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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0351
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185385 e 09/02/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
900 HOSPITAL DR.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xS)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
GEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
Based on implementation of the acceptable
POC, the facility was deemed to be in compliance
08/13/15.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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PRINTED: 08/11/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
C
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER:! e é
185385 6. WING - | 0742912015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHTY, STATE. DRUG0E |
900 HOSPITAL DA. OFFICE OF
BAPTIST HEALTH TRANSITIONAL CARE MADISONVILLE, KV/32F§0R GENERAL
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECECIED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROS3.REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
A Recertification Survey was conducted on

Q7128115 through 07/28/15 with a deficiency cited [
ata Scope and Saverity of an "E".

F 371 | 483.35(i) FOOD PROCURE, ! F371) On 07/29/15, immediate action was taken
55+E | STORE/PREPARE/SERVE - SANITARY to address the storing, preparing,

distribution and food service issues. The

“Routine Meal Service” Palicy was
(1) Procure foqd from sources approved or updated on 7/29/15 by Abby Humphrey,
considered satisfactory by Federal, State or local Director of Food and Nutrition, All patient
authorities, and ] g "
(2) Store, prepare, distribule and serve food | ;nr c.s:.lpeg-gl.)rts.. ?a“’"’_'g ass:cm:e.; "l’)"d
under sannary conditions 1 CEIsiere 1€ |Clal§5 were educate y
Abby Humphrey, Director of Food and
Nutrition, on 7/29/15 of the policy changes
and process change. All catering
| associales began closing the dooss on meal
.| delivery carts between each tray delivery
: on 7/29/15. The cart should only be
opened when retrieving the next tray.

The facility must -

This REQUIREMENT is not mel as avidenced
by:

Based on cbhservation, intarview and raview of
facility poficy it was detarmined ihe facility faited
to ensure food was distribuled in a sanitary
manner related to an ice scoop repeatedly placed

Also changed on 7/29/15 was the process
in which ice for beverage service is
handled. There will no Jonger be a clean

back into the ice container instead of a scoop ::un!ainer of ice with an ice scoop to place
hoider. Additionally, staff served meal trays to lce inlo cups as beverages are served. All
eleven (11) rooms moving the food cart from one cups of ice will be prepared in the kitchen
hall to another with the ice container uncovered using a clean ice scaop that is stored in the
and with the doars on the carl completely open ice scoop holder when not in use. The ice
cups will be covered with a disposable lid
The findings include: and placed on trays
Review of facility policy titled, "Food & Nutrition”, ;' All patients admitted to the unit have the

last reviewed 08/2013, revealad the purpose of
the policy was 1o meet the nulritional needs of education, change in process, and in-
residants in a sale, sanitary and timely manner, | servicing of staff on 7/29/15. all patients on
Further review ravealed staff should scaop ica for i the unit are protected. ’

RESENTATIVE'S SIGNATURE TME [x4) DATE

Bdrinsdatye /s

potential to be affected. As a result of the

LABORATORY DIRECTOR'S

program perticipation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 1
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
185295 WING 0712912015
NAME OF PROVIDER OR SUPPUIER STREET ADDRESS. CITY, STATE, 2IF CODE
$00 HOSPITAL DR.
BAPTIST HEALTH TRANSITIONAL CARE MADISONVILLE, KY 42431
(X410 SUMMARY STATEMENT OF DEFICIENCIES [l PROVIDER'S PLAN OF CORRECTION x5
PREFIX IEACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRELTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE L
DEFICIENCY)
Contintued from page |
F 371 | Continued From page 1 Fan i

Listed below are the systemic changes put

beverages as neaded, placing the ice scoop back in place on 7/29/15 to prevent this from

in holder and covering ice between rooms._ In

addition, the policy ravealed staff should close recumng:

cart door after remaving each tray, unless aft food . . )

items are completely caverad. All catering associates, on 7/29/15, will
begin closing the doors on meal delivery

Obsarvation of the noon meal service, revealed carts between each tray delivery. The cart

the meal tray cart arrived on the unit on 07/26/15 should only be opened when retrieving the

al 12.00 PM. Dietary Aide #1 removed plastic next tray.

wrap from (he ice container located on the top of

the cart and began putting ice in prepoured On 7/29/15, the process in which ice for

glasses of beverages. The Dietary Alde moved
through tha different areas of the unit 1o diferent
rooms and each time she pul ice in a beveraga
she pul the ice scoop back inta the ice container
instead of a scoop holder and did not recover the

beverage service is handled was also

changed. There will o longer be a clean
container of ice with an ice scoop to place
ice into cups as beverages are served. All

ice container. Additionally, she served food trays cups of ice will be prepared in the kitchen
from the tray cart to residents on the different using a clean ice scoop that is stored in the
halls with the doors on the cart laft open as she ice scoop holder when not in use. The ice
moved ia the different halls, cups will be covered with a disposable lid

and placed on trays for delivery. This will
Interview with Dielary Aide #1, on 07/28/15 at climinate the mishandling of ice scoops
12:20 PM, ravealed the ice container was between patients.

supposed 1o have a scoop holder but did not.
She stated she usually went fram one {1) hall o
another with the doors open on the food cart
unless hausekeeping came on the floor,

All catering associates, supervisors and
registered dieticians were notified on
7/29/15 by Abby Humphrey, Director of

Interview, on 07/29/15 at 9. 50 AM with the Dietary Food and Nutrition, of the process changes.

Manager, revealed she expected the ice scoop to . . i

be placed inlo a scoop holder after each use and The Routine Meal Service policy was

not placed into the ice. She stated she would not updated 7/29/15, by Abby Humphrey,

expect the door to the food can to be closad Director of Food and Nulrition, to reflect

when maving from one area of the unit to another the changes of cart doors being closed

as all food items were covarad with lids or wrap. between delivery of each tray and using
individual cups of ice covered with
disposable lids.

Continued on next page
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(X4 SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PREFIX CORRECTIVE ACTION SHOULD BECROSS-  COMPLETION

TAG FULL REGULATORY OR LSC IDENTIFYING TAX REFERENCED TO THE APPROPRIATE DATE
INFORMATION) DEFICIENCY)
F371 Fi71 Continucd from Page 2

‘The Food &: Nutrition Director, Nutrition
Supervisor, or relief leader will monitor the
staff performance with the above changes.
Beginning 8/4/15, daily random monitoring
of cart doors being closed and ice being
clean and covered will occur. They will
monitor daily for one moath, 3 times
weekly for one moath, and once weekly for
10 months. The monitoring form will
identify the date, who is monitoring, a yes
or no section for doors closed and ice
scooped and scaop stored appropriately and
ice cup covered as well as corrective action
if needed. All monitoring will be
compeled on a random basis at random
meal periods.

The results of the audit will be reported at

the quarterly Quality Assessment and

Improvement Committee meeting by the

Director of Food & Nutrition or a Nutrition

Supervisor. This data will be used to guide

further process improvement and will be 08/13/15
part of the quality assessment process,
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PRINTED: 09/11/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185395 B. WING 08/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
900 HOSPITAL DR.
BAPTIST HEALTH TRANSITIONAL CARE MADISONVILLE, KY 42431
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based on implementation of the acceptable
POC, the deficiencies were corrected on
08/01/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the inslitution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disciosable 14

days following the date these documents are made available fo the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CE OMB NO. O 391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING 81 - AIN BRULDING 01 COMPLETED
185395 B WING 07/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
BAPTIST HEALTH TRANSITIONAL CARE SOLROSEVIAL DR,
A MADISONVILLE, KY 42431
4D SUMMARY STATEMENT OF DEFICIENCIES [1}] PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PHEFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATOAY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K Q00 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a) |
BUILDING: 01.

PLAN APPROVAL: 1971,
SURVEY UNDER. 2000 Existing
FACILITY TYPE: SNF/NF,

TYPE OF STRUCTURE: Six (6) story, Type Il
(222).

SMOKE COMPARTMENTS' Threa (3) smoke
compariments.

FIRE ALARM: Compleia fire alarm sysiam
instafled in 1971, upgraded in 2003 with 300
smoke deteciors and 12 heai detecigrs.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1971.

GENERATOR: Type | ganaralor installed in 1979,
Fusl source is Diesel.

A Recertification Life Safety Code Survey was
conducted on 07/28/15. The facility was found not
in compliance with the requiremens for
participation in Madicare and Medicaid. The
faclity is cedified for twenty (20) beds with a
census of eleven (11) an the day of the survey.

The findings that follow demonstrate
non-compliance with Tille 42, Code cof Federal
Regulations, 483.70(a) el seq. (Life Safety from
Fira).

LABCRATORY DIRECTOR'S OR PROVID : TATIVE'S SIGNATURE

;‘! L ending with an asierisk (*) denctes a deficiency which the institution may ho mnd from comrecting providing it is determined thal

Bvide suficient protection 1o the patients . {See instructions } Except for numing harnes, the findings staled above are disciosable 50 days
foliowing lhe dnh of survay whether of not a plan of comection Is pravided. For nursing homes, the above findings and plans of comection ara discosabie 14
days (sHawing the dels thesa documents ans mada avadebla to the faciity If deficiencles ara cited, an appraved plan of comection Js requlaits to continued
Progam participation
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185335 8 WING 07/2B/2015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS. CITY, STATE, 2IP CODE
900 HOSPITAL DR.
BAPTIST HEALTH TRANSITIONAL CARE MADISONVILLE, KY 42431
(%4310 SUMMARY SYATEMENT OF DEFICIENCIES (] PROVIDER'S PLAN OF CORRECTION a5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
| DEFICIENCY)
K 000 | Continued Frarn page 1 K000
Deficiencies were cited with tha highest scope
and severity idenlified at F level,
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD KO18[  Op the day of the survey doors on reoms
D 602 end 604 failed 1o closc fully due 1o
Doors pratecting corridor openings in other than recently being painted. On July 29,
required enclosuras of vertical openings, exits, or 20135 the excess paint was removed from
hazardous areas are substantial doors, such as the door jams and the doors were
those constructed of 1% inch solid-bonded core checked for proper operation. All other
woad, or capable of rasisting fire for at least 20 patient room doars were checked at this
minules. Doors in sprinklerad buildings are only time and closed oppropriately,
requirad to resist the passage of smcke. Thare is
no impediment to the clasing of the doors. Doors All patients admitted to the unit have the
are provided with a means suitable for keeping potential to be offected.
the door closed. Dutch doors meeting 18.3.6.36
are permitted.  19.3.6.3 Listed below are the systemic changes to
be put into place to prevent this from
Raller Iaiches are prohibited by CMS regulalions recurring:
in alt health care facililias.
A preventative maintenance (PM)
schedule will be entered into our
computer system and it will generate a
work order cach week. A maintenance
technician will check cach of the patient
room doors to nssure cach door fatches
spproprintely. Any found not Lo Tatch
will be adjusted ot that time. The resulis
of the checks will be reviewed by the
Supervising Engineer or the Director of
This STANDARD is not met as evidenced by: ﬁggm‘;';’;:‘;’m}‘;f;;:"" will
Based on observation and interview, it was
determined the facility failed 1o ensura doors to The results of these checks will be
resident rooms would latch properly in reported at the quarterly CQI meeting by
accordanca with National Fire Protection the Supervising Engineer or the Director
Association (NFPA) standards. The deficiency of Support Services. The results will be
had the polential to affect one (1) of three (3} used to improve practice. 080115
smoke compartments, two (2) residents, staff and
visitors. The facifity has the capacity for twenty
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Event 1D LO7S?

Fuclly iD 100728

it continuation sheet Page 2ol 1)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/11/2015
FORM APPROVED

OMB NO. 0938.0391
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185395

{X2) MULTIPLE CONSTRUCTION
A, BUILGING 07 - MAIN BUILDING 01

B8 WING

{X3) DATE SURVEY
COMPLETED

07/28/2015

NAME OF PROVIDER OR SUPPLIER

BAPTIST HEALTH TRANSITIONAL CARE

STREET ADDRESS, CITY, 5TATE, 2IP CODE
$00 HOSPITAL DR.
MADISONVILLE, KY 42431

{%4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

D PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE

K018

Conlinued From page 2

(20} beds and at the time of the survey, the
cansus was eleven (11).

Tha findings include.

Observation, on 07/28/15 at 4.01 PM, with the
Supervising Engineer revealed the comidor door
to resident room #602 and 604 would not lalch
when tasled

Interview, on 07/28/15 at 4.02 PM, with the
Supervising Engineer revealed he was unaware
the doors would not tatch,

The cansus of eleven (11) was verified by the
Administralor en 07/28/15. The findings ware
acknowledged by the Adminisirator and verified
by the Suparvising Engineer at the exit intarview
on O7/28/15.

Aclual NFPA Standard;

Referenca: NFPA 101 {2000 edition) 19.3.6.3.1*
Ooors protecting corridor openings in
ather than required enclosures of vertical
opanings, exits, or hazardous areas shall be
substantial doors, such as those consitrucied of
13/4-in, (4.4-cm) thick, solid-bended core wood
or of construction that resists fire for not less than
20 minutes and shall be construciad to resist the
passage of smoke. Compliance with NFPA B0,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearanca between the botiom
of the door and the floor covering not exceeding
1in. (2.5 cm) shall be pemmitied for corridor
doors,
Exception No. 1: Doors to toilet rooms,
bathrooms, shower rooms, sink closels, and
similar

K 018

FORM CMS-2567{02-0) Pravious Versions Obsclsta Event ID LB7S21
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185385 8 WING 07/28/2015
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
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(X430 SUMMARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF CORRECTION 1T}
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FIRL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DAtE
DEFICIENCY)
K018 | Continuad From page 3 K018
auxiliary spaces that do not contain flammable or
combustible materials.
Exception No. 2: In smoke compariments
prolected throughout by an approved, suparvisad
automatic sprinkler system in accordance with
19.3.5.2, the door construction requiraments of
198.3.6.3 1 shall not be mandatory, but the doors
shall be conslructed 1o resist the passage of
smoke,
19.3.6.3.2" Doers shall be provided with a means
suitabla for keeping the door closed that is
acceplable to the authority having jurisdiction
The device used shalt be capable of kaeping
the door fully clased if a force of 5 Ibf {22 N} is
applied at the latch edge of the door. Roller
latches shall ba prohibiled on corridar doors in
buildings not fully pratected by an approved
aulomatic sprinkier systsm {n accordanca with
NFPA standards,
Relerence: CMS: S&C-07-18 .
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD Kozz| Ontheday ofthe survey the west side
§8=D cross corridor slmzkc doors fm:ed b:.?i
Door apenings in smoke barsiers have at least a c"fsc complsztc y due to recently heing
i painted. This was resolved on July 29,
20-minute fire protection rating or are at feast 2015 by remaving the excess paint from
1%-inch thick solid bonded wood core. Non-rated :he door jam. Al other smoke doors
protective plates that do not exceed 48 inches were tested that day and worked
from the beottom of the door are permitted, sppropriately,
Horizontal sliding doors comply with 7.2.1.14,
Doors are sell-clasing or automatic closing in All patients admitied to the unit have the
accordance with 19.2.2.2.8. Swinging doors are potential to be affected.
not required to swing with egress and positive
lalching is nat required.  18.3.7.5, 19.3.7.6, Listed below are the systemic changes to
19.3.7.7 be put into place 1o prevent this from
recurring:
A preventative rmaintenance (PM)
schedule will be entered into our
FORM CMS-2567(02-99) Pravious Versicns Obsolets Evem ID LATS:

Focilty ID 100728 I continuation shest Page 4 of 13
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XD SUMMARY STATEMENT OF DEFICENCIES ] FROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Continued from page 4 '
K027 | Continued From page 4 K 027 _
. computer system and it will generale a {
 This STANDARD is nol met as avidenced by: :.mm'ﬁgk‘;hukmg Ut o ’
: Based.un ubserva‘! i'on apd interview, it was Aﬂt:nainlmnncc li;:huicinn will check
| determined the facility failed to ensure doors ench of the doors to assure cach door ‘
located in a smoke barrier, would resist the closes spproprately. Any found not to
passage of smoke in accordance with the be closing fully will be adjusicd at thas
National Fire Protection Association (NFPA) time. The resulte of the checks will be
| standards. The deficiency had the potential {o reviewed by the Supervising Engincer or
| affect two (2) of thrae (3) smoke compartments, the Director of Support Services. These .
residents, staff and visitars. The facility has the checks will continue weekly for at least
capacity for twenty (20) beds and tha census was onc year.
| elaven (11) on the day aof the survey.
f The resulis of these checks will be
‘ The findings include: reported at the quarterly CQl meeting by
the Supervising Engincer or the Dircctor
! Observation, on 07/2815 at 4 26 PM, with the of Support Services. The results will be
Suparvising Enginaer ravealad the doors locatad used to improve practice, 8115
in the smoke barrier wall by Room #5834 would
| not close complately when tesled.
Intarview, an 07/28/15 at 4:27 PM, with the |
Suparvising Enginear navealed the doors were
painted recently and he was nol aware thay wera
| not closing complelsly.
| The census of eleven (11) was verified by the |
| Administratar on 07/28/15. The findings were ‘
‘ acknowledged by the Administralor and verified
by the Supervising Engineer at the exit interview '
| on 07/28115,
Refaranca NFPA 101 (2000 edition) 8.3.4.1*
Doors in smoke barriers shall close the opening
leaving
only the minimum claarance necessary for proper j
aperation H
and shall be without undercuts, louvers, or grilles. |
| Actual NFPA Standard.
FORM CIt5-2557(02-89) Pravious Versions Gbsoiate Event ID LE7S21 Fazihly I+ 100720 if cantinuation shest Page 5 of 12
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORRECTION o
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K 027 | Conlinued From page 5 K027
Referance: NFPA 101 (2000 edition), 19.3.7.6".
Requires doors in smoke barriers {o be
self-closing and resist the passage of smoka
| Reference NFPA 80 (1998 Edition) 2-4.1 Closing
| Davices,
2-4.1.1 Where there is an astragal or projecting
latch boit that
pravents the inactive door from closing and
latching before
the aclive daor closes and lalches, a coordinating
davica shall
be used. A coordinating device shall nof be
required where
each door closes and lalches independanily of
| the other,
Referenca: NFPA BO (1959 Edition) Standard for
Fire Daors 2-3.1.7 The clearance between the
edge of the door on the pull sida shall be 1/8 in.
(+-) 118 in. (3.18 mm (+/-) 1.59 mm) for steel
doors and shall not exceed /8 in. (3.18mm) for
| wood doors,
K061 NFPA101 LIFE SAFETY CODE STANDARD K081| The post indicator valves were checked
SS=F | maonually by 8 maintenance technician
i Required aulomatic sprinkler systems hava on the date of the survey 1o make sure
valves supervised so thal at least a local alarm they were open and locked with a pad
will sound when the valves are closed. NFPA lack.
72,9721
All patients admitied o the unit have the
potential to be affected.
Listed below are the systemic changes to
! be put into place to prevent this from
| This STANDARD is nat met as evidenced by: recurring:
i Based on observation and interview it was
FORM CMS-2567{02-09) Pravious Versions Obsclele Event 1D-LO7S21 Faciity 1D 100728 if continuztion sheat Page & of 13
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Continued from page 6
K 061 | Conlinued From page 6 K081 o .
delermined the facility failed 1o provide elactronic The post indicator valves will be
; ; checked manually by a maintenance
suparvision (lamper swilches) for a water supply -
technician weekly to assure they are
control valve installed on the sprinkler system in and locked
accordance with National Fira Protection open ’
Association (NFPA) standards. The deficient P :
practice has the potential to affect three (3) of ;[::l:rf::;;?gﬁ:z ;,ncl,:ictso‘;:: be wired
three (3} smoke compariments, all residents, staff
and visilors. The facility has the capacity for The alarm will go off at the PBX in the
twenly (20) beds and at the time of tha survey, hospital which is staffed 24/7 and
ihe census was alaven (11). Johnson Controls. Maintenonce will
respond 1o the alam.
The findings includa.
The 4 post indicator valves will be
installed prior to 912715,
Observalion, on 07/28/15 at 3:47 PM, with the
Supervising Enginear ravealed four (4) out of five The post indicator volves will be
(5) Post Indicatar Valves (PiV) for the Sprinklar wionitored by Johnson Controls.
System were nol electronically connecled to the
Fire Alarm. The valves did have a pad lock The post indicator valves will continue
installed on the handle; however, they were not to be checked weekly by 8 mainienance
slectronically supervised. technician,
Inferview on 07/28/15 al 3.48 PM, with the The results of these checks will be
Supervising Engineer revealed he was nol awara reported at the quarterly CQI meeting by
that elecironic supervision of the PIV was the Supervising Engircer or the Director
required. of Support Services, Thc results will be RiTHLS
used to improve practice.
The census of eleven {11) was verifiad by the
Adminisirator on 07/28/15. The findings were
acknowledged by the Administrator and verified
by the Supervising Engineear al the exit interview
on 07/28/15.
Actual NFPA Standard:
Reference NFPA 101 (2000 Edition) 19.3.5
Extinguishment Raquirements,
19.35.1
Where required by 19.1.6, health care facilities
FORM CMS-2567{02-89) Pravious Versiona Obsoiets Event 1D LE7521 Focaty 10 100728 If continuation sheel Fage 7 of 13
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Kos1

Continued From pagae 7

shall be protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7,

Exception: In Type | and Typa Il construction,
where approved by the authority having
jurisdiclion, alternative protection measuras shatl
be panmitted to ba subslituted for sprinkler
protection in specified areas whera the authority
having furisdiction has prohibiled sprinkiers,
without causing a building to be classified as
nonsprinklered.

19.3.5.2°

Whera this Code permits exceplions for fully
sprinklered bulldings or smoke compartments,
the sprinklar system shall maet the following
crileria;

(1) ltshall be in accordance with Seclion 9.7.
(2) It shall be electrically connected to the fire
alam system,

(3) It shali be fully suparvised.

Exception: In Type | and Typa i construction,
whare approved by the authority having
jurisdiction, allemative protection measures shall
be permitied to be substituted for sprinkler
protection in specified areas whers the authority
having jurisdiction has prohibited sprinklers,
withaut causing a building to be classified as
nonsprinkiered.

Reference: NFPA 101 {2000 Edition} 8.7.2.1°,
Where supervised automatic sprinkler systems
are required by another section of this Cods,
supervisory altachmants shall ba instatied and
monitored for integrily in accordanca with NFPA
72, National Fire Alamn Code, and a distinctive
supervisory signal shall be provided ta indicale a
condition that would impair the satisfactory
operation of the sprinkler system. Moniloring
shall include, but shall not ba limited to,

K061

FORM CMS-2587{02-09) Pravious Versions Obsclete Event ID:LA7521
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i conlinuously maintained in reliable operaling

i condition and are Inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not mel as evidenced by:
Based on sprinkler tesling record review and

| interview, it was delerminad the facility failed to
maintain the sprinkler system in accordance with

| Nalional Fire Protection Assaciation (NFPA)
standards. The daficiency had the patential to
affect three {3) of three (3} smoke compariments,
all residents, staff and visitors. The facility has
the capacity for twenty (20) beds and at the time

| of the survey, the census was eleven (11).

The findings includa

Sprinkler testing racerd raview, on 07/28/15 al
3.39 PM, with the Supervising Engineer revealed
the facilily failed to conduct the quarterly sprinkler
inspection in the fourth {4th) quarter of 2014. Two
{2) inspections wera conducied in the first (1st)
quarier of 2015,

FORM APPROVED
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K 0561 | Continued From paga 8 K 081
| monitoring of control valves, fire pump power
supplies and running condilions, water tank lavels
and femperatures, tank pressure, and air
pressure on dry-pipa valves. Supervisory signals
shall sound and shall be displayed either at a
location within the pratected building that is
constantly attended by qualified persennel or at
| an approved, remotely located recelving facility.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062 The sprinkler inspection was found to be
S5=F 6 days late for the quorierly inspection
Required automatic sprinkler systems ars for the 4* quarter of 2014, A call was

made to Ohio Valley Sprinklers on the
day of the survey, They advised that
their schedule for us would be monitored
much closer so we get all inspections
donc in the comrect quonier. Two
inspections were done in the first quarter
of 2015. The Supervising Engineer or
the Dircct of Support Services will now
monitor to assurc the contracted service
is completed within the appropriate
quarier.

All patients admitted to the unit have the
potential to be affected.

Listed below are the systemic changes to |
be put inta place to prevent this from
recurring:

A preventative maintenance (PM)
schedule will be entered into our
camputer system gnd it will generte o
work order to remind the Supervising
Engincer or the Directer of Support
Services to call the vendor and schedule
the quarterly maintenance well in |
advance of the inspection due date. The _
Supervising Engincer or the Dircctor of |
Support Services will make sure the
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[ Continucd from page 9
K 062 | Continued From page § K062 . . done in the correct
Interview, on 07/28/15 at 3:40 PM, with the ::ff“‘f'r‘“’ are done i
Supervising Engineer revealed he relied on his This will continue indefinitely to assure
Sprinkler Campany to ensure the system was compliance.
inspected properly and quarlerly as required
The results of these quarterly inspections
The census of eleven (11) was verified by the checks will be reported at the quarterly
Administrator on 07/28/15. The findings wera QI meeting by the Supervising
i acknowledged by the Administrator and verified Engincer or the Dircetor of Suppost
by tha Suparvising Enginaar at the exit intarview Services. The resulis will be used to
an 07/28/15. improve practice. | 8/01/15

Actual NFPA Standard |

Referanca. NFPA 25 (1998 Edition). 2-1 General
This chapter provides the minimum requirements
for tha routing inspection, testing, and
maintenance of
| sprinkler sysiems. Table 2-1 shall be usad to
| determing the
minimum raquired frequencies for inspaction,
1esting, and
maintenance.
Exception: Valves and fire deparimeant
connactions shall be inspacted,
tested, and maintained in accordance with
i Chapter 9.
If: Table 2-1 Summary of Sprinkler Systam
| Inspection, Testing, and Mainienance
[' tem Activity Frequency Refarance
Gauges (dry, preactien deluge syslems)
Inspection Weekly/monthly 2-2.4 2
Contral valves Inspection Waekly/monthly Table
i 9-1
| Alarm devices Inspection Quarterly 2-2.6 '
| Gauges (wet pipe systems) Inspection Monthly |
2-24.1
| Hydraulic nameplate Inspection Quarterly 2-2.7
| Buildings Inspection Annually {prior to freezing i
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K062

Continued From paga 10

weather)

225

Hangar/seismic bracing Inspection Annually 2.2.3
Pipe and fittings inspection Annually 2-2.2
Sprinkiers Inspection Annually 2-2.1.1

Spare sprinklers Inspection Annually 2-2.1.3

Fire depariment connactions Inspection Table 9-3
Valves (all types) Inspection Table 9-1

Alarm devicas Test Quarterly 2-3,3

Main drain Test Annually Table 9-1

Anlifreeza solution Test Annually 2-3.4

Gauges Tast 5 years 2-3 2

Sprinklers - extra-high temp. Test § years 2-3 1.1
Exceplion No. 3

Sprinklers - fast rasponse Test At 20 years and
avery 10 years

theraafier

2-3.1.1 Exception No. 2

Sprinklers Tast At 50 years and every 10 years
therealtar

23.1.1

Valves {ali types) Maintenance Annually or as
needed Table 9-1

Obstruction investigation Maintenanca § years or
as needed Chaptar 10

Tabla 9-1 Summary of Valves, Valve
Components, and Trim Inspection, Testing, and
Mainltanance

Component Activity Fraquency Relerenca
Control Valves

Sealed Inspection Weekly 9-3,3.1

Lacked Inspection Monthly 9-3.3.1 Exception No.
1

Tamper switchas Inspection Monthly 8-3.3 1
Exception No. 1

Alarm Valves

Exterior Inspection Manthly 9-4.1,1

interior Inspaction 5 years 9-4.1.2

K 062
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Strainers, filters, orifices Inspection 5 years
94,12

Check Valves

Interior [nspection 5 years 9-4.2,1
Preaction/Deluge Valves

Enclosura (during coid weather) Inspection
DailyMeskly 9-4.3.1

Exterior Inspeciion Monthly 5-4.3.1.2

Interior Inspaction Annually/s years 9-4.3.1.3
Strainers, filters, orificas Inspection 5 years
94,314

Ory Pipe Valves/Quick-Opening

Devicas

Enclosure (during cold wealher) inspection
Daily/weekly 9-4.4 1.1

Exterior Inspection Monthly 8-4.4,1.3

Interior Inspection Annually 9-4.4.1.4
Strainers, fillers, orifices Inspeaction 5 years
9-4.4.1.5

Pressura Reducing and Relial Valves
Sprinkler systems Inspection Quarerly 9-5 1.1
Hose connections Inspection Quarterly 9-5.2.1
Hose racks Inspection Quarterly 9-5 3 1

Fire pumps

Casing relief valves Inspaction Weekly 9-5.5.1,
8-5.51.1

Pressure refief valves Inspection Weekly 9-5 5.2,
95621

Backiiow Prevention Assembiias

Reduced pressure Inspection Weekly/monihly
9-6.1

Reduced pressure dalectors Inspection
Waekly/monthly 9-5.1

Fire Departmant Connactions Inspection
Quartarly 9-7.1

Main Drains Test Annually 9-2.6, 8-3.4.2
Walerflow Alarms Test Quarterly 9-2.7
Control Valves

Position Tesi Annually 9-3.4.1
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Priming water Test Quarierly 9-4.3 2.1

Low air pressure alamms Test Quartarly 9-4.3 2.10
Full flow Test Annually §-4.3.2.2

Dry Pipa Valves/Quick-Opening

Devices

Priming water Test Quarterly 9-4 4 2.1

Low air pressure alarm Test Quartery 9-4.4 2.6
Quick-opening devices Tesl Quarterly 9-4.42 4
Trip test Test Annually 9-4.4.2.2

Full flow trip test Test 3years 9-44.2 2.1
Pressure Reducing and Relial Valves

Sprinkler systems Test 5 years 9.5.1.2
Circulation refief Tesl Annually 9-5.5.1.2
Pressure relief valves Test Anpually 8.5522
Hose connections Test 5 years 9-52.2

Hose racks Test 5 years 9-5.3.2

Backflow Pravention Assemblias Test Annually
9-6.2

Control Valves Maintenance Annually 9-3.5
Preaclion/Deluge Valves Maintenance Annually
9-433.2

Dry Pipe Valves/Quick-Opening

Devices

Maintenance Annually 9-4.4.3.2
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Operation Test Annually 2-3 4.1
Supervisory Test Semiannually 8-3.4.3
Preaction/Deluge Valves
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