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DEPARTMENT OF MEALTH AND HUMAN SERVICES _ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/ISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A 8U|LD]NG. COMPLETED
R
185309 B. WING 12/12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

718 GOODWIN LANE
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F GO0} | INITIAL COMMENTS {F 000} '

Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
12/09/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
cther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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)b BUMMARY STATEMENT OF DEFICIENGIES 1D PROVICZR'S PLAN OF CORRIGTION " -

SFRING VIEW HEALTH & REHAB CENTER, INC

5

mgﬂx (EACK DERIGIENGY MUST BE PRECEDED BY FULL PREFIX (FACH CORRBCTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE DATR
DEFICIENCY)

F 000 Submission of thiz Plan of Correction doss not
constltute admisslon or agreement by tho

; pravider of the truth or the facts alleged or

Astandard receriiflcation survey was conducted ' concluslons set forth In the Statement of

11113/13 through 11/46/13 and & Life Safety Deficlenclos. Tho Plan of Corrcation 1s

Survey was conducted 11/13/13. Defiolencles submitted solely beonuse it is raguired by the

were clted with the facliity having the opportunlty provialon of federal and state faw,

Mo (o correct deficlencies before remedies would

be recommendsd.

F 263 | 483.15(h)(2) HOUSEKEEPING & F253| pasa £2/09/13

gs=p ! MAINTENANGE SERVICES

F 000 1 INITIAL COMMENTS

Corrective Measures for Resident Idenfiffad in

The facility must provide housekeeping end ' the deficlency:
malntenance servicas neceasery to maitaln a
sanilary, orderly, and comfortable Interlor, The three unlabeled wash basins in the

bathroom of room 104 were removed by
the DON on 11/15/13, The two urinals

This REQUIREMENT Is not met as evidenced and two specimen colleation containers
by: in the bathroor of raom 207 were removed
Bazed on observallon and Intsrview It was by the DON on 11/15/13, The unlabeled and
datermined the faalllty felied to ensure uncovered bedpan on commods tank ild in
housekesping and maintenance services (o room 209 bathroom was removed by the
maintain & gsnltary and comfortable Interlor DON on 11/15/13. The unlabsled uncovered
related to observatien of urinale, bed pans and specimen dontainer on shelf In the bathroom
bath basins observed Improperly stered In of room 213 was removed by the DON on
i rasldent bathrooma. 11/15/13
|
The findinga Include: How ofher residonts who may have been
Interview with the Direator of Nursing (DON), on
41716743 al 11:30 AM, revesied the facllity based All rezident's havs the potential to be
thelr standard of practice for cure of residant | affected by utilization of unlabeled and
equipment an Mosby's Textbcok for Long Term i improperly stored bedpans, urinals, and wash
' Care Nursing Asalstants, Review of sectlon; basing at
QBRA and CMS requlrements for resident rooms the resident bedside and bathrooms,
gocllon; revealed “Peracnal supplies and llems
| are labsled and stored approprialely”, Measures Imptementad or Sysiems Altered to
Prevent Re-occurrencet
Obsarvation during the Inltial tour on 11/13/13 at !
| 12:30 PM end 3:35 PM revealed three unlabeled , ‘ The nursing staff was re-educated on procedure
' . ) of properly storing bedpang, urinals, and wash
LABORATORY BIREGTO, ROVIDERISURPLIER REPRESENTATVE'S SIGNATURE 1IMLE {Xe) DATE
W NHA Jalies
Any duflclency stalamant Bnding with an astastsk (*) denctes & deficiency which he Inatiiution may be oxctsed fram carrauing providing it is detemined thal i Y

clhar saleguads provids suficlant prolaclion 1o ths pattents, (See insltruclons.) Excapt for nursing hames, the findings etated absve gre dlsclosablo B9 daya
foliowing tha dala of survey whether or not a plan of vorrealion 1 provided, Fer numing homes, tha abova findinge ond plene of corresiion ars dlyolosable 14
days foliowing ths dats these documenla ara matie avallable lo the faclity. if doficianciss are clted, &n ppproved plan of corrsatlon I3 requilgile to continusd
progrem parlicipatlon.

ey et b Y Reem el mr wmms e m me A e ANA W fESR te e

Evanl ID:RKOSYS Faclity ID: 130148 iFeantinuation gheat Fage fof2

T

FORM CM3-2667(02-80) Provious Vansloas Obsolele

L2tz \60Y-28¢2-022 98Yyay ¥ yilean mainbuiids geigl £102-980-21




PRINTED: 12/02/4013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENT ERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838.0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/EURELIER/CLIA {X2) MULTIFLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECYION [CENTIFIGATION NUMBER: A BUILDING COMPLERTED
163308 B WING 111512043
NAME OF PROVIDER OR BUFPPLIER STREET ARDRESS, QITY, 8TATE, ZIF CODE
NG VIEW HEALTH & REHAB CENTER, ING 748 GOODWIN LANE
SFRING R ' LEITCHFIELD, KY 42754
(%4110 SUMMARY GTATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (xa)
FREFIX (EACH NEFICIENGY MUST BE PRECECED BY FULL PREFIX (BACH CORREGTIVE ACTION SHOULD BE COMFLETION
TAQ REGULATORY OR L.8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
Moasures Implomented or Systems Altared to | 12/09/13
F 253! Continued From page 1 F283  prevent Re.ocourrengel '

washbasing etacksd togethsr In the bathreom of
room #104. Observallen at 12:60 PM and 3:30

basing by the DON on 11/22/13, Resident

PM of room #207 ravealed twe uringls and two equipment stored In rasident bathirooms witl
specimen collaction containers sitiing on a shelf ! be QI monitored by DON or designes daily 5x
over the commode In the bathroom. The urinals per week X 4 weeks then 3x weekly x 4

and spacimen contelners were touching, and waeka then 2x weekly X 4 weesles then

wera not labeled or covered. Obsarvations on waskly x 6 months, Any negative findings
1111313 at 12:56 PM revesaled a specimen will be addressed immediately through re-
ganiainar not labeled and uncovered on top ¢f education,

commode tank iid In room #208 bathroom. At
1:10 PM, 8 badpan not labeled and uncoverad on
top of commods tank lid In room #209 bathroom

end at 1:20 PM a spacimen container not Iabeled Moanitoring for Ongeing Compliance:

and uncovered on the shelf In the bathreom of

room #213. Director of Nursing will present findings to
the Quality Assurance committes meeting

interview with tha DON, on 11/18/13 at 11:30 AM, monthly x 9 months for review and

revealad she expected regident bath basins, development of action to ensure sanitary

utlnals and spacimen containers lo be stored and comfortable interior is maintalned by

labeled and covered, facllity.

Interviaws with Cerlilad Nursing Assistania
(CNA)#1, #2, #3 and #4 on 11/16/13 et 11:20
AM, 11:26 AM and 11:30 AM ravealed they had
no explanation why the balh basins, urinals and
specimen collection contalners were stored
without belng labelad and bagged. They slated it
was everyone's responsiblilty to eneure the
rasldent equipment was slored appropriately.
Tha CNAg gald bath basine, urinala and
specimen collactlon containera should alwaye be
labsled and begged. :
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CCDE

718 GOODWIN LANE
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(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
{K 000} INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in complaince
12/18/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6} DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing hemas, the findings stated above are disclosable 96 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available to the facility. If deficiencies are ciled, an approved plan of correction is requisite o continued
program paricipation.
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{(X4) 1D BUMMARY BTATEMENT OF DEFICIENCIGA | [#] FROVIDER'S PLAN OF CORREGTION (xa)
PREPIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION 8HOULD BE GOMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TO THE APPROPRIATE oATE

DEFIGIENCY)

; Submission of this Plan of Correctlon does not| 12/12/13
" 000} INITIAL COMMENTS ' bl constitute admission or agresment by the
! provlder of the truth or the facts alleged or

CFR: 42 CFR 483.70(a) | conclugions set forth In the Statement of
Deficiencies. The Plan of Correction I
BUILDING: 01. submitted solely because it is required by the

provision of federal and state law,
PLAN APPROVAL: 1082.

| SURVEY UNDER: 2000 Exisling.

FACILITY TYPE: SNF/NF,

i TYPE OF 8TRUCTURE: One (1) story, Type Il i
(211).

|
I SMOKE COMPARTMENTS: Four (4) smoke
compartmenta,

FIRE ALARM: Complete fire alarm system
! Inetalled In 1682, with 6 amoke detectors and 0
" heat deteotors,

|

j SPRINKLER SYSTEM: Complete automatlc dry

1 sprinkler aystem Installed In 1882 and added onto
| In 2008,

: GENERATOR; Type |l generator Instajled In

{ 2007. Fusl sourcs I3 Propans.

]

I A standard Life Safety Code survey was

' conduoted on 11/18/18. Spring View Heallth &

« Rehab Center was found In non-gompllanos wilh

the raquirements for particlpation In Medlcare and
Medlcald, The faclilty Is certified for Sevenly-One

(71) beds with a cangus of Sixty-Two (62) on the '
day of the survay.

The findings that follow demonstrate
nengompliance with Title 42, Cede of Federal
A I

|
|
f
]

LABORATCORY DIRECTOSS-QR-AH L@% REPREAENTATIVE'S 8IANATURE TITLE ' (X8) OAT
: /

N /2213

Any daficlanay Hatemont onding wilh an eslerak (*) denoles B deflelency which the Inalitullen may ba excused from corraating providing It is delermined that
other safegusrds pravida subclani protaation 1o the patiants, (Bea Instruclions,) Excep! fer nuralng homes, the findings slated sbove are disclosable 80 deys
following tha date of aurvay whather of nol u plan of correclion Is provided, For nursing hemas, tha abava findinga and plans of carraction aro dlaclosebla 14
deya following the dete thesa documanls are mada avafiabla to the faclity, If deficlencles ere clied, en approved plan of corraallon Is requisite to continuad
program participatlon.

Mo
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PRINTED: 12/02/2013
FORM APPROVED

CENTHRE FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/GUPPLIER/CLIA {X2) MULTIPLE CONBTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDANTIFCATION NUMBER; A BUILDING 01 « MAIN BUILDING 04 COMPLETRO
185309 B, WING 11113/2013
NAME OF PROVIOER OR SUFPLIER BTREET ADDREES, CITY, STATE, ZIP CODE
716 GOODWIN LANE
SPRING VIEW HEALTH & REHAB GENTER, INC LEITCHFIELD, KY 42754
(X1 1D BUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'@ PLAN OF CORRECTION w8}
PREFIY {FACH DEPICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LRC IDENTIFYING INFORMATION) TAG CROSA.REFERBNCED TO THE APPROPRIATE bare
DEPFICIENCY)
Submissian of this Plan of Corroction does
K000 | Gentinued From page 1 KO0|  not constitute admission or sgreoment by th
Regulations, 483.70(g) et seq. (LIfe Safety from provider of the truth or tho facts elleged or
Fire), conclusions sot forth In the Statement of
Deflciencies, The Plan of Correction is
Deficlancles wers clted with the highest submitted solely beesuse It lsTequired by the
deficlency Identified at "F" [evel, provigion of federal and state law.
222: NFPA 101 LIFE SAFETY CODE STANDARD K026 K025 NEPA 101 Life Safety Code 12112113
= )

Smoke barriers are gonsiructed to provide at
' least g ane half hour fira resistance ratlng In
accardance with 8.3, Smoke barriers may
terminetle at an atrium wall, Windowa are
protectad by fire-ratad glazing or by wired glass
panela and steel frames, A minimum of two
seperate compartmanis are provided on each
floor. Dampears are not raquired In duct
penatrations of smoke barders in fully ducled
haating, vanilfating, and afr conditloning systems.
19,3.7.3,10.3.7.5, 19.1.8.3, 18.1.64

This STANDARD ls'not met a3 evidenced by:
Basad on absarvations and Inlerview, It was
daterminad the faoility falled to malntaln emoke
barriers In accordance with NFPA standarda, The
deflclenoy had the potenilal to affect three {3} of
four (4) smoka compartments, all resldents, staff
and visitors. The faciiity Is cartified for

Seventy-One {71) beds with a censua of

| Sixty-Two (82) on the day of the survey. The

; faclilty falled to ensura two (2) smoke barrlers had
[a ¥ hour rating.

f The findings Include:

| Obaarvatlon, on 11/13/43 at 12118 PM with tha
Plant Services Manrager, revealad the smoke

It {s the normal practice of Spring View Health .
and Rehab to malntain all smoke bartiors

Correptive Mensures for Resldent Identified in)
the deficieney; ’

Mo residents weare ldentlfied In this deficlency.

How other residents who may have been
affected by this practice were ldentiffed:

[dentlfied per observation and interview,
resfdents the 3 of 4 smoke comparimenis and
all residents hed the potential to ba affected.

ras Implemented or Systems
Lrevent Re-occurrsnce:

The envivanmental service direotor was
re-educated on 11/13/13 on tho reting
requirement for smoke partitions/the ¥ hour
rating roquiroment for smoke barriers. The
environmental service director audited il
remaining smoke barrlers en 11/13/13 and

no other 1ssues were ldentlfied, The identified
smaoke partitions, extending above the celling
will be reconstructed o meet the ¥4 hour rating
requiremont for a smoke barrler by 12/9/13
by the envlronmental service director.

Manltering for Ongeine Camplinnes;

The cnvirenmental service director will condust

& monthly audit of smoke barriers for 6 months
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ERS FOR MEDICARE & MEDJCAID SERVICEE OMB NO, 0938-0381
STATEMENTY OF DFFICIENCIES (1) PROVIDER/SUFELIER/GLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:! A BUILDING G1 « MAIN BUILDING 04 COMPLETED
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NAME OF PROVIBER OR BUPPLIER STREETANDREAS, CITY, STATE, 2IF GODE
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{X4) 1D BUMMARY STATEMENT OF DEPICIENCIES ) PROVICER'S FLAN OF CORRECTION {48
PREFIX {FACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH OORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMAYION) TAG CROSB-REPERENCED TO THE APPROPRIATE GATE
DERIGIENDY)
K 026 i Conlinued From page 2 K025; Monltoring for Ongaing Complance: 12112/13

paniilons, sxtending sbove the osliing located
abova roomit 201 and 204 were not properly
rated. The barders were constructed with one
sheat of ¥* drywall on ona side of the barrler and
the framing studs exposed on the Interior elde of
the barler.

Interviaw, on 1113713 at 12:18 PM with the Plant
Services Managar, revaaled he was not eware
the barrier was not properly constructad to meet
\he ¥z hour raling for a smeka barrier,

Referonca: NFPA 101 (2000 Edition),

8,3.8.1 Pipes, condulis, bus ducts, cables, wlres,
alr ducts, pneumallo Wubes and ducts, and simller
bullding service equipment that pass through
floors and sroke barrlers ehall be protected as
foliows:

{a) The space between the penstrating ftem and
the smoke barrler ahall

1. Be fllled with @ material capable of maintaining
tha amoke raslstance of ihe smoka barrler, or

2, 8o prolected by an approved davice deslgnad
for the spucific purpose,

(b) Whera the penetraling tem uoes & sleave lo
penatrate the smoke barrler, the slesve shall he
solidly sot {n tha smoke banler, end the space
batwesn {he ltem and the sleave shall

1, Bs filled with & rmatarial capable of maintaining
ihe smoke reslstence of the smoke barter, or

2. Ba protacted by an approved device designed
for the spacific purposs.

{c) Where daslgna.take transmission of vibration
Into conslderalion, any vibration lacfation shell

1, Be made on elther slde of the amoke berrler, or
2, Bs made by an approved device designed for
the gpaaiflo purpose.

and quarterly to validate ongalng compliance
thet no arcas will of ponotration are prezent, The
results of the audits will be reported to the
Adminlstrator and the Quallty Assossmont

and Assurance committes on a monthly basls
for & year,

FORM CME-2687(02:80) Praviovs Yerslons Ob3olels
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
CE g FOR MED E & MEDICAID SERVIGES OMB NO, 0438-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIZR/CUA {X2) MULTIPLE CONSTRUCTION 1%3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING 04 - MAIN BUILDING 61 COMPLETED
195309 8. WING 11/4312013
NAME GF PROVIDER OR EUPPLIER ATREET ADDRESE, CITY, 8TATE, ZIP CODE
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X410 BSUMMARY STATEMENT CF DEFICIENCIEE | 1] PROVIDER'E PLAN OF CORRECTION o8
ARERIX (KACH DEFICIENGY MUST BE PRECGDED BY FLLL PREFIN {BAGH CORRECYIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE OATH
DEFICISNCY)
K 025 : Conlinued From page 3 K025
16,3.7.3 Any required smoke barrier shall be
 constructed In accardance with Section 8.3 and
, ghall have a fire reslstance raling of not laas than
| 1/2 hour,
i 027 | NFPA 501 LIFE SAFETY CODE STANDARD K027, ¥ (027 NRPA 101 Life Safely 12/28/13
98=E
Door epenings In smoke barrlers have at least a It is the normatl practlee for Spring View
20-minute fire proteotion raling or are at least Health and Rehab to chaure oress corridor doors
1%4-Inch thick solid bonded wood core. Non-raled will reslst the presaps of smoke in accordance
protestive plates that do not exceed 48 inches with NFPA standards,
from the bottom of the door are pemitted. . d S
Horlzontal sliding doors comply with 7.2.1.14. : £a3 en n
Deore are esif-closing oF automatle olosing In the defiglency;.
accordagca with 19,2.2.2.8. 8winglng doore are No residents were identified In this deficiency.
not requirsd 1o swing with egress and positive
fatching ls not required.  18.3.7.5, 183.7.6, oth wh en
183.7.7 affacted by this practice were idontlfisd:
Per observatlon and interview, this deficiency
fied the potentlal to effect residentz in 3 of 4
This STANDARD is not met as svidenced by: soke compartments, and 40 resldents,
Basged on obearvation and interview, t was Y g ved t
determined the fackilly falled to ensure cross P reEs neciir - 2 e
~corridor doors located In a amoke barrler would
reslst the passago of smoke In accordarice with The environmental gervice director wag
NFPA standards, The deficlerioy had the re-educated on the NFPA 101 Life safety code
potantial to affect lhrae (3) of four (4) smoke releting to door openings in smoke barrlers on
compartments, thiry-alx (40) resldents, staff and 11/13/13 by the Administrater.
vigitors, The facility ie certified for Sevenly-One
(71) beds with a census of Slxty-Two (82) on the The environmental servics direetor audited all
day of the survey, The faclity falled to ensure the remaining door openings in smoke barriers on
| two (2) selq of crosa corridors doors would glose [1/13/13 and no other iaaves were identified.
propedy with the Installed door coordinators,
The findlngs include:
QObaervation, on 11/13/13 at 2:06 PM with ths
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PRING RE ’ LEITOHFIELD, KY 42764
(X4 1D EUMMARY STATEMENT OF DEFICIENCIES ! ) BROVIDER'S PLAN 07 CORREOTION )
PREFIX {EACH DEPICIENCY MURT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEATION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROPRIATE DATE
BEFICIENCY)
N Meazureg Emplemented or Systems Altered to. /
K 027 | Continued From page 4 Kozy| S R;‘: anan! _0 12/28/13
Plant Services Manager, revealed the
croas-cortldor doors located at raom # 201 and &t Ths croas-corrldor doors located at room 201
the office hallway would not cloge complelaly whl be repulred, coordinators remeved, and
whan tasted, This was due to coordinatora brushes installed on cdging of doors to assurc
Installad on the doors werea not properly oparatin proper operating and to resist the passage of
s doors properly operating smoke by 12/28/13 by tho environmental service
) diractor,
Interview, on 1144313 at 2,06 PM with tha Plant mmlmch_omm
Sarvices Manager, revealed the coordinalors L
were recently Installed and he was unaware of | The environmental service director wil conduct
how they worked properly. o monthly oudit of door openlngs In smoke
i barrlers for 6 months and quarderly to validats
Reference: NFPA 101 (2000 Editlon), ! ongoing compltance that no aress of penstrations
10.3.7.8*. Requires doors In smoke bamers to aro pragant, The resuits of the audits will be
be self-cloging and resist the passage of gmoke, reported to the Administratar and the Quality

Assesament and Assurance commiltea ona

Reference: NFPA 80 (1899 Edition) monthly basis for ona year.

2-4.1 Closlng Davicss,

2-4,1.1 Where there Is an astragal or projacting
latch bolt that

pravents the Inaciive door from closing and
latching befora

the aciive door closes and latches, a coardinating
device shall

be used. A coordinating devica ahall not be
requirad where

each door cleses and latches Independently of
the other,

Referance: NFPA 104 (2000 editlon)

8.3.4.1* Doors In smoke barrlers shall close the
opening leaving

only tha mintmum clearance necessary for proper
operation

end shall ba wi;hout undarouts, louvers, or grifles,
K 062 | NFPA 101 LIFE BAFETY CODE STANDARD K 082! K 062 NFPA Life Safety Code 12112013
88=F
f _
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PRINTED: 12/02/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES £ORM APPROVED
S FOR MEDICARE & MERICAID BERVIGEE OMB NO. 0838-0391
STATEMGNT OF DEFICIENCIES (1) PROVIDER/ISUPPLIER/CLIA (%2} MULTIPLE CONSTRUGTION {%3) DATE BURVEY
AND PLAN OF CORRECTION [OENTIFICATION NUMBER! A EUILDING 01 « MAIN BUILDING 04 COMPLETED
164308 8, WING 11/18/2013
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESY, OITY, STATE, ZIP CODE
718 GDODWIN LANE
SPRING VIEW HEALTH & REHAB CENTER, INC LEITGHFIELD, KY 42764
(4} 1D SUMMARY BTATEMENT OF DEFICIENCIES a] PROVIDER'E PLAN OF CORRECTIGN 6
PREFIX (BACK DEFIGIENGY MUST BE PREGEOED BY FULL PREFIX {EACH GORRECTIVE ACTION BHOULD BE COMPLATION
TAG REQULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROPRIATE pare
DEFIGIENCY) :
. Manharing for Oneolne Compliance: 1212113
K 082 ; Caniinuad From page & K082

Sprinkler report review, on 11/13/13 at 1:39 PM
with the Plant Services Manager, revealed the
facllity falled to pravide documentation that the
 Intarler of the sprinkler plping had been Ingpactad
i since October 2008,

| Interview, on 11/43/13 at 1:38 PM with the Plant
Services Managar, ravasled he was unawere tha
work had not bsen completed since he depended
on the sprinkler company to kaep the faollity In
compllance wilh all NFPA standards.,

Reference; NFPA 25 (1898 Edition).

2-1 General. This chapler provides the minimum
raquiraments

for the routine Ingpection, testing, and
maintenance of

sprinkler syalems, Table 2-1 shall be usedto
delerming the

minimum requirsd frequsncies for Inspeotion,
testing, and

malnianansa.

Exoeption: Valves and fire deparimant
conneclions shall be inspactad,

tostad, and meintalned In accordance with
Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspectlon, Tesiing, and Maintanance

! {lern Activity Frequenacy Reference

Gauges (dry, preaciton deluge systams)
tngpection Waakily/manthly 2-2,4,2

Conltrol valves Inspection Waekly/monthly Table
81

Alarm devices Inapectlon Quarterly 2-2.8
Gauges (wet plpe systems) inspaction Monthly
2-24.1

systern has hoen inspacted, The srivironmental
service director will conduot a quarteriy audlt to
snaure tho sprinkler piping has been [nzpeoted.
The audits will continua for 24 months with
réghita reported to the Adminfstrator and the
Quallty Assessment and Assurance Commiltes
on a quarterly basis for 24 months.

The snvironmental services director will
implement a Jog on 12/9/13 to internally track
the timeliness of the fire sprinkler ingpections
and {nternal pipe Inspections,

FORM CM5-2887(02:59) Fravious Verslons Checlels
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DEPFARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/02/2013
FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0381
ETATEMENT OF DEFICIENCIES {X1) PROVIDER/EUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE GURVEY
AND PLAN OF CORRECTION IDENFIFIGATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED

185309 B. WiNG 11/13/2013

NAME OF PROVIDER OR BUPPLIER BTREET ADDRESS, CITY, BTATE, ZIP GODE -

EHA 718 GOODWIN LAKE
SPRING VIEW HEALTH & REHAB CENTER, INC LEITGHFIELD, KY 42704
4D SUMMARY STATEMENT OF DEFICIENCIES b} PROVIDER'S PLAN OF CORRECTION 8y
PREFIX {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE oATE
DEFICIENGY)
K 062 | Conlinusd From page 7 | K082
Hydraullc namsplate Inspsction Quaderly 2-2.7
Bulldings Inspection Annually (prier to freszing
weather)
225
Hanger/salsmio bracing Inspection Annually 2-2.3
Plpe and fitings Inspection Annually 2-2.2
Sprinklers Inspection Annually 2-2.1.1
Spare sprinklers Inspsction Annuslly 2-2,1.3
Flre department cannsations Inspection Teble 8-1 |
Valves {all types) Inspectlon Table 9-1
Alarm devlcea Test Quarierly 2-8.3
- Maln drain Test Annually Table 8-1
| Antifranze solution Test Annually 2-3.4
i Gauges Tast 6 yeara 2-3.2
Sprinklers - extra-high lemp. Test 6 years 2.3.1.1
Exception No. 8
Sprinklers - fast response Teet At 20 yaers and
every 10 yeara
theraafiar
2-3.4.1 Excoption No. 2
Sprinklars Tegt At 50 years and every 10 yoears
thereafter
2-3.1.1
Valvee (sl types) Maintenance Annually or as
neaded Table 8-1
Obsiruglion Investigalion Malntenance 5 yaars of
! aa neaded Chapter 10
| Table 9-1 Summary of Valvas, Valve
| Componsnie, and Trim Inspection, Testing, and
{ Mainlenance
Component Activity Frequancy Referance
Control Valves
| Sealed Inspecilan Weekly 8-3.3.1
Locked [ngpaction Monthly 9-3.3.1 Excaption No.
5
Tamper awltches Inspaction Monthly 2-3.3.1
! Excaption No, 1
Alarm Valvas
PORM CM8-2247(02-89) Previoys Varsiona Obaolele Evant 10; RKO321 Pacty 10y 100140 If continuation shael Page 8 of 17
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, PRINTED: 12102120
DEPARTMENT OF HEALTH AND HUMAN SERVICES R}i"C)R!\-ﬁ AFFROVE%

£ & MEDICAID S8ERVIGES OMB NO. 0938-0381
STATEMENT O DEFICIENCIES (X4} PROVIOERISUPPLIBRUCLIA (%2) MULTIPLE CONBTRUGTION . (X3) DATE SURVEY
AND PLAN OF CORRECTICN HRENTIFICATION NUMBER! A BULDING 01 - MAIN BUILDING o4 COMPLETED
186309 5. WING i 11113/2013
MNAME OF FROVIDER QR BUPPLIER ' BTREET ADDRESS, CITY, ITATE, ZIP CODE
748 QOODWIN LANE
LT B CEN c
EPRING VIEW HEALTH & REHA TER: IN LEITCHFIELD, KY 42754
M4y in EUMMARY STATEMENY OF DEFICIENCIES [ls] PROVIDER'S PLAN OF CORRECTION frif]
PREFIX (BACH DAFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONMPLETION
TAG REGULATORY OR L$G IDENTIFYING [NFORMATION) TAG CRO$S.-REFERENCED TO THE APPROPRIATE pATE
DEFICIENEY)
K 062 Centinued From page 8 1 K 082

Exterlor Inapaclion Monthly 8~4.1.1
interior Inspectlon: § yeare 9-4.1.2
Stralners, fillers, otfices Inspactlon § years |
8-4.1.2 g
Check Valvas

Interfor Ingpection § years 0-4.2.1
Preaction/Deluge Valves

Enslosure {durlng cold weather) Inspection
Dallyiweokly 9-4.3.1

Exterior Inspection Monthly 9-4.3.1.2

Interior Inspaction Annunlly/8 years 9-4.3.1.3
Stralners, filters, orifices Inspection 6 years
9-4.3.14

Dry Plpe Vaives/Quick-Opening

Devicss

Enciosure {during cold weether) Inspection
Daliyhwsekly 8-4.4.1.1

Extarlor inapectlon Monthly 8-4.4.1.3

Interlor Inspection Annually 9-4.4,1.4

Siralners, filters, orifices Inzpectlon § years
94415

Pragsure Reducing end Rellef Valvea

Sprinkler systeme Inspeciion Querterly 8-6.1.1
Hosa cannactiens Inspsction Quarterly 8-6.2.1
Hose racks Inspaction Quarterly 8-5.3.1

Fire pumps

Casing relief valves Inepeation Weskly 8-6.6.4,
9-8.6.1.1

Preseura rellet valves Inspaction Weekly 2-6.5.2,
9-5.6.2.1

Beckllow Prevention Assembiles

Rsducad pressure Inapaction Waeldy/monthly
8-8.1

Reducad pressura datectors Inspection
Waekly/monthly 2-6.1 i
Elra Department Connesilona Inspaction
Quarterly 8-7.4

Maln Draing Teat Annually 9-2.8, 8-3.4.2
Waterflow Alarms Teat Quarterly 9-2,7

FORM Gh8:2987(02-35) Frevious Vasslons Gbsolele Evant [D:RK3621 Facitly ID: 100149, if contnugtion sheel Paga § of 17
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DEPARTMENT OF HEALTH AND HUMAN S8ERVICES
ENTERS F EDICARE & MEDICAID BERVICES

PRINTED: 12/02/2013
FORM ARPPROVED

MB NO. 0938-0381

BTATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OP CORREGTICN IDENTIFICATION NUMBER:

488308

(xa) MULTIPLE GONSTRUCTION {X3} DATE SURVEY
A BUILDING 01 - MAIN BUILDING 01 COMPLETED

B. WING 14/13/2048

NAME OF PROVIDER OR SUPPLIER

SPRING VIEW HEALTH & REHAB CENTER, INC

STREETADDRESS, CITY, BTATE, ZIP CODE
748 GOODWIN LANE
LEITCHFIELD, KY 42754

X4}D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIZNGY MURY BE PRECEDED BY FULL
TAQ REQULATORY OR LSC IDBNTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION {x8)

FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENGED TO THE APPRGPRIATE DATE
DEFICIENGY)

K 062 | Continuad From page 8

Conlro! Vaives

Position Test Annually 8-3.4.1

Opsratlon Test Annually 8-3.4.1

Supervisory Tast Semlannually 8-3.4.3
Praaction/Deluge Valves

Priming watar Test Quartery 8-4.3.2,1

Low elr pressure alarma Test Quarterly 8-4.3.2.10
Full flow Test Annually 8-4.3.2.2

Dry Pipe Valves/Quick-Opening

Devlcas

Priming water Test Quarterly 8-4.4.2.1

Low alr pressurs alarm Test Quarery €-4.4.2.8
Qulck-cpening devices Test Quarlerly 8-4.4.2.4
Trip tant Tast Annually 8-4.4.2.2

Full flow trip tost Tast 3 years 8-4.4.2.2.1
Pressura Reducing and Ralief Vaives

Sprinkler systems Test & years 8-8.1.2
Clreulation rellef Teat Annuelly 9-5.6.1.2
Pressura raliaf valves Test Annuaily 8-5.5.2.2
Hose connections Test & years 8-5.2.2

Hose racks Test & years 8-5.3.2

Backflow Pravention Assembilea Test Annually
B8-68.2

Control Valvas Malntanance Annualfly 2-3.5
Preaction/Deluge Valves Malntenence Annually
8.4,3.3.2

Ly Plpe Valves/Quick-Opening

Davices

Malntenance Annually 8-4.4.3.2

K 088 NFRFA 101 LIFE SAFETY CODE STANDARD

3S8=D

Smoking regulations are adopted and Includs no
less than the following provisions:

(1) Smoking ls prohibited in any room, ward, or
compartment whare flammable llquids,
combustible gages, or oxygen [s used or stored
and In any other hazardous location, and auch

Koez

K088 K066 NFPA Life Safety Code 12/12/13

It is the normal practice of Spring View Health
and Rehab to ensure use of approved aghlrays at
ah entrence in accordance with NFPA standards,

Correstive Measures for Resldent Identified jn|
the defigjengy:

No residents were identified In this deficlency.

FORM CM5-2887(02:95) Pravious Vemions Obaclala Evant |[D;KED2S
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PRINTED: 12/02/2013

DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
CEN 3 FOR MEDICA MEDIGAID BERVICES B NO. 0938-0381
BTATEMENT OF DEFICIENCIRS (%4} PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONBTRUCTION (%3] DATE SURVEY
AND PLAN OF GORRECTION IORNYIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED
186309 B, WING 1414312013
NAME OF PROVIDER OR EUPFLIER STREET ADORESS, OITY, BTATE, ZIP CODE
ING VIEW HEALTH & REHAB CENTER, INC 718 GOODWIN LANG
SPR L ' LEITCHFIELD, KY 42754
(A4} 1D SUMMARY BTATEMENT OF DEFICIENCIES fs) PROVIDER'S PLAN OF GORRECTION (%5}
PREEIX {EACH DEFICIENGY MUST BE PREGEDED BY PULL FREPIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAQ REGULATORY OR L&S [DENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE para
DEPICIENGY)
How ather may have been 12/12/13
8 How other residents who mayv have been,
K 086 ; Continued From pags 10 K0B8| Sffected b thi i re ldentifled;

area Is posted with signs that read NO EMOKING
or with the Internatlonal symbol for no smoking.

(2) Smoking by patiante classifed as not
reeponglbie /s prohiblted, except when under
dirsct supervislon,

(3} Ashtraye of noncombustible material and safe
deslgn are provided In ali arees where 2moking Is
parmitted,

(4) Metel contalners with self-closing cover
davlces into which ashtrays can be smptled are
readlly avallabla lo ail areas where smoking Is
permitted.  19.7.4

| This STANDARD !s not met 83 evidenced by:

Based on observallon and inlerview, it was
determinad the facliity falled to enelire the use of
approved ashirays at an entrance, In accordance
wilh NFPA stendards. The deficiancy had the
potentlsl to affect one {1) of four {4} amoke
compariments, thirty (30) resldents, staff and
visitors. The faclllly s cenlifled for Ssventy-One
{71} bads with & census of Sixly-Twa (82) on the
day of the survey, The facllity falled to ensure
smoking wag only belng conducted off the facllity

propsrty.
The findings Inalude:

' Obaervatlon, on 11/13/13 at 12:18 PM wilh tha

Plant Servicas Manager, revaaled the area at (he

Per obsorvation and Interview, residents | of 4
smoke gompartments and 30 resldents had the
potential Lo be affacted,

Measures Imolemented or Systems Alfered fo,
EI'Q!Q": Bg-ggggrren [{H

On 11/13/13 the environmental services director
was recducated on the NFPA standord that the
facllity must ensura the use of approved ashtrays
at an entrance.

Al staff were reeducated on the facllity policy
the smoking is not allowed on facility promiges,
Education will bo completed by 12/12/13,

On 12/10/13 lettors were sent to family members
outiining the fhcklity policy as it refates to no
smeking on faclllty grounds, by Sosial Services
: Dlrector.

On 11/13/13 an audit was completed by the
environmental service director of all facitity
enfrances to ensure no smoking materials wero
seam. No further Issues were noled.

On 11/13/13 the cnvironmente! servics director
ensured approved ashtrays were available to
rosidants who have been grandfathered into the
smoking policy.

Monltoring for Qpgoiug Comuplianse:

The snvironmental sarvice divector will conduct
daily audits for 2 weaks, then audits 3 times
weekly for 2 weeks, then weekly audits for 2
waeks, to ensure no smoking materials are noted
! unless In an approved ashtray, Thereafter
random audits will be condusted in accordance

time olock extt Ia belng used as a smoking ares with findings.
dua 16 cup full of waler with clgaretie bulls pleced
FORM CM8.2687(02.08} Praviove Varilons Obiolets Evont IDIRKESZY Fudlty 1D 100148 I sontinuatlon aheel Pege 11 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/02/2013

FORMAPPROVED

OMB NO. 0838-039

STATEMENT OF DEFICIGNCIES (1) PROVIDER/BUPPLER/CLIA
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER:

185308

A, BUILDING 01 - MAIN BUILDING 04

B.WING

{X2) MULTIPLE OONSTRUCTION {%3) DATE SLURVEY

COMPLETED

11/43/2013

NAME QF PROVIDER OR SUPPLIER

SPRING VIEW HEALTH & REHAB CENTER, INC

STREETADDRESS, CITY, BTATE, ZIP CODE
748 GOODWIN LANE
LEITCHEIELD, KY 42754

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST B PREGEDED BY PULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

s} PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORREQTIVE ACTION EMOULD BR
TAG CHROBR-REFERENCED TO THE AFPROPRIATE
DHEPICIENGY)

)
GOMPLETION
oAt

K088

Continued Prom page 11

inside. The area did not provide an approved
ashtray and Is not listed as a smoking erea at the
facllity.

Interview, on 11/13/13 at 12:18 PM wih the Plant
gervices Manager, revealsd he was unaware
smoking was being conducted In the unepproved
grea,

Refarance: NEPA 101 {2000 adltion)

12,7.4* &moking, Smoking regutetons shall be
adopted end

ghatl Inciude not leas than the fallowing
provislone:

(1) Smoking shall be prohibltad in any raom,
ward, or compartment

where flammabls {lquids, combustible gases, or
oxygan |s ussd or atored and In any other
hazeardous locetlon,

and such eraes shali be posted with slgns that
read NO SMOKING or shall be posted with the
international

| syrnbot for no smoking.

Exaaption: In haalth care occupancles where
smoking Is prohiblted

and signs are prominendly placed at all mefor
onirances, secondary

signs with languags that prohibits smoking shall
not ba required,

(2) Bmoking by petients classifled as not
raaponglble shali be

prohiblted,

Exosption: The reguirement of 19,7.4(2) shall not
apply where the patlent

12 under direot supervision,

(3) Aghtraya of noncambustible material and safe
design

shall be provided in all ateas where smoking I3
permitted.

jtorin i | .
K 066 e
Results of the audits will be reported to the
facility Admlinistrator and Quastity
Assessment and Assurance committes on

a monthly basls and on golng for one year,

1211213
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GCENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0838-0381
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o) ID SUMMARY STATEMENT OF GERICIENCIES D PROVIDER'S PLAN OF CORREGTICN =8
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TAG REGULATORY CR LEC IDENTIFYING INFORMATION) TAG CRORS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 086 ] Conllinued Fram page 12 K086
{4) Matal contalners with aati-closing cover
devices Inlo
which ashirays can be emptled shall ba readily
avallable
to all areas where smoking Is permnitiad. 1201713
K 143 | NFPA 101 LIFE S8AFETY CODE STANDARD K 143[ K143 NEPA Lifo Safety Codo
85=E

Traneferrdng of oxygen la:

{a) separated from any portlon of a facllity
wheraln patlents are housed, examined, or
treated by a separation of a fire bamler of 1-hour
fira-registive construction;

(b) In &n area that Is mechanlcaily venllated,
eprinklerad, and has caramic or conorete flooring;
and

(0} In an area postad with slgna Indlcating that’
tranefaring Is accurming, and that smoking In the
immedlate area 18 not permittad In accordance
with NFPA 88 and the Compressed Gas
Asacclatlon. 8.8.2,5.2

This STANDARD 11 not met as svidanced by:
Based on obaervailon, Interviaw and plan of
corractlon raview, it was determined the facllity
failed to assire tha room being used to fransfer
Hquld oxygen was rated per NFPA raquirsments,
The deficiency had the potential to affect two (2)
of four (4) emoke compartmenls, sixty-two (62)
resldents, etaff and viglors. The faclilty I certified

1t 15 norma! practice of Spring Yiew Health and
Rehab to ensure the room being used for transfor
of liquid oxygen is rated per NFPA requirements

iden d [n

No residents were |dentified In thig deficioncy,

[+) &n hav!
af his red :

Par observation and Intervisw, resldents in 2 of
4 smake compartments had the potential to be
affected and 62 residents,

man; m
=O0EH H

asYy

Pr

On 11/13/13 tho envivonmental servlce director
was reeducated on the NFPA standard that
rooms belng used to transfer liquid oxygen must
ba rated per WFPA puldelines, ensuring rooms
have a fire rated door frama that has a 1 hour
fire reslstive rating and are equipped with propes
slgnrge on the doors noting trans-filling is
oceurring and no smoking for the ar¢a.

On 11/13/13 en audit was conducted by the

environmental service divector of ull oxygen
transferring rooms to ensuré fire rated door

frames and proper slgnage was in place. No

furthor issuas noted.
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i Moea r Syst 121713
K 143 | Continued Frem page 13 K143| prevent Re-orcurrengel

for Seventy-One {71} beds with a census of
Sixty-Twa {82) on the day of the survey, The
facliity falled to ensure one (1) oxygen
transferring room had a fira ratad daor frame that
had a 1 hour fire regigtlve raling end squipped
wih proper glgnege on the trans-filllng roem
doors,

Tha findings Includa:

QObservation, on 11713413 at 1:67 PM with the

. Plant Services Menager, revealed the oxygen

trens-flling room behind the nursea’ statlon on
100 hall did not hava a fire ratad door and frame
Instalied, The door frama Is steel byt there la no
fire ratlng tag on the door frame,

Interview, on 11/13M13 et 1:67 PM with the Plant

i Sarvicas Manager, revealed he was unaware the

door for the trans-fitllng room had to have a ¢ne
hour fire raling.

Obsaarvation, on 11/13/13 between 1:10 PM and
2:20 PM with the Plant Services Manager,
revealed there was 1o slgnage placed on the two
{2) trans-flling rooms to Indigats trans-filling wae

’ ecourring and no smoking for the ares,

Intervisw, on 11713/ 3 batwaan 1:10 PM and 2:30
PM with the Plant Services Meneger, revealed he
was unawars of the requirament to have slgnage
on the oxygen trans-fifilng room.

Refarence: NFPA 99 (1888 Edition),

§-8,2,5.2 Transferring Llquld Oxygen.
Tranafarring ot liquld oxygen from one contalner

ON 12/12/13 a firo rated door frame with a
1 hour fire reslst(ve rallng and that was
equipped with proper aignage on the trans-filllng
rooridoor, 10 include a fire rating tag hes been
ordered by the environmental service director
and wlil be complated by 12/17%/13,

The environmental servioe direotor whi conduct
& monthiy sudit for 6 months and then quarterly
of all liquid oxygen {rensfer rooms to ¢asure
door frameg ars fire rated according to NFPA
standards and o engure propet signage Is on
trans-filling room doors. Rosults of audit will
be reported to the Adminiatrator and the quality
assegsmont and assurance commiltes on a
monthly basis for one year.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 12/02/2012
FORM APPROVED

OMB NO, 99838-0391

STATEMENT OF DEPICIENCIES
AND PLAN OF CORRECTION

(%1) PROVIDER/SUBPLIER/CLIA
IDENTIFICATION NUMBER:

185308

{%2) MULTIFLE CONSTRUCTION
A, BUILDING 01 - MAIN BUILDING 01

B.WiNG

{X3) DATE BURVEY
COMPLETZD

11/13/2013

NAME OF PROVIDER QR BUFPPLIER

SPRING VIEW HEALTH & REHAB CENTER, INC

STREETADDRESY, CITY, STATE, 2IP CODE
718 GOOPWIN LANE
LEITCHFIELD, KY 42754
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PREFIX
TAG
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{EACH ORFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LS IDENTIFYING INFORMATION)

) PROVIDER' PLAN OF CORRECTION
PREFIX (EAGH CORRECTIVE AGTION AHOULD BE
AG CROSB-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

loidd
COMPLATION
DATE

K143

K211
88«0

i

Continued From pagse 14

to anothar shall be accomplilshed at 4 focatlon
specifically deslgnated for the transferring that i2
a8 follows:

@, Soparated from any porllon of a facllity whereln
patienta are houeed, examined, or freated by a
gaparation of a fire bartler of 1-hour flre-reaistive
construotion; and

b, The erea s machanically ventliatad, s
eptinklered, and has ceramic or conerete flooring:
and

¢. The sree Is postad with signs Indicating that
fransferring 13 occuring, and that smoking In the
Immedtate area is not permittad.

Transforing shall ba accomplishad wlllzing
aquipment deslgned to comply wilh the
pesformsanca requirements and producers of CGA
Pamphlet P-2.8, Transflling of Low-Prassure
Liquld Oxygen to he Used for Resplratlon, and
adhsring to thoge procedures. .

The uge and operatlon of small portable liquld
oxygen systems ghall comply with the
raquirermnents of CGA Pamphlet P-2.7, Guilde for
the Safs Storage, Handling and Use of Potlable
Llquld Oxygen Systems In Health Care Facllities,
NFPA 101 LIFE SAFETY CODE STANDARD

Where Alcohol Bazed Hand Rub (ABHR)
dlgpensers are inatafed In & corridor:

o The corridor Is at loast § faet wide

o The maximum Indlvidual fluld dlapenser
capacity shall be 1.2 [ters (2 liters In sulles of
rooms)

o The digpsnhgers have a minimum spacing of 4 &
from saoh other

o Not more then 10 gallons are used In a slngle
amoke compartment oulglde # etorage cablinst.

o Dlzpensers are not Installed over or adjacent lo
an ignltion source.

K148

K211] K211 NFPA Lifa Safety Code

It is the normal practice of Spring View Health
and Rehab to ensure alcohol baged hand rub
dispensers are not instalied over or adjacent to
an Ignitlon source in accordance with NFPA
standards,

the deflelensy:

No residents were identified In this deficlency.

12/12/13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
D SERVICES OMB NO. 0938-0391
SYATEMENT OF BERIGIENGIES (X1} PROVIDER/EUPRLIER/CLIA {(42) MULTIELE GONBTRUCTION {x3) DAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
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NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
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X4yt BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEPICIENCY MUST BE PRECEDED BY FULL PREFIX {PACH CORREGTIVE AGTION BHOULD BE COMPLETION
TAG REQULATORY OR LSO IDENTIFYING INFORMATION} TAG CROALREFERENGED TO THE APPROPRIATE DATE
REFICIENGY)
How other residents who mav have been 12
K211 | Continued From pags 13 K214 affosted by thls uractice wore Idontied: s
o itthe floor Is carpeted, the bullding Is fully
sprinklored.  19.3.2.7, CFR 4038.744, 418.100, Per observatlon and Interview, residents in I of 4|
460,72, 482.41, 483.70, 483,823, 485.823 gmoke compartments sod 36 residents had the
potential to he affected.
Measures kmplsmonted or Systoms Altered to,
Preve . i
On 11/13/13 the envlrenmental service disector
was reeducated that alcohol baged hand rub
dispenses are tiot to be Installed over or adjacont
to an Ignition sourge in accordence with NFPA
Thia STANDARD I not met as evidencad by: atendards.
Eased on ohaervation and Interview It was i
determined the facllity fallad to ensure that On [1/13/13 the environmental service director
et h
Alcohol Based Hand Rub dispensers were not e ‘ﬁ’sg’nﬂ ;?;%'Sg ?V::"‘o‘i":izc‘;‘:::c
Instalted over or adfacent to an Ignitlon source In ; ]
agcordance with NFPA standerds, The deflclenoy an gation source. No other isgusg ware noted.
had the potential lo affact ane (1) of four (4) On 12/10/13 the environmental service director
sroke compariments, thirty-six (36) residenta, relocated the alcohol based hand rub dispensers
shaff and visilora. The facillty is cerlified for inrooms 103,105,106,110,114,115,116,and 117
Seventy-Ona {71) beds with a census of to not be adjncent to the slsotrionl cutlets and to
Sixty-Two (82) on the day of the survey. The be in compliance with NEPA standards.
facllity falled to ensure elght (8) alcohol . )
dlspengars wera nol Inalalled adjacent lo ng for Ongaing Com i
slectical oulets. The en&{ronné?ntaf! service director will conduct
. 2 monthly eudlt of all alcohot based hand rub
The findinge Include: dispensers for 6 months then quarterly, to ensure
they are not [nstalied over or adjacent to ignition
Ohsarvatlon, on 11/13/13 batwaen 1110 PM and gaurces, in accordanca with NFPA standards,
2:30 PM with the Plant Services Manager, Results of the audits will be reported to the
revealad Alcohol Based Hand Rub Dispsnaars Admintstrator and Quallty Assessment and
Installed adjacent to electricat outlels In rooms# Agsurance Commlites on a monthly basls for
114, 116, 116, 110, 106, 106, 103, and 117. ong year,
interview, on 11/13/13 betwaan 1:10 PM and 2:30
£M with the Plant Barvices Managar, revesaled he
was unaware tha dlspansers were motintad to
close to the eleatsical cutlets.
]
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUCTION {X3) DAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION RUMBER A; BUILDING 01 - MAIN BUILDING 01 COMPLETED
. 185309 B, WG 11312013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, QTATE, ZiP CODE
718 GOODWIN LANE
Ie] !
SPRING VIEW HEALTH & REHAB CENTER, INC LEITGHFIELD, KY 42754
(43D SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF CORREGTION )
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DEFICIENGY}
K 211 | Continued From page 16 D kil
Reference: NFPA 101 (2000 Edltion}
Whare Alcohoi Baaed Hand Rub (ABHR) .
dispenzers are Inatallsd In a corridor;
o The corridor Is at least 8 faet wide
o The maxlmum Individual fluld dispenaer
capadity shall be 1.2 Ilters (2 litera In aultes of :
rooma) {
o The dlspansers have a minlmum spacing of 4 #
from each other
o Not more than 10 galfons are ussd In & éingle
smoke compariment outelde & storage cebinst.
o Dispanaare are not installed over or adjacent to
an Ignitlon source,
o If the Tloor Is carpeted, the bullding is fully
sprinklered,  18.3.2.7, CFR 403,744, 418.100,
460,72, 482,41, 483.70, 483,623, 485.623
f
I
f
|
{
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