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F 000 | INITIAL COMMENTS F 000 . "
The preparation and execution of
A standard health survey was conducted this Plan of Correction does not
10/15/13 through 10/17/13 and a Life Safety constitute an admission or
Code survey was conducled on 10/15/13 with .
highest scope and severity of a "F" . The facility agreement by the'p rowde.r of the
had the opportunity to correct the deficiencies truth of the facts alleged or
before remedies would be recommended for conclusions set forth In the
imposition, _ . .
F 3711 483.35(l) FOOD PROCURE, - F371] Statementof Deficiency. This
858=f | STORE/PREFPARE/SERVE - SANITARY plan of Correction is prepared
The facility must - and executed solely because it is
(1) Procure food from sources approved or required by Federal and State
considered satistactory by Federal, State or local L
authorities; and aw.
(2) Store, prepare, distribute and serve food
under sanitary conditions F371
It Is the practice of this facility to
store food and maintain
equipment in a sanitary manner.
This REQUIREMENT iz nol met as evidenced aup o
by:
Based on observation, interview and facliity L The pork was dated and used
policy review, it was determined the facility failed timely. The bags of hamburger
to store food in a sanifary manor by not labeling . . .
foods in the reach in refrigerator or fredzer and patties, chicken breast, fish, and
storing meat opened and not labeled in the chicken nuggets were disposed
walk-in fridge. The facilily failed 1o ensure of. The cheese was dated. The
equipment and floors ware properly cleaned by T o '
-] three (3) containers holding flour, thickener and bins containing flour, food
sugar to be soiled with dark marks and a sticky thickener and supar were
film. The floors were sticky and soiled in.the U6
kitchen, storage, and dirty dish room areas. cleaned. The kitchen floor was
. : cleaned.
The findings include: :
6) DATE

VB3

" Any dﬁ'ﬂ‘E" encﬁ starrneﬂt ending with an asterisk {*) denoles a deflcisncy which the Insftution may be excused from correcting providing it Is determined that
other saleguards provide sufficlent protection o the patlents. {Ses nstructions.} Except for nursing homes, the findings stated above ars disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. if deficlencies are cited, an approved plan o} cqr;ectio is requlshe to-continued ~

program participation,
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1. Review of the facility's Food and Non-Food
Storage Pollcy, dated 2006, revealed all foods
were to be wrapped In moisture-proof materials.
Foods that had been removed from their original
conlainers were to be clearly marked with

-contents, dated and wrapped o exclude as much

afr as possible.

Observation during the kitchen tour, on 10/15/13
at 8:10 AM, revealed a yellow substance in a pan,
stored In the reach-In fridge, with no label or date.
At 8:20 AM, a pot of pork was stored in the
walk-in refrigerator lefi open with no label or date.
At 8:30 AM, bags of opened hamburger patties,
chicken breast, fish and chicken nuggets were
stored in the freezer with no label or date.

Interview with Dletary Cook/Ald, on 10/15/13 at
8:20 AM, reveated the pot of pork was cooked
overnight and would be would be used that day.,
The Dietary Cook/Ald stated the pot of pork
should have been sealed, labeled and dated and
then stated they did not want to glve the elderly
outdated food because it could make them sick.

interview with the Dietary Cook/Aid, on 10/16/13
al 4:20 AM, revealed the yellow substance in the
pan was cheese and should have been labelled
and dated. She stated onbe an item was.opened,
the item should be labeled and dated.

Interview with the Dietary Manager, on 10/16/13
at 4:04 PM, revealed food items should be stored
with a label. The Dietary Manager stated they

‘| wantéd to know the eXpiration date so they would

know whan to dispose of the food items. The
Dietary Manager stated they did not want to
cause contamination.

I, A sanitation inspection of the -
- kitchen was conducted by the

[X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OH LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENGY) -
F 371 Continued From page 1 F 371

Department Director.
Additionally, a sanitation
inspection was conducted by the
Registered Dietician and her
supervisor on November 8, 2013.

IH. The Dining Services staff will
he inserviced on the proper
cleaning methods, ¢ leaning
schedules, and food
storage/dating requirements and
understanding validated by post
test. A cleaning schedule for the
kitchen floor has been developed
and implemented. The cleaning .
schedule for the storage
containers has been reviewed.
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2. Review of the Environmental
SanltationfInfection Controlf Polley, dated 2008, . .
revealed alf food service employees were trained IV. The Director of Dining
in proper cleaning schedules and routines, Services will monitor sanitation
Record review of the Recommended Cleaning . s :
Frequency, revealed storage containers would be via an audit to be completed 3
cleaned after each use and floors would be times a week for 4 weeks then
cleaned daly. weekly for 4 weeks then bi-
Ohservation of the kifchen durlng tour, on weekly for 4 weeks. Thereafter
10/15/13 at 8:20 AM, revealed the bin contalners o
storing flour, food thickener and sugar had brown the audit W’I_I be condulcted ?n a
scuffs around the containers. The lop of the monthly basis. Al audit findings
containers were siicky with a white fllmy will be reported to the Quality
substance. . )
Assurance Committee during the
Interview with the Dietary CDOK’Aid, on 16/16/13 quarterly meeting and changeg
at 4:20 PM, revealed the bins got wiped down - ,
onhce or twice a week. The inside and outside of will be made to the schedule as
the bin were cleaned once or twice a month. The recommended by the committee.
Distary Cook/Ald stated she knew there was a .
cleaning schedule and each dietary position had ;
something different {o clean. V. Completion Pate November
15,2013
interview with the Asslistant Dietary Director, on
10/16/13 at 4:04 PM, revealed the bins were
cleaned dally and once a month.
Interview with the Dietary Manager, on 10/16/13
af 4:04 PM, revealed the bins did not look clean,
nor were they clean.
Observation of he kiichen floors, on 10/16/13 at
8:30 AM, revealed the storage area had abrown, 3 |
sticky substance with white debris on the floor.
The dirty dish area floor area had a brown film
and was noted to be sticky.
_ ~ | Observatlon of the kitchen floors, on 10/16/13 at _
FORM CMS-2567(02-99) Pravious Versions Obsalele Evant (D: 783211 Facibty ID: 100226 If continuation sheet Page 3 of 8
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4:04 PM, revealed the kitchen floors had a brown
substance and was sticky to walk on. ’

Interview with the Dletary Cook/Aid, on 10/16/13
at-4:20 PM, revealed the Dishwasher was
rasponsible for cleaning the kitchen floors and the
PM Assistant was responsible for cleaning the
dirty dish room tloors. The Dietary Cook/Aid
stated she thought the floors looked dirty and
thought the kitchen area needed new floors.

interview with the Assistant Dietary Director, on
10/16/13 at 4:04 PM, revealed the tloors needed
to be deep cleaned and Maintenance was not
responsible for deep cleaning the kiichen. The
kitchen staff was not responsiole to deep clean
gither. The Assistant Director stated she was
responsible to plck up the slack where the Dletary
Manager could not. The Assistant Director stated
it was her responsibility fo monitor dally. The
Asslistant Director stated she noticed after meals
the floors were feeling a littte mote siicky and
greasy from the deep fryers, The Assistant
Director stated she bacame aware after lunch
that the Hoors were not cleaned and they had a
new Dishwasher who did not get a chance to
clean the floors. The Assistant Director stated she
knew the floors were getting cleaned at night.

Interview with the Environmental Services
Director, an 10/17/13 at 10:53 AM, revealed he
cleaned ihe dirty dish room floors about every
four {4) months. The Envircnmental Director
stated he had a schedule, but the previous
Administrator 100K the schédals. The ™
Environmental Director stated he was out sick for
twelve {12) weeks and guassed no one was
avaliable to plck up the slack. The Environmental
Director stated he had been back since

F a7
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September and had not cleaned the floors. He

-| stated he did not ever clean the main kitchen

floors. The Environmental Director stated no one
in housekeeping cleans those floors, it was the
dlatary staff responsibility to clean the kitchen
floors.

Interview with the Dietary Manager, on 10/16/13
at 4:04 PM, revealed she was responsible for
completion of the computer work, updaling care
plans and completion of the Minimum Data Sets
(MDS's) for the residents. The Dietary Manager
stated she had ioo much on her plate fo moniior
the staff, that was why she had an assistant {o
help when she could not. The Dietary Manager
statad the floors were not ¢lean. The Dietary
Manager stated they have had a lot of staff turn
over and sometimes were short handed.
483.70(h}
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

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

This REQUIREMENT is not met as evidenced
by: S
Based on observalion and Interview, It was
determined the facility falled to ensure hallways
were free of clutter on two (2) of two (2) nursing
units. The facility staff stored medication carts
and treaiment carts In the hallways on both

T nursing units. In ‘additton, the staff stored

wheelchalrs, ger-chairs, mechanical lifts, weight
scales, overbed tables and walkers In the hatlway
when not in use.

F 371

F 465

" administrator inspected the

F 465

it is the practice of this facility to
maintain the hallways free of
clutter.

I. The medication carts,
wheelchairs and lifts, over bed
tables, scale and geri chairs have
been moved to areas leaving the
hallways clear.

Il. The Director of Nursing and

building to determine any other
ftems stored in the hallways.
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F 465 | Continued From page 5 F 465] 1il. A plan was developed on
November 11, 2013, detailin
The findings include: o g
: where the medication carts and
The facility did not provide a policy on storage of treatment carts will be stored
medical equipment. .
quipmen when not in use. On East Unit
Observation, on 10/15/13 at 10:15 AM, revealed a the sunroom has heen
welght scale siting out in the haliway by room .
twenty (20). rearranged. The furniture has
heen relocated to cluster around
Observation, on 10/15/13 at 2:42 PM, revealed - P
aight (8) wheelchalrs were stored outside of the television. The medication
residents' rooms, from rooms seventeen (17) to and treatment carts are to be
thirty (30). A mechanical lift was stored outside of stored along the left wall. The
room fwenty-one (21). Four (4) wheelchairs and i 8 o
a walker were stored in tho hallway from rooms wheelchairs are to be stored in
one (1) to room sixteen (16). the resident room, may be
Observation, on 10/15/13 at 3:05 PM, revesaled collapsed and placed in closet or
six {6) wheelchairs were stored in the hallway bathroom. If the chair is too
from rooms seventeen (17) o thirty (30). large, or not collapsible, it will be
Observation, on 10/16/13 at 9:06 AM, revealed a stored in the appointed storage
wheelchalr was stored outside of room sighteen
(18) and room twenty-one (21). Amechanical lift room on the hall. The Cor.nputer
was stored in the hallway between room carts are to be stored behind the
twenty-one (21) and twenty-two (22). Continued nurse’s station or directly beside
observation revealed an overbed lable outside of , . .
room two {2) and outside of room three (3) was a the nurse’s station when not in
Gerl-chair, a wheelchair, and a walker. A use. The scale will be stored in
wheelchalr was stored outside of room seven (7) . ,
and a walker was stored outside of room elght | the therapy gym. The lifts will be
(8. o - stored behind the nurse’s station
| Observation, on 10746443 & 10:43 AM; Tevéaleg” - when not in use. Over bed tables ...\ ...
the mechanical lift remained stored between
rooms twenty-one (21) and twenty-two (22). In
additlon, five (5) wheelchalrs and a Gerl-chair
- | remained outside of resldents’ rooms
FORM CMS-2567(02-99) Pravious Versions Obsolele Event 1D: 783211 Faclity tD: 100226 H continuation sheet Page 6of 8
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| interview with LPN #1 and #2, on 10r{7/13at ~

| from residents about items stored In the hallways.

Observation, on 10/16/13 at 10:42 AM, revealed
six (6) wheelchairs and a mechanical lift stored
outside of resident rooms, from rooms ene (1) to
thirty (30). All were stored on one side of the
hallway while a medication cart was stored on the
opposite side of the hallway.

Observation, on 10/17/13 at 11:25 AM, found a
Geri-chair, wheelchair, and a walker remained
outside of room three (3). The treatment cart was
stored outside of room five (5} and the medication
cart was siored outside of room six (8),

Observation, on 10/17/13 at 11:15 AM, revealed
from rooms ona (1) to thirty (30) were four (4)
wheelchairs and six (6) medicationfireatment
carts stored in the hallway. Observation on the
rahahllitation unit revealed a medication cart and
treatment cart stared on both hallways,

Interview with Licensed Practical Nurse #3, on
10/17/13 at 11:15 AM, revealed the facility did not
have any place lo store medicalion carts,
treatment carts and wheelchairs. She stated they
use 1o siore the medication carts and treatment
cart where the activities offlce was. She stated it
was not a safe environment, .

interview with a family member of Resident #18,
on 10117/13 at 1:30 PM, revealed the hallways
get congested with the food carts and medication
carls and people can't get through.

2:15 PM, revealed there was no place to store
carls or wheelchairs and it was not a safe
environment. They both denied any compiaints

~ room for their use.

"are to be stored behind the

{x4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . (5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGCIDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFRUPRIATE DATE
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F 485 | Continued From page 6 F 465! will be maintained in the resident

On West
Unit the medication and
treatment carts will be stored in
the medication room. The
wheelchairs are to be stored in
the resident room, may be
collapsed and placed in closet or
bathroom. The computer carts

nurse’s station or directly beside
the nurse’s station. The lifts will
be stored in the designated
shower room when not in use.

Nursing and Environmental
Services staff members were
inserviced on November 15, 2013
by the Director of Staff
Development regarding the plans
and learning validated by a post
test.
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F 465 | Continued From page 7 F 465
) . The facility leadership team
interview with Maintenance #6, on 10/17/13 at ; ;
2:33 PM, revealed he had asked management i WI".mOI"Ilt(:)T haillway clutter
they could turn a resident's room into a storage - during their daily routine rounds
area and he was told o, : throughout the building, address
Interview with the Director of Nursing, on any issues noted immediately
10/17/13 at 3:15 PM, revealed she had been at and submit documentation to the
the facliity about three (3) months and she had dmini d Th
not been told of any complainis about hallways administrator weekly to. The
heing cluttered with equipment. She stated # Director of Nursing will include
could be a hazard and you would have o push . .
things around to get people in and out. monitoring on her quality
, assurance rounds five days a
Interview with the Adminisirator was not ;
completed as she was out of the couniry as week, do;ument c?n?pietion and
10/16/13. submit to the administrator
weekly. Additionally, DON will
report findings to the Quality
Assurance Committee on a
quarterly basis.
V. Completion Date November
15,2013
pEei -3 )
,ém? P 20400
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K 000 | INITIAL COMMENTS K000  The preparation and execution of

this Plan of Correction does not
. censtitute an admission or

BUILDING: 01 ' agreement by the provider of the {
truth of the facts alleged or

. conclusions set forth in the
SURVEY UNDER: 2000 Existing Statement of Deficiency. This

CFR: 42 CFR §483.70 {a)
PLAN APPROVAL: 1970

FACILITY TYPE: SNF/NF plan of Correction is prepared

TYPE OF STRUGTURE: One (1) story and a and executed solely because it is
partial basement, Type Hl (200) Construction. required by Federal and State

Law.

SMOKE COMPARTMENTS: Five (5).

FIRE ALARM: Complete fire alarm system with K029

heat and smoke detectors.
itis the practice of this facility to

SPRINKLER SYSTEM: Automatic (dry) . .
sprinkler system, hydraulically designed. . comply with safety requirements.

GENERATOR: Type Il, 50 KW generator I. A self-closing door hinge has

installed in 2010. Fuel source Is diesel. been installed on the
Administrative Suite storage door’

A standard Life Salety Code survey was . and the Dry Storage door in the

conducted on 10/15/13. Meadowview Health and
Rehabilltation Center was found notn, kitchen area. Both hinges were
compliance with the Requirements for instailed on October 24, 2013 by
Participation in Medicare and Medlcald. . o

the Director of Environmental

The findings that follow demonstrate Servicas.
noncompllance with Title 42, Cede of Federal : .
Regulations, 483.70(a) et. seq.

{Life Safety from Fire).

Deficiencies were cited with the highest

UPUEH REPRESENTATIVE'S SIGNATURE TITLE

Y Btz

Any defickefiéy-slatement anding with an aslerisk (*) denctes a deficiency which the institulion may be exctsed from correcling providing it is determined that
other safeguards provide sufficlent protection lo the patients. (See inslruetions.) Exoepi for nursing homaes, the findings stateﬂ above are disglosable 90 days
foliowing the dats of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and p s oi oorrectionare d1sclosabia 14 —.
days following the date these documents are made avalfable o the facility. [ deflclencles ate cited, an approved plan of e }

program partlcipation.
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K 000 Cor.1t{nued Frorr'\ page 1| K 000 1l. The Director of Environmental
deficlency identified at "E" level. ) .
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD Kogg| Services completed an inspection
88=D on October 16, 2013 of all doors

One hour fire rated constructlion {with 3% hour
fire-rated doors} or an approved automatic flre
extingulshing system In accordance with 8.4.1
and/or 19.3.5.4 prolects hazardous areas. When
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke reslisting partitions and
doors. Doors are self-closing and non-rated or
field-applled prolective plates that do not exceed
48 inches from the botiom of the door are
parmitted,  19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facllity falled to meet the
requirements for Protection of Hazards, in
accordance with NFPA standards. The deficlency
had the potential to affect two {2) of five (5)
smoke compartments, residents, staff and
visitors. The faclility has ninety-five (95) certitied
beds and the census was ninety (9C) on the day
of the survey. :

The findings include:

Observation, on 10/15/13 at 2:04 AM, with the

Director.of Environmental Services revealed the -} ..o . |-

door to the Storage Room located in the
Administrative Sulte, did not have a self-closing
device Installed on the door. Further observation,
on 10/15/13 at 9:58 AM, with the Direclor of

that would require a self-closing
device. No other issues were
‘noted.

IIl. All doors will be inspected
monthly per the preventative
maintenance program. The
Assistant Director of
Maintenance will complete the
monthly inspection and the
Director of Environment Services
will follow with an insbection of
random doors to validate the
inspection results monthly.

V. The Director of
Environmental Services will
report the inspection reports to '
the Quality Assurance Committee,
on a quarterly basis and any
recommendations from the
committee will be acted on.

V. Completion Date November
11,2013
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K 029

following: .

Continued From page 2

Environmental Services revealed the door to the
Dry Storage Room located in the Kilchen, did not
have a self-closing device installed on the door.

Interviews, 10/15/13 at 9:04 AM and 9:58 AM,
with the Director of Environmental Services
revealed he was not aware of the requirements
for the doors to the Adminisiralive Storage Room
and the Kitchen Dry Storage Room to be
equipped with self-closing devices. The Storage
Room in the Adminislrative Suite had been
converted from an Office to Sforage since the
2012 survay and the fack of a self-closing device
on the Kilchen Dry Storage Room was a repeat
tag from the 2012 survey.

Relference:
NFPA 101 (2000 Edition),

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barriar having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extingulshing shall be permitted to be in
accordance with 19.3.5.4: Where the sprinkler
option Is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shali not be restricted 1o, the

(1) Boiler and fuel hred heater rooms

(2) Centralfbulk laundries larger than 100 it2
(9.3 m2)

{3} Paint shops

K 029

{4) Repalr shops
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K 029 | Conlinued From page 3 K029| -
{5) Soited linen rooms
{6) Trash collection rooms
(7} Rooms or spaces Jarger than 50 ft2 (4.6 m2),
including repair shops, used for starage of
combustible supplles
and equipment in quantities deemed hazardous
by the authority having jurisdictien
(8) Laboratories employing flammable or
combustible materials In quantities less than
those ihat would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied
proteciive plates extending not more than
48 in. (122 cm) above the battom of the door.
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045
§8=D
Illumination of means of egress, including exit K045
discharge, is arranged so thal fallure of any single
lighting fixture (bulb} will not leave the area in |. The exterior egress lighting
darkness. (This does net refer to emergency . 1 .
lighting in accordance with sectlon 7.8.)  19.2.8 fixture was changed to provide a
fixture with 2 bulbs on November
11, 2013 by the Director of
Environmental Services.
This STANDARD is nol met as evidenced by:
Based on observation and Interview, ltwas II. The Director of Environmental
determined the tacility failed to ensure exits were . leted an i t‘i on
equipped with emergency lighting in accordance Services completed an inspec
with NFPA standards. The deficiency had the on October 16, 2013 of all egress
potential to affect one (1) of five (5) smoke st
compariments, residents, staff and visitors. The areas to validate Iightl-ng
[ facility has.ninety-five.(95) certified beds and the.. . |... .........|.. complied with regulation. No
consus was ninety {80) on the day of the suivey. ; e noted
The facilly falled to provide the required levei of other issues wer
ilumination outside an exit for discharge.
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K 045 | Continued Frem page 4

The findings Include:

Observation, on 10/15/13 at 10:35 AM, with the
Director of Environmental Services revealed the
exit from the East Sun Room, did nol have
exterlor egress lighting to provide the required
level of ilumination at the exit discharge. The exit
was equipped with a light fixture with only one
bulb.

Interview, on 10/15/13 at 10:35 PM, with the
Director of Environmental Services revealed he
was not aware of the requirement for exterior light
fixtures requlred for egress to have two (2) bulbs,

Reference NFFA 101 {2000 edition)
19.2.8 lllumination of Means of Egress,

Means of egress shall be illuminated in
accordance with Section 7.8.

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General.

7.8.1.1*

lluminatlon of means of egress shall be provided
in accordance with Sectlon 7.8 for every building
and structure where required in Chapters 11
through 42. For the purposes of this requirement,
exit access shall include only deslgnated stairs,
aisles, corridors, ramps, escalators, and '
passageways leading to an exit. For the purposes
of this requirement, exit discharge shall include
only designated stairs, alsles, corridors, ramps, . ..
escalators, walkways, and exlt passageways
leading to a public way.

7.8.1.2

{llumination of means of egress shall be

continuous during the time that the conditions of

K 045

Ik, An inspection of all exterior
egress lighting has been added to
the quarterly inspection list to be
completed by the Director of
Environmental Services.

V. All inspections results will be
submitted by the Director of

. Environmental Services to the
Quality Assurance Committee on
a quarterly basis and any
recommendations from the
committee will be acted on,

V. Completion Date November
11, 2013
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K 045

K 062
. . 88=D

Continued From page 5

occupancy require that the means of egress be
available for use. Artificial lighting shall be
employed at such locations and for such perlods
of time as required to maintain the illumination to
the minimum criterla values herein specified.
Exception: Automatle, motion sensor-type
lighting switches shall be permitied within the
means of egress, provided that the switch
controllers are equipped for fall-safe operatlon,
the lllumination timers are set for & minimum
15-minule duration, and the motion sensor is
activated by any occupant movement in the area
served by the lighting units,

7.81.3

The floors and other walking surfaces within an
exit and within the portions of the exit access and
exit discharge designaled in 7.8.1.1 shall be
flluminaied to values of at least 1 ft-candle (10
lix) measured at the floor,

Exception No. 1: In assembly occupancles, the
fllumination of the floors of exit access shall be at
least 0.2 ti-candle (2 lux) during periods of
performances or projections invalving directed
jight,

Exception No. 2% This requirement shall not
apply where operations or processes require low
lighting levels,

7.8.1.4

Required lumination shall be arranged so that
the failure of any single lighting unit does not
result In an lllumination level of less than 0.2
ft-candle (2 {ux} in any designated area,

NFPA 101 LIFE SAFETY GODE STANDARD
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically, 19.7.6, 4.6.12, NFPA 13, NFPA 25,

K045

K 062
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K 062 | Continued From page 6 K osz| K062
9.7.5
it is the practice of this facility to
maintain clear spray patterns for
| This STANDARD s not met as evidenced by: all sprinkler heads.
Based on chservation and interview it was
determined the facility failed to maintain the I. The lights in the Administrative
sprinkler system in accordance wilh NFPA Suite St d th
standards. The deficiency had the potential to uite Storage Room an the
affect one (1) of five (5) smoke compariments, Mechanical Room were relocated
approximately forty (40} residents, stalf and
visitors. The facillty has ninety-five {95) certified on October 21, 2013 by the
beds and the census was ninety (90) on the day - Director of Environmental
of t_he survey, The facility failed to ensure . Services to ensure adequate
sprinkler head spray patterns were not : ) .
obstructed, - spacing and are now in
' liance with spray pattern
The findings include: comp ] Préye
. regulation.
Observalions, on 10/15/13 belween 9:06 AM and
9:16 AM, with the Director of Environmental 1i. The Director of Environmential
Services revealed the sprinkler heads within the Servi teted an | H
Storage Room located in the Administrative Suite ervices compleied an Inspection
and within the Mechanical Room located in the on Qctober 16, 2013 of the entire
Main lobby, had its spray patiems obstructed by
surface mounted fluorescent light fixtures, The building. No other problems
light fixtures were positioned less than four (4) were noted.
inches from the sprinkler heads and extended :
further down from the ceiling than the sprinkler 1. The Director of
head diffusers did. ) . )
+ Environmental Services will
Interviews; on 10/15/13 between 9:06 AM and - inspect any areas where new
9:16 AM, with the Director of Environmental . Ned ll' d h
| Services reverled he was unawarethe. .| .| lightingisinstalied tovalidate the - |
positioning of the surface mounted light fixtures appropriate placement to remain
would obstructed the spray patierns of the T liance with sprinkler
sprinkler heads upon activation of the automatic In comphianc P
sprinkler system. spray patter regulations. .
FORM CMS-2587(02-99) Previous Verslons Obsolele Event [B: 783221 Faciiity ID: 100226 If oonilnuéll‘on sheet Page 7 of 1
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K 062 Continued From page 7 K082| V. The Director of
Reference: Environmental Services will
NFPA 101 (2000 Edition) report any future inspections
: , where new light fixtures were
4,6.12.1. Every required sprinkler system shall . & .
be continuously maintained in proper operating installed to the Quality Assurance
conditior. Committee and act of any
NFPA 13 (1999 Edition) " recommendations from the
committee,
5-5.5.2* Obstructions to Sprinkler Discharge .
Pattern Development. V. Completion Date October 24,
B-5.5.2.1 Confinuous or noncontiguous 2013
obsiructions less Than or equal to 18 in.
{457 mm) balow the sprinkler deflector
That prevent the pattern from fully developing
Shall comply with 5-5.5.2.
Table 5-6.5.1.2. Positioning of sprinklers to avold
obstructions to discharge requires at feast one
foot clearance between sprinkler heads and
obstructions to spray patierns that are level with
or taller than the sprinkler head,
NFPA 25 (1998 Editlon)
2-2.1.1. Sprinkiers shall be Inspected from the
fioor level annually. Sprinkiers shall be free of
corrosion, foreign materials, painy, and physical
damage and shall be installed in the proper
orlentation {e.g., upright, pendant, or sidewall),
Any sprinkler shall be replaced that is painted,
.1 corroded, damaged, loaded, or In the IMproper. . 1. . fo i e -
orlentation.
2-2,1.2*. Unacceptable obstructions to spray
patterns shall be corrected.
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
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¥ 066 | Continued From page 8 K068
SS=E pag K066
" | Smoking regulations are adopled and include no ) ) ) T,
less than ths following provisions: It is the practice of this facility to -
- roperly equip smoking areas
(1) Smoking is prohibited in any room, ward, or P . perly eqtip ) &
compartment where flammable liquids, with safety equipment.
combustible gases, or oxygen is used or stored
and In any other hazardous location, and such 1. The resident smoking area was
area Is posted with signs that read NO SMOKING . .
or with the international symbol for no smoking. equipped with a fire blanket. The
staff smoking area was equipped
{(2) Smoking by patients classified as not ‘
responsible is prohibited, except when under with an appr?ved metal 'self
direct supervision. closing container and a fire
. tinguisher. The items were
(3) Ashirays of noncombustible materlal and safe ?x Buish i
design are provided in all areas where smoking Is installed by the Director of
permitled. Environmental Services on
(4) Melal conlainers with self-closing cover November 1, 2013.
devices into which ashtrays can be emptled are
readily avaliable o all areas where smoking s II. The Director of Environmental
permitied.  19.7.4 . Services completed an inspection
of the smoking areas on October
16, 2013 and no other problems
. were noted.
This STANDARD is not met as evidenced by: R
Based on observation and Interview, it was
determined the facility failed to ensure the iwo (2)
designated outdoor smoking areas, one {1} for
residents and one (1) for siaff, were properly
l.equipped for safe smoking, Inageordance.with L. .. o o
NFPA standards, The deficlency had the potentlal
to affect residents, staff and visitors. The facility
has ninety-five {95) certified beds and the census
was ninety (30} on the day of the survey.
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The findings Include:

Observations, on 10/§5/13 between 9:11 AM and
9:47 AM, with the Director of Environmental
Services revealed the designated, outdoor
smoking area for residents did not have afire
blanket readily available for usage. The
designated owldoor smoking area for the stalf did
not have an approved metal container with a
self-closing lid to empty ashtrays into and a fire
extinguisher available for usage.

interviews, on 10/15/13 between 9:11 AM and
9:47 AM, with the Director of Environmental
Services revealed he was not awars of the
raquirements for the designated, outdoor
smoking for residents to be equipped with a fire
blankel and for the designated smoking area for
staff 1o be equipped with an approved metal
container with a self-closing lid to empty ash trays
and a fire extinguisher available tor usage,

Reference: NFPA 101 (2000 edition)

19,7.4* Smoking. Smoking reguiations shall be
adopted and

shall include not less than the following
provisions: : )

(1) Smaking shall be prohibited in any room,
ward, or compariment -

where flammable liqulds, combustible gases, or
oxygen Is used or stored and in any olher
hazardous location,

read NO SMOKING or shall be posied with the
International

symbaol for no smoking.

Exeeption: In healih care occupancles where

smoking is prohibited

.} and such areas.shall be posted with signsthal .| ...l . ... ... oo

" Environmental Services will

. place.

. {V. The Director of
Environmental Services will

* report the results of the monthly
- inspections to the Quality

. Assurance Committee quarterly

. and act on any recommendations

.4,2013

Hil. The Director of

conduct a monthly inspection of
the smoking areas to validate the
required equipment remains in

from the committee.

V. Completion Date November
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and signs are prominently placed at ali major
entrances, secondary

signs with language that prohibits smoking shall
not be requlred.

(2) Smoking by patlents classified as not
responsible shall be

prohibited,

Exception: The requirement of 18.7.4{2) shall not
apply where the patient

is under direct supervision.

(3) Ashtrays of noncombustible materlal and safe
design

shail be provided in all areas where smoking is
pemitted.

(4} Metal containars with self-closing cover
devices info

which ashirays can be emptied shall be readily
available

to all areas where sinaking is permitted.

Reference: S & C Letter; 12-04-NH;
Date: November 10, 2011 Smoking Safely in
Long Term Care Facllilles
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