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Afr conditioning units lotatod botween
past control issues. rooms #202 and 5203 roams #215 and
1. Observation during the initial tour, on 0B/A12/12 h215, s W13 0nd #220 hove been
at 10:30 AM, revealed Room #206 and Room T o :"ﬂ ”;te Tona 2012
#208 had gouges with sharp edges in the wooden § was compieted on August 13, 2012,
do f the bathrooms,
as o athroem The rasidents showar room have been
Interview with Certified Nurse Aide (GNA) #1, on thoroughly cleaned.
0B/14/12 at 11:10 AM, revesled the process for This was completed on August 28, 2012
reporting the gouges in the resident bathrnom
doors was o decument information in the The celling fan biodes on five celfing
maintananca communication book, steno pad, fans In the dining areo and three
which was located at the nurses' station. She celling fons in the activity/therapy
stated the maintenance supervisor chacked the room have been cleoned,
book when he came o the floor, This was completed on August 28, 2012
(nterview, on 0B/14/12 at 2:00 PM, with the facility The top of the towe! dispenser, located
Maintanance Supervisor, revealed the procedura heslde the refrigerotor outside the
for the repair of doors was to sand the sharp or Activities Rirector’s office, has been
rough edgss and apply epoxXy to cover the area, cleaned.,
Ha siated he was not nolffied about the doors This was compfeted on Auguet 28, 2012
being in heed of rapair in Rooms #206 and #2068,
The leaking faucet at the hond woshing
2. Observation duning the Genaral Obsarvation #lnk ir the residents shower raom has
tour. on 08/12/12 at 2:30 PM, revealed; been fixed by maintenance stoff,
This was completed on August 28, 2012
a). The grating on top of the hallway air
conditioning units’ had dust, lint, and round, fuzzy The residents front shower room hos
substancos on the units, These unlts ware been thoroughly cieaned Including the
focated between Rooms #202 and #203, Rooms celfing olr vent and tife grout ot the
#215 and #216, Rooms #219 and #220, as well edge where the floor met the woll,
as in the resigents’ shower room. This was completed on August 12, 2012
b). Tha cailing fan hlades on five calling fans in Both of the shower curtolns in the
iha-dlnlng ares over tab!c.?s‘ where f_esm‘am.s oat residents shower rooms have been
their meals, and three ceiling fans in the clsaned,
:?;;?;Mrapy room were coverad with thick lint This wos completed on August 28, 2012
). Tha top of the towe! dispenser, (scated baside
STATE FORM oreq 2IK0H ) ' If ennlinuston St 2 of 12
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and dirt.

€}, The lop of the towel dispenser, located baside
the refrigerstor outside the Activities Director's
office, was covered with dust.

<}. Tha fapeet at the handwashing sink in the
residents' showar room wes continuously lesking.

€}, The residents' front shower room had mildew
odor,

). The reaidents' frant showar room had visible
black lint on tha ceiling air vent.

g). The residents’ frort shower room had areas
of black substance in the Aoor tile graut at the
edge where the floor mat tha wall,

h}, Both of the shower curtains in the residents’
shower rooms had dried residue splattered over
the shower side of the curtains,

Intmrview with Housekeaper #5, on 08/14/12 at
1115 AM, revaalad sha sprayed the shower room
floor with Lysol spray, let it set, scrubbed the
cornars with @ brush and then mopped, She
statad she was taught to identify mold and
Instructed to notify maintenance by writing it in the
book at the nurse's desk. Housakeaper #5 atated
she wag raspansibla for taking the shower
curtains down when soiled and wash them in the
laundry washing machine, She stated
housekeaping was responsibls for cleaning the
ceifing fan blades and they were done on Friday
when there ware more housskeeaping staff in the
building and covld get to the extra things, She
stated housekeeping was responsible for wiping

conductad bry Housekeeping Supervizor
and Maintenance Director with the
toplc on proper cleaning techniques
and notifying maintenance on repair
Issues.

This was completed on August 31, 2012

New guidelines haye been created on
how to:

Clean a calling fan

Clean hallway alr conditioning unlts
Ciean a paper towel dispenser

Clean a shower curtain

4

Quallty Assurance Plans to monitor
faditty performance to make sure
that correctlons are achieved and
are permanent;

The housekeeping supervisor will
perferm unannounced weekly quality
work Inspectlon for one month, After
that, the process will be audited
monthly for compllance. Any area

that daes nat pass inspection will be
re-cleaned immediately, This pracess
wilt be reported In the QA meetings
quarterly to ensure ongoing compllance.

A maintenance service request form

and binder have been crented to log
and track maintenance requatts to E.2532:
ensure ongoing compliance. ‘ Bfi1712
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tha top of the hallway air conditioning unit avery
day. When all assigned rooms ware completed,
$he would get exira cleaning done such as using
a brush to getin the grating on top of the air
conditioning unit.

Interview with the Housekeeping Suparvizor, an
0871412 3t 11:30 AM, revealed the housakesping
deperiment was responsible for cleaning the
hallway air conditioning units and describad the
pracedure as using Lysol AC cleaner and a brush
1o gat down in the greoves. She stated this
cleaning was done quartarly, and housekeeping
was also rasponsible for cleaning the ceiling fans.
She revealed she ¢leaned them harsalfon a
quartery basis. She siated the rexidants’ showers
wa® cieanad on Sunday each week using Lysol
with bleach and desaribad the floars and walls
baing acrubbed with a brush. A aanftizing cleaner
was also left in the locked shower rooms for use
by tha nureing staff after each resident shower.
The employeas were trainad to identify mold
during new employee orientation and instructed to
watch for black, “fuzzy growth,” especialty in fhe
shower room. Any housekesping staff who
identified “black growth” was responsible for
wriling the information in the maimenance
communication book. The housekeaping staff
was also responsible 1o nolify maintenance of a
leaking faucet. The Housekesping Supervisor
stated the shower curtains were taken down and
washed In the Jaundry washing machines when
there wore sviled. She revealed she completed
quarterly Quality Assurancs rounds to snsura her
staff was providing sarvices as axpactad.
F 371} 483.35(i) FOOD PROCURE,

= | STORE/PREPARE/SERVE - SANITARY

F 253

Fan
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(2) Store, prepara, distribite and sarve food
vnder sanitary conditions

This REQUIREMENT i3 niot met as evidenced
by:

Based on cbservation, interview, and raview of
the facility's policies and procedures, it was
determined the facilty failed to store, prepare and
serve food under sanitary conditions. A review of
the facility'’s Census and Condition, dated
0B/12/12, revealad 43 out of 44 residents
received meals from the kitchen. The facility
failed {0 ensure the Distary Manager, Assistant
Manager, and Kitchen Aldes followed distary
policies and procedurgs related to frozen food In
unsealed, undated containers, refrigeraled raw
maat without & date or [abai, meat slicer and
heavy can opanar with visible residus,
refrigerated agqge with no date, and lef-over foods
with no label or date, staffs hair not complately
coverad with a halr net, vtensis dried with a
paper iowel, clean utensils handlked with staff's
ungloved hand, obtaining food temparatures, and
documentation of temperature logs without dates.

Findings include;
A review of the facility’s policy and procedure,

"General Claaning,” undatad, ravealed each
dietary amployeg is respongible for eleaning
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The facility must -
{1) Procure food from sources approved or
considerad satisfactory by Feder!, State or focal
authorities: and : ‘
FaFy;

The facitity must (1) Procure fond from
sourcas approved or considered
satisfactory by Federal, State or local
authorities; and {2) Store, prepare,
distribute and serve food under
sanitary conditions.

No resldents were fourd to bave been
affected by the deflcient practice.

For residents having the potential to
be affected by same defictent practice:
All residents in these areas have the
patential to be affected.

Measures taken by the faclifty to
énsure that the prohlem will be
corracted and will not recur:

The open bags of frozen diced green
peppers and biscuits without dates
were appropriately dated and sealed
on 8/12/12

The seven {7} packages of ribs without
a label ar date located in tha walk-in
refrigerator were approgriately dated
and labeled on 8/12/12

The can opener and meat slicer was
thoroughly cleaned 8/12/12.

FORM GMS-2567(02:92) Proviouy Varsions Obsalety
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equipment used during their shift,

A review of tha fasility's policy and procadure,
"Frozen Storage," dated 03/01/2008, reveated all
frozen food was to be properly wrapped, daled,
and labaled and temperatures woukl be
documented daily.

A review of the facility's policy and procedure,
"Refrigerated Storags,™ dated 03/01/2005,
revealed temparature charts would be
documented daily, raw meats would be wrapped,
deted, and labeled, ang all foods would be
proparly stored in sealed containers, dated, and
labeted,

Areview of the facility's policy and procadure,
"How ta Store Leflovers Properly,” undated,
revesled foods would be labeled with contents
and date,

A review of the faclity's policy and procedura,
"Personal Appeatancs,” undated, revealed all
distary employees would wear hair net that
completely covered all halr whike working in the
dietary araas.

A maview of the facility’s policy and progedure,
"Tamperatures at Meal Service,” undated,
revesied the temperature probe would be
removed from food, ihe stem wiped of viaible
debris, and retumed to the sanitizing tube after
each use,

A raview of the facility's policy and pracedure,
"Warewashing," undated, revealad all washed
itams ware to ait dry completely, The palicy also
ravealed employees must wash hands when

The frult cocktall and puread food was
discarded into the trash on 8/12/12 and
the 12 flats of eggs were appropriately
dated and labeled.

The dietary manager In-serviced dietary
aides on proper hairnet usage on
8/27/12 and Consuiting Dietitian
In-serviced on B/5/12 coverage and
usage,

The dietary manager in-serviced dlatary
staff on praper use and sanitation of
temperature probe on 8/27/12 and
again on 9/5/12 conducted by
Consulting Dietitian.

bietary manager In serviced dietary staff
on praper procedure of air drylng ttems
o1 B/27/12 and will be again on 9/5/12
by Consulting Dietitian,

The dietary manager in-serviced dietary
staff on proper glove use on 8/27/12
and will be again on 9/5/12 by the
Consultant Dietitlan,

FORM CMS-2367(02-50) Pravious Varsiona Obsolste Everd 1D:21K041
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gwitching between handling soiled items and
clean Items but it was not necassary to wear
gloves when handling clean Hems, .
The Dietary manager ¢reated new log
1. Obsaervations during the infllal Kittchen tour, on form and in-serviced dietary staff on
08/12A12 at 10:20 AM, revealed: proper procedure temperature
logging on 8/27/12 and in-serviced i
a). Dpened bags of frozen diced green peppars agaln on 5/5/12 canducted by
and biscuils without dates. Consultant Dietitian.
b). Seven {7) packages of ribs withaut a labe! or
data in the walk-in refrigarator. Quality Assurance Plans to monitor
facitity performence to make sure
). The meat slicer was uncovered and the heavy that corrections are achieved and
can opaner had vislble moist, black msidue below are permanent:
the cutiing edge,
A OA audit teol has been daveloped
d), Twah.:e {12) undated flats of eqggs, in the and the distary manager will audit
side-by-side refrigarafor, two (2} small bowls of proper alr drylng of lems, proper
leftover frult cocktail and one (1) small bowl of glove use, use of hair nets, and
pureed food without 1abels or dates, praper cleaning and sanitizing of
‘ , equipment. The first QA monitoring
6). Adetary aide with uncoveraed hair behind was completad on 8/29/12 and the
azch ear at the hairfine. report wili be reviewed with the
consuitant Dietitian. The pracess will
f). The food temperatura probe was maved from be compieted weekly for one month
faod to food without sanitizing the probe between then audited monthly far compliance
each food. and reportad/reviewad in the GA
\| u f 371:
2. Observations, on 08/13/12 at 9:40 AM, e e Juartarly to ensure ongoing ; 0a/12
revealed: pllance. /05
a). Aknife, maasuring cup, and rubber spetula
was driad with & paper towst and placed in
storage.,
b). The Assmstant Distary Manager moved from
cleaning the manuel dishwashing area without
FORM CHE-QEGT(O?-PB) Previous ViorNons Qbsolele Event 10: 4K FacRy D 100180 i comtinuation shee? Page 7 of 13
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washing her hands 1o handling ¢lean sivarware
without gloves.

o). The temparsture logs for the walk-in freezer,
chest freezer, and sida-by-sida refrigerator had
no temperature madings documented for
Da/M1/12,

Imterview with the Assistant Dietary Manager, on
0813112 at 9,40 AM, revealad the eggs in the
side-by-side meftigarator did not have a date and
tha slocking procoss wes to place the new egge
in the back and under the ald eggs.

Interview with Dietary Aide #4, on 08/14/M2 at
12:50 PM, revealed stored foods mustbein a
clean container, coverad, labaied, and dated. For
eggs, tha stocking procass was to chack tha date
an the carton when they cama in, than rotate the
older ones to the front. The flats came in o carton
and the expiration date was on the carton, The
flats were removed from the carton, the carton
was thrown away, and the flats were placed in the
refrigerator. Sho stated they were always caraful
and the sama two paople put up stock every
week, She slated they probably needed to date
the flats. Equipmant was cloaned after each uss
or every shift and there waa also a perzon who
came in and assigned to clean all day. The
cleaning scheduta depended on how often the
equipmant was used, but each person was
respansible 1o clean asfler using equipment. She
stated the meat slicer and mixer was covered
after baing cleaned thoroughly. For the smaller
tems, like silvarware, i was air dried, but if
needad immediately, was dried with a paper
towel. She stated, according to the drass cods,
hait was to ba covered compietely. Handwashing

FORM Ch3.2887(02-09) Proviaus Varsiom Obsaliia Bvort 1D; 2161 FaiiRy ID: 100180 If ebfiituetion atweet Paga 8 of 13
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wag done with each glove change and she was to
wash and change gloves with each new task.
tensils were to ha completaly air dried then
bagged for the residents’ trays. She stated she
aways wore gloves to handle clean utensils.
Dietary Aide #4 revealed the food temperaiure
prabe was zanitized in it's contzinerfube and
each day kitchan staff put in frash sanitizer, She
was to take food temperatires, then remove the
probe from the tube and wipa it off with a paper
towel. Plzce the probe inlo the food and read the
dial. She stated she wipad the probe with a paper
towel batwaan hot foods and H changed to a cold
food, she sanitized the probe. If the food was
sticky, she washed the probe off and sanitized it
again, She stated the freezer and refrigerator
temperature logs were writlan by the Dietary
Managar or the Maintenance Supervisor during
the week and orrwaekends, tha temparature was
checked and documantad by the Assistant
Dietary Manager,

{nterview with the Dietary Manager, on 08/14/12
at 1:15 PM, revealsd any stored lefl-overs were
covarad, dated, and labeked, Tha aggs wera
ordered as they were needad and stored in the
side-by-side refigerator, When stock was at 1-2 i
flats, the order was placed. When the ordar was i
recetved the person who was stocking was ta put
the new ona on the bettorn, first i, ficst i, Sha
stated tha same two people do all the stacking,
but all staff know the policy was first in, firat out
She stated equipment was to be cleaned after
each use, At the and of the shift, everything was
to be cleaned, sanitized, and then air dried, The
Dietary Sanitation chack list was done by one
person that was dedicated 10 do the cleaning and
the Genéral Cleaning fist was each individyal's
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respensibliity to clean tha equipment after eaach
e, She slated dietary staff was to hava their
hair covered completaly when working anywhere
in the distary area. She staled handwashing was
completed after avary task and before putting on
gloves. Staff was lo change gloves with evary
new task, “routinely and all the time, changa
gloves and wash hands, change gloves and wash
hands.” She stated when items came out of the
washer, they were laft in the rack undil dry and not
stored until completely dry. She stated kitchan
aides might uze a paper towsl to diy a tray or
something that food was not going to ba on, The
storage of silvarwam was done aftor the utensils
were completely dry by uging gloves lo put them
in the white caddy with prongs down and handies
up. Tha fond temparature probe was kept in the
sanltizing tube with sanitizer. The kitchan aide
was to take d ou! of tha sanitizer, wipe it off with a
paper tawel, take the food Wmperatures, wipe it
off with & napkin, then test the food. She stated
thare was no santtization between foods if going
from cooked food to cooked food, If the food
changed fram cooked food to cold food, then the
probe was re~aanilized, probe wiped off, and the
food was chacked. The saniizing solution was
changed before and after each meal. The Dietary
Manager stated documentation of the rafrigarator
and fraezer temperature log was the casponsibility
of the moming cook and the afterncon/svening
cook on the woekend. She stated she was
responsible during the week.

F 425 1 483.60(a),(b) PHARMAGEUTICAL SVC -

§8aE | ACCURATE PROCEDURES, RPH

The facility must provide routine and emamency
drugs and biologicals to itz residents, or obtain
tham under an ggreement described in

F 371

F 425 F425:

agreement.

Thra factlity must provide routine amd
ernergency drugs and biologlcals to its
res/dents, or obtain them Under an

FORM CMS-2587(02-95) Previows Versiona Obaolate Evort1D: Z¢Ko1t
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F 425 Continued From page 10 F 425 o residents were faund to have been

§483.75(h) of this part. The facllity may permit
unlicensad parsonnel to administer drugs if Stete
iaw parmits, but enly under {he general
supervigion of a licensed nurse.

A facility must provide phamaceutical services
{including procadures that essure tha accurate
acyuiring, receiving, digpensing, and
administering of all drugs and biologicats) to mest
the needs of each resident,

The facility must employ or obtain the servicas of
a licensed phammacist who providas consuliation
on all aspects of thi provieion of phamacy
gervicos in tha faclity,

¢

This REQUIREMENT is not met a5 avidencad
by:

Based on observation, interview, and record
review, the facilty failed to provide safe and
accurate phamaceutical services related 1o the
aceountability of medications received and
dispensad from the Ernergency Madication Box.
The facliity faifed to provide a sefe and sccurate
procedure fo monitor the use, replacament, and
disposition of the medication supply in the
Emergancy Medication Box related to the
ameunts of medications and the
dasages/strangthz provided, Additiorally, the
facility failed to ensure safety and accountability
by ensuring staff signed the form when they
dispensed or replaced medicstions in the
Emergency Madication Box.

Findings include;

affected by the deficient practice,

All Residents charts were reviewsed to
icentify any residents having potemtial
to be affécted by the deficlent practice,

Measures taken by the fadtity to ensure
that the problem will be carrected amnl
will nat recur:

Par levels have been implemented
for all medication by the pharmacy
on8/21/2012.

The ER box was updated to reflect
the par levels and a fist has been
created for the nursing staff to
follow.

New form was implemented to
Include specific signatura line for
all medication removed/replaced.

The ER box wilt ke checkad at shift
change to ensure lack # has nat
been tampered with,

Policy has been updated to reflect
the changes in precedures. All
licensed nursing staff wilt have
been in-serviced and educatad by
the Director of Nursing on the new
process by 9/20/2012
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F 425 | Continued From page 11 F 425 Quality Assurance Plans fo monitor
. facllity perfatmance to make sure
A raviaw of the Emergency Medication Box that corrections are achieved and
procadure and signature shest revealed any are permanent:
medication remaved from the box must be signed
out and when the medication is replacad a Consultant Pharms
. . . . 25y will check the
signature iz also equirad. The signature portion ER box manthly durl utl
of tha decument contalned 15 entries and 9 of the fy during routine visis,
entries were without a signaturs, The pracess will be audited weekly for
- four weeks than m

Areview of the Emergency Box Medications list for eomplione and seuieror & Vear .
(undated), on 08/13/12 at 4:30 PM, revealed OA astings quarterly to ensure EA25:
medications were listed in catagories of Qrals, ongolng compliance 9/20/12
Injectables, and Emergency Box in Refrigerator. . )
The list contained nameas of madications and
dosages; howevar, there wera no numbers of the
slock levels for any of the medications, :
Chservation of a count of the medications in the
Emergency Box with Registered Nurea (RN) #4
revealed the medication Tobramycin BO mg/2 ml
was noted as "backordered 5/10/11" with & supply
of 25 vials. The medication Fyrosemide 10 mg/ml
was found in the Emergency Box with dosagas of
40 ma/ml (6 vials) and 20 mg/mi (1 vial).
Intarviaw with RN #1, on 08/13/12 at 4:30 PM,
revenled the pharmacist conzultant was
responsible for counting and making sure the
cormect madications were in the Emergency
Medication Box. The RN stated the process for
the use of madications from the Emergency
Madication Box included a required signature
when a meadicaiion was retoveed from the box
and a signature was required when the
medication was replaced. RN¥1 stated she
recognized har writing on the signature sheet:
however, she did net aign the sheet as raquired,

FORM CMB-2687(02.54) Provicus Yereions Obsolela Event 10: 2iKD11 Focifty ID: 400180 N continua%an shoet Page 12 6712
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F 426

Continued From page 12

Interview with Liceneed Practical Nurse (LPN) #1,
on 08/14/12 at 2:00 PM, ravasted when a
medication was taken out of the Emergancy Box,
it was to ba slgned out on the signature sheet.
LPN #1 stated the Phamnagist Consultant
caunted the medications in the Emrargancy
Medication Box one time each month,

interview with the Phamiaciat Consultant, on
0B/14/12 gt 2:45 PM, revealed he was
responsible for the medications in the Emergency
Madication Box and for counting the medications,
He stated he created the Emergency Box
Madications llst and he "keeps watch" of tha
medications in the box to ensure the medications
were properly accounted for, but had not put a
"keep stock at” leve! an the madlication list
bacause it was not requested. He stated he
reviewed the Emergency Box when he conducted
tha maonthiy Quality Assurance audi, and
reviewed the signature sheet when he counted
the medications in the box,

Interview with the Dimctor of Nursing {DON}, on
08114712 at 3:30 PM, reveaied her expectations
of the nursing $taff and the Emergancy
Medication Bax fonm was that tha rurses wara 1o
sign the form where It sald "Removed by,” The
DON stated she did not do spot checks of tha
Emergency Box or tha medication carts because
tha Phamacist Consultant conducted thosa
audits for the Quality Assurance program,

F 425
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K 000 | Continuad From page 1 Koo
Deficencias ware cited with the highest
deficiency identified at *F™ lavel.
K027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027 Ko27:
55=E ped .
Door gpenings in smoke barriers have at least a NFPA 101 Life Safety Code Stundards
20-minute fire protaction rating or are at feast
17%-inch thick solid bonded wood core. Non-ratad
protectiva plates that do not exceed 48 inchas No m":e“‘ wera ’:""d to ha;.re been
from the bottom of the door 8re parmitted, affected by the deficlent practice.
Horizontal stiding doors comply with 7,2.1,14, . .
Doors are seff-closing or automatic clasing In For residents having the pcrtem‘r?l Yo be
accordance with 18.2.2.2.6. Swinging doars are affected by same deficient practice:
not required to 2wing with egress and positive '
latehing is not required.  19.3.7.6, 19.3.7.6, Al residents In these areas have the
-1 193.7.7 potential to be affected.
Measures taken by the fadiity to ensure
This STANDARD is not met as evidenced by: that the problem will be corrected und
Based on observation and interview, it was wifl not recur:
determinad the fatitity failed to ensure cross
-comidor doors jocated in a smoke barier would A toordinating device for the doors
resist the passage of smoka in accordance with focated in the center of north ond
NFPA standards. . The deficlency had tha south corridors has been ordered
rofentini to affect three (3) of six (B) smoke {through -Atcurate Door & Hardwore
compartrents, all residants, staff and viedors, LLC ) 1o prevent the octive door from
The faciiity is certifind for forty-six (48) beds with elosing untii the inoctive door is tosed.
8 census of farty-four (44) on the day of the Gnce the part amives it will be
survey. The facility failed to ensure the cross Immadiately installed, Installotian
¢corridors doors would close propearly onge the fire date ks scheduled to be compieted on
alam released ihom from the magnetic lack. September 20, 2012
The findings Inciude:
Observation, on DB/14/12 gt 2:30 PM with the .
Maintenanca Director, revealed the cross-corridor
doors localed in the center of the north and south
FORM CM3-2567(02 §9) Pravious Varlona Ubsalats Event ID: 2021 Faxiily 10; 100480 If continuation sheet Page 2 of 24
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K 027 | Continued From page 2 K 027
corridors would not closa campletely whan tested,
This was due to the doors not having a
coordinating device instafled pn the doars. Qualy Assurance Plans to montitor
facliity perfovmancs to make sure
nterview, on 08/14/12 at 2:30 PM with the :hr:' "’rm:':’ are achleved and
Maintenance Director, revealed he was unawars pe e
the doars needed & caordinating device to ensure
the door without the astragal wauld always elose he fire drit evaluation foem has been
frat updted adding monltoring of smoke
batrier doors, The doars will be checked
Interview, an 0B/14/12 at 3:00 PM with the during fire drits ond intfucied in the
Administrator, revealad he was unawara the manthly fire drill report ta be discussed
doors were not cloging properly, Further at QA meetings to ensure ongaing K027
interview revaaled the QA pracess developed did compliance, 9/20/12
not address tha closure of the crogs-comidar
doors. ]
NFPA Standard: NFPA 107, 19.3.7.6" Requires
doors in smoke baiers to be seif-closing and
rasist the passaga of smoke,
Refarmnge; NFPA 80 (1999 Edition}
2-4.1 Closing Devices.
2-4.1.1 Where there is an astragal or projecting
letch balt that
prevents the inactive doar from closing and
latching befare
the active door closes and lgtches, 2 eoondinating
device shall
ba used. A coordinating device shali not be
required whare
each door closes and latches indepandentiy of
the other.
Refarance; NFPA 101 (2000 edition)
FORM CM5-2547(02-85) Prervous Vorsinns Obacits Event 10: 2IK024 Faciy {0 100180 If conlinuatien sheot Paga 1 of 24
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FORM APPROVED
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§5=D
Qne hour fire rated construction (with 34 hour
fire-rated doors) or an approved automatic fire
extinguizhing system in accordance with 8.4.1
andior 19.3.5.4 protects hazerdous sreas, When
the approved automatic fire extinguishing system
option s used, the areas are separated from
other spaces by smoke raglsting partiions and
doors. Doors are self-closing and non-rated or
field-gpplied protective piates thet do not excesd
48 inches from the bottom of the door are
permitted. 18321

This STANDARD s not met as avidenced by:
Based on observation and intarview, it was
detarmined the faciiity failad to0 meet the
requirerments of Protection of Hazards in
accordance with NFPA Standards, The
deficiency had the potential to affect two (2) of six
(8) smoke compariments, twenty-six (26)
reskients, staff and visitors. The facility is
cartified for forty-cix (46} beds with a ¢cansus of

NFPA 101 LHe Safety Cade Standards

Nb residents were faund to have been
affected by the deficlent practice.

For residents having the potential ta be
affected by same deficient practice:

All restdents have the potential to be
offected

Measures taken by the fadlity to ensure
that the problem will be cormeeted and
wiil not recur:

Door closers ond door knobs were
Instalied on the doors locoted ot:

~Cieening supply closet In the kitchen.
~Clettn finen storage,

~lanitor tloset,

=The soifed finen storoge.

The kitchen cleaning supply claset door

STATEMENT OF DEFICIENCIES X1} PROVIDERSSUPPLIER/CLIA %2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER! GCOMPLETED
A BLALDING M - MAIN BUILINKG 04
8. WING
185326 08/14/2012
HAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P £0ODE
CLINTON-HICKMAN COUNTY MURSING FACIHITY 348 3. WASHINGTON S,
CLINTON, Ky 42031
A} 10 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CURREGTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFiX {EACH CORREGTIVE ACTION SHOULD BE £oNPLETION
e REGULATORY OR LEG IDENTIFYING HFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 027 | Continued From page 3 Kg27
8.3.4.1* Doors in amoke barriers shall close the
opaning leaving
only the minimum clearance necassary for proper
aparation
and shall be without undercuts, louvers, of grilles,
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 Kpas:

forty-faur {44) on the day of the survey. The ‘Bae hoen repla
/ eod with o smoke
facitily failed to ensure four (4) rooms were door, hid proof
properly protected due to the storage in the
fo0ms.
The findings inciude: %
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K028 | Cantinued From page 4 K 023
Observation, an Q8/14/12 betwaen 11:00 AM and Quality Assuranca Plans to monjtor
2:00 PM with the Maintenance Directer, revealed faciity performance to make sure
the cleaning supply closet for the kitchen, clean that corrections are achlaved and
finen storege, janitor closet, and the soiled linen are parmanent:
storage nead a closer gdded to the door plus the
door nesds to be smoke preof due to the storage A malintenarice service request form
of combustibles inside the areas. and binder have beer treated to log
ond track maintenonce requests to

Interview, cn 08/14/12 between 11:00 AM and Ensure ongoing camplionce.
2:00 PM with the Maintenance Director, revealed
he was unaware the storags in a room Date correction actlon will be Kﬂlﬂ
determined whether the room was a hazardous completed: 8/29/12 8/29/12
storaga area or not. :
Interview, on 0B/14/12 at 300 PM with the !

Adminiztrater, revealed ha was unaware of the
requirements that make up hazardous storaga in
the: faciiity.

Referance:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazarda,

19.3.2.1 Hoazardous Aress, Any hazardous areas
shail be safegusrded by a fire barrier having &
1-hour fire resistance tating or shall be provided
with an automatic extinguishing system in
eccordance with 8.4.1. Tha automatie
extinguishing shaii be permitted to ba in
accordance with 19.3.5.4. Where the sprinkler
option Is used, the areas shell be separated
from other spaces by smoke-resisting partiions
end doors. The doors shall be self-clasing or
automatic-¢losing. Hazardous araas shal)
inchude, but shall not be restricted to, the
following:
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Ko2a

K 040
S5=E

Continued From page S

{1) Boiler and fuel-fired heatar roomsa

{2) Caniralfoulk laundries larger than 100 ft2
(2.3 m2)

(3} Paint =hops

(4) Repair shops

{5) Sviled lingn rooms

{6) Trash collection rooms

{7) Roome or spaces farger than 50 2 (4.6 m2},
including repair shops, used for storage of
tombustible supplies

and equipment in quantities deemed hazardous
by tha autherity having jurisdiction

{8} Laboratories amploying flammabla or
combustibla materlals in quantities less than
those thst would be considered g severs hazard.
Exception: Doors in rated endlosures shall be
permiitied to have nanrated, faclory er
field-apptiad

proteciive plates extanding not more than
48 in. (122 £m) above the bottorn of the door,
NFPA 101 LIFE SAFETY CODE STANDARD

Exit access doors and exit doors used by health
care occupants are of the swinging type and am
at least 32 inches in clearwidth.  19.23,5

This STANDARD is not met as avidenced by:
Based on observation and interview it wag
determined the facility fafied to ensum exit
discharge doors opened in the direction of egress
in sccordance with NFPA standards. The
deficiency had the potential to affect thre (3) of
six (6) smoke compartments, twanty (20)
residents, staff and visitors. The faility is
certifiad for forty-six (46) beds with a census of

|

K029

K 040 K0d0:

NFPA 101 LHe Safety Code Standards

Mo residents were found to have been
affected by the deficient practice.

For rasldents having the potential to be
affected by same deficient practice:

Any restdent needing to exft thert lacation
has the potentiol to be affected,

FORM CMS-2007102-09) Previtus Versiona Clsckcta
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Continued From page &

forty-four (44} on the day of the survay. The
fagility failad to ensure the gates around the
facility wouid awing in the out direction in the
event of an evacuation.

The findings include;

Observetion, cn 08/14/12 at 1:55 PM with the
Maintanance Director, revealad the exit gates at
the end of the seuth porch exit did not swing
outwerd. The gates would hava to be pulled
against agress travel in the event of an
avacuation,

Interview, on 08/14/12 at 1:55 PM with the

Maintenance Diraclor, revealed he wap not sware

the exit discharge gate neetled to apen in the
direction of egress,

Intarviow, on 0814112 at 3:00 PM with the
Administrater, revealed she was aware that
egress gates should swing in the out direction but
was unawarg the gate at the end of the Solana

unit swung inward, Further interview revealed his

QA had nof focused on the gates &t the south
oxil He has changed the fire drifls, fire
extinguisher checks, and s working on life safety
code poficies next,

NFPA 101 {2000 edition)

12143

A door shall wing in the direction of egress travel
where used in an axit enclosurs or whare serving
a high hazard contents anea, unless 1t is 8 door
from an Individual living unit thet apens dinectly
into an exit enclosure,-

NFPA 101 LIFE SAFETY CODE STANDARD

K040

K045

Measures taken by the facliity to
ensure that the probiem will be
corrected and will not recur:

The exit gates at the end of the squth
porch exit have been removed to allow
and ensure no blockage of egress.

Daté carrection action wit be
completed: 8/29/12

K040:
B/29/12
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Kpas:
K 045 Gontinued From pape 7 K 045 NFPA 101 Life Safety Code Standards
Hlumination of meana of egress, including exit
digcharge, ls amanged so that fallure of any singla The egress was iilumineted with one (1)
lighting fixture (bulb} will not leave the aree in buth -the arca wos it No residents were
darkness, (This doas not refer to emergency
lighting in accordance with saction 7.8)  19.2.8 found to have been affected by the
deficient proctice.
For residemts having the potential to be
affacted by same deflclent practice;
This STANDARD s not met a3 evidencad by:
Basad on obsarvation and Interview, it was No residents have the potential to be
determined the facility failed to ensure axits were affected,
egquipped with fighting in accordance with NFPA
standards, The deficiancy had the potential to Measures taken by the facility to
affect four (4) of alx (6) smoke compariments, ensure that the problem will be -
forty-six (48) residents, steff and visitors. The corrected and will not recur:
facility is carlified for forty-six {46) beds with a
census of forty-four (44) on the day of the survey, The facifity has purchased new light)
Tha facity failed to ensure the emergency lights ﬂmﬁs :’m a :w (2) buts # h‘: n;i
had two (2) bulbs at the exits, ¢
fictures have been Instofied at the
The findings include: exterfor exits on the west side of tie
buiiding . Quality Assureince Plans to
Observation, on 0B/14/12 at 1:45 PM with the monftor facllity performance to make
Mainterance leemor, revealed the exterior f-mls siire thot corrections are ochieved and
on the west side of the building only had a single .
light for ilumination of the outside of the exit, gre permanent;
Intarview, on 08/14/12 at 1:45 PM with the A QA sudit tool has been developed
Maintenanca Director, ravealed he was unaware For maintenance to check Kohting.
the fighting fixtures serving the exterior exits must
include more than ene bulb for illumingation of the A malntenance service request form
efress path. Further interview revealed the ond binder have been created to log
facility had remaved the iights to keep the bugs and track maintepance requests to
away at night, ensure ongoing compliance.
. , , ¥ 045:
Intarview, on 08/14/12 at 3:00 PM with the Date of corrective action 12
Administrator, mvesied thay have a QA avery completed: 8/30/12 8/30/
|
FORM CMG-2567(02-00) Pravicys Varsons (beglatg Evert 10: 21K021 Feoclly ID; 100150 If continumtion shaat Pegs Bof 24
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oA D SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE FREGEDED Y FULL PREFIX [BACH CORRECTIVE ACTION SHOULO BE CONPLETION
TAG REGULATORY QR LSG IDERTIFYING INFORMATION) TAG cnoss-nsrsnssggglg ;%s APPROPRIATE DATE
K045 Continued From pags 8 K 045
morming since he Is a new Administrator to thia
facility. They focus on the fire drills and door
alarme but the lighting &t the axits was not part of
their routine checks,
Referance: NFPA 101 (2000 edition)
7.8.1.4" Required illumination shall be arranged
g0 that the
failure of any single lighting unit doeg not result in
&n illurnination
tevel of less than 0.2 f-candie (2 lux) in any
dexignated
area,
K 047 | NFPA 101 LIFE BAFETY CODE STANDARD K047 KQaz:
8S=E NFPA 101 Life Safety Code Standards

Exit and directionat signs are displayad in
accordance with section 7.10 with continuous

Huminaticn also served by the emargency lighting No residents were found to have been
system, 18.210.1 affetted by the defident practice.

Far residents having the potentlal to
be affected by same deficient practice:

This STANDARD iz not mat as avidenced by: All residents have the potentis! to be
Based on obgervation and interview, i was effected.
determined the faciiity failed 1o ansure exit signs
were mainiained In accondance with NFPA
standards, The deficiancy had the petertial to
affect three (3} of six {8) smoke compartments,
alt residents, staff and visitors. The facility is
cartified for forty-six (46} bads with a cansus of
forty-four (44) on the day of tha survey. The
facitity failed to ensure the exit paths were cigarly
marked.

The findings include:

Observation, on 08/14/12 at 2:25 PM with the

FORM CMS-2207 (02-50) Prévitnes Viarslons Obatlete Evort iD: 21021 Feciity ID: 104150 {f conlinuntion showl Paga 9af 24
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_ Ieasures taken by the faclllty to
K 047 ; Continued From pege 9 K Q47 ensure that the prablem will be-
Maintenance Diractor, revealed egress paths to corrected and will not recur:

stair exit In the north and south comidors waa not
marked, The atsir exit had an exit sign sbava i
pointing to the north exit. Further observation
showed on¢e the fire doors closed on the certer
crosg-gomidar doors there were no visible exit
signg above the doors, .

Interview, on 08/14/12 at 2:25 PM with the
Maintanance Director, revaated he wes unaware
the signage was missing for the exits.

Interview, on OB/14712 af 3:00 PM with the
Administrator, revealed ha was unsware the exit
signage was ot amanged in & proper way. The
QA procesz he devaloped does nof address the
exit signage for the facility.

Reference: NFPA 101 (2000 edition)

7.10.1.2* Exits. Exlts, othar than maln exterior
axit doors

thet obviously and clearly are identifiable as exits,
shali be

marked by an spproved sign readily visible from
any direction

of exit access,

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD
S5=F
All raquired smoke defectors, including those
activating doar hold-open devices, are appraved,
maintainad, inspacted and tested in accordance
with the manufacturer's specifications.  9.6.1.3

permanent:

K054]  completed: 8/31/12

K 054:

4 new exlt signs have been instalied to
£gress paths to stalr extt. Two (2)
focated on the north and Two f2)
focated on the scuth corridors. This
tnstalltion Included a visible exte sign
above the doars 5o ance the fire doors
are tiosed, the center cross-corridor
doors there Is o visible exit sign,

Quality Assurance Plans to monftor
facility performance to make sure
that correctlons are achleved and are

A OA oudit tool hos bean developed

For maintenance to check/test exit signs,
A malntenance service request form

and binder have been created to log

and track maintenance requests to

ensure engaing comp|fance.

Data carraction action will be

NFPA 101 LHe Safety Coda Standards

No residents were found to have beon

K04z
8/31/12

This STANDARD is not met a5 evidencad by: affected by the deficlent practice.
Based on meord naview and Intesviaw, it wae
FORM CHS-2687(02-89) Previous Varsions Dbacats Everd I0: 2IK024 Faesiiy ID: 300100 If comtnuetion sheet Page 10 of 24
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K054 | Continued From page 10 K 054

determinad the facllity failad 1o ensure smaoka
detectors were inspacted and tested in
accordanca with NFPA Standards. The deficiency
had the potential to affact six (8) of six (6) smoke
compaftments, all residents, staff and visitors,
The facility is cerlified for forty-six (48) beds with
a8 cansus of forty-four (44) on the day of the
survey. The facilty failed to ensure the smoke
detectors at the facility were properly tasted ot
inast once in the last two yaars.

The findings inciude;

Racord review, on 0B/14/12 at 10:30 AM with the
Meaintenancs Director, reveated no
docurnentation of a Smoke Detector SensHivity
Tast being performed on the fire alamm smoke
detectors within the last two years. Smoke
detectors must ba tected accurding to NFPA 72
{1999 adilion) to ensura their reliability. Fyrther
obsarvation showad the number of detectors in
the facility changed with each quartarly inspection
fanging from 62 to 24,

Interview, on 08/14/12 at 10:30 AM with tha
Maintenanca Director, ravealed he was unaware
the facillty did not have @ current sansitivity test
an the fire alarm smoke detactors, Further
Interview raveaied ha did not know why there was
a different number of deteclors instalied on each

report.

Intetview, on 08114112 at 3:00 PM with the
Adminisirator, reveaied he was ynaware the
propar testing of the smoke detectors had not
been completed. Further interview revaaled there
Was no process to ensure the proper testing of
the fire alarm system was being complsted,

To identify any resideitts having the
potential to be affectad by the deflcient
practice:

All smoke detectors were tested by
Premler Fire & Security and wera
found to be working property, aif
detectors passed the test. Therefore
No residents had potential to be
affected by the deficient practice,

Measures taken by the factlty to ensure
that the problem will be corrected and
will not recur:

A sitroke detector sensitivity test has
been complated on a ofl smoke
detectors to assure they are working in
proper order.

Al 32 smoke detettor wers purmberagd
to assure pach detector is accounted for.

FORM CMS-25087(83-48) ProvidLa Varstony Obsclatp Evand D 21021

Eactity ID: {00480
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K 054 | Continued From page 14 K054 Quality Assurance Plans to monftor
faclfity parfarmance to make sure
Rafarence: NFPA 72 (1889 edition) that corrections are achleved and
arg permanent:
7-3.2.1" Detector sensitivity shall be checked
within 1 year after The smoke detector sensitlvity test hos
inslaltation and every allemste yaar thereafier, € wtactor vity
Afer the second been added to our scheduled services
required calibration test, if sensitivity tests provided by Premier Fire & Security, Inc.
indicate {hat the to ensure the smoke detactors ot the
detector has remained within its llsted and facifity are properly inspected and tested
marked sensitivity - in aecordance with NFPA standords.
range {or 4 percant ohscurition ligh! gray smoke,
If not
marked), the fength of time between calibration A QA cafendar tool has been developed
tects shall be forloqging test dates and i wiil be
| parmitted to be extended to a maximum of 5 reviewed in the QA meetings quarterty
years, If the frequency to ensure ongolng compliance.
iy extended, records of detactor-caused nuisance :
alams Duate cormection action will be K054
and subzaquant trends of thaea alama shall be completed: 8/23/12 8/23f12
maintained, In
zones af in areas where nuisance alamea show
any incregse ovar
the previous year, calibration tests shall be
perfarmad,
To ansure that each smoke detector Is within its
{lsted and
Mmarked sensitivity range, it shali be tested using
any of the following
methods:
{1) Calibrated test method
(2) Manufacturer * s calibrated sensitiviy tost
instrument
{3) Listed contral equipment armanged for the
purpose
{4} Smoke detector/contral unit arrangemant
whereby tha
detector causes a signal at the contra! unit whare
FORM CMB-2507{12-08} Previous Varsiona Obeeiete Event 10 21K024 Faesity 1; 100180 If cortinuation sheet Page 12 of 24
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Continued From pags 12

its sensitivity

is outside itg listed sensitivity range

{5) Other calibrated sensitivity test methods
approved by the

authority having jurisdiction

Detectors found to have a sensiivity outside the
listed and ’
marked sensilvity range shall ba ¢leaned and
racaliprated or

be replaced.

Exception No. 1: Detoctors listed as field
adjustable shail ho permitted

to he either adjusted within the listed and marked
sansltivity range and

cleaned and recalibrated, or thay shall be
replaced,

Excaption No. 2: This requirement shaif nat apply
o single atation detectors
referanced in 7-3.3 and Table 7-2.2.

The detector sanstivity shall not be tested or
messured

using any device that administers an unmeasuned
concentration

of smaoke or othar aamse! into the detactor,

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatie sprinkler systems hava
valvas supepieed =o that ot laast a loca) alamm
will sound when the vaives same closed, NFFA
72,9.7.21

K054

K 0&1
K061:
NFPA 101, Life Safety Coda Standards

No residents were faund to have been
affected by th deficient practice.

FORM C)5-2587
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K 081 | Continved From paga 13 K 061

This STANDARD fa not met as avidenced by:
Based on obzarvation and interviaw, i was
detarmined the facility faitad to ensure valves
located in the facility sprinkler system were
selactranically suparvised by a tamper switch in
accordanca with NFPA standards, The deficiency
had the potential to affact six (8) of 2ix (6) smoke
compartmants, all residents, staff and visitors.
The facility Is cartified for forty-5ix (45) beds with
a cansua of fary-four (44) on the day of the
survey, The facillty failed to wnsure all water
control valves were suparvisad on the sprinklar

aystem.
The findings Includs:

Cbservation, on 0814712 at 1:36 PM with the
Meaintenanca Director, reveaiad the sprinkier
systern had two supervised velvas at the sprinkler
rizar but the main water valve coming into the
facility was nat electronically supervised. This
valve was net equipped with g tamper switch, but
was sacured with chains. The vbsarvation was
confirned with the Maintenance Director,

Interview, o 0814712 at 1:36 PM with the
Maintenance Director, novealed he was unaware
all valves loading to the sprinkler systern must be
electronically supervised. He was told upon hire
e never tum the valva,

intarview, on 0B/14/12 at 3:00 PM with the
Administrator, revealed he was under the
Impression that the twe (2) supervised vaives
would detect there was no water flowing ta them,
He was unaware the supervisory switches check
the position of the valve and not the smount of
water flowing through the vaive.

For residents having the potential ta be
affected by same deficient practice:

Qriginul choin and pod lock were
secured, no unauthorized tampering.
No residents were found to be gffected.

Medasures taken by the facillty ta
ensure that the prohlem wili ba
carrected and will nat recur;

Fiemler Fire & Security, Inc, has
Installed an electronionlly supervised
fnmperswmh to the malp water volve
coming into the fecliity’s sprinkler
system. The chain and pod lock has
been replaced with an electronically
supervised system to ensure alf wirter
comirol valves ore supervised on the

sprinkler system that meets NFPA

standards,
Derte corrective action will be g}%’: 2
completed: 8/23/12

FORM GMB-2587(02-80) Previcus Vorsions Dbsakin

Evert ID; 21K021
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K 061 Continued From page 14 K 061
Referenca: NFPA 101 (2000 Edition).
9.7.2.17 Supervisory Signals, Where supervised
auwomatic sprinkler systems are required by
another section of this Code, supervisory
atlachments shall ba installed and monitared for
inferity in accordance with NFPA 72, National
Fire Alarm Code, and a distinctive supervisory
signal shall be provided fo indicate a condition
that would impair the satlsfactory operation of the
sprinkler system. Monitoring shall include, b
shall not be limited to, monitoring of control
valvas, fire pump pawer suppliss and rurining
conditions, watar tank levels and tampsratyres,
tank pressure, and air pressure on dry-pipe
valves,
Supervisory signals shall sound and shall be
displaysd elther ot a location within the protectad
buikiing that it constantly attended by qualified
personne! or al an approved, remotely located
raceiving facility,
KOQ7E8 | NFPA 101 LIFE SAFETY CODE STANDARD Ko K.076:
$8=0 A 101 Lie Safety Code Standards
Mediesl gas sterage and administration areas are NFPAL W
::fﬁ:t;; 'g:gﬁ:;g;m NFPA 96, Standards No residents were found to have been
) aHected by the deflcient practice.
(a} Oxygen storage locations of greater than
3,000 cu.ft. are anclosed by 8 one-hour For residents having the patential to be
saparation. affectad by same deflelent practice;
(b) Locations fer supply systems of greater than Afl residents reskiing in the facility
3,000 cu.f. are vented to the vutside. NFPA 99 hud the potentirl to be affected by
43.1.1.2, 19324 the deficlent proctice

FORM CMS-256702-90) Previous Versiom Otidstg Event 0 20K0%4

Focldy I 100180
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K076 | Continued From page 15 K 076 Measures taken by the faciiity to
ensure that the problem will be
corrected and will not recur:
This STANDARD is not met as evidenced by: :a';e;;ﬁ" s{gﬂ'g&:’z .,02 "”"::;:" J
Based on obsarvafion and interview, it was ock doors with ’ e ’: bem;d ehis
determinad the fecility failed 1o ensure oxygen proper ng:
slorage areas wera protected in accordance with aren will contain no mote than 12
) Iinders In proper cylinder stonds.
NFPA standards. The deficiency had the potantial y p
fo affect ape (1) of six (6) smoka compartments,
twenty-six (26) residents, staff and visitors. The O2 tanks were removed from previous
facliity is certified for forty-gix (46) beds with a storage so that no mare than 12
census of forty-four (44) on the day of the survey. cylinders are stored In ong orea.
Tha facility falted to ensura oxygen storage in a
room stayed befow 300 cubie feet. Oxygen storage policy and procedures
has been updated to inclide new
The findings Include: changes, Staff will be in-serviced by
the DON and Maintenance Supervisor
Obsarvation, on 08/14/12 at 1:15 PM with the on the proper procedure 9/11/2012,
Maintenance Diractor, revealed nineteen {19)
oxygen tanks in the nurse supply rocm, the Quality Assurance Plans to monitor
oxygen tenks were baing stored within five (5) facility performance to make sure
feet of combustible items. Combustibles cannot that eorrections are achieved and
be stored within five (5) feat of oxygen sforage are permanent:
dug o fire spread. The observation was
confimnad with the Mairtenance Diractor, 02 storoge will be monitored manthly
and discussed in the OA meeting
intarview, on 08/14/12 at 1:15 PM with the quartetly to Insure; There gre no more
Maintenance Director, revealed he was unaware than 12 eylinders In one storoge area
oxygen tanks could not be stored within five (5) There are no combustible Hems storey
feat of combustible materlals once you are over with in 5ft. of 02 eylinders.
the 300 cublg feet, .. i
_ . Date correctiva action will be K 076:
Interyn_aw, on 08/14/12 &t 3:00 PM with the completed: 9/20/12 5/20/12
Administrator, revealnd he was unaware that
there was an amount of oxygen that required
separation from other atorage In the vicinity.
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Reference; NFPA 101 (2000 edition)

8-3.1.11.2

Storage for nonfiammable gases greater than

8.5 m3 {300 13) but lesa than 85 m3 (3000 fi3)

(A} Storage lacations shall ba oudeors in an

enclosure or within an antlosed interior spaca of

noncombustible or limited-combustible

construction, with doors {or gates outdoorg) that

can be secured against unauthorized entry.

(B) Oxidizing gazes, such as oxygen and nitrous

oxide, shall not be stored with any flammabie

gas, liquid, or vapor.

{C} Oxidring gases such as oxygen and nitraus

oxida shail be separated from combusiibles or

malerials by one of the folfowing:

{1) Aminimum distance of 6.1 m {20 )

(Z} Aminimum diztance of 1.5 m {5 f) if the

entire storage location is protected by an

automatic sprinklar system designed in

accordance with NFPA 13, Standard for the

Installation of Sprinklier Systems

{3} Anenclosed cabinet of noncombustibie

construction having a minimum fire profection

rating of % hour. An appraved flammable liquid

etorage cabinet shall be permitted to be used for

cylindar sterage.,

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD ¥ 144
=K K 144:

Generators am inspacied waakly and exercised NFPA 101 Life $afety Code Standards

under load for 30 minutes par month in

accordance with NFPA B9, 23.44.1.

No residents were found to have been
affacted by the deflclent practice.
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This STANDARD i not met as evidencad by:

Basad on obzervation and interview, § was
determined the facility failed to maintain the
emergancy genarator according fo NFFPA
standards. The deficiency had the potantial te
aftect six (6) of six () smoke compartments, all
residents, steff and visitors. The facility is
certified for forty-six {46} bads with a cansus of
forty-four {44) on the day of the survey, The
facilty failed to ensure there was battary backup
lighting &t the ganerator transfer switch.

The findings inglude:

Cbservation, on 08/14/12 at 2:40 PM with the
Maintenance Director, revealed the facility did not
have any battery-powerad lighting instalied in the
area where the transtsr switch for the emergency
ganarator was located,

Interview, on 08/14/12 at 2:40 PM with the
Maintenanca Diraclor, revealed he was not aware
of the requirement for the battery backup lighting.

interview, on 08/14/12 at 3:00 PM with the
Administrator, revealed he was aware of tha
requirement for the battery backyp lighting at the
gencrator but was unaware af the requirement at
the tranafar switch.

QObservation, on 08/t14/12 at 10:50 AM with the
Maintenance Direclor, revealed the generator's
battery charger was hooked directly to the
generator hattery,

For residents having the potential to
be affected by same deflciant practica:

Na residents have the potential to
be affected.

Meaasures taker by the facllity to ensure
that the problem witi be corrected and
will not recur:

A battery-powered light hos been
installed in the emergency generotor
transfar switch box, This wilf ensure
there Js battery backup Kghting ot the
generator transfer switch.

The generators bottery charger hos
been rewired ond 5 ne longer hooked
directly to the generatar battery
tarmingls,

Quality Assuranca Plans to monltor
faclilty perfarmante ta make sura
that corrections are achieved and
Are permanent:

A QA check tool has been created to
test tha battery-powered light, The
monthly report will be discussed by
the maintenonce supervisor at the
facilty’s quarterly QA meatings to
ensure ongirg complance.

K 144:

1
Date corrective action will be 8/31/12

completad: 8/31/12
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K 144 | Continued From page 18

Interviaw, an 08/14/12 at 10:50 AM with the
Maintenance Director, revenled ha was not awane
that the batlery charger could not ke hooked
directly to the battery,

Interview, on 08/14/12 gt 3;00 PM with tha
Maintananee Diractor, revealed he was unaware
the baftery of the generator could not be hooked
directly to the charging system.

Reference: NFPA 110 (1999 Edition).

5-3.1 The Level 1 or Lave! 2 EPS equipmant
lacation shall be

provided with battery-powared emergency
lighting. The emergency

lighting charging system and the normal service
room

tighting shall be suppliad from the load side of the
{ransfar

ewltch,

Reference: NFPA 110 {1899 Edition),

5-12.6

The starting battery units shall be located as
close s practicable to the prima mover starter to
minimize voltage drop. Battery cables ghall bg
sized to minimize voltaga drop in accordance with
the maentfacturers ' recommandations and
aceepled angineering practices,

Battery charger outpiut wiring shall ba
pemanently connected. Conneglions shall nat be
mada at the battery taminals.

K147 | NFPA 101 LIFE SAFETY CODE STANDARD

88=D

K144

K147
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Electrical wiring and equipment i2 in accordance
with NFFA 70, Matlonal Electrical Code., 9.1.2
K 147:
NFFA 10] Life Safety Code Standards
This STANDARD is not met as evidencad by:
Basad on obaervation and interviaw, t was No residents were found to have baen
determined the facility failad to ensure electrical affacted by the deficient practice,
wiring was maintained in accordance with NFPA

standards. The dgﬁcuency hay the polential to For residents having the potential to

affect one (1) of gix (6) smoke compartments, no

residents, staff and visitors, The facitty is be affected by same deficient practica:
) No residents have the potential to be

certified for forly-=ix (46) beds wilh & census of
forty-four (44) on the day of the survey, The affected by the deficlent practice.
facility failed 1o ensure slectrical panela

maintained three (3) feet of clearance around Measures taken by the facility to

eiisure that the problem will be

them:.
corrected and will not recur:
The findings include: The filling cabinet and copy machine
focated in the Activities/Sockal Services
Chservations, on 08/14/12 at 1:05 PM with the office have been moved so the
Maintenancs Director, revesied the elactrical eleciricl panel is free from blockage.

panal in tha Acivities /Social Sarvices Office had

storage within 3 feet of the clectrical panals. The
panel was blocked by a filing cabinet and a copy :
machine, :

Interview, an 08/14/12 at 1:05 PM with the
Maintenance Director, revealad he was Unaware
there could not be storage within 3 feet of
electrical panals,

Interview, an 08/14/12 at 3:00 PM with the
Adtrinistratar, revealed he was unawana of the
storage blocking the alecirical panel in the office.
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‘ " Quality Assurance Plans to menitor
Refarance: NFPA 99 (1999 edition) facility performance to make sure
that corractions are achieved and are
110-28. Spaces pQMamntg
10.26 Spaces About Electricat Equipment, Acthvities/Social Services staff has been
Sufficlerd access and working space shall ba
. A " In-serviced by the maintenance director
provided and mairtained about afl electric Rems In front of th
equipriiant {o permit ready and eafe aperation o? ;?:tt;mm’ s In front of the
and mairtenance of such equipment. Enclosures elactrical panat
housing elacirical apparatus that are controlled by
lock and key shall ba considered accessibla to The Malntenance Director will perform
qualified persons. unonnounced weekly Inspections for
(A) Working Space. Working space for four weeks then manthly for a year.
equipment operating at 600 volis, nominal, or less A’.’" Issue found during Inspection
to ground and fikely to require examination, will be address Immediately.
adjustment, servicing, or maintenance while The monthly report will he discussed
energizad shall comply with tha dimensicns of by the Maintenance Director at the
110.26(A)(1), {2), and (3} or es required or faclifty’s quorterly QA meetings to
pamitted elsewhare in this Cada, ensure angoing complionce.
(1) Depth of Working Spaca. The depth of the K147:
working space in the direction of live parts shall Date corrective action will be
not be less then that specified in Tabla 110.26(A) completed: 8/21/12 8/33/12
(1) unless the raquirements of 110.28(A)(1)(a),
{B), or {c) aro met, Distances shall bo measured
from the exposed liva parts of from the enclasure
or apening if tha live parts are snclosed.
Table 110.26(A)(1) Working Spaces
Nominal Voliage to Ground ~ Minimum Clear
Distance
Cendition 1 Candition 2 Condition 3
0-160 900 mm(3ft} 9S00 mm (3fy g0Q
mm (3 f}
151-800 Q00 mm{3f) 1 m{3%R)
1.2m{4 )
Note: Whem the conditions are as follows:
Condition 1 - Exposged live pans on one side and
i
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no live or grounded parts on the ether side of the
working space, or exposed live parts on both
sides effectively guarded by suitable wood or
other insulating materials. insulated wire or
insuiated busbers openiting at not over 300 volts
to ground shall not ba considemad live pars,
Condition 2 - Exposed [ive parts on one side and
grounded parts on the other sida. Concrate, brick,
or tiie walls shali ba considered 35 grounded.
Condition 3 - Exposed live parts on both sides of
the work space {not guarded as provided in
Condition 1) with the operator batween,

{a} Daad-Front Assemblies, Working apace shall
not be required in the back or sides of
assemblies, such as dead-front switchboards or
mitor control canters, where all connections and
all renawable ot adjustable paris, such as fusas
oF switches, are accessible from locations other
than the back or sides. Where rear access is
required to work on nonelectrical parts on the
back of enclosed equipment, a minimum
herizortal working space of 762 mm (30 in.) ehall
be provided.

(b} Low Voltage. By spacial parmission, smallar
working spaces shalt ba permitted wheta all
uninsulated parts operate at not greater then 30
volis s, 42 volts peak, or 6 volts de.

() Existing Buildings, In exlsting buildings whare
electrical equipmeant is baing replaced, Condition
2 working clearance shait be permitted betwaen
dead-front switchboards, panclboards, or motar
control centers located across the aiste from each
other whers conditions of maintenance and
suparvision ensure that wiitten procedures have
been adopted to prohibit equipment an both sides
of the aisla from being apen at tha same time and
qualified persons who are authorized will service
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K 147 | Continued From page 22

the installation.

(2) Width of Working Space. The width of the
working space in front of the electric equipment
shail be the width of the equipment or 750 mm
{30 in,}, whichever &2 greater. In all cases, the
work space shall parmit at taast a 80 degree
cpening of equipment dears or hinged panals,
{3) Height of Working Space. The work space
shsll be clear and extend from the grade, floor, or
platform to the height required by 110.26(E),
Within the height raquiremants of this section,
other squipment that is assosiatad with the
eloctrical installation and is located above or
betow the alactricat equipmert shall be parmitted
to extand not more than 150 mm (6 In.) beyond
the front of the elactrical equipment,

{B) Clear Spaces, Working space raquired by this
section shall not ba used for storage, When
nomally anclosed five parts are exposad for
ingpection ar serviting, the warking space, ifina
passageway or genaral open $paoe, shail be
suitably quarded,

(G) Entrance to Working Space,

{1} Minimum Required, At ieast one antrance of
sufficlant area ahall be provided 1o give access to
working apace aboirt elecirical equipment,

{2} Large Equipmant. For gquipment rated 1200
amperes or more and over 1.8 m (6 it} wide that
contains overcument devices, switching devices,
or cantrol devices, there shall be one entrance to
the required working space not less than 610 mm
{24 in.} wide and 2.0 m (6% ) high at each and
of tha working space. Where the entrance has 8
personnel door(s), the door(s) shall open in the
direction of egress and be equipped with panic
bars, pressure piates, or other devices tha! aro
nomally fatchad but open under simple pressure.
A single entrance to the required working space

K147
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shall be permitted where sither of the conditions
in 110.26(C}(2}{a) or (b} is met.

(a) Unobstnucted Exit. Where the location permits
a continyous and unobatructed way of exit travel,
a single entrance to the working space shall be
permitted,

{b} Extra Working Space. \Where the depth of the
warking space Is twice that required by 110.28(A
{1}, a single entrance shall be permitiad. It shall
be located 5o that the distance from the
aquipment to the nesrest edge of the entrance is
not fess than the minimum clear distanca
specified in Table 110.26(A)(1) for equipment
operating at that voltage and in that candition.
(D} lilumination. Numination shall ba provided for
all working spaces aboul garvice equipment,
switchbogrds, panetboards, ar motar confrol
centers installed indoors, Additional lighting
eutlets shall not be required where the work
space it ilumingted by an adjacent light source or
as pemitted by 210.70(A){1), Exception No. 1, for
ewitched receptacles, In electrical equipment
roams, the flumingtion shall not be controlied by
automnatic means only.

K147
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