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F 000 | INITIAL COMMENTS F 000

A Recertification and Abbreviated Survey were
initiated on 11/14/11 and concludsd on 11/17/11.

The Abbreviated Survey investitiating ARO { P2y Corrective Action: Dignity bags were ?
without related deflelencles. Deflclencies were _ ' {
identified durihg the Recertiflcation Survey, with Bag was applied to the catheter drainage i
the highest scope and severity of an "E". ' !

F 241 483.15(a) DIGNITY AND RESPECT OF F 241 | 28 Of Resident #4. All other current

ss=p | INDIVIDUALITY . ) resldents were checked for dignity bag needs,

" | The faciiity must promote care for residents in a none were required.

manner and in an envireanment that maintains or Policy # 14-0909-136 “Resident Dignity

enhances each reskient's dignity and respect in
fuli recognition of hig or her individuality.

aining to Urinary Catheters” was written

ez [
ey

o [ el ere e 7 5-'*.

]“‘ A A .i\._a.nl

f- DAY e :

dnce !I..q. W 4 NI onrl
! fo

osted on staff communication board

This HEQ.UIREMENT & not met as evi Jj/18/11. Al new residents are assessed
4

by: i nity bag needs per policy. Dignity
The facdlilty falfed to promote care for r ntsin| |
a manner and In an environment that maifitains ~ | bags have also been added to the urinary

ar enhances each resident’s dignity and respect

lan. Care P dited
in full recognition of his or her individuality for one catheter care plan. Care Plans are au

(1) of tive (5) sampled.residents, (Resldent #4). throughout the month currentiy.
The facliity falled to ensure Resident #4, who had |

cover the drainags bag. new policy will discussed . Any nursing staff

1. The l’a_éllliy was. unable to produce a pollcy on not in attendance are required

n u ' b vers.
Dignity or urinary drainage bag covers to read and sign a the policy by 12/23/11.

Qbaservation on tour, on 11/14/11 at 7:00 PM,

revealed Resident #4 did not have urinary The DON wili ensure this Is done.

dralnage bag covered with a Dignity Bag and the - ! Any staff not ing will not be
drainage bag was facing the doorway hanging on ny staff not complying will n

the bedrall. - " allowed to work until this has been completed.

LABORATORY DIRECTOR'S OA PROVIDER/BUPPLIER REPRESENTATIVE'S SIRNATURE TITLE . {X8) DATE
| /4 Aoy aslafo— 2]y

Any deflolenay statement anding.with an asterisk4%) denctes a deficisncy which the insiliutlon may ba exoused from comecting roviding It is datermined that
olhar safeguards provide sufficlent pratection to the pallents. (See instruotions,) Except for nureing homes, the findings stated abova are disclosabia 80 daya
&n “'tg the date of survey whether or not a plan of correstion Is provided. For nursing homes, the above findings and plane of comection are disolosable 14

Jliowtng the data these documents are made avallabla to the facility. if deficiencles sre oited, an approved plan of corraotion is requleita to cortinued -
yram pardicipation, : .
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F 241 | Continued From page 1 F 241 | P
interview, on 11/15/11 at 3:00 PM, with The activity therapist has a dally rounding checkiist
Registered Nurse #4, revealed the urinary ; 5

| drainage bags should be covered with a Dignity in which all catheters will be checked for presence
Bag. .| of dignity bags, if there are any missing, the activity
F 252 483,15(h)(1) A '
6SaE SAFEICLEANICOMFORTABLEIHOMELIKE - therapist will put one on. The checkiist wilt be given
" | ENVIRONMENT

The facility must provids a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQIIREMENT la not met as evidenced

Based on observation, interview, and record
review It was dotermined the tacliity talted 1o
provide a ¢lean, comfortable, and homelike
- | environment to residents, The walls in the
hallway had numerous areas of damaged drywall
and damaged wallpaper. In addition, a stained
glass window near the entryway to the unit had
numerous breaks in It.

The findings Include:

Observatlon on the evening of 11/14/11 revealed
extensive damage to the drywall In the haiiway
nearesl resldents' rooms, Most of the damage
appeared to be between one (1) and three (3)
teot from the ficor, with the most severe of.thé
damage measuring approximately five (5)
centimeters in length and golng through the

the areas between restdents’ rooms, with
‘wallpaper at the sama height further down the

drywall, The damage was noted 1o be centered in|.

to the Administrator weekly for inciusion into the
QA data that is revlewed weekly by the DON and
Administrator, If the Activity Therapist is absent,

this wilt completed by the unit secretary or the DON.

| Care Plan Audits are also carried out weekly, the

Catheter Dignity bag has been added to this audit
also.The outcomes will be added to the data

that is submitted to the TCU QA committee that meets

Quarterly. The QA committee consists of the Administrator,:
DON, Medical Director, RN, Activity Therapist, PT, Dletician, ;
Soclal Warker, MDS Coordinator, Risk and Compliance ‘

Manager, pharmacist and Admissions Coordinator.

e i 'l
All audit resuits are documented, analyzed and trended by

TCU QA Committee to identify opportunities for
improvement and take appropriate and immediate
action. The TCU QA Committee will develop and
implement appropriate plans of action to correct

| 2f24f )

identifled quality deflciencies.
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Observation, on 11/16/11 at 9:00 AM, revealed a
stained glass window near the main elevators
leading to the unit had several breaks In the
glass. Gloser examination revégled ali the glass
was pregent in the window, but sharp edges could
be feit by running one's hands across the surface,

An Interview with the Director of Environmental
Setvices, on 11/16/11 at 8:13 AM, revealed he
conduoted monthiy rounds throughout the facility,
with_the focus of hie monthiy rounds being the
identitication of safety issues. He further stated
that cosmetic damages were a lower priority than
addreseing safety concerns, The Director of
Environmental Services went on to acknowledge
he did recelve regular work orders from the unti,
primerily dealing with bumed-out tightbulbs or
plumbing isaues.

An Intervlew with the Director of Nursing, on
11/16/11 at 2,20 PM, revaaled she was not aware
of the damage to the stained glass window, and
belleved the damage to have been recent. She
acknowledged the damiage to the walls, citing
bumps and gouges were caused by medical
equipment, ranging from beds to medication carts
to wheslchairs. She went on to reveal she put In
work orders for damaged areas ofien,

Areview of work orders place by the unit from
08/03/11 through 11/08/11 revealed a total of six

" | (8) work orders. Four (4) of the work orders dealt

with plumbing issues, one {1) daatt with lighting

Issues, and one (1) dealt with heating Issues.

None of the work orders mentionsd any concems

related o ths "cosmetic" damages to the unit.
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Corrective Action: All residents affected.
F 252 Continued From page 2 F 282 513ined glass window repaired 12/9/11 '7-/ 37/ Iy
“haliway noted to be tomn in severai places.
Drywall damage and walipaper - all repairs

completed 12/9/11. An interior designer came In
to the unit 12/12/11 and recommended color ]
scheme and changes to enhance the unit to

provide a clean, cbmfortable and homelike
environment to our residents. Remodeling

/Jupdating of the unit Is planned for early 2012,

Staff have been instructed verba-llv and via postings
to call and place work orders if they see
any damage, or to nuﬂfy DON/Administrator.

it will also bé on the agenda for the next unit
Meeting on 12/16/11, Administrator began a

. weekly rounding and check sheet of the unit on

12/8 11 to specifically look at environment for
-damage and foliow ﬁp on needed repairs. .
The check sheet outcomes will be
added to the data that is submitted to the TCU QA
committee that meets Quarterly. The QA committee

consists of the Administrator, DON, Medical Director,

FORM OME-2567(G2-99) Previeus Viarsions Obsolate Event ID: KIN811

p RN, Activity Therapist, PT, Dietician, Social Worker, [-1-6

MDS Coordinator, Risk and Compliance Manager,

pharmacist and Admissions Coordinator,
Al audit results are documented, analyzed and trended bythe TCUOQA -

Committee to identify opportunities for Improvement and take appropriate
and Immediate action, The TCU QA Committee will develop and

Implement appropriate plans of action to correct identified quality deﬂcféndes.
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. ‘ Corrective Actlon: o
F 323 | 483.25(h) FREE OF ACCIDENT ) F 323
88=E | HAZARDS/SUPERVISION/DEVICES Pharmacy offlce door now has a lock,
The taclilty must ensure that the resident Pharmacy staff have been instructed
environment remaine as ffee of accident hazards - :
as is possible; and each resldent recelves 16 close and lock door when there is
adequate supervision and assistance devlces to
prevem accidents., no one In the room
Méd cart - BioMed was called to look
. _ | atthecartin question and verifled it
This REQUIREMENT Is not met as evidenced
by: o was working correctly and should have
Based oh observatioh, interview and record
- review, it was determined the faoility failed 1o auto-locked after 3 mins. We are not clear
( : enaure the residents' environment remained free
e of accident hazards. During tour of the facility, the
. medication cart was found to be unlooked as wall as to why t did not lock and are currently
ag the pharmacy office daor,
in conversation with the manufacturer.
The findings include:
. The medication carts have been moved to the :
During the initiai tour of the factlity, on 11/14/11 al '
8:00 PM, the entry door to the pharmacy office inside of the nurse’s station as of 11/17/11
was found to be unlocked. Upon entering the
office, a can of uncapped Lysol Aercsol spray which now adds another level of security.
was found sitting on the floor and a spray boltle of
rubbing Alcohol was hariging from the tray above
the-first desk facing the wall. Also during the tour, Nurses have also been Instructed to make
the medication ¢art was found to be uniocked for
a period.of ten (10) minutes. The cart was sure the med cart drawers are locked before
unlodked from 8:00 PM until 8:10 PM, when the
surveyor asked Registered Nurse (HN) #6to they move away from the cart.
check the cart to ensure the cart had :
automatically iooked. Upon her verification, the Bio Med changed the auto-lock on the cart to
cart was not locked.
Lock after 30 seconds of non-use.
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. DON , Administrator and Activity Therapist complete !
F 323} Continued From page 4 F 323 . \
' Interview, on 11/14/11 at 8:15 PM, with RN daily rounds. The med carts will be checked during
#7/House Supervisor, validated the pharmacy
-door was open arid should have been iocked those rounds to ensure it Is locked. Any issues/occurrences|’
when no personnel was present in the office. '
Further Intarview identified, the Lysol and Alcohot
were chemicais that posed an accident risk for of carts not being locked will be reported to the DON
residenta. Continued interview revealed, if a
resident came in contact with a chemical staff investigate Immediately and also reported to the TCU QA
would be required to obtain the MSDS from :
Environmental Services in order to determine the committee that meets Quarterly. The OA committee
typo of first aki to administer, -
) ‘ consists of the Administrator, DON, Medical Director,
. | Review of the Material Safely Data Sheet (MSDS) _
for the Lysol Disinfectant Spray, dated 08/08/05, RN, Activity Therapist, PT, Dieticlan, Social Worker,
MSDS number not avallable, revealed emergency
overview to indicate, "Warning: Flammable. :
( i Contents under preseure. Causes eye irritation. MDS Coordinator, Risk and Compliance Manager,
Do not spray In eyes, on skin or on clothing. Keep .
away from heat, sparks and open flame. pharmacist and Adrissions Coordinator.
Exposure to temperatures above 130 degrees
Fahrenheil may cause bursting. Do not punciure All audit results are documented, analyzed arlnd trended
o incinerate. Keep out of reach of children." by the TCU OA Committee to identify opportunities for
Review of the MSDS for the leoprophyl Alcohol, : ; d immediate
dated 02/21/01, MSDS reference number: improvement and take appropriate and im
213146, revealed potentlal health effects to : in top and
Include: "severe Irritation and discomfort to the action. The TCU QA Committee will develop 2
oyes as wei as reversible and/or jrrevereible rrect
corneal damage may occur. f ingested, implement appropriate plans of action to co
gastrointestinal tract irritation and/or discomfort is : .
possible. inhalation effects Include; respiratory identifled quality deficiencies.
tract Irritation and/or-headaches possible ans '
signitioant systemic toxic effects are Ifkely » :
tollowlng repeated exposure to high 1
concentratione. Guidelines for personel protection lZ]I§/ Y
was also Indicated on the MSDS to include; eyes
‘and face-wear safety glasses with side ehields or
goggles when handling this material; akin-to
FORM CMS-2567{02-09) Pravious Varsiona Obsoléte | Event ID;KINB11 FacHlty I0): 100704 i continualion sheet Page 8 of 10
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o
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Continued From page 6
prevent any contact, wear impervious protective

clothing such as neaprene or butyl rubber gloves, |

apron, boots or whole bodysult, as appropriate;
respiratory-use NIOSH/MSHA approved :
respirator when vapors or mist concentrations
excesd parmisslble exposure limlis; protactive
clothing-chemical resistant boote, apron, eto. as
neceseary to prevent contamination of clothing
and skin contact. Kesp out of reach of children.”

Intérview with the Administrator and Director of
Nursing {DON), on 11/16/11 at 10:10 AM,
confirmed the door to the pharmacy door should
have heen locked at all times when pharmacy
staff was not present in the office. Further
interview, identiled the pharmecy door being
open was & hazard for residents and visitore.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

| The tacliity must establish and maintain an

Infeation Contral Program designed to provide a
safe, sanitary and comfortable environment and
1o help prevent the development and transmilssion
of disease and infection, o

" | @) Infection Control Program

The facility must establish an Infaction Control
Program-under which it -

{1) Investigates, controls, and pravents infections
In the facllity;

(2) Decides what procedures, such as lsolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actlons related to infections.

{b) Prevehting Spread of Infection
(1) When the Infection Control Program

- Fa23

F 441

Corrective action — Resident #1 was

affected directly by RN#5. Resident #1

was monitored closely for signs of

possible infection. None were noted up

to the discharge of resident on 11/30/11.

RN #5 was counseled and re-educated -

verbally by DON immediately after incident.

A mandatory in-service by the Hospital's Infaction
Centrol Nurse was completed on 11/22/11 regarding

preventing spread of infection.

FORM CM§-2607(02-09) Pravious Venslons Obsolote
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F 441 | Continued From page 6 F 441 | A mandatory in-service by the Hospital's Certifled

determines that a resident heeds Isolation fo
prevent the spread of infaction, the facility must
isolate the resident. )

(2) The tacility must prohibit employess with a
communicable disease or Infected skin lesions
from diract contaot with residents or their food, if
direct contact will transmit the dieeasse;

(3) The facllity must require staff to wash their

‘hande after eaoh diract resident contact for which

hand washing is indicated by accepted
professional praciice,

{c) Linens

Personnel must handle, store, process and
traneport linens so as to prevent the spread of
Infection.

This REQUIREMENT ls not mat as evidenced
by:

Based on ghservation and interview it was
determined the facliity falled to establish and
malntain an Infaction Control Program designed
to provide a safe, eanitary and comforiable
environment and to help prevent the development
and transmission of disease and infection.

The findinge include:
Observation of Registered Nurse (RN} #5, on

1 11/18/11 at 4:00 PM, revealed AN #5 started a

akin assessment at Resident #1's feet, then went
1o the perineal area, then touched her fage and
then the resident’s head without changing gloves
or washing hands. Additionally, AN #5, fouched
the wound on Reskdent #1 with the same

FORM CME-2667(02-08) Previous Versiona Obaolels

Evant ID: KINS11

Wound Nurse on Skin and Wound Assessment

was completed on 11/22/11 for ali unit nursing staff.

_Any nursing staff that were not in attendance are

required to read and sign a written summary of

the in-service . by 12/16/11. The DON will ensure

this is done. Any staff not complying will not be

allowed to work unti this has been completed.

Weekly audfts to be completed by an RN, were put in
place 12/22/2011. The audit outcomes will b;e reviewed
weekly by the Administrator and DON and issues rectified
immediately. it will be reported to the TCU QA committee
that meets Quarterly. The QA committee consists of the
Administrator, DON, Medica! Director, RN, Actlvity-Thérapist,
PT, Dietician, Social Worker, MDS Coordinator, Risk and
Compliance Manager, pharmacist and Admissions
Coordinator.

Alf audit resuits are documented, analyzed and trended
by the TCU QA Committee to ldentiﬁ opportunities for

Improvement and take appropriate and immediate
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F 441 | Continued From page 7

contaminated gloves and continued the skin

her hands.

assessment without changing gloves or washing

F 441

identifted quality deflciencies.

implement appropriate plans of action to correct s

action. The TCU QA Committee wili develop and p

J

-

F 514
. 88=D

Intervlew, oh 11/15/11 at 5 00 PM, with BN #5
revealed she should have slarted tho skin

‘asseasment at the head and completed the

assessment with the feet. Further interview
ravealed infection control pracedures were not

- { followed during the skin assessment and she

should have changed the gloves at least three {(3)
to four (4) times during the assessment.

Interview, on 11/16/11 at 2:30 PM, with RN #1
(Director of Nursing), confirmed lhe infection .
contro! polioy for skin assessments was not
followed by AN #5. Further Interview revealed,
staff were educated to change gloves during the
process of doing & skin assessment when going.
from area to area, especially when contaminating
ths gloves after touching the perineal aresa.
483.75()(1) RES :
?ECOHDS-GOMPLETE!ACGUHATEIACCESBIB
E

The facliity must maintain clinical records on each

F514

resident in accordance with acceptad professional|

standards and practices that are complete;
accurately documented, readliy accessible; and
systernatically organlzed

The-clinlcal record must contaln sulficient
information to idantify the resident; a record of the
resident's assessments; the plan of care and
services provided; the resulis of any
preadmission screening conducted by the State;
and progress notes.,

2p3)r
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- | ﬁesident #i — has since been discharged.
F 614{ Continued From page 8 F 514 8
) : All current restdent’s charts were checked
This REQUIREMENT (s not met as evidenced
by: ' i
Based on observation, intervi ows, record review, for accurate and timely skin documentation
and review of the facllity’s polloy it was
deterrilned 1he faallity falled to maintaln clinical on 11/18/11 and updated as necessary.
records that were complete and accurately
documented for one (1) of five (6) sampled A mandatory in-service on skin and wound
residents, (Resldent #1),
o assessment and documentation was given
The fagllity failed to provide documented skin
asaessments for Resident #1 as directed by - by the Certifled Wound Nurse on 11/22/11.
facility's policy, number 14-0107-10 dated
4/11/08, titted Assessment, Prevention and _ ff that were not in attendance are
Treatment of Pressure Ulcers and Braden Scale Any nursing staff that were not i
( for Predicting Presaure Ulcer Risk. ' required to read and sign a written summary
The ﬁndlr!gs Inolude:

Raview of the fadifity's policy thied “Assessment,
Prevontion and Treatment of Pressure Ulcers and
Braden Scale for Predicting Pressure Ulcer Risk®,
number 14-0107-10 dated 4/11/08, reveaied a
resident with & Braden score of 18 or higher, the
Registered Nurse wil perform a head to 10e skin
assessment inftially and every shift (12 hours),
Interview Reglstered Nuree (RN) #3/Wound
Nurse, on 11/16/11 at 10:42 AM, validated
facliity's policy, skin assessments were to be
performed by a Reglstered Nurse on admission
and every shift (12 hours) and documented in the
reskdents' medical record.

Record review revealed the facility admitted
Resident #1 on 11/14/11, with dlagnoses which
| Included right leg Celiulitis, right wrist Fracture,
Debility and Fallure to Thrive. Further review

| revenled the facility completed an initial Braden

of the in-service by 12/16/11. The DON wili ensure
; this is done. Any staff not complying will not be
allowed to work untii this has been completed.

The Wound Care Nurse has developed a new skin
assessment form to be fllled out by nupsing per shift.
) This will automatically prlrit out dally with the
Nursing progress notes, Start déte 12/19/11.
Skin documentation has also been added to the
Monthly QA audits by an RN. The results will be
“reported to the DON and Administrator weekly
and reported to the quérterly TCU QA committee.

The QA committee consists of the Administrator,
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of a documented ekin assessment every shift
there after, as per the faciiity's policy.

Observation, on 11/16/11 at 4:00 PM, revealed
#1, _ '

Record review, following the assessment,
‘revealed RN #5 failed to document newly
identified wounds-and measurements of the
existing wounds observed during the skin
. assessment for Resident #1,

Interview with RN #5, on 11/16/11 at 4:00 PM,

dosumented evidence of a skin assessment

shilt &s per the facility's policy.

Interview with the Director of Nursing, on

tor Resident #1, revealed no documented
evidence of a skin asseasment performed for

the facllity'e policy.

Soale Assessment and scored the resident as 18.
Review of the Realdent #1's record revealed no

evidence of a documented skin assegsment upon
admisgion. Further review revealed no evidence

RN #6 performed & skin assessment on Resident

revealed the Wound Nurse documented the skin
assessmente and measurements of any wounds.

Further Interview with RN #3Mound Nurse, while
revibwing the regord for Resldent #1, revealed no .

performed for Resident #1, on admission or every

1116/11 at 11:04 AM, while reviewing the record

Reeldent #1, on admisslon or every shift-as per

F 514

All audit res_ults are documented, analyzed and trended’

1 by the TCU QA Committee to identify opportunities for

improvement and take appropriate and immediate
action. The TCU QA Committee will develop and

implement appropriate plans of action to correct

t

| l'z./z:yn |

identified quality deficiencies.
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CFR: 42 CFR 483.70(a)

Bullding: 01 .

Plan approval date: 1978

| Survey under: NFPA 101 {2000 Editlon)
Facility type: SNF

Type of structure: Seven story Type | (332)
Smoke Compartment: Two

Fire Alarm: COmpléte' fire alarm

[®

Sprinkier System: Complete sprinkler system

A standard Life Safety Code survey was
conducted on 11/16/11. Saint Claire Madical
Center was found not to be in ecompliance with
the requirements for participation in Medicare and
Medicald. The census on the dey of the survey
was four (4). The facility is llcensed for ten (10)
bads.

‘The findings that follow demonstrate
honcomplianca with Title 42, Code of Federal
Regulations, 483.70(a) et seq. {lfe Safety from
-| Fire). Deficiencies were cited with the highest
- deficlency identifled at "F" levet. ' ‘
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 082
58=F
Required automatic sprinkler systems ere
continuously malintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.8.12, NFPA 13, NFPA

[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATVE'S SIGHATURE e {X0) DATE
, ' z/ _ l’f‘zeﬂmus | r 12./i9-/1

L) L4
Any deficlency statement ending with gn 'mlerls!((’) denctés a daficlancy which the Inatitullon may ba excused from correcting providing 1 18 determined that
qth‘:ar.safegunrds provide aufficlent protaction to the patlents. (See Instructions.) Except for nursing homes, the findings stated above are disclosable B0 days

[ .»»'ng the date of survey whethet or not a ptan of comection 's provided. For nusaing homes, the atiove findings and plans of corraction ane disclonibls 14
..., oliowing the date these documents are mads avallablo to the facliity. i deficlencles are cited, an approvad plan of correction Is requisite to continued

ARSI

program participation.
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K 082 Continued From page 1 ' Kos2
25', 9.7.5 ’ y
Corrective Action: Sprinkler standpipe ’
' ' inspection has been scheduled to be '
This STANDARD I8 not met as evidenced by: leted 6 im
Based on record review and Interview, ft was completed on 12/16/11 by Simplex.
tetermined the faclilty falled to ensure aprinkler {Ail Residents are affected)

system standpipes were inspected according to
National Fire Proteotion Assoclation (NFPA)

standards. The deficlency had the potential to 2;?2 ait, '}?Z??f n signed with Simplex.
affect two (2) of two (2) smoke compariments, . , s
Ten (10) residents, staff and visitors, The standpipe inspection will be included
The findings include: :
Record review of the sprinklar inspaction raport in the preventative maintenance contract
Ion 11/16/2011 at 1:00 PM, revealed the sprinkier
' nepection report dated on 09/13/2011 and ith Si '
C : 06/13/2011 slat?d the sprinkler standpipe neaded with Simplex to be performed every

- performed. Sprinkler atandpipe systems must be
inspected to ensure their rellability during & fire. 5 years. it has also been added to the
The abservation was confirmed with the ,
Maintenance Director, ‘ ' Unit’s preventive maintenance program

Interview on 11/16/2011 at 1:00 PM, with the
Malntenance Director, revealed the facllity had
received a bkl proposal for the sprinkler |
standpipe inspection from the oulside contractor . .
but the facility had not foltowed up on the bid to issue a “reminder” every 4.5 years.
propusal,

Reference: NFPA 25 (1998 ediiton) 1212/
1 3-3.1.1* A flow test shall be conducted at the
hydrauliceily most remote hose connection of
each zone of a slandpipe system to verify the
water supply still adequately provides the design
preasure at the raquired flow. Whaere a fiow test
of the hydreulicelly most remote outfet(s) Is nof
practical, the authority having jurisdiction shall be .
consulted for the appropriate location for the test,
A flow test shall bs gonducted every 5 years,

Through the maintenance department,
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L : ‘ ctive Action: All Residents
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K o7z Corrective Actl -
88=F
Means of egress are continuously maintained free are affected. All objects were moved
of all obsfructions or. Impediments to fulf inatant
use In the oase of fire or other emergency, No from the hallways and relocated immediately
furnishings, decorations, or other objects obstruct
ngtﬁ,buucws to, egress from, or visibllity of exits. after the surveyor informed the unit of the
deficiency.
. Staff have been verbally educated one on one
This STANDARD s not met as evidenced by: _
Based on observation and interviews, it was and in the unit meeting 11/22/11, by the DON
determined the faclilty falled to ensure exit g 11/22/ Y
corridors were maintained free and clear of . .
o obstructions, according to Natlonal Fire as to the new locations of the equipment and
igw Protection Assoclation (NFPA) standards, The ]
deficiency had the potential to affect one (1) of that the hallways are to be maintained free
' two {2) smoke compariments, ten (10) residents,
staff and visitors. : and clear of ANY items/furniture/med carts.
The findings include: This will be reinforced daily in DON rounds and
-Observation on 11/16/12011 at 12:46 PM, reveated _ '
varlous equipment (medicine carts, equipment for in unit postings. It has also been added to the
" | monitoring reskient vitals, mobile computer} was :
unattended and not in use in conidors. Exits ongoing monthly staff meeting reminders.
must be maintsined clear of obstructions to allow
for use during an emergenay. ltems not in uss . ,
can not be stored In corridors. The observation The Activities Therapist has added hallway checks
was conflrmed with the Maintenance Director, : .
to her daily rounds. Rounds will be done by Unit
- | Interview on 11/16/2011 at 12:46 PM, with
Nursing Staff and the Maintenance Director, Secretary in her absence. Signs have been placed
revealed the items are routinely feft in corridors .
due to lack °f storage space. in appropriate areas to remind staff not to leave
Reference: NFPA 101 (2000 edition) - . '
‘ equipment in hallways,
FORM CMS3-2607{02-0¢) Pravious Versiona Obsoleto Event ID:KING21 Faallty ID; 100704 i continuation sheet Page 3 0f8
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‘ |
K072 | Continued From page 3 K 072 , 2‘3/ "
7.1.10.1* Means of egress shall be continuously | -
maintained
free of all cbstructions or impediments to full
instantusein -« -
the case of fire or other emergency. A
K076 | NFPA 101 LIFE SAFETY CODE STANDARD K078 _
5SuF Corrective Action: All Residents are
Medical gas storage and adminlatration areas are |
protected in accordance with NFPA 89, .
Standards for Health Care Facliities. offected. Flammable ob]ects were
(a) Oxygen storage locations of greater than - immediately removed from within
3,000 cu.f. are enclosed by a one-hour :
separation, - 5 feet of the oxygen tank storage.
(b) Locations for supply systems of greater than -
C/f 3,000 cuf. are vented to the outside, NFPA B9 Signs have been placed around the
43.1.1.2, 19.3.24
oxygen storage area. A S5ft area has
been taped on the floor in red tape
. to serve as a reminder. The Activities
This STANDARD Is not met as evidenced by: ‘
Based on obsarvation and interview, it was Therapist has added oxygen storage
determined the facillty falled to ensure oxygen !
supplles were maintained according to Nationat checks to her dally rounds. Rounds
Fire Protection Association (NFPA) standards.
The deficiency had the potential to affact (1) of .
two (2) emoke compartments, ten (10) residents, will be done by Unit Secretary in
staff and visitors. .
. her absence. This was aiso reinforced in the
The'findings include;
' mandatory staff meeting on 11/22/11
Observation on 11/16/2011 at 1:01 IT.I;."I, reveal;atil _
‘| in the oxygen supply room, combustible materials .
(cardboard, piastics) were etonla; d within five (6) ( ond in the unit meeting scheduled for
feel of the su of oxygen cylinders. "
Paly ygen oy 12/16/11. : i ,
Eveon! 1D: KINS21 Fadllity ID: 100704 if continuation sheet Paga 4 of 8
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K 076 | Continued From page 4

Combustible cannot be stored witi\in five (5) fest

of oxygen supplies due to spread of fire. The

Bbservation-was confirmed with the Maintenance
irector.

Interview on 11/16/2011 at 1:01 PM, with the
malinterance Director, revealed he was not aware
combustibles should not be stored within five (5)
feet of oxygen eupplies.

Reference: NFPA 69 (1699 edition)

8-3.1.11.2

Storage for nonfiammable gases greater than
8.5 m3 (300 1t3) but less than 86 m3 (3000 #3)
(A) Storage locations shall be outdoors In an
enclosure or within an enclosed interior space of
noncombustible or limited-combustible
construction, with doors (or gates cutdoors) that
can be eacured against unauthorized antry.

(B) Oxidizing gases, such as oxygen and nitrous
oxlde, shall not be stored with any fiammable
gas, liquid, or vapor,

(C) Onidizing gages such as oxygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:

(1) A minimum distance of 8.1 m (20 ft)

(2) A minimum distance of 1.6 m (5 ft) if the
entire storage location Is protested by an
automatic sprinkler system designed in
accordance with NFPA 13, Standard for the
Instaliation of Sprinkler Systems

{3) An enclosed cabinet of noncombustible
construction having & minimum fire protection
rating of % hour. An approved fiammable liquid
storage cabinet shaf! be psrmitted to be used for
cylinder storags.

K 076

'li]l‘_?}_jr |
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