekly and or
monthly non-
compliance audits
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Further interview revealed he was not aware the
desk had been placed in front of the electrical
panel

Reference: NFPA 101 (2000 Edition)

9.1.2 Electric,

Electrical wiring and equipment shall be in
accordance with NFPA 70, National Electrical
Code, unless existing instaliations, which shall be
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

Reference: NFPA 70 400-8

{ Extensions Cords) Uses Not Permitted.
Unless specifically permitted In 400.7, flexible
cords and cables shall not be used for the
following:

(1) As a substitute for the fixed wiring of a
structure

(2) Where run through holes in walls, structural
cellings, suspended ceilings, dropped ceilings, or
floors

(3) Where run through doorways, windows, or
similar openings

(4) Where attached to bullding surfaces

Reference: NFPA 99 (1999 edition)
3-321.2D

Minimum Number of Receptacies. The number
of receptacles shall be determined by the
intended use of the patient care area. There shall
be sufficient receptacles located so as to avoid
the need for extension cords or multiple outlet

K147

immediately to the
administrator for
immediate follow up and
correction. The
administrator will report
in the quarterly quality
assurance committee,
compliance and non-
compliance audits to the
committee and the
medical director for
further review and
follow up.

1. The facility plant
operations director
immediately unplugged
the power strip in the
admissions office and in
the beauty shop. The
desk located in the dry
storage room was
moved to provide access
to the electrical panel.

3/07
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adapters.

110-26. Spaces

About Electrical Equipment. Sufflcient access
and working space shall be provided and
maintained around all electric equipment to
permit ready and safe operation and maintenancs
of such equipment. Enclosures housing electrical
apparatus that are controlled by lock and key
shall be considered accessible to qualified
persons.

2. The plant operations
director evaluated all
medical equipment and
power strips to ensure
that no medical
equipment was plugged
into power strips and
that no power strips
were plugged into other
power strips. Also an
audit of all electrical
panels was complete to
ensure access. No other
deficient practice was
found.

3. ByMarch 5" 2013 an all
staff in-service will be
held by the maintenance
director on the proper
use of power strips and
that no medical and or
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appliance can be
plugged into a power
strip and power strips
cannot be plugged into
other power strips and
access to electrical
panels. The plant
operations department
will make weekly rounds
for one month and then
monthly to ensure the
proper usage of power
strips and to ensure
there is nothing blocking
electrical panels.

The findings of the
weekly/monthly audits
will be forwarded to the
quarterly Quality
Assurance meeting for
compliance, follow up
and recommendations.




