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F 000 | INITIAL COMMENTS F oo
Astandard heaith survey was initiated on
03/19/13 and concluded on 03/214/13 with
deficiencies clted at the highest scope and
Severity of an "F". A Life Safety Code survey was
initiated on G3/20/13 and concluded on 03/2 113
with deficiencies clted at the highest scope and
severity of an "F" with the facility having the
Opportunity to correct deficiencles before
remedies would be recommended for imposition,
This was a Nursing Home Initlative survey with
entrance to the facility on Tuesday, 03/19/13 at
7:00 AM, ) )
After consultation with the Centers for
3| Medlcare/Medicaid Services (CMS), the standard
health Survey was re-opened on 04/1 6/13 for-
further investigation, and concluded on 04/17/13, What corrective action will be
One additional regulatory violation was cited at accomplished for those residents found to
F514 with a Scope and severity of an "E". have been affected by the deficient
F3r1 483.35(i) FOOD PROCURE, F371 practice?
SS=F | STORE/PREPARE/SERVE - SANITARY
N Dietary Staff #8 was verbally re-educated
The facllity must - ]
{1) Procure & 00 from s ources approved or by the Assistant Director of Food & l_\iutritlon
gonsidered satisfactory by Federal, State or local gy | Services on proper foad handling guidelines o
authorities; and Ui»‘*" on 3/20£2013. Trash-can with removable lid
(2) Store, brepare, distribute and serve food P was removed from the kitchen, On
under sanltary conditions 3/20/2013: the Assistant Director of Food &
Nutrition Services and the Ciinical Nutrition
Manager verbally re-educated associates
(Dietary Staff #8, #9, and the Dietary, ;
. Manager) on proper hand washing, glove }
This REQUIREMENT Is not met as evidenced changing methodology and proper food s
by: . handling to prevent cross-contamination.
Based on observation, interview, and review of
LABORATORY DIRECTOR'S ROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE i
16 18

provide sufficient protestion {o the patients. {See Insteuctions,) Except
following the date of Survey whether or not a plan of ided. F

days following the

program participation,

———— .
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y which the Institution may be excused from correcting providing it is dete
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or I8 p . For h]
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F 371 Continued From page 1 F 371 How the facllity will identify other residents
the facility's policy and pmcedufg‘ It was having the potentiai to be affected by the
determined the faclity falled to store, prepare and same deficient practice?
serve food under sanitary conditions.
Observalhs revealed three (3) of five (5) staff Re-education on policies, F007 Hand
failed to practice correct hand hyg}ene and Hyglene, FO11 Solid Waste Disposal, and
prevent contamination-of foad during a meal B017 Food Handling Guidelines for all Food
service on 03/20/13. oc Tane e
& Nutrition Services associates wilt be
The findings to include: completed by 5/15/2013. Associates on
. : extended leave wiil be re-educated upon
Review of the faclilty's policy and procedure return, (Attachment A, B, and C}
regarding Hand Hyglene, dated 11/09, revealed
alil gmployees handling \;ood shall wash hands What measures will be put Into place, or
‘;vﬂersrgquog;;ld w?;:;’sba ore putting on gloves and what systemlc changes you will make to
99 A ensure that the deficient practice will not
Review of the facllity's policy and procedure recur?
regarding Food Handling Guidslines, dated 01/12,
revealed gloves are to be placed over clean The Director of Food & Nutrition
hands. Gloves are changed between tasks and Services/Assistant Director of Food &
hands are washed after gloves are removed, Nutrition/Clinical Dietitlan will completea  /
i minimum of thirteen {13} random hand
Areview of the facility's policy and procedure washing and glove changing tray-line audits
regarding Solid Waste Disposal, dated 07/07, weekly beginning the week of 5/13/2013. Y
revealed garbage container's are clean, lined and This will be conducted for a period of four Vv
covered at all times. . (4)weeks. Each Supervisor and trayline
associate will be randomiy audited and
Observation of the meal trayline, on 03/20/13 at additional corrective action wilt be taken if
11:16 AM, revealed a large trash can placed next any issues are identified. The Hand o
to the staff handwashing area with a lid which Hygiene/Glove Changing Compliance Audit |
was not securely closed. will then be completed on trayline staff \}
) - quarterly. (Attachment D)
Intervlew with the Distary Manager, on 03/20/13
at 12:46 PM, revealed having the lid off of the
trash can would be an Infection conlrol issue. The
lid should be on at all times.
Interview with the Clinical Dietitian, on 03/20/13 at
FORM CMS-2667(02-86) Previous Verslons Obsalets Event ID:XRE611 Faclity ID: 100490 If continuation sheet Page 2 of 15 3
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‘Dietary Staff #8 pulled mashed potatoes out of a

12:46 PM, revealed having the trash can lid off
could lead to cross contamination.

QObservation of the meal trayline, on 03/20/13 at
11:20 AM, revealed the Dietary Manager, while
abtaining trayline food temperatures, dropped a
probe wipe onto the floor, reached down to pick
the probe wipe from the floor, changed her glove
and continued to obtaln food temperatures
without washing her hands,

Further observation of the meal trayline revealed

warmer and pushed them back into the warmer
with her foot, touched the side of the-metal steam
table and then placed her fingers In awhite *~ -
Styrofoam serving bowl of residents' food,
touched the handle of a plate warmer with her
gloved hand, then used the same gloved hand to
pick up a piece of toast and place it on a
resident's piate. She continued to place an oven
mit over her vinyl glove, removed the mit and
touched food on a resident's plate. In addition,
she passed a box of gloves over the food on the
steam table to the Dietary Manager and held a
resident’s plate of food up against her apron.

Continued observation revealed Dietary Staff #8
was observed leaning over the steam table
causing her apron to touch two bowis of com
sltting on the edge of the counter and green
pureed food on the steam table. She used a
divided plate for a resident's food which had been
holding an emply plastic bag.

Further observation of the trayline revealed
Dietary Staff #3 touched a plate warmer handle
with her gloved-hand and then proceeded to

-

into place?

The Director of Food & Nutrition

according to the audit findings.

ta ensure the deficient practice will not
recur, l.e. what quality assurance will be put

Services/Assistant Director of Food &
Nutrition Services will monitor and report
audit findings quarterly to the Quality
Assurance (QA) Committee for review of
trends and for the need to change the (pfén 5/15/13

'h{-‘
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touch some toast for the residents, She did not
remove her gloves, wash her hands or change i
gloves after touching the handle of the plate . ' ;
warmer. The Dletaiy Manager and Dietary Staff
#8 were observed removing gloves and regloving
without washing their hands.

Interview with Dietary Staff #9, on 03/21/13 at
1:00 PM, revealed before putting on a new palr of
gloves they were supposed to wash their hands.
To open the plate' warmer they were supposed to
use the white disposable cloths. The lld on the
trash can should not have been left open,
because it could cause Infection. She stated staff
are supposed to place thelr fingers and hands on
the edge-or bottom of the plates and bowls, never
putling thelr fingers in the foodware. When
touching the toast, after touching the food warmer
handle, she should have changed her gioves or
used tongs.

Interview with the Dietary Manager, on 03/21/13
at 1:10 PM, revealed staff should wash their
hands every fime they change their gloves. They
are supposed te hold the foodware by the edge
not placing their fingers into the foodware. They
should lean to the side of the steam table not
directly over the table, so they don't take the
chance of touching the food with thelr aprons.
She stated I there was a food item in the warmer
area, that was on the bottom shelf and something
was above it, It should be covered to prevent
splliage from the rack above. .

An Interview with the Clinical Dietitian, on
03721113 at 1:30 PM, revealed staff should wash
their hands every time they change their gloves,
they should use gloves or tongs to place toast on

FORM CMS-2667(02-99) Previous Verslons Obsolele Event i XRG511 Facliity ID: 100480 If continuation sheet Pa ge 4 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/30/2013
- FORMAPPROVED

OMB NO. 0938-0391

WESTERN STATE NURSING FAGILITY

2400 RUSSELLVILLE ROAD
HOPKINSVILLE, KY 42240

STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186228 B WING 04/17/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

‘ labeled in accordance with currently accepted

The facility must employ or obtain the services of
a llcensed pharmaclst who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlied drugs is maintained and periodically
reconciied. ‘

Drugs and biologleals used In the facility must be ;

professional principles, and include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable.

In accordance with State and Federal laws, the
facility must store ali drugs and biclogicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,

:

made correct by subtracting the administered
9:00 AM doses. This was compieted on
03/21/13 at 11:00 AM by Certified
Medication Techniclan (CMT) #14. On
3/23/13, CMT #14, was removed from
medication administration assignment and
re-trained and re-in-serviced on Medication
Administration on 3/23/13, Policy # IV-9G,
“Psychobiological/ Pharmacologicai
Interventlons Controlled Substance
Scheduled }I-vV Drugs” (Attachment E} by the
assigned Shift Facility Charge Nurse.
Additionally, disciplinary action was
conducted with the CMT by the assigned
administrative nurse on 03/23/13. A
Pharmacy and Therapeutic committee
(Pharmacy Director, Facllity Pharmacist,
Director of Nursing, ADON, and APRN)
meeting was heid on 5/6/13 to discuss
accurate reconciliation of narcotics.

No changes were recommended.

41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTWE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 371 Continued From page 4 F371
plates, but they do not have to put on a new clean
glove for each plece of toast. She stated staff
should never place their fingers In bowls, but
should hold them from underneath. She also
'| stated staff should not lean over the steam table
having their aprons totiching any food ltems, food
stored under the warmer on the bottom shelf
should be covered to prevent spillage from items
on the top shelf, no staff should use histher foot What corrective action will be accomplished
to place food back in the warmer and staff should for those residents found to have been
not use gloves to touch food on plates once they affected by the deficient practice?
have used gloves to touch other items. ) )
F 4311.483.60(b), (d), (e) DRUG RECORDS, F 431 The narcotic record of Residents #1, A, B and © .»'y
§s=E | LABEL/STORE DRUGS & BIOLOGICALS C were all reviewed and the counts were
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. How the faciiity will Identify other residents
F431) Continued From page 5 . Fa3 having the potential to be affacted by the
permanently affixed compartments for storage of same deficlent practice?
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and , "
Control Act of 1976 and other drugs subject to On 3/22/13, ail residents within the facility
abuse, except when the facillty uses single unit whe were an any type of controlled
package drug distribution systems in which the substance had the potential to be affected by
quantity stored Is minimal and a missing dose can this practice. Each unit's administrative nurse
be readily detected. reviewed each contralled substance sign out
sheet versus the on-coming and off-going
shift count sheet versus the actual narcotics
This REQUIREMENT Is not met as evidenced present in the narcotics box. There were no
- : discrepancies noted on any unit. An in-
Based on observation, interviéw. record review service was conducted with all ticensed
and review of the facliity's policy and procedure, it Nurses and Certified Medication Techniclans
was determined the facility falied to ensure on 03/25/13 by the Director of Nursing (DON)
narcotic records were accurately maintalned for and completed on 03/28/13 by the assigned
one (‘;) refsé:ien{ (Resl:fentt #Qaia]the s;'eded Facility Charge Nurse to ensure all staff who
m%ep%d r:gige!:t: (el;ezigents }r\'eer a)n dc), administer medications were re-educated on
during an observation of a narcotic count with. the importance of documentation of the
Centified Medication Techniclan (CMT) #14 at scheduled substance on the sign-out sheet
9:30 AM on 03/21/13. immediately after it is administered. A
reminder of the importance of documenting
The findings Include: the administration of all medications after
cussed 8 in-
A review of the faciiity's policy and procedure, :}:‘Z ::,gsz?: cm:sez‘:e_e di c::i:,e:n :: eis "
Controlied Substances, dated May 2011, revealed ;
the narcotic count form would be maintained on importance of comparison of the actual
the unit medication cart. Documentation on the medication from pharmacy with the order on
natcotic count form would Include the remalning the MARS.
balance of the scheduled drug after each dose
administered. The Controlied Substances policy
also stated a Scheduled If and Scheduled HlI-IV
drug count would be verified by the off-going and
on-coming licensed nurses and/or any time there
was a change in assignment, Verification of the
count would be recorded on the Scheduled Ii and
FORM CMS-2567(02-9) Previous Versions Obsolete Event ID:XRGE11 Facility 1D: 100480 if continuation sheet Page 6 of 15
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F 431 Continued From page 8 F 431 additionally, on 03/25/13, the narcotic sign- ‘

Scheduled lH-IV monthly count sheet. Any
discrepancy In the count would be reported to the
Unit Gharge Person, an investigation into the
discrepancy would be started, and the
discrepancy report forwarded to the Director of
Nursing (DON).

Observation of a narcotic count with CMT #14, on
03/2113 at 9:30 AM, revealed she had not signed
out the morming narcotics for the following
residents;

Areview of Resident #1's Tramadol 50 mg
medication card revealed there were 36 pills;
however, a review of Resident #1's Tramado! 50
mg scheduled I11-V Drug Administration form
revealed thare were 38 pllis.

Areview of Unsampled Resident A's, Ativan 1 mg
medication card revealed there were 46 plils;
however, a review of Resident A's Ativan 1 mg
scheduled H-V Drug Administration form
revealed there were 47 pilis.

Areview of Unsampled Resident B's Ativan 0.5
mg medication card revealsd there were 12 plils;
however, a review of Resident B's Ativan 0.5 mg
scheduled 1Il-V Drug Administration form
revealed there were 13 plils,

Areview of Unsampled Resident C's,
Clonazepam 1 mg medication card revealed
there were 69 piils; however, a review of Resident
C's Clonazepam 1 mg scheduled Hi-V Drug
Adminlstration form revaaled there were 70 pills.

Interview with Certified Medlcation Technician
{CMT) #14, on 03/21/13 at 10:00 AM and

out sheets were combined with the
Medication Administration Record (MAR) to
accurately maintain the balance of the
administered doses of the narcotics after
each dose Is administered, Reorganization of
this system was completed by the assigned
ward clerk of each unit on 063/25/13.

What measures will be put into place, or
what systemic changes you will make to
ensure that the deficient practice will not
recur?

On 4/5/13 ,the charge nurses on each unit
have begun compieting a Scheduled Narcotic
Accuracy Monitoring Form. This monitoring
form compares the actual number of
narcotics available In the doubie-iocked
controlied substance drawer, versus the
individual resident sign out sheet versus the
beginning and end of shift count off sheet
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F 431/ Continued From page 7 F 431, This form (Attachment F) will continue to be
04/ '!711 3 at 10:05 AM, r e‘{ealed she was completed three (3) times a week on all three
assigned to pass medications for Resident #1 shifts for two (2) months. After two (2)
and Unsampled Resldent's A, B and C on months a total of three {3) residents wili be
03/21/13. She stated every resident on that itored weekly. 1 th
medication cart received a narcotlc in the monitared weekly. It there are no
morning, except for one resident, and she was discrepancies, then one (1) resident on each
able to remember all the narcotics she gave shift wilt be monitored for two (2) manths.
without signing them out after each narcotic was After two (2) months a total of three (3)
given, She further stated she did not sign out their residents will be monitored weekly. (f there
Scheduled -V narcotics when she pulled them are no Issues found, then one (1) resident on
because she was taking a shortcut. CMT #14 each shift will be monitared for two (2)
revealsd this was not the correct thing fo do and

months. Thereafter, a totai of two (2)
she had been tralned In the CMT program and at A ! )
the facllity to sign-out narcotics when pulling residents a month will be monitored on a
them. She also stated it was the facility's practice random unit and random shift. The
for the off-going and the on-coming nursing staff compieted Scheduled Narcotic Accuracy
to count the narcotics and make sure they were Monitor Form will be sent to the
reconclled to the count in the monthly count sheet Administrative Nurse on each unit after
kept on each medication cart, completion. If at any time the charge nurse
. i
Interview with CMT #13 and CMT #15, on e e e e
04/16/13 at 8:20 AM and 2:00 PM, revealed they Screpancy in count, the Staif Facillty Charg
always signed out narcotics when they puiled : Nurse~(SFCN) will be notified iImmediately. An
them because that's the way they were tralned. investigation will immediately be initiated by
. . the SFCN to find where the discrepancy
Interview with Registered Nurse {RN) #1, on occurred. If the cause of the discrepancy
03/21/13 at 1:55 PM, revealed she would have cannot be located the SFCN will contact the
expacted sach narcotic to be signed out after Director of Nursing (DON), Any nurse or CMT
each one was given according to the facility's who is responsibie for a discrepancy in count
policy. She revealed it was the practice and i be i diately pulied fr
poiicy of the facility to have each off-golng nursing or an error wiitbe immedately puled from
staff count all narcotics with the on-coming the medication cart and education wili be
nursing staff assigned to pass medicalions and if provided prior to being assigned a medication
thera was a discrepancy it was to be reported cart.
immediately to the unit charge nurse and the:
DON.
Interview with RN #12, on 4/16/13 at 3:50 PM,
FORM CMS-2607(02-99) Previous Versions Obsoleta Event ID:XRG611 Faciiity 1D: 100480 If continuation sheet Page & of 15
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‘Interview with the DON, on 03/21/13 at 2:25 PM,

‘| errors were reported quarterly to the governing

on-coming nursing staff to ensure the count was
correct. He stated any discrepancy would be
reported immediately to the Unit Charge Nurse
and the DON. o :

reveaied staff should immediately sign-out a
narcotic as soon as It was given to make sure the
count was accurate according to the facllity's
policy. The DON stated it was the policy of the
faciiity to have each off-going nursing staff count
all narcotics with the on-coming nursing staff
assigned to pass medications and if there was a
discrepancy It was to be reported immediately to
the Unit Charge Nurse and the DON.

Interview with the facllity's Pharmacist, on
04/15/13 at 3:30 PM, revealed he had not
ldentifled any concerns with narcotics at the
Nursing facillly. The Pharmacist stated pharmacy
staff provided inservice's for the nursing faciiity
staff and were involved in creating policles and
reviewling /revising policies, as necessary.

Interview with the facility's Administrator, on
04/16/13 at 3:00 PM, revealed the Quaiity
Assurance {QA) Committee had not identifled any
pharmacy or medication errar concerns In the
past year. He stated the facility's medication

body and If the facliity Identified a concern they
waould invite the Pharmacist to QA.

completing 2 weekly Administrative Narcotic
Accuracy Completion Form monitor

(Attach t G) on their assigned unit and
forward the form to the DON or Assistant
Director of Nursing (ADON) as another check
of completion of the monitors and that the
narcotic counts are accurately maintained in
all aspects (See Attachment B}, Shouid a
discrepancy be noted, the administrative
nurses will complete training and in-servicing
with the nurse/CMT who is not accurately
maintaining the narcotic records. This wili be
Initiated immediately upon discovery of the
inaccurate monitoring. The results of ail
manitors will be reported to the Quality
Assurance Committee by the DON/ADON on
a quarterly basis with action plans developed
for any issues of non-compliance,

x4 1D - SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X6
PREFIX |. (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
7Y REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431/ Continued From page 8§ F 431
revealed he always signed out the narcotics as he How will the corrective action be manitored
puiled thern out of the box because that was the to ensure the practice will not
way he was trained In nursing school and It was recur, Le, what quallity assurance will be put
the facillty's policy. He also stated he would Into place?
count all narcotics on his assigned unit at the
beginning and end of each shift with the. On 4/5/13, the Administrative Nurse began 5/1/13
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F 463 | 483.70(f) RESIDENT CALL SYSTEM -
88=£ | ROOMS/TOWLET/BATH

The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and tollet and bathing
facilities, ‘

This REQUIREMENT is not met as evidenced

Vi .
Based on observation and interview it was
determined the facility falled to provide an
accessible emergency call system in two (2) of
three (3) men's bathroom stalis and and two (2)
of three (3) women's bathroom stalls on unit 331.

Tﬁe findings include:

Observation, on 03/20/13 at 10:10 AM, revealed
emergency call cords which were less than five
(5} inches in length in two (2) of three (3}
women's bathroom stalls and In two (2) of three
{3) men's bathroom stalls on unit 331.

interview with Registered Nurse (RN) #2, on
03/20/13 at 4:05 PM, revealed all bathroom stalls
should have emergency pull cords accessible to
the residents, but If it was a handicap toilet the
residents using the restroom would never be left
alone, He stated he did not know what had
happened to the pull cords that were there. He
stated staff should have made out a work ticket
and submitted it to the Maintenance Department
for repairs to the emergency pull cords.

Interview with the Maintenance Director, on
03/20/13 at 4:30 PM, revealed the facllity was
currently out of long pull cords so he was

F 463 What corrective actions will be
accomplished for those residents found to
have been affected by the deficlent
practice?

On 3/22/13, call light cords were replaced
with temporary cords to ensure proper
length until new cords were recelved. On
4/3/13, new emergency call light cords
greater than 5” in length were installed in
each resident bathroom stall on unit 331,

How the facility will identify other residents
having the potentlal to be affected by the
same deficient practice?

As all facility resldents and staff have the
potential to be affected by the same deficlent
practice, on 4/3/13, all restrooms were
checked and new emergency call light cords
greater than 5” in length were installed in
each resident bathroom stall on units 311,
312,and 332. On 5/14/13, an In-service wlll
be held for all staff in regards to installation
of new bathroom stall call lights in resident
bathrooms with all in-servicing to be
completed by 5/21/13. (All employees on
extended leave at the time of in-servicing will
be in-serviced upon return to work.} On
5/14/13, all residents with cognition to
understand wili be provided education during
Resident Council meeting in regards to
bathroom call lights in resident bathrooms.
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F 463 | Continued From page 10 ' . F 463 Continued on Page 14
improvising with other cords till the original cords
come in. He stated there should have been iong
emergency pull cords in every bathroom.
F 514 483.75(I)(1) RES F 514 What carrective action wiil be accomplished
§s=¢ | RECORDS-COMPLETE/ACCURATE/ACCESSIB for those resldents found to have been

LE

The facility must maintain clinical records on each
resident In accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
seyvices provided; the resuits of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and review of the facility's policy and procedure, it
was determined the facllity falled to ensure
narcotic records were accurately maintained for
one (1) resident (Resident#1) in the selected
sample of twenty (20) residents and three (3)
unsampled residents (Unsampled Residents A, B,
and C) during an observation of a narcotic count

with Certified Medication Technician (CMT) #14 at

9:30 AM on 03221118,
The findings include:

Review of the facility's policy and procedure
ragarding Medication Administration and

!

affected by the deficient practice?

Resident #14, # A, #8, and #C were reviewed
and the administered narcotics were
subtracted on the narcotics sign out sheet.
The residents had received their scheduled
medication; therefore there was no harm to
the residents related to failure to sign out the
narcotic Immediately after administration. On
3/23/13, the next assigned working day, the
Certified Medication Technician (CMT), #14
was relleved of her assigned duty on the
medlcation cart and was not allowed to pass
medications until in-servicing and re-training
had been completed. On 3/23/13, CMT #t14
was in-serviced on Pollcy #IV-9 G, “The
Psychobiological/Pharmacological
Interventions Controlled Substance Scheduled
-V Drugs”. (Attachment E) by the assigned
Staff Facility Charge Nurse. Additionally,
disciplinary actlon was conducted with the
CMT by the Adminlistrative nurse assigned to
that unit on 03/23/13.
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F 514 | Continued From page 11 F 514 How the facllity will iIdentify other residents
. having the potential to be affected by the
Documentation, dated February 2013, revealed same deficlent practice?
the Licensed Nurse or assigned Medication Aide P
should record the administration of all Scheduled
Hi-V drugs on the Resident Scheduled Iil-V All residents who have a controlled
Administration Record and on the Medication dication have the potential to be affected
Administration Record. by this practice. On 03/22/13,the
administrative nurse for each assigned unit
Observation of & narcotic count with CMT #14, on revlewed the controlled substance counts of
03/21/13 at 9:30 AM, rgvealed she had not signed all residents with no discrepancies noted, On
out the morning narcotics for the following I of th lled sub
residents: 03/25/13, all of the controlled substance
) records were combined with the Medication
Areview of the narcotic count sheets for Resident Administration Recard (MAR) to make it mare
#1, Unsampled Residents A, B and C revealed convenient for staff to accurately maintain
the counts documented did not refiect the actual the balance of the administered doses of the
pill sount in the blister packs for Resident #1's - controlled substance after each dose s
Tramadol 50 mg, Unsampled Resldent A's Ativan dministered. {Previously, the controlled
1 mg, Unsampled Resident B's Ativan 0.5 mg, :ubs:;:czr:h;t was I: ay;!iff:rent binder)
and Unsampled Resident C's Clonazepam 1 mg. , '
This was completed by the ward ¢lerk
Review of the narcotic count sheet revealed assigned on each unit.
Resident #1 had 38 Tramadol pills and the biister :
pack had 36. Unsampled Resident A's narcotic What measures will be put inta place, or ;
count sheet revealed a count of 47 Ativan, when what systemic changes you will make to ;
the blister pack had 46 pills. Unsampled Resident that the deficient practice will not !
B's narcotic count sheet stated a count of 70 recur? ;
Cionazepams and the blister pack had 69 pllis.
Interview with Certified Medication Techniclan On 3/25/13, an in-service on SOP Section IV
{CMT) #14, on 03/21/13 at 10:00 AM, revealed 9G {Attachment E) was conducted with all
she should have signed the narcotics out at the Licensed Nurses and Certified Medicatlon
time the narcotic was given. - Techniclans on 3/25/13 by the Director of
Nursing, and completed on 3/28/13 by the
Interview with Registered Nurse (RN)#1, on Shift Facility Charge Nurse, to ensure all staff
03/21/13 at 1:45 PM, revealed she would have who a dm;g%w mg edlc:tio'ns were re-
expected each narcotic to be signed out after g o h g ¢
each one was given according to the facllity educated on the Importance o
policy. documentatlon of the scheduled substance
Facllly 1D: 100490 If continuation sheet Page 12 of 15
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on the sign-out sheet immediately after it is
administered. A reminder of the importance
of documenting the administration of all

F 514 Continued From page 12 F 514

Interview with the Director of Nursing (DON), on

03/21/13 at 2:26 PM, revealed staff should medications after they are given was
immediately sign out a harcotic as soon as it was discussed as well. This in-service also Included
given to make sure the narcotic count was re-education on the importance of

accurate according to the facility's policy. comparison of the actual medlcation from

pharmacy with the order on the MARS. The
combining of the controlled substance binder
into the MARS binder to ensure all of the
sheets were in one place and to eliminate the
use of a separate binder was presented in the
in-service as well.

How willl the carrectlve action be monitored
to ensure the deficlent practice will not
recur, l.e. what quality assurance will be put
into place?

On 4/5/13, the Unit Charge Nurse on each
unit began to complete a Scheduled Narcotic
Accuracy Monitor Form of the scheduled
narcotlc count three (3) times a week on all
three shifts for two (2) months. After the
inltial two month period If no discrepancies
are encountered then a total of three (3)
residents wlll be monitored weekly times two
maonths, Again, if no problems are identified,
one (1) resident on each shift will be
monitored times two {2) months. Atotal of
two (2) residents a month will be monitored
on & random unit and random shift thereafter
{Attachment F).

Contlnued on Page 15
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Continued from page 10 5/30/13

systemic changes made to ensure that the
deficlent practice will not recur?

Effective 5/22/13, the Unit Charge Nurse on
each unit will monltor the call lights every
shift for two weeks. The Safety Specialist
/Malntenance Superintendent will monitor
the call lights daily (for two weeks), weekly
(for two months), then quarterly {for one
year) for functien ability and proper tab
length and will report findings to MHMR
Facllity Superintendent. {Refer to
Attachments H, |, J, and K}

How the facility plans to monitor its
perf to that solutlons are
sustained?

Effectlve 5/22/13, the MHMR Facility
Superintendent will supervise the corrective
actions by reviewing the monitors and
ensuring the call cords are installed and
report findings to the QA Committee and the
Safety Risk Management Committee on a
quarterly basis for one year with action plans
developed for any issues of noncompllance.
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A Pharmacy and Therapeutic committee
(Pharmacy Director, Facility Pharmacist,
Director of Nursing, ADON, and APRN)
meeting was held on 5/6/13 to discuss
accurate reconclllation of narcotics.

No changes were recommended.

5/1/13
F514 Continued from page 13 F 514

If at any time a problem is identified, the
frequency and number of residents will be
increased for more extensive monitoring.
Upon completion of the Scheduled Narcotic
Accuracy Monltor Form, should any
discrepancy be noted the Staff Facility
Charge Nurse (SFCN) will be immediately
notified. An investigation will be initiated
to locate the source of the discrepancy. if
the source is not immediately discovered,
the SFCN will notify the Directar of Nursing
(DON). Any staff member who Is
responslble for a discrepancy will be
immedlately pulled off of the medication
cart and re-tralning initiated. This will be
completed by the Administrative Nurse for
that unit. Should this occur on a weekend
or off shift, the SFCN will complete the
education. Disciplinary Action wiil be
conducted with any noted medIcation error
and/or failure to document. Completed
Narcotic Accuracy Monitor Forms will be
routed to the DON or ADON for review.
{Attachment G).The results of the
monitoring wlll be reported to the Quality i
Assurance (QA) Committes by the
DON/ADON on a quarterly basis with action
plans developed for any issues of non-
compliance.
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K 000 | INITIAL COMMENTS K000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1958
SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Three (3) story, Type I
(222)

SMOKE COMPARTMENTS: Ten (10) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Installation in progress
but not operational.

GENERATOR: Type I generator. Fuel source is
diesel.

A standard Life Safety Code survey was initiated
on 03/20/13 and concluded on 03/21/13. Westemn
State Nursing Facility was found to be notin
compliance with the Requirements for
Participation in Medicare and Medicaid in
accordance with Title 42, Code of Federal
Regulations, 483.70 (a) et seq. (Life Safety from
Fire). The facility is certified for one hundred forty
four {144) beds with a census of ninety sight (98)
on the day of the survey.

The findings that follow demonstrate

't ending with an o] a y which the institution may be from ¢ 9 P g it is detenmmined ihat
sufticient protection to the p . {See } Except for homes, the 0 slﬂedabmemdmnsablemdays
following the date of survey whether or ot a plan of ¢ is p For g homes, the above findings and plans of comrection are disclosabie 14
days foflowing the date these are made to the facilily. ¥ are ciled, an app d plan of comrection is requisite to continued

program participation.
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K 000 | Continued From page 1 K 000
noncompliance with Title 42, Cods of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire).
Deficiencies were cited with the highast
deficiency identified at *F* level. What corrective action will be accomplished
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD KO27|  for those residents found to have been
$8=D affectad by the deficient practica?

Door openings in smoke barriers have at least a
20-minute fire protection rating or are at least
134inch thick solid bonded wood core. Non-rated
protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
Horizonta! sliding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7.5, 18.3.7.5,
19.3.7.7

This STANDARD is not met as evidenced by:

Based on cbservation and interview, it was
determined the facility failed to ensure cross
-corridor doors located in a smoke barrier would
resist the passage of smoke in accordance with
NFPA standards. The deficiency had the
potential to affect four (4) of ten (10) smoke
compartments, residents, staff and visitors. The
facility is certified for one hundred Yorty four (144)
beds with a census of ninety eight (98) on the day
of the survey.

The findings intlude:

Obsarvation, on 03/21/13 at 9:15 AM, with the
Maintenance Supetintendent revealed the cross

Metal striplng was installed on Aprll 11, 2013
and fire rated smoke striping on May 7, 2013 to
the cross corridor doors located in the 331 and
313 Hall, to ensure the corridor doors resist the
passage of smoke In accordance with NFPA
standards.

How the facility will identify other residents
having the potentlal to be affected by the same
deficient practice?

As all residents, staff and visitors have the
potentlal to be affected, in order to dentify the
same deficient practice, the Maintenance
Superintendent Inspected all cross corridor
doors to ensure they resist the passage of
smaoke on 3/22/13,

What measures will be put into place or
systemic changes made to ensure that the
deficient practice will not recur?

On May 9, 2013, the Safety Specialist, in-
serviced all Western State Nursing Facility staff
in accordance with NFPA standards of a smoke
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K027 | Continued From page 2 K 027! barrier and how doors would resist the passage
corridor doors located In the 331, and 313 Hall of smoke to ensure the deficient practice will
had a gap too large and would not resist the not recur. Malntenance staff wlll be in-
passage of smoke. serviced on May 14, 2013,
N . _ How the facility plans to monitor its
:\:z:t‘tn:wnance. oo gi’s:;;;ammt 9.15;-:3:;::?&35 not performance to ensure that solutions are
sustained?
aware the door had developed a gap that was too
large fo resist smoke. Effective May 15, 2013, tha Safety
Speclalist/Malntenance Superintendent will 6/30/13
conduct rounds to ensure corridor doors will
resist the passage of smoke. A weekly
Reference: NFPA 101 (2000 edition} monitoring system for three (3) months will be
put Into place requiring the Safety
8.3.4.1° Doors In smoke barriers shall dose the Specialist /Maintenance Superintendent to
ing leaving submit an inspection report. This will be
:g;n::g :ninimum clearance necessary for proper submitted to the MHMR Facility Services
operation Supervisor/ Superintendent for review.
and shall be without undercuts, fouvers, or grilles. After monitoring for three (3) months,
monltoring will change to monthly thereafter.
Reference: NFPA 80 (1999 Edition) The Safety Speclalist monitoring report will be
Standard for Fire Doors 2-3.1.7 turned into the Performance Improvement
The clearance between the edge of the door on Committee quarterly for review and follow up
the pull side shall be 1/8 in. (+/) 1/16 in. (3.18 to ensure the Inspections are being made and
mm (+/-) 1.59 mm) for stesl doors and shall not the smoke barrler doors are in accordance with
exceed 1/8 in. (3.18mm) for wood doors. NFPA standards, (Attachments A, B, and C)
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029
S8=0 What corrective action will be accomplished
Ons hour fire rated construction (with 34 hour for those residents found to have been
fire-rated doors) or an approved automatic fire affected by the deficlent practice?
extingulshing system In accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. Whan Self-closing devises and rated doors to meet
the approved automatic fire extinguishing system the requirements of Protection of Hazards in
option is used, the areas are separated from accordance with NFPA standards for the rooms
other spaces by smoke resisting partitions and identified as hazardous requiring a self-closing
doors. Doors are seif-closing and non-rated or
fleld-applied protective plates that do not exceed
48 Inches from the bottom of the door are
permitted.  19.3.2.1

FORM CHMS-2567(02-99) Previous Versions Cbsolate Event ID:XRG521 Faclity (D: 100490
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K 029 | Continued From pags 3 K 029 device located In eight (8) storage closets, two

This STANDARD s not mat as avidenced by:

Based on observation and intervisw, it was
datermined the facility falled to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
daficiency had the potential to affect thres (3) of
ten {10) smoke compartments, residents, staff
and visitors. The facility is certified for one
hundred forty four (144) beds with a census of
ninaty eight (98) on the day of the survey. The
facility falled to provide selif-closing devices for
doors protecting hazardous areas.

The findings include:

Observation, on 03/21/13 between 8:30 AM and
3:30 PM, with the Maintenance Superintendent
revealed rooms required being self-closing or
containing a hazardous amount of combustibles
did not have self-closing device to keep the door
closed. The rooms identified as hazardous
requiring a self-closing device were located in the
following areas:

1) Eight (8) storage closets, two (2) with unrated
doors, located in the 333 Hall.

2) The smoking room iocated in the 332 Hall.

3) Treatment Room located in the 313 Hall

4) Human Resources located in the 313 Hall.

5) Rooms 320A, and 320B located in the 313
Hall did not have a self-closer or a rated door.

{2) with unrated doors, located In the 333 Hall;
the smoking room located In the 332 Hall;
treatment room located in the 313 Hall; Human
Resources located In the 313 Hall; and Rooms
320A, and 3208 located in the 313 did not have
a self-closer or a rated door.

How the facllity will identify other residents
having the potential to be affected by the same
deficlent practice; and what corrective action
will be taken.

The deficlency had the potential to affect three
{3) of ten (10) smoke compartments, residents,
staff and visitors. On March 22, 2013, an
Inspectlon of all facility rooms was conducted by
the Maintenance Superintendent, to identify
other rooms with the same deficient practice. A
purchase order and work order was submitted
for the corrective actlon taken to purchase and
install additlonal self-closing devices and rated
doors.

What measures will be put into place or
systemic changes made to ensure that the
deficient practice will not recur

On May 14, 2013, an In-service will be
conducted by Safety Specialist with all staff
regarding NFPA standards of Protectlon of
Hazards to ensure the deficient practice will not
recur, Effective May 15, 2013, rounds will be
made on each unit, each week by the Safety
Speciallst/Malntenance Superintendent

for room Inspection to ensure self-closing
devices and fire rated doors are on rooms
protecting hazardous areas and working

propgrly.
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Interview, on 03/21/13 between 8:30 AM and 3:30
P, with the Maintenance Superintendant
revealed he was not aware the doors to these
rooms did not mest the requirements for
protection from hazards.

84.13

Doors in barriers required to have a fire
raslstance rating shall have a 3/4-hour fire
protection rating and shall be ssif-closing or
autornatic-closing in accordance with 7.2.1.8.

Refarence:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.
19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by & fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordanca with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
option Is used, the arsas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be seti-closing or
automatic-closing. Hazardous areas shail
includa, but shali not be restricted to, the
following:
(1) Boilsr and tuel-fired heater rooms
(2) Central/bulk laundries larger than 100 fi2

performance to ensure that solutions are
sustained;

A weekly monitoring system for three {(3)
months and monthly thereafter for one (1) year,
was put Into place requiring the Safety
Speclalist/Maintenance Superintendent to
complete a Protection of Hazards Inspection
Monltor report to list the hall inspected, room,
date, condition and date of repairs.
{Attachments B, C, and D) The report will be
submitted to the MHMR Facility Services
Supervisor/ Superintendent for review. After
monltoring for three (3) months, monktoring will
change to monthly thereafter for one (1) year.
The Safety Speclalist will submit the monltoring
report to the Perfermance Improvement
committee quarterly for review and follow-up to
ensure the inspections are being made and the
doors protecting hazardous areas are In
accordance with NFPA standards.
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(9.3 m2)
(3) Paint shops
{4) Repair shops
(5) Soiled linen rooms
(6) Trash collection rooms
{7) Rooms or spaces larger than 50 f12 (4.6 m2),
including repair shops, used for storage of
combustible supplies
and equipment In quantities deemed hazardous
by the authority having jurisdiction
(8) Laboratories employing flammable or
combustible materials in quantiies less than
those that would be considered a severe hazard.
Exception: Doors In rated enclosurss shall be
permitted to have nonrated, factory or
field-applied
protective plates extending not more than
48 In. (122 cm) above the bottom of the door. What cor will be lished
K045 | NFPA 101 LIFE SAFETY CODE STANDARD K045 o1 those residents found to have bee|.1
S§S=E affected by the deficient practice?
illumination of means of egress, including exit
discharge, is arranged so that failure of any single On 4/4/13, two-bulb fixtures were installed at
lighting fixture (bulb) will not leave the areain units 311 and 331 facllity means of egress so
darkness. (This doas not refer to emergency that lliumination shall be continuous and that
lighting In accordance with section 7.8.)  19.2.8 fallure of any single lighting unlt does not result
in a loss of flumination.
How the facllity will identify other residents
having the potential to be atfected by the same
This STANDARD is not met as evidenced by: deficient practice?
Based on observation and interview, it was
determined the facility failed to ensure exits were As all facility resldents, staff, and visitors have
equipped with lighting in accordance with NFPA the potential to be affected by the same
standards. The deficiency had the potential to deficlent practice, on 4/4/13, two-bulb fixtures
affect six (6) of tan (10) smoke compartments, were Instelled at units 312, 332, and 321 facllity
residents, staff and visitors. The facility is certified means of egress so that lllumination shall be
for one hundred forty four (144) beds with a continuous and that fatlure of aAny single lighting
census of ninety eight (38) on the day of the unit does not result in a loss of illumination.
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K045 | Continued From page 6 K045 What measures will be put into place or
survay. The facility failed to provide required systemic changes made to ensure that the
Hiumination outslde an exit for discharge. deficlent practice wiil not recur?
; . On 5/14/13, all faclliv taff will be In-serviced in
The findings include: regar/ds t/o inst>* the two-bulb lighting
Observation, on 03/21/13 at 3:00 PM, with the ures=” ¢ kg gﬁ*;,‘;j‘p‘,‘;;:;:'g;"g
Malntenance Superintendent revealed the exits *In-servicing will be
located in the stairwell of the 311, and 331 Hall ©)
did not have a light installed outside to provide
the required Hlumination for exit discharge. The Its
exits were equipped with a light fixture with only wis are
one bulb Installed.
Interview, on 03/21/13 at 3:00 PM, with the
Maintenance Superintendent revealed he was not . 6/30/13
aware the exits did not have the required il
Hlumination for egress lighting. reeks,
t 1thly
for .
mal. . e minimum
criteri, .« replace the bulbs as
needed. .ss will be reported to MHMR
Reference: NFPA 101 (2000 Edition) Facllity Se .ces Superintendent/Supervisor.
{Attachments E, F, and G) Effective May 15,
19.2.8 INumination of Means of Egress. 2013 the MHMR Facllity Services ‘
Means of egre:ss Shal!vbe lluminated in Superintendent/Supervisor will review the
accordance with Section 7.8. monitors and ensure the two-bulb fixtures
operate so that llumination shall be continuous,
7.8 ILLUMINATION OF MEANS OF EGRESS The Facllity Services Superintendent/Supervisor
7.8.1 General. will also ensure the monitors are completed and
78.4.1° reported to the Quality Assurance Committee
Hlumination of means of egress shall be provided and the Safety Risk Management Committees on a
in accordance with Section 7.8 for every building quarterly basis for one (1) year.
and structure whave required in Chapters 11
through 42. For the purposes of this requirement,
exit access shall include only designated stalrs,
aisles, corridors, ramps, escalators, and
FORM CMS-2567(02-98) Provious Varsions Obsolets Event I XRG521 Faclity {0 100480
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passageways leading to an exit. For the purposes
of this requirement, exit discharge shall include
only designated stairs, aisles, corridors, ramps,
escalators, walkways, and exit passageways
leading to a public way.

7.81.2

Illumination of means of egress shall be
continuous during the time that the conditions of
occupancy require that the means of egress be
available for use. Artificial lighting shall be
employed at such locations and for such periods
of time as required to maintain the illumination to
the minimum criteria values herein speciffed.
Exception: Automatic, motion sensor-type
lighting switches shall be permitted within the
means of egrass, provided that the swilch
controliers are equipped for fall-safe operation,
the itlumination timers are set for a minimum
15-minute duration, and the motion sensor is
activated by any occupant movement in the area
served by tha lighting units.

7813

The floors and other walking surfaces within an
exit and within the portions of the exit access and
exit discharge designated in 7.8.1.1 shall be
flluminated to values of at ieast 1 fi-candle (10
lux) measured at the floor. ,
Exception No. 1: In assembly occupancies, the
Hlumination of the floors of exit access shall be at
feast 0.2 fi-candle (2 Jux) during pericds of
performances or projections invoiving directed
light.

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

78.14°

Required illumination shall be arranged so that
the failure of any single lighting unit does not
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result In an flumination level of less than 0.2
ft-candle (2 hux} in any designated area.
K050 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=F
Fire drills are held at unexpected fimes under
varying conditions, at least quarterly on each shift.
The staff is famillar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise loadership. Where drills are
conducted batween 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms.  19.7.1.2

This STANDARD is nol met as evidenced by:

Based on interview and fire drill record review, it
was determined the facility falled to snsure fire
drills were conducted quarterly on each shift at
unexpected times, In accordance with NFPA
standards. The deficisncy had the potential fo
affect ten (10) of ten (10) smoke compartments,
residents, staff and visitors. The facility Is certified
for one hundred forty four (144) beds with a
census of ninety eight (98) on the day of the
survey. The facility failed to ensure the fire drills
were conducted at unexpecied times on third
shift.

The findings include:

Fire Drill reviaw, on 03/20/13 at 2:51 PM, with the
Maintenance Superintendent revealed the facility
falled to conduct fire drills at unexpected times on
third shitt.

K 050 What corrective action(s) will be
accomplished for those residents found to
have been affected by the defitient practice?

The corrective actlon will be accomplished for
those resldents found to have been affected
by the deficient practice by the MHMR Facility
Services Supervisor reviewlng the Western
State Nursing Facllity Monthly Fire Drill Report
each month and completing a quarterly
monitor to ensure that fire drills are at
unexpected times on third (3"} shift..

How the facility wlil Identify other residents
having the potential to be affected by the
same deficlent practice; and what corrective
action will be taken?

The deficiency had the potential to
affect ten (10) of ten (10) smoke
compartments, residents, staff and
visltors. A Monthly Fire Drill Report will
be completed by the Safety Specialist
and in his absence, the Safety
Coordinator, and submitted to the
MHMR Facility Services Supervisor for
review effective 5/15/13.

What measures will be put Into place or
systemic changes made to ensure that
the deficlent practice will not recur?

Effective May 14, 2013, the Safety
Speclalist/Safety Coordinator will conduct
monthly fire driils at unexpected times on
third shift,
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How the correctlve action(s) will be
K650 | Continued From page 9 K050]  monitored to ensure the deficlent
practice will not recur, i.e. what quality
assurance will be put into place?
Interview, on 03/20/13 at 2:51 PM, with the

Maintenance Superintendent revealed he was not The MHMR Facility Services
awari:;;te fire drills were not being conducted as Supervisor/Superintendent will review the 6/30/13
fequired. Monthly Fire Drill Report (Attachment H)

each month and complete a quarterly
monitor for one (1) year to ensure the fire
drills are conducted at unexpected times

Referance: NFPA Standard NFPA 101 19.7.1.2. on third (3"} shift. The Safety Specialist

Fire drills shall be conducted at least quarterly on will submit a quarterly report to the

each shift and at unexpected times under varisd Performance Improvement Committee

conditions on all shifts. for review and follow-up to ensure the
fire drills are conducted at unexpected

Rafarance: NFPA 101 Life Safety Code (2000 times on third shift.

Edition).

19.7* OPERATING FEATURES

19.7.1 Evacuation and Relocation Plan and Fire

Drills.

19.7.1.1

The administration of every health care
occupancy shall have, in effect and available to
all supervisory personnel, written copies of a plan
for the protection of all persons in the event of
fire, for their evacuation to areas of refuge, and
for their evacuation from the building when
necessary. All employees shall be periodically
instructed and kept informed with respect to their
duties under the plan. A copy of the plan shall be
readily avallable at all times In the telephone
operator ' s position or at the securily center.

The provisions of 19.7.1.2 through 19.7.2.3 shalt
apply.

19.7.1.2°

Fire drills in health care occupancies shall include
the transmission of a fire alarm signal and
simulation of emergency fire conditions. Drills
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shali be conducted quarterly on each shift to
familiarize facllity personnel (nurses, intemns,
maintenance englneers, and administrative staff)
with the signals and emergency action required
under varied conditions. When drills are
conducted betwesn 9:00 p.m. (2100 hours) and
6:00 a.m. (0600 hours), a coded announcement
shall ba permitted to be used instead of audible
alarms.

Exception: Infirm or bedridden patients shall not
be required to be moved during drills to safe
areas or to the exterior of the building.

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
$S=F Afire alarm system required for life safety Is ;Nhat carrective actions will be accomplished
Installed, tested, and maintained in accordance ar those reslidents found to have been

with NFPA 70 National Electrical Code and NFPA affected by the deficient practice?

72. The system has an approved maintenance
and testing program complying with applicable The Simplex representative made adjustments
requirements of NFPA70 and 72.  96.14 to the language of the current contract.
Changes to the contract wlll include testing
and maintenance of the fire alarm system will
be conducted on a quarterly basls. These
changes to the current contract will enable
the fire alarm sy to be In compliance with
NFPA 70 National Electrical Code and NFPA
72, (Attachment 1} This contract will be

effective 5/9/13.

This STANDARD is not met as evidenced by:
Based on interview and fire alarm inspection
review, the facility failed to test the fire alarm
systern quarterly per NFPA standards. The
deficiency had the potential to affect ten (10) of
ten (10) smoke compartments, residents, staff,
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?"d ‘(’;smmce:uhﬁee;a:;? mm’;h;ﬁr Zfd;?ngty having the potentlal to be affected by the
four s a
sight (98) on the day of the survey. The faciity same deficient practice?
Tafled to conduct quarterly fire alarm testing. All facllity resldents, staff, and visitors have the
The findings include: potential to be affected by the same deficlent
practice. On 5/9/13, the fire alarm system
Fire alarm inspection review, on 03/20/13 at 2:59 contract was adjusted to ensure that quarterly
PM, with the Malntenance Supatintendent testing on the fire alarm system Is completed.
revealed the faclllty failed 1o conduct a fire alarm
Inspection In the first (1st), second (2nd), and What measures will be put Into place or
forth (4th) quarter of 2012, The facilities main fire systemic changes made to ensure that the
alarm panel was located in the Main Hospital on deficlent practice will not recur?
the campus. The main fire alanm panel served
four (4) separate buildings on the campus, Each
y a fire alarm in ion was perforred on
e ot e four buildlnmree @) the buildings Effective May 15, 2013, the Safety
are not certified under the faclities provider Speclallst/MaIntenan.ce S.uperlntendent wlil
number. During only one of the four quarters, on conduct routine monitoring on the first week of
08/22/12, was the Nursing Faciity bullding every third month to ensure that quarterly
inspected. The main panel was monitored twenty testing has been conducted on the fire alarm
four (24) hours a day by the hospital. system. In an event quarterly testing has not
been completed at that time, the Safety
Interview, on 03/20/13 at 2:59 PM, with the Speclalist /Maintenance Superintendent will
Maintenance Supervisor revealed he was not notify the Simplex representative through e-
aware the fire alarm testing was not being mall or telephone regarding the completion of
performed as required. the quarterly fire alarm testing and
maintenance. The first quarterly inspection of
Reference: NFPA 101 Life Safety Code (2000 the upgraded fire alarm system will be
edition) conducted prior to 6/30/13. The Simplex
Actual NFPA Standard: NFPA 101, 9.6.1.4. Afire representative will In-service the Safety
alarm system required for fife safety shall be Speclallst, Malntenance Superintendent, and
Installed, tested, and malntalned In accordance the Safety Officer regarding the service
with the applicable requirements of NFPA 70, contract and the quarterly fire alarm testing
National Electrical Code. and NFPA 72, National and malntenance at this time. { Attachment 1)
Flre Alarm Code. Continued on Page 18
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K 064
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K 064 | Continued From page 12 K 064! What corrective actions will be accompiished for
$5=D those residents found to have been affected by
Portable fire extinguishers are provided in all the deficlent practice?
??‘alf\‘lcare“;c:::!;p:n;i:;;n ;mdam with On 3/25/13, a portable fire extinguisher was
re oA installed In the kitchenette {located within the
designated smoking area} on unit 332, On
3/28/13, two addltional portable fire
extinguishers and five fire blankets were ordered.
On 5/16/13, a fire blanket was Installed on unit
332,
This STANDARD is not met as evidenced by:

Based on observation and Interview it was How the facility will identify other residents
determined the facility falled to ensure that fire having the potentiai te be affected by the same
extinguishers were maintained in accondance with deficient practice?

NFPA standards. The deficiency had the
potential to affect one (1) of ten (10) smoke As gii faciilty residents, staff and visitors have the
compartments, smokers, staff, and visitors. The potential to be affected by the same deficient
faciiity is certified for one hundred forty four (144) practice, the corrective action taken was that on
beds with a census of ninety eight (38) on the day 3/25/13, the Safety Specialist/Maintenance
of the survey. The facility failed to ensure the Superintendent reviewed all designated smoking
designated smoking areas had a fire areas for the potential need for fire
extinguisher. extingulshers,
, What measures will be put into place or
The findings include: systemic changes made':a ensur’: that the
deficient practice wil not recur?
Observation, on 03/21/13 at 1:01 PM, with the
Maintenance Superintendent revealed there was A portable fire extingulsher was installed in the
no fire extinguisher located in the 332 Half kitchenette (located within the designated
designated smoking area for residents. smoking area) on unit 332. On 3/28/13, two {2)
Interview, on 03/21/13 at 1:01 PM, with the :::;I:t:al portable fire extinguishers and five fire
were ordered. On 5/16/13, a fire
Mzintenance Superintercient revealed he was not blanket will be Installed on unit 332. On 3/25/13
aware a fire extinguisher was required to bs ) X !
located In the smoking areas. portable fire exﬂngulshers.were Installed in
kitchenettes {located within the deslgnated
smoking areas) on units 311 and 331.
Continued on page 19
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K 064 | Continued From page 13 K064 On 4/4/13, a portable fire extingulsher was
instalied In unit 312 kitchenette (located within
the designated smoking area). On 5/16/13, fire
blankets were installed on unlits 311, 312 and 331.
Reference: NFPA 10 1999
How the facllity plans to monitor its
4-3.2" Procedures. perf to that sol are
Periodic Inspection of fire extinguishers shalil sustalned?
include a check of at least the following ftems: )
(@) Location in designated place Effective 5/15/13, the Safety ea0/13
(b No obstruction o access or visibility Specialist/Maintenance Superintendent will
(c) Operating instructions on nameplate legible monitor the fire extinguishers and biankets for
and facing outward placement weekly (for one month) during unit
{d)y" Safety seals and tamper indicators not rounds. The Safety Specialist {Maintenance
broken or missing Supervisor) will make monthly {for one quarter)
(@) Fullness determined by weighing or "hefing” and quarterly (for one year) Inspections to ensure
{f) Examination for obvious physical damage. placement of portable fire extingulshers and
corrosion, leakage, or clogged nozzle blankets in resident smoking areas and report
(g) Pressure gauge reading or Indicator in the findings to MHMR Facllity Services Supervisor/
operable range or position Superintendent. { AttachmentH, | and J} The
(h) Condition of tires, wheels, carriage, hose, and results of these monitors wili be reported to the
nozzle checked (for wheeled units) Quality Assurance Committee and the Safety Risk
%Hgdg::;:;ﬁ?; Management Commlttee on a quarterly basis for
When an i tion of any fire extinguisher ?ne (1) year with a?tlon pians developed for any
reveals a deficiency in any of the conditions listed fssues of noncompliance.
in 4-3.2 (a), (b), (h), and (i), immediate corrective
action shall be taken. ; What corrective actions wili be plished for
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144 thase residents found to have been affected by
SS=F the deficient practice?
Generators are inspected weekly and exercised
under load for 30 minutes per month in On 3/25/13, an emergency battery operated light -
accordance with NFPAS9. 344.1. was installed in the [oad side of the generatar
transfer switch room for emergency lighting.
FORM CMS-2567(02-99) Previous Versicns Cbsolety Event ID:XRG521 Faciily 10: 100490 if continuation sheet page 14 of 19
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K144 | Continued From page 14 K144|  How the facility will identify ather residents

This STANDARD s not met as evidenced by:

Based on observation and interview, it was
determined the facllity failed to ensure emergency
generators were maintained in accordance with
NFPA standards. The deficiency had the
potential to affect ten (10) of ten (10) smoke
compartments, residents, staff, and visitors. The
facility is certified for one hundred forty four (144)
beds with a census of ninely eight (38) on the day
of the survey. The facility failed to provide
emargency battery lighting for the generator
transfer switch room.

The findings Include:

Observation, on 03/21/13 at 2:00 PM, with the
Maintenance Superintendent revealsd the facility
did not provide an emergency battery opsrated
light for the transfer switch room.

Interview, on 03/21/13 at 2:00 PM, with the
Maintenance Superintendent revealsd he was not
aware the transfer switch room did not have an
emergency battery operated fight.

Reference: NFPA 110 (1999 Edifion).

5-3.1 The Level 1 or Level 2 EPS equipment
location shall be
provided with battery-powered emsrgency
lighting. The emergency

having the potentiai to be affected by the same
deficlent practice?

As ali facllity residents, staff and visitors have
the potential to be affected by the same
deficient practice, on 3/25/13, an emergency
battery operated light was installed on the load
side of the generator transfer switch room for
emergency lighting.

On 5/9/13, all campus Malntenance staff were
In-serviced on the Installation of the emergency
battery operated light with ail in-servicing to be
completed by 5/16/13. {All employees on
extended leave at the time of in-servicing will be
in-serviced upon return to work.)

What measures will be put Into place or
systemic changes made to ensure that the
deficient practice wil not recur?

Beginning May 15, 2013, the Safety Specialist
/Maintenance Superintendent wiil check the
emergency battery operated light weekly for
three (3} months then monthly for three {3)
months and then quarteriy for one (1) year for
aperative performance,

How the facliity plans to monitar its
performance to ensure that solutions are
sustained?

Findings will be reported to MHMR Facility
Superintendent/ Supervisor who will report the
results to Quality Assurance committee and
Safety Risk Management Committee quarterly,
(Attachments O, P, and Q).

6/30/13
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K 144 | Continued From page 15

lighting charging system and the normal service
room

lighting shall be supplied from the load side of the
transfer

switch.

Reference: NFPA 99 (1999 Edition)

Actual NFPA Standard: NFFA 99, 3-5.4.1.1
Maintenance and Testing of Alternate Power
Source and Transfer Swilches.

(a) Maintenance of Altemate Power Source.
The generator set or other alternate power source
and associated equipment, including all
appurtenant parts, shall be so maintained as to
be capable of supplying service within the
shortast time practicable and within the
10-second interval specified in 3-4.1.1.8 and 3-
5.3.1.

(b} Inspection and Testing. Generator sets
shall bs inspected and tested in accordance with
3-4.4.1.1().

Actual Standard: NFPA 110, 6-4.5 Level 1 and
Leve! 2 transter switches shall be operated
monthly. The monthly test of a transfer switch
shali consist of electrically operating the transfer
switch from the standard position to the alternate
position and then a return to the standard
position.

Actual Standard: NFPA 89, 3-4.4.1.1 Maintenance
and Testing of Alternate Power Source and
Transfer Switches.

(a) Maintenance of Altemate Power Source.
The generator set or other altemate power source
and associated equipment, including all
appurtenant parts, shall be so maintained as to
be capable of supplying service within the

K144
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K 144 | Continued From page 16

shortsst time practicable and within the
10-second interval specified in 3-4.1.1.8 and 3-
4.3.1. Maintenance shall be performed in
accordance with NFPA 110, Standard for
Emergency and Standby Power Systems,
Chapter 6.

{b) Inspection and Testing.

1. Test Criteria. Generator sets shall be
tested twelve (12} times a year with testing
intervals between not less than 20 days or
exceading 40 days. Generator sets serving
emergency and equipment systems shall be in
accordance with NFPA 110, Standard for
Emergency and Standby Power Systems,
Chapter 6.

2. Test Conditions. The scheduled test under
load conditions shall include a complete
simulated cold start and appropriate automatic
and manual transfer of all essontial slectrical
system loads.

3. Test Personnel. The scheduled tests shall
be conducted by competent personnal. The tests
are needed to keep the machines ready to
function and, In addition, serve fo dstect causes
of maifunction and to fraln personnel in operating
procedures.

Actual Standard: NFPA 99, 3- 3-4.4.2. Avritlen
record of inspection, performance, exercising
period, and repairs shall be regularly maintained
and available for Inspection by the authority
having jurisdiction.

K144
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Contlnued from Page 12 How the facliity plans to monitor its
kosz | g K052 1] performance to ensure that salutions are
sustained?
Effective 5/15/13, the MHMR Facility 6/30/13
Supervisor/Superintendent will review the fire
alarm monitor to ensure that the quarterly
testing is belng conducted on the fire alarm
system per NFPA standards. Any Identified
problems with the corrective action plan will be
reported to the QA Committee.
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kogs | Continued from Page 13 K064 | Additionally, on 5/16/13, portable fire

extinguishers and biankets were secured in the
outside pavilion area. On 5/14/13, all facility
statf will be in-serviced In regards to installation
of and the use of the portable fire extinguishers
and fire blankets and the storage location of
each in resident smoking areas on units 311,
312, 331 and 332. Additionally, Nursing SOP
Section IV #2G will be revised and reviewed to
include the addition of portable fire
extinguishers and fire blankets to designated
smoking areas. {Attachments K, 1, M, and N}
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