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mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to implement
procedures to prohibit abuse, neglect, or
misappropriation of resident property. The facility
faifed to conduct a Nurse Aide Abuse Registry
screening for one (1) of six (6) sampled
empioyees piior to initiating employment.

The findings include:

A review of the facility's Abuse Policy with a
revision date of January 2007 revealed all
potential employees would have their status on
the Nurse Aide Registry verified during the hiring
process. .

A review on May 11, 2010, of six randomly
selected employee files revealed the facility had
riot conducted a timely Nurse Aide Abuse
Registry screening for employee #1. A review of
employee #1's personnel file revealed the
employee had heen hired by the facility on
January 18, 2010; however, the facility failed to

all employee verified on abuse registry.
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The facility must develop and implement written SAMPLE RESIDENTS Date
policies and procedures that prohibit 06/18/10

No residents identified in sample.
Employee identified in survey review,
emplovee verificd not an abuse registry.

2. IDENTIFYING OTHER FACILITY
RESIDENTS

£00% audit compieted of employee fHey,

3. SYSTEM CHANGES

Any potential pew hire empicyee who
does not have 2 nurse license number,
certitied nurse aide number /identifier
nusmber wil be verilied per name and
Sociai Seeurity number, Business office
assistant and/ar Education Training
Director will fax potential new hire
fanie and Social Security number to the
office Kentucky Nurse Aide Abuse
Registry. Confirmation will be received
via U.5. mail to the facitity. AH
procedures to be compicted prior ta

being placed on payroll.
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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 homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is pravided. 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

prograrn participation.
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ensure the employee was not listed on the Nurse
Aide Abuse Registry until February 22, 2010.

An interview was conducted on May 11, 2010, at
3:00 p.m., with the Business Office Personnel
{BOP) who was responsible for conducting the
employee screenings. The BOP stated that when
an attempt had been made to screen the
employee utilizing the on-line service, an
individual with the same name as empioyee #1
was given as an option to check for listing on the
Nurse Aide Abuse Registry; however, that
individual was not the individual being hired by the
facility. The BOP stated no further attempts were
made by the facility to ensure the employee being
hired was not listed on the Nurse Aide Abuse
Registry until February 22, 2010.

483.20(d}), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment

F 226

F 279

4. MONITORING

Audit tool developed for continued
monitering and accurscy of new hire
verifications. Al potential new hire
employee vertfication cheeks must be
completed and presented to NHA prior
to hire date to verify completion of
Abuse register serecning and/or ofher
vequired screenings.  Aundit tool to be
completed on all mew hire emplovees to
check verifications per Business office
Manager to ensure continued
contpliance. Findings/audils presented
to monthily QF1 for review and changes
as indicated.

1. CORRECTIVE ACTION FOR
SAMPLE RESIDENTS

Restdent # & clinical ¢hart reviewed,
care plan implemented for at risk for
dehydration sec o diuretic use,

2. IDENTIFYING OTHER
FACILITY RESIDENTS

A 100% aadit of resident care plans
has been completed per IPOC team o
entify other residents at risk for the
same deficient practice. Care plans
apdated for identified area.

Complignes
Date
OGAI8/10
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under §483.10(b}{4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility failed to
develop an individualized comprehensive plan of
care for one {1) of nineteen (13) sampled
residents. Resident #6 had a new order for a
diuretic; however, the facility failed to develop a
comprehensive care plan to address the
resident's risk/potential for dehydration.

The ﬁnd_ings include:

Review of the medical record revealed resident
#6 was readmitted to the facility on Aprif 11, 2008,
with diagnoses of Advanced Dementia, Anorexia,
Anxiety, and Prolapsed Bladder. Review of the
Quarterly Minimum Data Set (MDS) assessment
on April 11, 2010, revealed the facility assessed
resident #6 as being severely impaired in daily
decision-making and resident #6 was dependent
on staff for alt activities of daily living (ADL).

Review of a physician's order dated January 27,
2010, revealed an order for Hydrochlorothiazide
(a diuretic used to remove excessive fluid from
the body and aid in lowering blood pressure) 12.5
milligrams once every day.

Review of the Comprehensive Care Plan for
resident #6 revealed the facility failed to develop a
care plan that addressed resident #6's potential
for dehydration/fluid maintenance.

interview on May 11, 2010, at 3:45 p.m., with the
MDS Coordinator revealed the Coordinator was

Staff {g-serviced and care plan team on
new procedure: daily review of any new
physiclan orders for dinretie’s or
resident at visk for dehydration noted
in moraing iriage meeting. Clinical
chart then taken to IPOC meeting for
update of care plans as indieated,

4, MONITORING

Audit developed to ascertain care plan
implementation of all new admits, re-
admits of new diuretic orders are
reviewed and Plan of Care established .
Daily audit M-F during IPOC meeting
for new adndits/orders wkly x 4, then
audit per MBS schedule for Quarterly
and annual and sigaificant assessments
X 8 wks. Then randomily per DON
ADON or designee, Finding and audits
presented to monthly QPY for review
and changes as indicated.
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respansible for developing/updating the residents’
care plans. The MDS Coordinator stated the care
plans are updated when the MDS assessments
are completed every three months or with any
change in a resident's condition. The MDS
Coordinator stated alf new orders were reviewed
in a daity clinical meeting and the care plans were
revised or developed as needed. The MDS
Coordinator stated residents that required
diuretics were at risk for dehydration and a care
plan was required to address the potential for
dehydration. The MDS Coordinator stated the
Coordinator had just overlooked the new order for
resident #6 and failed to develop a care plan.
F 425 | 483.60(a),(b} PHARMACEUTICAL SVC - F 425
ss=E | ACCURATE PROCEDURES, RPH f. CORRECTIVE ACTION FOR
SAMPLE RESIDENTS Compliance

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreemernit described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

No residents identifted in sample,
Medieations and/or supplies found with
expired dates removed from medication
storage room removed. NHA notified
facility tab provider of expired suppiies,
lab director stated he would make
eorrective action for his staff to check
for expired dates.

2 IDENTIFYING OTHER FACILITY
RESIBENTS

Potentiat for risk to residents, 100%
audit of medication and storage rocms
completed, all medications and supplies
with expired dates removed.

Date 06/18/1

i
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This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
Tailed to provide pharmaceutical services
(including administering and disposition of alf
drugs and biologicals) to meet the needs of each
resident. Multiple drugs and biologicals were
observed to be expired and available for resident
use.

The findings include:

An observation of the East Hall Medication rooms
on May 10, 2010, from 4:00 p.m. until 4:40 p.m.,
revealed the folfowing items to be expired and
available for resident use:

-The East medication storage room contained
one 1000-milliliter unopened bottle of Osmolite
1.2-calorie tube feeding formula that expired on
April 1, 2010, and had yellow sediment on the top
of the formula, and a white clabbered-appearing
substance at the bottom. of the container.

~41 purple top Vacutainer blood collection tubes
with an expiration date of February 2010.

-Four mint green top Vacutainer blood collection
tubes with an expiration date of Octaber 2009.

-Five light blue top Vacutainer blood collection
tubes with an expiration date of January 2009.

-Four BacT/Alert anaerobic culture tubes with an

. expiration date of April 30, 2010.

-One Dollar General Brand multiple-dose (150
tabs) bottle of calcium antacid tablets
approximately half full was observed to have an

3. SYSTEM CHANGES

System developed for routine
verification of overflow
medications/supplies in storage . ¥ &
3 Monday cach moath nurse
administering medications will conduet
andit of medication carts. Charge nurse
will on these davs will check averstock
medication, iab apd medical supplies in
locked med rooms,

4. MONITORING

Audit tool developed for assurance of
continued system, usage and monitoring
by DON, ABON or designee; o be
compieted bi-monthiv x 3 months,
monthiy x 3 monthiv then random.
Findings presented to QPI monthiy for
review and chauges as indicated,
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"opened” date of January 14, 2009, and an
expiration date of May 2009.

-One hottle (four fluid ounces) of Hydrogen
Peroxide with an expiration date of March 2009.

-Pharmacy dispensed container of 10
Promethazine 25-milligram tablets for resident
#16 which expired on February 15, 2010.

-Pharmmacy dispensed container of 30 Docusate
Sodium 8.6/50-milligram caplets for resident #17
which expired on March 15, 2010.

-Pharmacy dispensed container of 30 Regtan
5-milligram {ablets for resident #18 which expired
on October 31, 2009.

Additionally, an observation of the West Hall
medication room on May 10, 2010, from 4:45
p.m. until 5:00 p.m., revealed the following items
to be expired and available for resident use:

-5ix mint green top Vacutainer blood collection
tubes with an expiration date of October 2009.

-17 light lavender top Vacutainer blood collection
tubes with an expiration date of February 2010,

-One light blue top Vacutainer blood collection
tube with an expiration date of November 2009.

-Pharmacy dispensed container of 30 Tylenol
325-milligram tablets for resident #19 which
expired in April 2010.

Interviews were conducted on May 10, 2010, at
5:10 p.m., with the Licensed Practical Nurse
(LPN) responsible for administering medications

F 425
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for residents on the West Hall, and at 5:30 p.m.,
with the Charge Nurse {CN) for the East Hall.
Both nurses stated the multiple containers of
pharmacy dispensed medications stored in the
medication rooms were active prescribed
medications for individual residents. The nurses
stated that a 80-day supply of medications was
delivered when filled by the pharmacy, and all the
medications would not fit in the medication carts,
resulting in the excess being stored in the
medication rooms. The nurses also stated the
facility utilized a laboratory service that came to
the facility and obtained routine labs, however,
during off hours, on weekends, and for laboratory
tests ordered immediately the lab tests were
obtained by the facility utilizing the lab materials
observed in the medication storage rooms.

Additionally, the interviews conducted with the
LFN and CN revealed no systemic process was
utilized by the facility to routinely inspect the
medication storage rooms to ensure drugs and
biologicals stored were not expired.

An interview was conducted on May 11, 2010, at
9:15 a.m., with the Administrator and Director of
Nursing (DON} who confirmed that no system
had been in place prior to May 10, 2010, to
inspect the medication storage rooms for expired
drugs and biologicals.

F 465 | 483.70¢h)

55=F | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

) PROVIDER'S PLAN OF CORRECTION
PREFIX (FACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
F 425
F 465

. CORRECTIVE ACTION FOR
SAMPLE RESITDENTS
All environmental aveas identified in
survey tour has been corrected,

lCempiiasee{
Drate 86/18/10
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This REQUIREMENT is not met as evidenced 2 ADENTHYING OTHER FACILITY

by: RESTDENTS
Based on observation and interview, it was
determined the facility failed to provide a safe,
functional, sanitary, and comfortable environment
for residents, staff, and the public. The central needing repairs.
baths on both the East and West Halls had
multiple areas in need of repair/maintenance. in
addition, the entry floor in room 107 and the
haliway floor were uneven, creating a sharp edge.

180% cavironmental sudit has been
completed to identify other areas

3. SYSTEM CHANGES

Re-train all facility staff on procedure to
report, completed facility work order
request. Work Orders to be returned o
NEHA office box and presented to

" Maintesauce Director the following
morning for completion of repairs.
NHA and Maintenance Director will
completed weeldy walliing compliance
rounds weekly to identify any needed
repairs. Tool developed for walking
rownds.

The findings inctude:

Observation of the facility during the
environmental tour on May 10-12, 2010, revealed
the following items in need of maintenancefrepair;

- The entry floor in resident room 7, and the
haltway floor, were uneven creating a sharp edge.

- East Hall centrai bath:

Several of the wall tiles adjacent to the floor in the
first shower stall were uneven, leaving a sharp
edge creating a potential for accidents.

4. MONITORING
The metal grab bars in both shower stalls were

observed fo have multiple areas of green NHA will follow up for completion of
discoloration from metal corrosion, and "pitting" in work orders daily (M-F), Weekend
the metal was observed, which left rough/sharp Manager of Darty wiil check NHA office
surfaces creating a potential for accidents. box fer any work orders needing
o completed during the weekend, and take

The metal door frame of the entry door inside the apprepriate measures for reprairs.
shower room was rusty in several places and in Review of envirormental round and
need of repair. work orders to be presented to monthly

o QP! for review and further action as
The floor tile in the corner of the entry door was needesd

discolored with a heavy buildup of orange/rust
discoloration and in need of maintenance.
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-West Hall central bath:

The wooden entry door on the inside of the
shower room was observed to be chipped and
splintered befow the door knob and at the bottom
of the door creating a potential for

accidents,

The metal door frame on the inside of the first
shower was not flush with the wall, leaving a
sharp area at the bottom of the stali door creating
a potential for accidents.

The metal grab bars and towe! bars in both
shower stalls were obseived to have mulfiple
areas of green discoloration from metal corrosion
and were observed to have "piting” in the metal,
which left rough/sharp surfaces creating a
potential for accidents.

Several wall tiles adjacent to the floor below the
window in the shower room, and on the wall
behind the toilet, were broken/cracked and in
need of repair.

The privacy curtain in front of the toilet was
obseived to be soiled/stained and in need of
cleaning.

A tour and interview was conducied on May 10,
2010, at 5:00 p.m., with the Maintenance
Supervisor (MS). The MS stated any areas
reported by facility staff or observed by the
maintenance staff were immediately addressed
with appropriate action taken. However, the MS
stated that the areas observed by the surveyor
had not been reported by the staffand the MS
had been unaware of the areas that were in need
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E A life safety code survey was initiated and
concluded on May 13, 2010, for campliance with
Title 42, Code of Faderal Regulations, §483.70.
The facility was found not to be in compliance
with NFPA 101 Life Safety Code, 2000 Edition.

Qeficiencies were cited with the highest deficiency
«dentified at "F" level,

K025 [ NFPA 101 LIFE SAFETY CODE STANDARD K 025 o
SS=E I. CORRECTIVE ACTION FOR ) ‘
>moke barriers are constructed to provide at IDENTIFIE]Y AREA Completion
Izast 8 one half hour fire resigtance rating in date
accordance with 8.3. Smoke bamiers may .
lerminate at an atriumn wall. Windows are BrE§10
rrotected by fire-rated glaring or by wired glass
ranels and steel frames, A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barmiers in fully ducted
haating, ventilating, and air conditioning systems.
12.3.7.3,19.3.7.5, 19.16 3, 19.1.6.4

Damper secured and cannot be opeaed.,
by-passed wsing atéernate cooling for
srea identifivd. Unsealed penetrations
around clectrical wiring, conduit und
holes in Ore/omoke barrier wall noted
above West Hall have been repaired (o
meet specitied conditions and codes set
lorth in Life Safety Code NFPA 101,

L IDENTIFYING OTHER FACILITY
ENVIRONMENTAL, LIFE SAFETY

This STANDARD is not met as evidenced by: AREAS

Based on observation, the faciliy failed to 190% audit of facifity fire/smoke
maintain smoke barriers with at least 3 one-half barriers have boen com pleted

hour fire resistance rating as required. The corrections made for identificd ureas.

fauility failed to ensure that penetrations above
fiis/smoke barrier doors were properly sealed.
This defident practice affected two (<) of four (4)
snioke compartments, staff and approximately
thity (30) residents. The facility has the capacity
for 67 beds with a census of 62 the day of survey,

The findings include:

{WE) DATE

BORATORY JIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - - TTLE
B g7 -4~
_ZZM‘/ ﬂz{m/{?@ U4 7L A&~/

y deficiency stalement ending with an astorisk {7} denotas a deficiency which the institution mary be excusad from correcting providing it is determined thal
ier safeguards proivide sufficient protection to the patiants. (See instructions.) Except for nursing Homes, ihe findings stated above ars disclosable 50 days
owing the date of survey whather or nol a plan of correction is providad. For nursing homes, the above findings and plans of camedtion are disclssable 14
5 following the date these documents are made availsble t the facility. If deficiencies are cited, an approved plan of cormection is requisite to continued

gram participatio;
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Continued From page 1

During the Life Safety Code survey on May 13,
2010, at 9:45 a.m., with the Director of
Maintenance, unsealed penetrations around
electrical wiring, conduit, and holes were noted in
the fire/smoke barrier wall above the West Hall
cross-corridor doors. Fire/smoke barrier walls
must be properly maintained to prevent fire and
smoke from spreading to other areas of the
facility. An interview revealed the Director of
Maintenance was not aware this wall had not
been properly sealed.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protected as
follows:

(a) The space between the penetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose.

{b) Where the penetrating item uses a sleeve to
penetrate the smoke barrier, the sieeve shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose.

(c) Where designs take transmission of vibration
into consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

NFPA 101 LIFE SAFETY CODE STANDARD

K025

K027

3. SYSTEM CHANGES

System change to implement when
contractors, vendors and/or other
workman are making repairs in areas of
the facility containing smoke barriers;
facitity maintenance director will
inspect area following completion of
work to identify any penetration of fire
barriers, and make repairs as indicated.

4. MONITORING

MHA and Maintenance Director will
complete weekly Life Safety Rounds to
identify any others areas needing
repairs: to he competed weekly x 4
weeks then monthly, Finding presented
to moenthly QFI for review and follow
up as indicated.
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K027 | Continued From page 2 KO27I . CORRECTIVE ACTION FOR
e IDENTIFIED AREA .
Door openings in smoke barriers have at least a ompletion
20-minute fire protection rating or are at least Cross-corridor fire/smoke barrier doors date
1%s-inch thick solid bonded wood core. Non-rated located on east Hall near conference B6/18/10
protective plates that do not exceed 48 inches room and West Flall have been
from the bott_om of the door are permitted. repaired to close properly per NFPA 80
Horizonial sliding doors comply with 7.2.1.14. requiFements.
Doors are self-closing or automatic closing in T
accordance with 19.2.2.2.6. Swinging doors are )
not required to swing with egress and positive I IDENTIFYING ()”E_‘H ER FACILITY
fatching is not required.  19.3.7.5, 19.3.7.6, ENVIRONMENTAL, LIFE SAFETY
19.3.7.7 AREAS
Facility audit of other fire/smoke
barrier doors have been inspected for
This STANDARD is not met as evidenced by: proper elosing.
Based on observation and interview, the facility
failed to ensure that cross-corridor fire doors were
able to resist the passage of fire and smoke. )
This deficient practice affected three (3) of four 3. SYSTEM CAANGES
{4) smoke compartments, staff, and all of the
residents. The facility has the capacity for 67 Maintenance Director wilh make weekly
beds with a census of 62 on the day of survey. check of fire/smoke barrier doors for
proper closure and nofe on weekly Life
The findings include: Safety rounds tool.
During the Life Safety Code tour on May 13,
2010, at 8:25 a.m., with the Laundry Supervisor, a
set of cross-corridor fire/smoke barrier doors e o
located in the East Hall near the conference room 4. MONITORING
1\?'?:; : ztoe;jr: (r)r::ztcé‘l:;sse eaal‘l”trhi\:-;aayy\:':ir;’gasted. Weekty Life Sa E‘f&f}‘ Rﬂu»nfés (_:@mg}ieted
prevent fire/fsmoke from reaching other parts of to ensure COH!p?iE:iﬂCfﬁ of fire/smoke
the building in a fire situation. An interview barrier doors. Hnd!fzgs presented fo
revealed these doors are checked for proper monthiy QP for review aud follow up
operation dunng fire drills. The Laundry as indicated.
Supervisor was not aware these doors were not
operating correctly. During the survey a set of
cross-cormidor fire/smoke barrier doors located at
FORM GMS-2567(02-99) Previous Yersions Obsolete Event 1D:6T4H21 Facility ID: 100392 If condinuation sheet Page 3 of 8
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K 027 | Continued From page 3

the west corridor were noted to be rubbing and
not closing all the way as required.

Reference: NFPA 80 (1999 Edition).

15-1.4 Repairs.

Repairs shall be made and defects that could
interfere with operation shall be corrected
immediately.

15-2.1.1%

Hardware shall be examined frequently and any
parts found to be incperative shall be replaced
immediately.

15-2.4.1

Self-closing devices shall be kept in proper
working condition at all times.

K062 | NFPA 101 LIFE SAFETY CODE STANDARD

K027

K 062
{. CORRECTIVE ACTION FOR

$8=D

Required automatic sprinkler systems are IDENTIFIED AREA dat
continuously maintained in reliable operating . N
condition and are inspected and tested Spriakier heads in resident R #3, G6/18/14
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA faundry folding room and record
25,875 storage raom have been cleaned, paind

and/or foreign matter removed fo

restore to required conditions specified

in NFPA 25
This STANDARD is not met as evidenced by:
Based on observation and interview, the facility 2. IDENTIFYING OTHER FACILITY
failed to ensure that sprinkler heads were A s et
maintained as required. This deficient practice EAY H{OhMENTA L, LIFE SAFETY
affected two (2) of four (4) smoke compartments, AREAS
staff, and four (4} residents. The facility has the _ . . . .
capacity for 67 beds with a census of 62 on the PO Ru(ﬁi.ﬁ of facility sprinkier heads
day of survey. have beew inspected lor paint and/or

. foreign matter: identified sprinkiers
The findings include: cleaned of paint and/or foreign matter
to restere to required conditions
specified in NFPA 25, _
FORM CMS-2567(02-89) Previous Versions Obsolete Everyt 1D:6T4H21 Facility 1D: 100382 If continuation sheet Page 4 of 8
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K 062 Continued From page 4 Koezy | .
During the Life Safety Code survey on May 13, 3. SYSTEM CHANGES
2010, at 8:30 a.m., with the Laundry Supervisor, Implement monthly i i
observation revealed paint on a sprinkler head sprinkler ho ontlily mspections of
located in resident room 14. Foreign matter on prinkier heads in facility for continued
sprinkler heads can decrease their ability to react ;;’?i‘m?“a“ce’l completed by Maintenanee
as intended. An interview revealed the Laundry Hrector.
Supervisor was not aware of this requirement.
During the survey paint was noted on sprinkler
heads in resident room 3, the folding room, and 4. MONITORING
the record storage room.
Monthly ELife Safety Roonds fo be
Reference: NFPA 25 (1998 Edition). completed to ensure compliance with
sprinkler heads maintained per
2-2.1.1* Sprinklers shall be inspected from the conditions specified in NFPA 25.
floor level annually. Sprinklers shall be free of Finding presented to monthly QPI for
corrosion, foreign materials, paint, and physical review amd changes to system as
damage and shall be installed in the proper indicated.
orientation {e.g., upright, pendant, or sidewall}.
Any sprinkler shall be replaced that is painted,
corroded, damaged, ioaded, or in the improper
orientation.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
SS=F
Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 89, 3441
This STANDARD is not met as evidenced by:
Based on an interview and record review, the
facility failed to ensure that a weekly written
maintenance schedule was being performed on
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:6T4H21 Facility ID: 100392 If continuation sheet Page 5 of 8
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PROVIDER'S PLAN OF CORRECTION

the emergency generator. This deficient practice
affected three (4) of four {(4) smoke
compartments, staff, and all of the residents. The
facility has the capacity for 67 beds with a census
of 62 on the day of survey.

The findings include:

During the Life Safety Code tour on May 13,
2010, at 11:10 a.m., with the Director of
Maintenance, observation revealed components
associated with the emergency generator (hoses,
wiring, etc.) were not documented on the written
weekly maintenance schedule. An interview
revealed the Director of Maintenance did perform
the necessary maintenance checks on the
generator but these weekly checks were not
properly documented.

Reference: NFPA 110 (1999 Edition).

6-1.1*

The routine maintenance and operational testing
program shall be based on the manufacturer's
recommendations, instruction manuals, and the
minimum reguirements of this chapter and the
authority having jurisdiction

6-3.3

A written schedule for routine maintenance and
operational testing of the EPSS shall be
established

6-4.1*

Level 1 and Level 2 EPSSs, including all
appurtenant components, shall be inspected
weekly and shall be exercised under load at least
monthly.

I CORRECTIVE ACTION FOR
IDENTIFIED AREA

Generator (hoses, wiring, filters, ete)

checked and noted on weekly cheek tool.

2. IDENTIFYING OTHER FACILITY
ENVIRONMENTAL. LIFE SAFETY
ARFEAS

Orther facility Life Satety Eguinment
checked and noted on weekly
documentation,

3. SYSTEM CHBANGES

Audit tool developed fo document
penerator checks weekiy to include
hoses, wiriag, filters, etc. Maintenance
Drector to inspect weekly and complete
documeniafion.

4. MONITORING

NHA t0 review weekly documentation
to ensure compliance. Baintenance
{¥rector to present gegerator
maintenance documentation to facility
monthly QP for review and follow up
as indicated,

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D (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?
K 144 | Continued From page 5 K 144

Completion
date
#a/18/14
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K 147
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Continued From page 6

6-4.2*

Generator sets in Level 1 and Level 2 service
shall be exercised at least once monthly, for a
minimum of 30 minutes, using one of the
following methods:

a. Under operating temperature conditions or at
not less than 30 percent of the EPS nameplate
rating

b. Loading that maintains the minimum exhaust
gas temperatures as recommended by the
manufaciurer. The date and time of day for
required testing shall be decided by the owner,
based on facility operations.

6-4.5 Level 1 and Level 2 transfer switches shall
be operated monthly. The monthly test of a
transfer switch shall consist of electrically
operating the transfer switch from the standard
position to the alternate position and then a return
to the standard position.

NFPA 101 LIFE SAFETY CODE STANDARD

Electrical winng and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that electrical power strips were
being used in an approved manner. This
deficient practice affected three (3) residents.
The facility has the capacity for 67 beds with a
census of 62 on the day of survey.

The findings include:

K 147

1. CORRECTIVE ACTION FOR
IDENTIFIED AREA

Medical equipment has been removed
from power strips and plugged into wall
electrical receptacies in resident rooms
12,3, aund 13,

2 WENTIFYING OTHER FACILITY
ENMVIRONMENTAL, LIFE SAFETY
AREAS ‘

100% facility room audit has been
completed fo identify any other
meorrect usage of multi-outiet adapter
{power strip) devices; muiti-outlet
adapter removed from rooms it not used
for resident TVs, radios and other non-
medical equipment. Medical equipment
verified plugged into wall clectrical
receptacies in accordance to
requirements set forth in NFPA 99,

3. SYSTEM CHANGES

All Tacility staff has been re-trained on
the correct electrical receptacles (wall
10 plug in medical equipment and only
non-medical devices plugged into multi-
outlet adapters j.e.: resident TVs,
radios, computers,

Completion
date
(56/18/16
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During the Life Safety Code tour on May 13,
2010, at 8:40 a.m., with the Laundry Supervisor,
an oxygen concentrator and nebulizer suction
pump was noted to be plugged into a multi-outlet
adapter (power strip) in resident room 12.
Generally power strips with surge protection may
be used for resident TVs, computers, radios, etc.,
on an as-needed basis but not to be used with
medical equipment to help prevent against
electrical shock. An interview revealed the
Laundry Supervisor was not aware of this
requirement. During the survey resident rooms 3
and 13 were also noted to be using medical
equipment with a power strip.

Reference: NFPA 99 (1999 Edition).
332120

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

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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K 147 | Continued From page 7 K 147

4. MONITORING

Weekly Life Safety Rounds to be
completed per Maintensnee Divector to
ensure covrect usage of electricat
receptacles (o support medical
equipment used in resident rooms,
Fimi%ii_gs presented to Facility monthly
QPLor review and follow up as
indicated”
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