


DEPAF'?TMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/30/2012
FORM APPROVED
OMB NO, 0938-0391

NAME OF PROVIDER OR SUPPLIER

PROFESSIONAL CARE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
194 MGMURTRY AVE.
HARTEORD, KY 42347

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIERIGLIA 52) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IBENTIFICATION NUMDER; COMPLETED
. A BULDING
A B. WING
06276 11452042

cade stalus,

Findings include:

policy.

110142,

was documenied.

marked. .

was changed on 11/02/12 to full code per the
residant's wishes. However, the facllily falled o
revise the restdent’s care plan with the updated

The faclllly was unable to provide a care plan

Aracord review revoaled the facllity admitied
Resldent #2 on 11/01/12 wilh diagnoses to
include Acute Kidney Fallure NOS, Hypertension
NOS, Convulsions, Esophageal Reflux, Stomach
Ulger NOS, Dapreasive Disorder NEC, Bona and
Garlilage Disorder NEC, Ghronlc Pain NEG,
Myalgia and Myosilis NOS, SYST Lupus
Erythematosus, Personal History UTI, History
Methicilfin Raslstant Slaph, Conslipation NOS,
and Impaction Intesline NEC. Thoe facllily
assessed Resident #2 to be alert and oriented on
the Admisslon Nursing Assassment, daled

Areview of the adimisslon orders, datad 11/01/12,
revealad Resldent #12's code status as DNR.
Furlher review revealed the DNR status was

discontinued on 11/02/12 and “resident full code"

A review of the Resuscilation Designallon Form,
dated 11/01/12, revealed the DNR hox was

committee quarterly.

;
;
;
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plan was revised with the correct code stalus for changes noted and care plauned

?I\E;J:f{deat ufﬁz:nl?#;g?.vseleﬁa?l?adr‘:p]ﬁlgffgelilty accordingly. Social Service or Assistant

esldents. Res as admiited te c . ! \ ) ]

on 41/04112 with a code stalus of Do Not D;recio‘J of Nursing \'wl] report results of

Raesuscilate (DNR), The rasident's code slalus the audits to the quality assurauce S,
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Areview of the resident's care plan, dated
11101112, revealed the resident's code stalus was
"DNR.“

A review of the nurse's notes, dated 11/02/12 at
11:00 AM, revealed the resident had changed
hisfher mind about balng DNR status and .
requested resuscltation if needad. Amessage
was left for the physician regarding ihe resident's
code status wishos,

Areview of the facllity's comimunication form to
the physlclan, dated 11/02/12, revealed, "residant
has changed [hlsfher) mind and wanted to be a
full code, and heed an order to dlscontinue DNR
status.” ‘

Areview of the physician's telephone order, daled
1102112 at 3:00 PM, revealed “disconfinue DNR
order, resident a full code.”

A review of the Resuscltation Designation Form,
dated 11/02/12, revealed the full code box was
marked with the resident's slgnalure.

An Inlerview with Licensed Praclical Nurse (1.PN)
#3, on 1113012 at 3:15 PM, revealed she
racelved the order to change the code slalus
from DNR o fult code. LPN i3 stated she did not
update the care plan to reffact the full code
slalus; however, she shotild havo.

An interview wilh the Asslistant Director of Nursing
{ADON), on 11113112 at 3:16 PM, revealed the
resldent was made a full code after hefshe was
admitted to the facility. If the nurse recelved the
order for the code stalus, then it was tha nurso's
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R
respohsibillly o updale the cate pfan, The L

ADON reviewad the MD orders and staled the
code staius was changed from DNR to fuli code,
The nurse who received the order did not updale
the care plan, bui should have updated the cara
plan.

An intarview with Certifled Nurse Aide {CNA) #1,
on 11/13/12 at 3:40 PM, revealed she was
assigned to {he resident and was unaware of the
resldenl's code stalus. CNA #1 reviewed the
CGNA care plan ook as well as the admisston
care plan, but was unable lo locate the cods
stalus,

An Interview with the Director of Nursing (DON),
on 11/13/12 at 3:50 PM, reveated the cara plan
should have been updaled when the code stalus
changed. The nurse who recelved the order
should have changed It.

F 2821 483.20(k){3){il) SERVICES BY QUALIFIED F 28211, ~~ Resident #8 alatm was tunmed on as
88a0 | PERSONS/PER CARE PLAN ' soon as it was discovered not on,
) Charge Nurse educated family
The services provided or arranged by tha facliity membor on 11-12-12 abont

must ba provided by quallfied persons in
accordance with each residenl's wrilten plan of
care,

importance of safety dovices and
inferventions and of need to tum
alarms on before leaving after visit
with resident.
2. Floor Nurses reviewed all other
This REQUIREMENT s not met as evidenced residents that vse a safety alarm (o
by: ensure that the safety alarm was on

Basad on observation, record review, and . and functioning.
intarview, It was determined the facllity fakied io :
enaura ona resldent (#8), In the selected sample
of 18 residenis, was provided care in accordance
with the care plan. Resident 8 was assessed by
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| Review of an Incldent report and the nurses’

{he facility as a fall rlak with a history of falis,
During the survey, he/she was observed In bed
without histher safely alarm on and functioning.

Findings Include:

The facliity ultlized the Resldent Assossment
instrument {RAI) for development and
Implementation of care plans and was unable lo.
provide evidence of & policy/procedure to address
care plans, Addilfonally, there was no evidence of
a poitey/procedure lo address safely alarms.

Arecord review revealed the facllily admitied
Resident #8 on 08/18/12 with dlagnoses to
Include Leg Fraclure, Kyphosls, Ankls-Foot
Deformity, Osteoporosis, and Meinory Loss.

Reviaw of an admisslon Minimum Data Set
(MDS) assesstnent, dated 09/24/12, revealed the
facllity assessed the restdent to have impaired
memory and required extensive assistance for
had mobliily and transfer. Revlew of fhe
assessimeni ravealed numerous risk faclors for
falls stich as a functional dacline prior to
placement, Left Fool drop for twenty-seven-years,
Kyphosls, and poor safely awareness.

Review of an incldent report and lhe nirses’
nhotes, dalad 09/20/12 at 8:25 AM, revealed the
resldent was found on tha floor by the bed, with
no Injury identiffied. A care plan was implemented
for a sensor alarm to be placed beslde the bed
and bed site commode due to atiempls of
uhassisted teansfers.

noles, dated 10/23/12 af 11.056 AM, rovealad

importance of following each
residents’ wrilten Plan of Care
including to ensure that safety alarms
are on and functioning and fo inform
licensed nursing staff of any non-
compliance of residents or family
members of safety devices so
education can be provided if needed
or for re-assessiment of alarms. All
residents with alarming deviees are
observed throughont the shift during
ADL Care, meal times, toileting
tasks, and fc ensure devices on and
fuactioning properly.

4, " Assistant Director of Nursing or
™ floor staff nurse will angit residents
with safety alarms every shift for one
weck, then each shift three fimes a
weok for one week, then cach shilt
two {imes a week for one week, then
“each shift weekly for one week to
ensure alarms {s on and functioning,
Assistant Dircctor of Nursing will
report results of andit fo the Quality
Assurance Comnittee. i

nursing staff by 12/10/2012 regarding

X4}t
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Resldent #8 was observed siitiing on the floor on
Hitsfher buttocks in front of the commode In
hisfher room. A Cerlified Nurse Alde {CNA} had
assislad the resident to the floor when his/her
knaas gave way and his/her left foot slid, causing
aloss In balance. No injury was noted. The
resident was evaluated by lherapy and a plan
implemanted for cues for mobliity wheon standing.

Review of the Dally Nursing Assistant Care Flan,
dated November 2012, revealed under Speclal
Instsuclion section “Ulilize wireless nottoiy sensor
to bed, hed slde commode areas at all fimes."

Observatlon, on 11112112 at 1:45 PM, revealed
Resident #8 silling on the slde of ihe bed. A
sensor alarm was In place, but was nol lWwrned on
and functioning. An Inlerview wilk Residont #3, at
ihe lime, revealed a faimlly membor had been
vislting and tumed the atarm off while visiling due
to the alarm sounding constantly during the vislt.
The visitor lold Resident #8 that staff would check
and turn lhe alarm back on. Resldent #3 staled,
"They didn't come and turn [t back on."

Observallon, on 14/12/12 al 2:00 PM, 2:45 PM,
and 310 PM, ravealed ihe resident's alarm
retnainad off and non-funciloning. On 1412/12 al
3:10 PM, Licenaed Praclical Nurse (LPN} 1
verlfied the rasident's alarm was aff and
non-ftinctioning. The LPN revealed all staff were
responsible lo ensure safety alarms were on and
functioning.

An interview with Certified Nurse Alde (CNA) #3,
on 11413712 al 8:30 AM, revoaled she was
assigned to Resldent #8, on 11/12/12, and was
not aware the atarm was nol on or funationing.

!
]
3
i
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Continued From page 6

She stated family had visiled on 11/12/12 and
was In the hablt of furning the resldent's alanm off
during visils.

An Interviow vith CNA#1 and CNA{2, on
11112112 at 3:15 PM, reveated they had nol
chacked on Resident #8 yet, but they usuaily
were able to check on all of the residants by 4.00
PM. They stated the alarm ehould have been o
and functloning. CNAs inflialed ihe Daily Nursing
Asslstant Care Plan {hat the safely alarms were
on and functioning.

An interview with LPN #2, on 1112112 at 4:66
PM, revealad she was aware of other imes when
she assisted Resident #8 up to the bathroom, that
the alarm was nol on after the famlly member
visited. Sha stated everyone was responsible to
ensure safaly alarms were on and funclioning.

An Interview with the Director of Nursing (DON),
on 11112112 at 4:50 PM, reveaaled she expecled
the CNAs lo enstire care plans wera followed to
ansure safely alarms Were on and functioning.
483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resldent
environment rarnalns as free of accident hazards
as Is possible; and each: resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT Is nol met as evidonced

F 282

F 323it. Resident #8 had no negative cuicome
from alarm not being on and
functioning, Resident #8 alarm was
turned on as soon as it was
discovered not on. Further
investigation of non-fimettoning
alarm revealed that family left off
after visiting with the resident,
.12, * Floor murses reviewed ail other
«  residents that use a safety alarm to
" ensure that the safety slntm eas on

and functi

oning.
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bg!: y . o Inter ] | nursing staff by 12/10/2012
ased on observalton, inlerviesy, and recorc Aing § .
review, It was delermined the facllily falled to reg?!dm%mlt]? Bﬂar-wc OElf Ouo}mg
ansure {he resident’s environment remained free cach resident’s written plan of care
of accittent hazards as Is possible for one for safety alarms arc on and
rasldent {#8), In the selected sample of 18 functioning to snsure resident’s
restn}enls.l Acare p;an l!nlervreniflim fgr th?, é:se of environment is free of accidents. Will
a safely alarm was In place for Resident #8; :
howsver, multiple observations, on 11112112, ?.]so e,d:;cm? ! ursTgf?tafff toreport 1o :
revealed facllity staff falled to ensure Resident jeensed mrsing stall of any non-
#8's safely alarm was on and functioning compliance of esidents or family
properly. members of safety devices so
. education can be provided if needed
Findlngs include: or for re-assessment of alarms. All
A policy/procedure addressing rasident residents with alarming de‘v:ces are
environment was not provided by the facilly. observed throughout the sift during
ADL care, meal times, toilsting tasks,
Arcecord review revealed the facttily admitted  torensure devices on and functioning
Restdent #8 on 0971812 with dlagnoses to properly -
Include Lag Fracture, Kyphosis, Ankle-Foot ) A .
Deformily, Osleoporosis, and Memory Loss. 4, Assistant Director of Nursing or floor
staff nurse will audit residents with
Review of an admission Minimun Data Set _ safety alarms every shift for one
(MDS) assessment, daled 09/24/12, revealed lhe weck. then cach shift three times a
facllity assessed the resident to have impalred k,f ) « .
memory and required exlenslve assistance for week for oite week, (hen cach shil
bed mobillly and transfer. Review of tho two tintes a week for ane week, then
aasessment revealod mumerous risk factors for each shift weekly for one week to
falls such as a functional decline priorta ensure alarm is on and Ranctioning.
placement, Left Foot drop for twenty-seven years, Assistant Director of Nursing will
Kyphosis, and poor safely awareness. report results of audit to the Quality SO
Record review ravaaled Resident #8 sustained a Assurance Committce. T
tall on 09/28/12.al 8:25 AM. The resldent was -
tound on the floor by the bed and a sansor alarm "

was implemented. The sensor alarm was to be
beslde the bed and the bed side commode &l all
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F 323 | Continued From page 8
times due 1o altempls of unassisled transfers.

Observalion, on 1171242 at 1:46 PM, revaaled
Residant #8 shling on the side of the bed. A
sensor alarm was In place, but was not lumed on
and functioning. An interviaw with Resldent #8, at
the time, revealed a famlly member had been
visiting and turned the alarin off while visiting due
lo the alarm sounding constanlly during the visit.
The visitor told Resldent #8 that staff would chack
and lurn the alarm back on. Rasident #8 stated,
"They didn't come and furn it back on." Additionai
observation, at 2:00 PM, 2:45 PM, and 3:10 PM,
revealed the resident's alarm rémalned off and
non-functioning.

On 11142712 at 3;10 PM, Licensed Pracilcal
Nurse {I.PN) #1 verilied lhe resident's alarm was
off and non-functloning. The LPN revealed ali
slaif were responsible to ensure salely alarms
wers on and functioning.

An Inlerview with Cerlified Nurse Alde {CNA) #1
and CNA #2, on 11/42/12 at 3:15 PM, revealed
that Restdent #8's alarm shotld have been on
and functioning. CNA#H and GNA #2 revoaled
they had not checked on Resident #8 since
arrving to work at 3:00 PM.

An Interviaw with LPN #2, on 11#12H2 at 4:66
PM, revealad she was aware of olher Umes wheh
she assisted Resident #8 up to the bathroom, thal
the alarm was not on afier the family tnember
visiled. She slated everyone Was responsible to
ensura safaly alarms were on and funciioning.

An interview with the Director of Nursing (DOMN),
on 11112112 al 4:60 PM, raveated she expacted

F 323
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the CNAs to ensurs oare plane ware follovied lo
enatire safoly alarma were on and funclloning,
F 431| 463.80(b), (d), (6) DRUG RECORDS, F431{1.  No restdont affected.
8S8=D LABEL’STORE DRUGB &‘BIOLOG;CALS 2. Assistﬂ“t Dh’ec[or OfNur:lhlg (0‘-
Tive faclilly mist employ or oblaln the servicas of Director of Nursing) roviewed all
a lleensed pharmaclst who establishee a sysiam scheduled 1T drugs were belng kept In
of records of recelpt and dlsposliion of all Jocked compartinent and only )
conlrolted drugs In sufficlent delall to onable an authorized porsonnel had accoss to
accurate reconclliation; and determines that drug drugs. - i
racords are In order and that an account of al 3 Ad . 1 sduented Di .
controlled drugs e malntained and pariodioally ' ministrator eduented Director o
racencliad. Nursing on 11/26/120n the proper
) sforage of Scheduied I drugs [n
?E’fia da;ld biologiwls Ufilad Inthe 1flaciﬂly ml“ai ho separate locked, affixed compartment,
nbeled In accordance with currenly aceepiac ;
prolossional principles, and inolide the On 1172612012, 2 sogama donble
appropriale accessory and Gaullonary I_ocklng cablnet has been permanently
instructions, and the explration dato when _ installed to wall in Direstor of
appilcablo. . Nusing offico, Destiuction of
| dance wilh State and Fed 'r i i discontinued Scheduled I drugs will
h accordance wilh Stale and Faderal laws, lhe . .
faoliity must stora sl drugs and blologleals in ba;:lcsh‘?ycd by -t;;"f lleensed nuuses,
lockad compariments undar propor temparalire o 635 tan moninty.
conlrols, and permit only auihorized personnel to 4. Admlnlsirator or Corporato Niwso
have access to the Reys. Consullant will audit monthly x3
Tho facllly must provide separ o iy tocked montths that Scheduwled II dyugs aro
ag (¥ para
permanonlly allixed corpartments for sloraga of bolng stored in separdte locked
conlrolled drugs listod In Schedulo I of tha affixed compartment, Resulis of the
Comprehensive Drug Abuse Prevention and andit wifl be presented to the Quality
Conlrol Act of 1976 and other drugs subject lo Assurance Committeo. 11/27/12
abitse, oxcopt when the facilily usos single unit : R
packago drug distribution systama in which the ;
| quenttly stored o minimal and a missing dose can .
e readily delooted, '
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F 431

-for disposition were securely malntained In

Conlinued From page 10

This REQUIREMENT s not met as evidencod
by:
Based on observation, interviéw, and review of
the faclilily's policyfprocedure, It was dstermined
the facility falled {o ensure discontinued narcollcs

accordance wilh accepled professional
slandards. Discontinued narcotlics for disposition
were ohserved being slored In the Director of
Nursing's (DON) office in a desk drawer, During
the survey, the DON's office was observed vaoant
with the door unlocked and opened.

Findings Inchde:

Review of an undated facifily policy, Medicatlon
Destruction; revealed "Discontinued maedications
and medications left In the facllity after a
resident's discharge, which do nct quallfy for
teturn to the pharmacy for credit, are destroysd.”
Addltionatly, the policy/procedtire revealed
"Controlled subslances are ratalned In a securely
locked area with restricted access uniit the DON
{or hisfher designes} completes the controlied
medication disposal.”

Observation, on 11/12H2 through 11714412,
revealed the DON's office door to be open while
the DON was not present in Ue room.

During a general observalfon tour of the facifily, it
was detarmined discontinued madicailons, which
hcluded narcotics, were being stored In & single
locked drawer of a desk in the DON's office,

Obssrvatien, on 11/14/12 at 3:20 PM, revealed
there were fen {10} Ambien 5 milligram (mg)

F 431
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Conlinued From page 11

tablets, sixtesn {16) Tramadol 50 mg lablets, and
two hundred and six (206) Hydrocodone lablets.

An interview with the DON, on 11/14/12 at 3:20
PM, revealed she kept the discontinued narcotics
in the desk drawor until she and another licensed
stalf destroyed the medicatlon per facilily
protocol. The DON staled she knew tha
narcotles should have been slorad in securad
locked compartments other than a desk drawer,
The DON verifiad her office was accessible when
the door was left open and she was not present.

F 431
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K 000, Gontinued From page 1 K 000
Ragulations, 483.70(a) el seq, {Life Safely from
Fira}.
Deflclencles wera citad wilh the highest
' deficlency identifted al "F" leval. : -
K 018 ] NFPA 101 LIFE SAFETY CODE STANDARD {018} 1. The doors to vesident rooms 43, 61,
$8=E 62, 64 and 65 will be vepaired to
ot Doors prolecting corridor opanings in othar than prevent the passage of smoke in to
raquired enclosures of vertical apenings, exlts, of the rooms by the Mainlenance
hazardous areas are substanilal doors, such as Director by 1/30/13.
those constructed of 1% inch solid-bonded core
waod, or capabls of resisting fire for al least 20 2. All doors in fncili
] . acility were
minutes. Doors In sprinklered bulldings are only cliecked by the maintenance Dirsctor
required 1o resist the passage of smoko. There Is :
! on 12/4/12 to ensure no other doors in
no impadiment to the-clasing of the doors, Doors the facility were affected by 0
are provided with 8 means sultable for keaping deficiont puact cled by fhe
the door closed. Dulch doors meeting 19.3.6.3.6 practice.
are permitted.  19.3.6.3 : : . .
rep 3. The Maintenance Direetor was in-
Roller latches are prohibited by GMS regulalions serviced on the yegulntion by the
in afl health care faclitias. Administdédtor on 12/4/12 and will
add the inspection of all doors in the
facility to his monfhly preventative
maintenance schedule to enswe all
doors will resist the passage of
smoke.
4,  Administrator will audit
monthly inspections
beginning January 2013
and will report results at the
This STANDARD Is not met as e\vldenc?d by: QA meeting in January and not
Based on observallon and Intarview, It was less than quarterly thereaftor for one | 1/30/13
determined the faclily fafed lo ensure doors to year,
rasident rooms were In accordance wilh NFPA
standards. The deflclency had the polentlal to
aftect one (1) of two (2) smoke compariments,
fifly-olght (66} residents, staff and visltors. The
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K 018} Conlimied From page 2 i 018

facliily Is carllfied for one-hundrod ten (110) beds
with a censts of efghty-six {86} on the day of the
survey. The facillly falled to ensure flve (5)
cortfdor doors 1o the resident rooms did not have
a gap at the lop of the door.

The findings include:

Obsorvalions, on 11/44/12 betwean 12:30 PM
and 3:30 PM with e Malntenance Superviser,
avealad the corridor doars o rooms B1, 82, 65,
64, and 43 would not resist tho passage of simoke
arount the Jamb of the doors due to the gap at
the top of the doora,

Interview, on 11/14/12 betwesn 12:30 PM and
3:30 PM wiih the Malnlsnance Supervisor,
revealed he was aware the doors to the resident
rooms could nol have a gap at the top of lhe door
hut vas unawara thase tive (8) doors had a gap.

Referenca: NFPA 101 (2000 sditlon)

19.3.6.3.1* Doors protecting corrdor openings in
olhor than required enclostires of verlical
openings, oxits, or hazardous areas shall be
substantial doors, such as thoso consiructed of
13/4-In, {4.4-cm) thick, solld-bended coro wood
or of constiuclion that resists fire for not less than
20 minutes and shall be consiructed io reslst the
passage of smoke. Compliance with NFPA 80,
Standard for Flre Doors and Fire Windows, shall
not be required. Glearance botweon the boftom
of tha door and the floor covering not exceeding
11n. (2.6 cm) shall be permitted for corrldor
doors,
Exceplion No, 1; Doors to lofiet rooms,

FORM C}48-2667(02-00) Provious Yatsions Obsolelo Fvont {0:004221 Facitlty 10 160354 i contlntallon sheet Page 3 of 20
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K018 Gonlinued From page 3 K018
| bathrooms, shower rooms, sink closels, and '

siiliar
auxlilary spaces lhat do not contain flammahle or
combustible matedals,
Excepllon No. 2: in sinoko compariments
protecled throughout by an approved, supervisad
automatic sprinkler system In accordance with
19.3.5.2, the door construclion requirements of ’
19.3.6.3.1 shall nol be mandatory, hut the doors
shall be constructed to resist the passage of
smoke.
19,3.6.3.2* Dooys shall he provided with a means
sultabls for keeping the door closed lhat is
acceptable fo tho authority having jurlsdiction.
The device usad shall be capable of keaping
the daor fully closed if a force of 5 1bf (22 N) is
applied at the laich eédge of the door. Rofter
lalohes shall ba prohibited on corridor doors In
bulidings not fully protected by an approved
aulornalic sprinkler syster In accordance with
NFPA standards. .

1€ 029 | NFPA 101 LIFE SAFETY CODE STANDARD £ 029].1. Automatic door closers will be

88=F installed by the Mainienance Dircctor
One hour fira rated consiruction {with % hour on the north hall storage room,
fira-rated doors) or ah approved automatlc fire activities office-and the heauty shop
extinguishing systet In accordance with 8.4.1 by 1513 by the Maintenance
andfor 19.3.6.4 protects hazardats areas. When Director.
tha approvad autoralic fire extinguishing system
oplion Is used, tho areas ero separated from All doors in the facility leadin
olher spaces by smoke reslsting parlitions and o potentiafly hazardots ﬂrefs were
doors, Doors are self-closing and non-rafed or chcgkc d by the Maintenance Director
field-applied protective plales that do nol exceed on 1275 ”2)' t tnce .m;c o
48 Inches from the boltom of the door are : Qi ’au!o;natlg oor
pﬂrmﬂlﬁd. 1932.1 ClOSEers wore in pilaco and unctmmng
. _ properly.
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€029, Contintled From page 4 K029| 3. The Maintenance Director was in-
serviced on the regulation by
“This STANDARD is not met as avidenced by: the Administrator on 12/5/12. The
Based on observation and Inlerview, [l was - Maintenance Director will add the
delerminad the fachily falled to meet the inspection of automatic door
requirarnents of Protection of Hazerds in closers to his mouthly prcventa!i\:c
accordance with NFPA Slandards, The maintenance checklist.
deficlancy had the potential to affect two {2) of
two (2) smoke compartmenls, all resldents, slaff 4. Administrator wi :
and visitors. The facllity Is certifled for onthly inspe will audit
pections
one-hundred ten {110) bads with a cansus of beginni
ginning January 2013
alghty-six (86) on the day of the survey. The and will repoxt results at
facllity failed to ansure three (3) rooms were OA meeti 1p i 1 sa 0‘°
properly prolacted due lo the storage In the l ng fn January 2013 and not
(00MS. ess than quarterly thereafler for one
year, 15413
The fIndlrige Include: '
Observation, on 11/14/12 between 12:30 PM and
3:30 PM with the Maintenance Supervisor,
reveaied the north hall storage room, the
aclivilles office, and the heauty shop did not have
a closer addad to the door. This requirement Is
due 1o the storage of combuslible items Inside the
areas.
Interview, on 11/14/42 between 12:30 PM and
3:30 PM with he Maintenance Suparvisor,
revealed he was unaware the storage in a room
determined whathor the room was a hazardous
slorage area or not, .
. i
Reference: NFPA 101 {2000 Ediilon).
18.3.2 Prolectton from Hazards.
119.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a {ire barrler having a
L ' .-
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- K028 Gonllnued From page 6 K029

1-hour fire resistance rating or shall be provided L
with an avlomatic extingulshing system in ‘ .

accordance with 8.4.1. The automatle

extingulshing shall ba permilted to ba in

accordance viih 19.3,5.4. Whers the sprinkler

oplion Is used, the areas shall be separated

from other spaces by smoke-resisting partitions

and doors. The doors shall ba ssif-closlng or

autamatlc-closing, Hazardous areas shafl
includie, bul shall not be resticled to, the
following:

{1) Boller and fust-ired heater rooms

(2) Centralibulk laundrles larger than 100 12

{8.3 m2)

{3} Painl shops

{4) Rapair shops

{6) Solted Inen rocms

(8} Trash collscilon tooms

{7} Rooms or spaces larger than 60 {12 (4.6 n2},

Including repalr shops, used for storago of

cotnbuslible supplies )

and equipment In quantilies desmad hazardous

by the autherlly having jurlsdiction

{8) Laboralorles employlng flammable or

cornbuslible materials In quantities fess than

those that would he considerad a severs hazard.

Exceplion: Doors In raled enclosures shall ba
pormitted o have nonrated, factory or

field-applled

protectiva plates oxtending not nore than'

48 In. (122 cm) abova the bottom of the door. |

1€ 0451 NFPA 101 LIFE SAFETY CODE STANDARD K045 1. The exlerior exits at the south hall
88=F . west exit, south hall dumpster exit, L

lumination of means of egress, Including axit east hall exit and the kitchen exit will ’

discharge, is ananged so thal failure of any single have light fixtures installed that

I(llghllng ftxilzm fbulb) will not leave the area in contain two or more bulbs by the
arknass. (Thls does not refer lo emergency aintens .

lighting In accordance wilh section 7.8.) 10.2.8 Maintenance Diretor by 1/30/13,
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1 Adminlstrator, revealed he was tinaware all exils

3:30 PM v/ith the Malnlenanco Supervisor,
revealed he was unaware the lighting fixiures
sarving the exterlor exits must Include more than
one bull for uminatlon of the egress path.

interview, on 11/14/12 at 3:45 PM wilh the

of the facillly must have two (2} bulbs at every exit
of the facllity,

Reference: NFPA 101 (2000 edilion)
7.8.4.4* Required Huminalion shall be arrangjed

[X4) 1D - SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF GURRECTION {8}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {Eﬁ\CH CORRECTIVE ACTION SHOULD BE GOMPLETION
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. DEFIGIENGY)
K 0454 Gonlinued From page 0 K 045
This STANDARD s not met as evidenced by: 2, Al exterlor exits were viewed by the
Moo Dicoran 12517
equipped wilh lighting In accordance with NFPA - one wero found to have single bilb
standards. Tha deficlency had the potenlial ta '
affact two {2} of two (2) smoke comparlments, all ‘ . . .
residents, e ekora. The fagllly f 3. The Maintenatoo Bector wos b
cerilfied for one-hundrad ten (110) beds with a it the - Administrator ' on
census of elghty-six {88} on the day of the survey. /s/12 on the regulalion. Tho
The facllity failed to ensure the emergency lights maintenance diréctor will add to his
had two (2) bulbs at four (4) exits, monthly pre\fentahve maditfenance
. schedule a review of the facility exits
The findings Includo; to ensure they are correctly Hghted by
] {wo buibs.
Observatlon, on 14/14/12 betwsen 12:30 PM and R
3:30 PM with the Malntenance Supervisor, 4. Administrator will audit
ravealed the exterfar exils at the south hall west monthly inspections
axll, south hall dumpster axl, eas! hall exit, and beginning January 2013
the kitchen exlt only had a single light for and will report resulis ai the
llmination of {he oulside of the exil. QA meeling in January 2013 and not
| less than quarterly thereafier for one
Interview, on 11/14/12 between 12:30 PM and year. ‘ 130/13
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I 045 Conlinued From page 7 K045
so that the
failure of any single lighting unit does not resuit in
an Humination ‘
leval of tess than 0.2 ft-candle {2 lux) In any
designaled
area.
I€046| NFPA 101 LIFE SAFETY CODE STANDARD K 046 Effective immediately emergency
" §8<F ) ’ lighting is now being tested monthly
Emergenoy lighting of at least 1% haur duratlen is for 30 minutes and annually for 1 %
provided In accordance with 7.9, 19.2.8.1, hours.
Effective immediaioly emergency
. lighting is now being tested monthly
This STANDARD Is ot mel as evidenced by: for 30 minutes and annually for 1 %
Based on Interview and facllily record review, it hours. No residents were affected
. were affected by
was determined fha faclily falled to provide he defici
smergency lighting In accordance with NFPA 1o delicioncy.
slandards. The deflclency had the potentiat to The Mai . :
affact two (2) of two (2) smoke compartments, al e, aintenance Dlaegtgr was in-
residents, staff and visltors, The faclilly Is serviced by the Adminisiator on
certifled for one-hundred ten {110} beds with a 12/5/12 “on  the regulation. The
census of elghly-six (86) on the day of the survey. maintenance director will add to his
The faciiily falled to enstire they conducled monthly preventative malatenance
annual emergency lighting tasting for the scheditle to lest emerpency liphting
minimum requirement of testing of at least 1-1/2 monthly for 30 minufes and annually
housr duralion annually. for 1 ¥ hours,
The findings include: Administrator will andit
' monthly tests begiming January 2013
Observation and recard review, on 11/14/12 at and will veport results at the
10:30 AM with the Malntenance Supervisor, QA meeting in Jamnary 2013 and
l’eVeaEed lhat lhe emefgﬁilc\j ”ghis, Wj!h bauefy am]uany thereafter for one year, Y13
Lackup, located throughaut the facitily had not .
been tested for 1-1/2 hours within tho last year,
Iiterview, on 41714412 at 10:30 AM with the
Malnienance Supervisor, revealed ho was
unaware the lighting had to be tesled annuatly for

FORM C145.2567(02:08) Provieus Vesslons Qbsolelo

fvenl [13:}404721

Faclily 1D: 100354
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i< 048 | Gontinued From page 8
1-4/2 hours.

interview, on 11/14/12 al 3:45 PM with the-
Adminstrator, revealed he was unaware of the
duralion of the annuat testing of hattery lights.

Refarence: NFPA 101 {2000 edilion)

7.9.2.1* Emergency illumination shall be provided
for not less than 11/2 hours in the event of fallure
of normal Highting. Emergency lighting facliities-
shall be arranged to provide inflial #Huminatlon
that Is not less than an average of 1 ft-candle (10
lux) and, et any polnt, nol less thah 0.1 ft-candle
{1 ux), measured along the path of egress al
floor level. flumination levels shall be parmitiad to
decline to not less than an average of 0.6
ft-candle (6 lux) and, at any point, not less than
0.06 fl-candla (0.6 -

{ux) at the end of the 11/2 hours. A
maximum-to-minimum flumination uniformity
rallo of 40 lo 1 shall not bo exceeded.

7.9.3 Perlodic Tesling of Emergency Lighting
Equipment. A funclional test shall be conducted
an evory required smergency lighting system al
30-day intervals for not foss than 30 seconds. An
annual lesl shall be conducted on every required
battery-powered emargency lighting system for
not loss thah

1112 hours. Equipmant shall be fully operational
for the duratlon of lhe lest, Written records of
visual Inspections and tests shall be kept by the
owner for Inspection by the authority having
Jurlsdiction. '

Exception: Self-lesting/self-diagnostic,
haltery-oporated emergancy lighting equipment
ihal aulomatically performs a test for notless

K 046
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K 046 | Conllnued From page © K046
than 30 seconds and dlagnostic rotiine not ess
than once every 30 days and indicates faliures by
a status indicator shall be exempt from the
a0-day functionat tes, provided that a visual
inspectton Is parformed al 30-day intervals.
K 05(3 NFPA 101 LIFE SAFETY GODE STANDARD K050 Bffective immediately facility fire
 §5=F drills are now being conducted af

Fire drills are held at unexpeoted Imaes under
varylng condilions, al least guarterly on each shift.
The slaff Is fariliar with procedures and is aware
that drlils are part of established rottine.
Responsibiily for ptanning and conducting drills is
asslgned only to compelent persons who are
qualilied lo exerclse teadership. Where drllis are
conducied belwean 8 PM and 8 AM a coded -
announcement may be usad Instead of audible
alarms.  19.7.1.2

This STANDARD Is not met as evidenced by:
Based on interview and record review, Il was
delermined the faclity falled lo ensure fire drills
were conducted quarlerly on each shift at random
Hmes, In accordance vith N¥ PA standards, The
deficiency had the potential to affect two (2) of
two {2) smoke compariments, alt residents, slaff
and visttors. The facliily Is corlifled for
one-hundrad ten (110) beds wilh a census of
alghly-six (86) on the day of the survey. The
facllily failed to vary the fire drills {o ensure they
are being conductad at unexpected timas,

The findings Includo:

Five Drill review, on 11/14/12 at 10:40 AM wilh tho
Mainienance Supervisor, revealod the fire drills

“ensure that the monthly fire drills are

random times on all shifts.

Bffective immediately facilily fire
drills are now being conducled at

random times on all shifis, No
residents were affected by fhe
deficiency.

The Maintenance Director was in-
serviced by the Administralor on
1245412 on the regulation. The
maintenance directar will complete or

conducted at random for all shifts and
documented as such,

Administrator will audit

monthly five drills beginning January
2013 and will report resuls at the

QA mecling monthly for three
months and then quarterly for one

year o ensure compliance, 1713113

FORS C)S-2687(02-95) Previous Vorslons Obsolale

Event I0; 04221

Faclily 1D; 100384
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wiare not belng conducled at random limes on alf
shifts. Fire drlils on first shift were conducled
roulinely between 9:48 AM and 10:14 AM, sacond
shift roulinely hetween 3:12 PM and 3:36 PM, and
third shift routinely betwesn 5:69 AM and 6:13
Ab.

Interview, on 11714112 at 10:40 AM with tha
Malntenance Suparvisor, revealed he was
unaware the fire drills were not helng conducted
as required. The Maintenance Suparvisor was
unawara of the lime separation on each shift to
consider the times unexpected.

interview, on 11114112 at 3:45 PM with the
Administrator, revealed that they have & plant
operations reviewer liat reviews the fire dillls lo
ensure lhey are being conducted correclly. The
plant operalions reviewor reviewed the fire drills -
io ensure they were being conducled correcily.

Reference: NFPA 101 {2000 edition)

19.7.1.2,

Fire driils shall ba conducled at least quarletly on
each shift and at unexpected times undor varled
condltions on all shifis. '

K 066 | NFPA 101 LIFE SAFETY GODE STANDARD 0561 1. The facility ordered replacement light

88=F fixtures on 12/10/12 to replace the
{f here Is an aulomatic sprinkler systam, iLls fixtures identified in the Statement of
Inslalied i accordance with NFPA 13, Standard deficiencies as being located with-in
for the inslaltation of Sprinklar Syslams, to one foot of a sprinkler head.

provide complale coverage for all portions of the
bullding. The system ls properly malntained in
accordance with NFPA 25, Standard for the
Inspaction, Tesling, and Mainienance of
Wator-Based Fire Prolection Systems. Hls fully

FORM CMS-2567{02-88) Pravious Verslons Obsalale Event D: 104221 Facillty 10: 100354 It continuation sheet Paga 11 af 20
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supervised. There Is a reflable, adequale water
stipply for the systein. Required sprinkler

*1 syslems ara equipped with water flow and tamper

switches, which aro electrcally connected to the
bullding tire alarm system.  19.3.8

This STANDARD Is not met as evidenced by:
Based on observations and Interview, It was
determined the facllity falled to onaure complete
sprinkler coverage In accordance wiih NFPA
atandards. The deficlency had the potentlal to

affect two {2) of two (2) smoke compartments, all |

vesidents, staff and visltors, The facility Is
gertified for one-hundred ten (110) bods with a
cansus of elghty-six (86) on the day of the survey.
The facility failed lo enstre the sprinkler heads
wers not blocked hy light fixtures,

The findings include:

Observalions, on 11/44/12 betwesn 12:30 PM
and 2:30 PM wilh the Malntenance Supervisor,
revaaled the sprinkler heads located In the claan
linen slde of the laundry, admisslons, ice machine
rootn, and the common area In the wesl hall were
blocked by light fixiures, within 11 foot of the
sprinkler hhead, extending below the sprinkler
heads. Furher observalion revesatad tho
sprinklers were blocked by light fixtures In the
resident rooms it 38, 31, 29, 27, 22, 3,8, 9, 10,
11, 12, 13, 14, 15, 16, and 47,

Interview, on 11/44/12 between 12:30 PM and
3:30 PM with the Malnlenance Supervisor,
rovealed he was unaware that the light fixtures

2. The Maintenance Director andited the
entire facility on [2/10/12 and found
no other sprinkler heads blecked by
light fixtures other then what was
identified in the statement of
deficiencies.

3. " The Maintenance Director was in-
serviced by the Administrator on
12/5/12 on the repulation, Light
-fixtures have been ordered and will
be installed by 1/30/13,

4. Afler installation of the replacement
fixtures  the  Administrater  and
Maintenance Director will ensure that
the work was completed in
accordance with the repulation and
will report the completion of the
work at the facilitics next Quality
Assurance mesting,.
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could block the spray paitern of the sprinkler

head.

intarview, on 11/14/12 at 3:46 PM with the
Administrator, revealad he was unaware of the
required spacing for the lights from the sprinkter
head since they were lower than the deflector
plate of the spiinkier head.

Referance; NFPA 13 (1998 ed.} :
5-5.6.2.2 Sprinklers shall be posilioned in
accordance With -

the minlmum distances and spocial excoplions of
Saclions 56

through 6-11 so that they are locatad stfficlently .
away from '
obstructions stch as truss webs and chords,
pipes, columns, )

and flxtures,

Table 5-6.6.1.2 Positioning of Sprinklers to Avold
Obstructions to Discharge (SSU/SSP)

Maximum Allowable Distance
Dislance from Sprinklers to of Defloctor
above Bollom of

Slda of Obsliuction (A) Obstruction (in.}
B

Lessthan i ft ’ 0

1 {t {o less than 1 1t 6 In. 2112
1{tGin. folessthan2ft . 3172
2 {ttoless thap 2 L6 In. 51/2
21 8In. to less than 3§t 7112
3ftlolessthan3ft6in. 9172
3{t6In toless than 4 ft 12

4 fi to tess than 4 [t 6 In. 14
416 In. to less than 5 it 161442
5 {l and greater 18

FOR ChiS-2607({02-09) Provious Verslons Obsolels Eyenl ID:MD4Z23 Fachity 1D: 100364 \f conllmuation shest Page 13 of 20
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For Sl units, 1in. = 26.4 mm; 1 ft= 0.3048 m,
Note; For (A) and (B), refer lo Figure 5-6.5.1.2(a}.
1€ 064 | NFPA 101 LIFE SAFETY CODFE STANDARD
38=F
Portable fire extingulshers are pravided in all
heallt care occupancles in accordance with
0.7.4.4, 19.3.5.6, NFPA10 ‘

This STANDARD 1s not met as evidenced by:
Based on observatlon and Interview, It was
detarmined that the facllity falled to maintain the
installation of portable fire exiinguishers per
NFPA standards. The deficlency had the
polontlal to affect two (2) of two {2) smokea
compartments, all residents, staif and visitors,
“The faclllty Is certlfiad. for one-hundred ten (110}
bads with & census of efghty-six (86) on lhe day
of the survey. The facillty failed lo ensure the flre
exlingulshers throughout the faclify were
mounled below fiva (5) feel above the surface of
the floor.

Findings Include:

Obsarvallons, on 11/14/12 belween 12:30 PM
‘and 3:30 PM with the Malnlenance Supetvisor,
revaaled the wall mounted, portable fire
extingulshers located throughout the facilily were
inotinted above the maximum allowable halght of
five (5) feet ahove the finlsh floor.

Interview, an 11/14/12 between 12:30 PM and
1:30 PM with the Maintenance Supervisor,

FORM G1AS.2667(02-98) Previgus Vasslons Ohsolate Event |ID:MD4ZZ1

I 056

IK064{ 1. The fire extinguishers, identified
during the annual survey, were
maved on  12/10/12 by the
Maintenance Director and remounted
below the maximum altowable height
of 5 feet above the floor.

2. The Maintenance Director audited the
entire facility on 12/16/12 and found
no other fire extingnishers mounied
above 5 feet from the floor.

3. The Maiutenance Dircctor was in-
serviced by the Administrator on
12/5/12 on the regulation. The
maintenance direclor will ensure any

“fire extinguishers that ave moved,
recharged, added or replaced arc
mounted 5 feet or less from the floor.

4. The maintenance dircetor will audit
the placement of *five extinguishters
quarlerly for one ycar and report the
findings to the QA commiltee for
compliance. 1O

Fackity 10; 100354 If continuatlon sheel Page 14 of 20
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Continued From page 14

revealed that he was unaware of the helght
limitationa for wall mounted portable tire
extingulshers and acknowiedlged that they were
tnounted abova the height of five (5) fesl above
the finish floor.

Reference NFPA 10 (1998 Editioh).

1-6.10 Fire extinguishers having a gross weight
not exceeding 40 Ib (18,14 kg) shall be
insltaflad so that the top of the fire
exlinguisher Is not more than 6 fl {1.63 m)
above the floor. Fire extingutshers having a
gross welght grealer than 40 ib (18.14 kg)
{except whesled lypes) shall be so installed
that the top of lhe fire extinguisher is not
more than 3 1/2 1t (1.07 m) abeve the floor.
In no case shall the clearance between the
boltom of the fire extingulsher and itie floor
be less than 4 In, {10.2 cm). -
NFPA 101 LIFE SAFETY CODE STANDARD

Draperles, cutains, including cubicle curains,
and other loosely hanging fabrics and fims
aerving as furnishings or decorations In health
care occupancles are In accordance with
pravisions of 10.3.1 and NFFPA 13, Slandards for
ihe Inslaliation of Spilnkler Systems. Shower
curlains are In accardance with NFPA 701,

Newly introduced upholsterat furnilure wilhin
health care occupancles meets the criteria
spaclfied when tesled In accordance with the
methods cited in 10.3.2 {2y and 10.3.3.  18.7.5.1,
NFPA 13 :

Newly introduced maltresses meet the crilerta
specifled whon tested In accordance wilh the

i 064

K074

1.~.Replacement shower curlnins have

.besn ordered as of 12/5/12 with mesh

openings of ¥ inch on the diagonal to
replace the curtains identified as not
having ¥ inch mesh openings on the
diagonal, The replacement curtains
will be installed by 1/30/13.

The Maintenance Director audited the
entire facility on 12/10/12 and fonnd
no other shower curtalns with less
than % inch mesh openings on {he
dingonat.

FORM CMS-2667{02-09) Pravtaus Verstons Obsolele
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This STANDARD Is nol met as avidenced by

Based on observation and Interview, It was
delermined the facility fafled to ensure lhe privacy
clirtalns, localed within the shiower rooms, were
In accordance with MFPA standards. The
daflctency had Ihe potenlial to affect two (2) of
two {2) smoke compariments, all rasldants, slaff
and visltors. The facllily is certified for
one-hundred fen (110} beds wiih a censtis of
elghly-six (86} on the day of the survey. The
factlity falled to ensure shower curlalns had the
proper mesh for full sprinkier coverage,

The findlngs Include:

Observatlon, on 11114112 belween 12:30 PM and
3:30 PM with the Malnienance Supervisor, '
revealad one (1) privacy curtain In the shower
room on the east'hall and three (3) curtains in the
west hall shower room had mesh thal was
smaller than % inch on he dlagonal.

interviaw, on 11/14/12 between 12:30 PM and
3:30 PM wilh the Mainfenance Supervisor,
roveatad he was awaro the shower cirlains musl
contain mash with % Inch on the diagonal but new
curtains wero Just ordered of tho wrong type.,

Intarview, on 11/14/12 al 3:45 PM with the
Adminlsirator, revealad he was aware of the
proper size of curtaln for the shawer rooms but

{Xdj10 SUMMARY STATEMENT OF DEFIGIENGIES 1] PROVIDER'S PLAM OF CORRECTION {46}
PREFIX {(EAGH DEFIGIENCY MUST UE PRECEDED BY FULL PREFIA {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC INENTHFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
] OEFIGIENGY) :
‘ -
K074 Gonlinued From page 16 K074
“ | mathad ciled'in 10.3.2 (3}, 10.3.4. 19.7.56.3

The Maintenance Direclor was in-
serviced by the Administrator on
12/5/12 on the vepulation, The
maintenance director will ensme any
replacement shower curfains ordered
meet the standard -of having % Incl
mesh apenings on the dingonal,

The maintenance director will audit
the shower citains quarterty for one
year and report the findings to the QA

comunitiee for compliance. 1736711
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Conilnued From page 16

was unaware tha curlalns of the wrong lype of
mash wore Installed In the shower rooms.

MFPA 13

Cubicle curtalns,

Reference lo:

NFPA 13 Slandard for the Instaltation of Sprinkler
Systams 1998 Edillon

10.3.6.5 For the proper operalion of sprinkler
systems, cublele curtains and sprinkler locations
need to bo coordinated. Impropetiy designed
systems might obalruct the sprinkler spray from
reachlng the fire or might shleld the heat from the
sprinkler. Many options are available fo the
dasigner including, but not firalted o, hanging lhe
cubicle curtains 18 in. (46 c) below the sprinkler
deflactor; using a %-in. {1.3-cm} diagonal mesh
or a 70 percent open weave lop panet thal
sxlends 18 in, (46 cm) below the sprinkier
dailector; or deslgning the system to have a
horizontal and minimurn verlical distance that
rmeats the requirements of NFPA 13, Standard
for tha Installation of Sprinkler Systems. The test
dala that forms the basls of the requirements of
NEPA 13 Is from fire tests with sprinkler discharge
thal penelrated a single privacy curtain,

MFPA 101 LIFE SAFETY GODE STANDARD

Medlcal gas storage and administration areas are
protecled In accordance with NFPA 89, Standards
for Hezalth Care IFacilitles.

{a) Oxygen storage locations of greater than
3,000 cu.fl. are enclosed by a one-hour
separalion.

{b) Localfons for supply systems of grealer than
3,000 cu.ft. aro ventad to the oulslde.  NFFPA 99

K074

0761 1. The oxygen tanks sfored it the west

hall storage aren and norh hall
storage nrea will be stored alone and
with 1o other combustible materials,
These storage areas will be free of all
combustibles and the oxygen tanlks
wili be greater than 5 feet away from
the light switch. The light swilches
“will be relocated and this will be
- completed by 1/30/13,
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4.3.1.1.2, 18.3.24

This STANDARD Is not met as svidenced by:
Based on ohsarvation and Interview, it was
determined tho facilily falled to ensure oxygen
slorage areas ware protected I accordance vith
NFPA standards. . ‘The deficlency had the
potential to affect iwo {2} of two (2) smoka
comparlmenits, all residants, staff and visitors.
The facility is cerlified for one-hundred ten {110}
beds wilh a census of elghty-six {86) on the day
of the strvey. The faclllly falled lo store oxygen .
over 300 cut fi, 5 faet away from any combuistibles
and snsure slaclical sources vrere five (5) from
the floor,

The findings include;

Obsarvation, on 111412 at 10:30 AM with the
Malntenance Supervisor, revealad lhirly-one (31)
oxygen lanks slored in ha storage rcom on the
north hall and twenty-flve {25} tanks stored In lhe
wast hall storage room, The oxyden lanks ware
baing stored within five {5) fest of comhustible
lterns and eleclrical oullels wéare not fiva (5) feat
frorn the Hoor on the norlh hall.

Interview, on-11/14/12 at 10:30 AM with the
Maintenance Supervisor, rovealed he was
unaware oxygen tanks could not he stored within
five (8) feel of comhustible malerlals and igniilon
sources mus! be five {6) feel from tho Hoor once

2,

3.

4,

The Maintenance Director audited the
entire facility on 12/10/12 and found
no other areas where oxygen tanks
were being stored,

The Maintenance Direcfor was in-
serviced by the Adminisirator on
12/5/12 on the regulation. The
maintenance director will ensure any
new or replacement oxygen tanks are
stored in (he oxygen siorage areas
which will be fice of combustibles

~and has a light switch that is greater
than 5 [eet from the oxygen,

The maintenance divector will andit
the Tacility for proper oxygen storage
quartetly for one year and report the
findings to the QA committee for

compliance. 1/30/13
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Gontinued From page 18
the storage aquials over 300 cublc fest in a
stnoke comparlmenl,

Interview, on 111412 at 3:45 Pid with the
Adiministralor, revoated he was unaware of the
oxygen storage regulrements ohce the lotal
amount per smoke compartment reached over
300 cu it

Raference: NFPA 101 {2000 edition)

8-3.1.11.2

Slorage for nonflaminable gases greater than
8.5 m3 (300 f13) but laas than 85 M3 (3000 {13)
{a) Slorage locations shall he outdoors fnan
enclosure or within an enclosed Interlor space of
noncombuslible or iimited-combustible
consiruction, with doors {(or gates outdoors) thal
cah be securad agains! unauthorized entry.

(b} Oxidizing gases, such as oxygen and niirous
oxida, shall nol be stored with any flahynable
gas, liuld, or vapar. :

(6) Oxldizing gases stich as oxygen and nllrous
ouxlde shali be separated from combustibles or
materials by one of tho iollowlng: '

(1) Aminlmum distance of 6.1 m (20 it}

{2) A minimum distance of 1,5 m (5 {t) If the entire
slorage location Is protected by an automatlc
sprinkler system deslgned in accordance with
MFPA 13, Slandard for the Installation of Sprinklar
Systems

{3} An enclosed cabinet of noncombustible
conslruction having a minlmum fire protestion
rating of % hour, An approved flammable liquid
slorage cabinet shall he permilted to he used for
cylinder storago,

(d) Liguefled gas contalner storage shall comply
wilh 4-3,1.1.2{b}4. '

Ko76
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() Cylinder and container storage locations shall
mesl 4-3,1.4.2{a)11e wilh respect to lemperature
fimltations.

{f) Eleclrical fixtures In storaga lccations shall
meet 4-3.1,1.2(a)11d.

{¢1} Cylinder protaction from machanical shock
shall meet 4-3.6.2.1(b}43.

{h) Cylinder or contalner restraint shall mest
4-3.5.2,1(h)27.

{i) Smoking, open flames, electrlc heating
slements, and other sources of Ignition shall be

- | prohiblted within storage

localions and within 20 ft (6.1 m) of outside
storage locallons,

{J} Cylinder valve proteclion caps shall mest
4-3.5.2.1{b}14,

[
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